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Abstract The aim of this study was to examine family

qualities and self-deprecation in relation to depressive

symptoms of young adult Zoroastrians from immigrant

families in North America. Using snowball sampling and

online surveys, self-report data were collected from 171

Zoroastrian young adults (i.e., 18–30 years old) about their

perception of cohesion in their families, conflict with their

parents, and the extent that they met parental general

expectations (e.g., not embarrassing the family). The

findings from a path analysis showed that parent–child

conflict and meeting parental expectations were indirectly

related to depressive symptoms through self-deprecation.

Also, higher family cohesion predicted lower levels of

depressive symptoms among Zoroastrian young adults.

These results are similar to findings in studies with non

Zoroastrians. The results suggested prevention and inter-

ventions to decrease depressive symptoms could target

self-deprecating thoughts as well as perceived family

dynamics.

Keywords Depressive symptoms � Family � Self-

deprecation � Young adulthood � Zoroastrians

Introduction

Depression is one of the most debilitating mental health

disorders around the world [1]. In the United States,

approximately 10.9 % of 18–24 year olds and 9.1 % of

25–34 year olds report symptoms of current depression [2].

Mental health issues such as depression are prevalent

among young adults [3], possibly because they experience

many transitions, instability (e.g., residency), intrapersonal

struggles (e.g., identity exploration, self-concept), and

interpersonal struggles (e.g., parent–child relationships)

[4]. Depression during young adulthood is related to

unfavorable outcomes including alcohol-related problems

[5], personality disorders [6], and health problems [2].

Thus, it is important to investigate factors that contribute to

young adults’ depressive symptoms in different ethnic

groups to create effective and culturally sensitive inter-

ventions and prevention programs. One group that has not

been investigated is Zoroastrian young adults.

Zoroastrians in Diaspora

Zoroastrianism (i.e., one of the oldest living monotheistic

religions) originated in Iran 2500–3000 years ago [7].

Before the Arab invasion of the 640s, most Iranians were

Zoroastrians, but after the conquest most people converted

to Islam [7]. Over the centuries, many Zoroastrians left

their home country by choice and/or obligation. The

Zoroastrian community has gone through multiple phases

of diaspora [8]. Between the eighth and tenth centuries,

some Zoroastrians immigrated to India; they are known as

Parsis [9]. In the late twentieth century, Zoroastrians

immigrated from India, Iran, Pakistan, and East Africa to

Britain, Canada, and the United States for education, career

development, and/or leaving Islamic regimes in some
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countries (e.g., Iran, Pakistan) [7, 10]. The immigration to

the west mainly began after World War II for Parsis [10]

and after the 1979 revolution for Iranians [7].

Zoroastrians are a fairly small minority with approxi-

mately 72,000 Parsis in India [7], 25,271 in Iran [11], 6421

in Canada, 14,306 in the United States, and fewer in other

parts of the world (e.g., Australia) [12]. There was a rapid

decline of Zoroastrians in Iran and India from 2004 to 2012

(-37.5 % in Iran, and -12.4 % in India); however in

North America, the Zoroastrian community has witnessed a

population increase (?7.5 % in Canada, ?32.5 % in the

United States) [12]. This noticeable increase of the

Zoroastrian population in Western countries makes the

Zoroastrian community a potential growing minority group

and worthy of more research.

Family Qualities, Self-Deprecation, and Depressive

Symptoms

The developmental-contextual framework suggests that

individual characteristics and contextual qualities impact

individuals’ health and development [13]. Self-deprecation

and gender (two individual qualities) have been shown to

relate to symptoms of depression. Also, the family is

considered a primary context for development [13], espe-

cially in Zoroastrian culture [10], and studies have shown

that family qualities can influence depressive symptoms in

young adults [14]. Three family qualities (i.e., family

cohesion, meeting parental expectations, parent–child

conflict) were examined.

Most previous scholarship has examined global self-

esteem in relation to depression. However, a few studies in

different ethnic/cultural groups have noted positive esteem

and self-deprecation (i.e., negative self-esteem [15, 16]) are

related, but separate constructs [17], and that self-depre-

cation is a stronger predictor of depressive symptoms than

positive esteem [15]. The vulnerability model suggests

self-deprecation increases risk for depression [18]. Indi-

viduals with negative self-esteem may be more vulnerable

to real or perceived rejection, avoid social interactions,

and/or engage in antisocial behaviors that increase alien-

ation and rejection [18]. When individuals have negative

views of self, they are more likely to view everyday situ-

ations, challenges, and life events as insurmountable which

increases hopelessness and depressive symptoms [19].

Zoroastrian young adults may experience challenges

associated with being refugees and/or immigrants such as

acculturative stress, cultural conflicts with less acculturated

parents, few potential mates in the same religion/culture,

and discrimination [10]. According to the vulnerability

model, Zoroastrian young adults who engage in more self-

deprecating thoughts may see these challenges as

overwhelming, and feel greater despair and rejection, thus

increasing risk of depressive symptoms.

Gender is another individual quality that is related to

depressive symptoms and self-esteem. In general, depres-

sion [2] and low self-esteem [20] are greater in females

than males. The vulnerability model suggests women may

report more depressive symptoms and self-deprecation due

to biological factors (e.g., hormones), greater emotional

reactivity, and cognitive factors (e.g., brooding rumination,

objectified body consciousness) [21]. Male and female

Zoroastrians often have differing cultural expectations and

defined roles in the family [22], thus examining whether

gender contributes to self-deprecation and depressive

symptoms is warranted.

Family cohesion is a family quality that is related to

decreased depressive symptoms in African American col-

lege students [23], Latino college students [24], and

working and lower middle-class Caucasian young adults

[25]. Family cohesion refers to the level of emotional

bonding, sense of unity and commitment, and support that

family members provide for each other [26]. When indi-

viduals perceive their families as less cohesive, they might

feel increased emotional distance from their families and

loneliness [27], and they might be less likely to ask family

members for support during times of stress [28]. Individ-

uals from less cohesive families are also at increased risk

for negative self-esteem [29]. Feeling disengaged (i.e.,

emotional distance) from families can promote low worth

in the family. Zoroastrian families are expected to be close

[10], thus when Zoroastrians feel disengaged from their

families it can be especially impactful.

There is little information about the influence of meeting

parental expectations on young adults’ mental health. A

study with Taiwanese college students [30] and a study

with mostly White college students [31] found that not

living up to parental expectations related to increased risk

of depression. Another study found that not meeting par-

ental expectations was related to more self-deprecation in

Japanese and European American college students [32]. In

the Zoroastrian culture, younger generations are expected

to respect older generations’ opinions. Also, considering

that most Zoroastrian parents originated in either Iran or

India, parental general expectations might include not

embarrassing the family, not disappointing the parents, and

not making trouble for the family. When Zoroastrian young

adults feel they let their parents down or harmed the

family’s reputation, they may feel inadequate (i.e., self-

deprecation) and upset, increasing risk of depression. Also,

not meeting parental expectations can contribute to young

adults’ depression in immigrant families when parents state

they have immigrated for the sake of their children.

Parent–child conflict is another family quality that can

increase young adults’ depressive symptoms [24, 33] and
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low self-esteem [24]. Given the transitions that occur

during emerging adulthood (e.g., increased autonomy,

separation from parents, identity development) [4], it is

likely that parent–child conflict could arise. Conflicts

between young adults and parents can be compounded in

immigrant families due to acculturative stress [24]. Off-

spring may be vulnerable to blaming themselves for the

conflict [34]. Since family unity is highly valued in

Zoroastrian culture [10], young adults who argue with their

parents may engage in self-deprecating thoughts and sad-

ness for upsetting their parents. Zoroastrian young adults

who were born in North America may also have cultural or

values conflict with immigrant parents.

Theoretical Model

Based on the existing literature, a theoretical model to be

tested was developed (see Fig. 1). It was hypothesized that

self-deprecation would be significantly and negatively

related to depressive symptoms of Zoroastrian young

adults. Next, it was hypothesized that female Zoroastrians

would report higher self-deprecation and depressive

symptoms than male Zoroastrians. Also, it was hypothe-

sized that family cohesion and meeting parental expecta-

tions would be significantly and negatively related to self-

deprecation and depressive symptoms, while parent–child

conflict would be significantly and positively related to

self-deprecation and depressive symptoms. Since self-

esteem has been shown to be a full or partial mediator

between various family factors (e.g., perceived acceptance,

psychological control, firm control in a mostly White

sample in the USA [35], parent–child conflict in samples

from Netherlands [14] and Turkey [36], and family cohe-

sion in young adults samples from Netherlands [14] and

USA [25]) with depression, this study also examined the

indirect effects of family qualities on depressive symptoms

through self-depreciation. Specifically, it was hypothesized

that the family qualities would be directly related and

indirectly related (through self-deprecation) to depressive

symptoms of Zoroastrian young adults.

Generation status and living with at least one parent

were considered as possible control variables in the anal-

yses. Specifically, 1st generation (i.e., immigrant) Zoroas-

trians might experience more acculturative stress than 2nd

generation (i.e., participant born in USA, but at least one

parent was foreign born), which could put them at higher

risk of self-deprecation and depressive symptoms. It is also

possible that generation status might relate to perceptions

of family qualities. For example, 1st generation might be

more likely to meet parental expectations, while 2nd gen-

eration might be more likely to get into conflict with par-

ents (possibly due to cultural differences). On a similar

note, if Zoroastrians are living at home, their relationship

with their parents might be more impactful to their self-

worth and mental health. It is also possible that gender

differences might exist on the family qualities. So, beyond

Family Cohesion

Meeting Parental 
Expectations

Parent-Child 
Conflict

Self-Deprecation Depressive 
Symptoms

Gender
(0 = men, 1 = women)

Potential control variables:
Generation status (1st vs. 2nd generation)
Living status (live at home vs. not)

Fig. 1 Theoretical model depicting family qualities, self-deprecation, and depressive symptoms of Zoroastrian young adults
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the specific hypotheses of gender differences on self-dep-

recation and depressive symptoms, the study examined

whether there were gender differences on the family

qualities as well.

Methods

Participants and Data Collection

This study was approved by the university institutional

review board and was part of a larger study examining

family qualities and mental health of young adults. Self-

report data were collected from 209 Zoroastrian young

adults. Inclusionary criteria follow: 18–30 years of age,

self-identify as Zoroastrian (e.g., Parsis, Iranian), and cur-

rently live in the United States or Canada. Data from 38

Zoroastrians were excluded because they lived outside

North America and/or were over 30 years of age. The

original sample included 171 participants, but data from 7

individuals were eliminated due to missing values. The

analyses were conducted on 164 participants (38.4 %

Parsis, 59.1 % Iranian, 2.4 % unknown) from 18 to

30 years (M = 24.4 years). See Table 1 for additional

sample characteristics.

An online survey was posted on Qualtrics.com, and no

identifying information was asked. Permission was soli-

cited from Zoroastrian groups and organizations to post a

survey link on their Facebook pages. Some organizations

sent the survey link with a short description of eligible

participants in their monthly news emails. Also, some

Zoroastrian organizations allowed the researcher to recruit

participants during their events. Willing participants were

emailed a survey link. Snowball sampling was also used.

Specifically, participants were asked to forward the survey

link to other Zoroastrians who met the criteria or to have

the possible participant contact the researcher about the

study. And finally, a link to the online survey was acces-

sible through a Facebook group event and a Facebook

community page that targeted Zoroastrians.

Measurement

Participants’ demographic characteristics were assessed

using standard demographic items. For all scales, the items

were averaged. Cronbach’s alphas are in Table 2.

Depressive symptoms were measured with the 10-item

version [37] of the 20-item Center for Epidemiologic

Study’s Inventory for depressed mood [38]. A sample item

follows: ‘‘I felt sad.’’ Two items were reverse-coded (e.g.,

‘‘I enjoyed life’’). Participants indicated how often they felt

a particular way during the past 7 days with response

options ranging from: 0 = rarely or none of the time (less

than 1 day) to 3 = mostly or almost all the time

(5–7 days). The 10-item version has been used with

Mexican–American migrant and immigrant adults and

shown to have good factor structure and reliability [39].

Self-deprecation was measured with the five negatively

worded items of the Rosenberg Self-Esteem Scale [40].

Although most researchers have used the total scale, various

studies have demonstrated that the positive and negative

items tap into different but related constructs [15], and that

the negatively worded items are more strongly related to

depressive symptoms which supports the vulnerability

model. A sample item was, ‘‘At times I think I am no good at

all.’’ Responses ranged from 1 = strongly disagree to

4 = strongly agree. The self-deprecation subscale had good

factor structure and reliability (Cronbach’s alpha = .82) in a

sample of Iranian American and Armenian American ado-

lescents [16].

A 15-item scale was used to measure frequency of

conflict between parents and young adults [41]. The stem

for the items follows: ‘‘How frequent are the disagreements

you have with your parents on the following issues?’’ The

scale contained options regarding various aspects of life

(e.g., physical appearance, privacy, finances). The response

choices ranged from 1 = never to 5 = most of the time.

The 10-item meeting parental expectations scale [42] was

originally developed based on items from the Living up to

Parental Expectation Inventory [30]. A sample item follows,

‘‘I have met my parents’ expectations about not embarrass-

ing my family.’’ The response choices ranged from

1 = strongly disagree to 4 = strongly agree. In a sample of

444 Armenian emerging adults from mostly immigrant

families (many from Iran), a Cronbach’s alpha of .88 was

found, and the scale was significantly and negatively corre-

lated to depressive symptoms for men and women [42].

The six positively worded items from the 9-item Family

Cohesion Scale [43] were used to measure emotional

bonding between family members. A sample item follows,

‘‘We help each other.’’ Response choices ranged from

1 = strongly disagree to 4 = strongly agree. The scale had

very good internal consistency reliability with Armenian

emerging adults from mostly immigrant families (al-

pha = .88) [42] and Latino emerging adults from mostly

immigrant families (alpha = .90) [43]. Also, the scale was

significantly and negatively correlated to depressive symp-

toms for Armenian [42] and Latino [43] men and women.

Results

Data Screening

Missing values were less than 5 % for parent–child con-

flict, gender, parental expectations, depression, and family
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cohesion. Also, Little’s MCAR test revealed that data were

missing at random, v2(19) = 22.03, p = .28. This indi-

cated any method to deal with missing values can be

employed (e.g., [44]), thus the current study opted for

deleting the missing values, and the final sample was 164.

Next, the current study had no outliers because the z-score

values were below 3.30 [44]. Also, the skewness and

kurtosis values were below the absolute value of 2 for both

indices, indicating no concerns. Additionally, the data did

not have multicollinearity since (1) VIF values were

between 1 and 10, and (2) tolerance values were above .20.

Overall, the study met all the required assumptions (e.g.,

absence of outliers, multicollinearity) for the analysis.

Independent Samples t Tests

To assess whether the potential control variables should be

included in the model, independent samples t tests were

Table 1 Demographics of the sample

(N = 164) (%)

Age (18–30 years, M = 24.4, SD = 3.8)

Gender

Men 47.0

Women 53.0

Marital status—single 90.2

Parents’ marital status

Married 82.9

Other (divorced, never married, remarried, widowed) 17.1

Living with parent(s) 65.8

Generation status

1st generation (participant and parents born outside North America) 55.5

2nd generation (participant born in North America, at least one parent not born in North America) 44.5

Mothers’ birth country

Iran 51.8

India 36.0

Pakistan 5.5

USA 1.2

Canada 1.2

Other (i.e., Bahrain, England, Kenya, Palestine, United Kingdom, and Yemen) 4.3

Fathers’ birth country

Iran 54.3

India 36.0

Pakistan 5.5

Tanzania 1.2

Other (i.e., USA, Bangladesh, Egypt, Germany, and United Kingdom) 3.0

Table 2 Means, standard

deviations and correlation

matrix (N = 164)

1 2 3 4 5 6

1. Depressive symptoms 1.00

2. Self-deprecation .57* 1.00

3. Family cohesion -.31* -.20* 1.00

4. Meeting parents’ expectations -.33* -.46* .33* 1.00

5. Parent–child conflict .34* .44* -.32* -.44* 1.00

6. Gender (0 = male, 1 = female) .20* .22* -.06 -.04 .06 1.00

M .72 2.02 3.33 3.16 2.16 .53

SD .53 .68 .59 .48 .65 .50

Cronbach’s alphas .84 .83 .92 .87 .89

* p\ .05
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conducted. No significant (p C .22) differences were found

between participants living with parents and those not

living with their parents on depressive symptoms, self-

deprecation, family cohesion, meeting parental expecta-

tions, or parent–child conflict. Also, no significant

(p C .102) differences were found between 1st and 2nd

generation Zoroastrian young adults on the variables in the

study. Additionally, no significant (p C .437) differences

were found between men and women on family cohesion,

meeting parental expectations, and parent–child conflict.

However, women reported significantly higher self-depre-

cation (p = .005) and depressive symptoms (p = .009).

Thus, participants’ living status and generation status were

not included in the path analyses, but gender was only

included predicting self-deprecation and depressive

symptoms.

Correlations

Pearson correlations using SPSS 23 were conducted to

examine the bivariate relationships between the variables

(see Table 2). Self-deprecation was significantly and pos-

itively correlated with Zoroastrian young adults’ depres-

sive symptoms. Family cohesion and meeting parental

expectations were significantly and negatively correlated to

self-deprecation and depressive symptom, while parent–

child conflict was significantly and positively related to

self-deprecation and depressive symptoms. Women repor-

ted significantly higher levels of self-deprecation and

depressive symptoms than men.

Path Analysis

A path analysis using MPlus was conducted to test whether

the theoretical model was a good fit for the data, and

whether the family qualities predicted depressive symp-

toms through self-deprecation. The three family variables

on depressive symptoms through self-deprecation were

estimated simultaneously using maximum likelihood esti-

mation. To test mediation, indirect effects (in the line with

the Sobel method with product of coefficients) were used

as described in the SEM literature [45, 46]. Yet, there is

some evidence that the Sobel method might be less pow-

erful and trustworthy than bootstrapping when testing

indirect effects [47]. For these reasons, the current study

also reported the results of the mediation with bootstrap-

ping as recommended in the literature [47].

For Model 1 in the path analysis, the hypothesized

model had perfect fit, v2(3) = 1.36, p[ .05, CFI = 1.00,

RMSEA = .00 (RMSEA CI ranged from .00 to .09).

Although the Wald test could be used to evaluate how

dropping significant or nonsignificant paths change the

model fit, the current study opted not to modify the models.

First, all the parameters were important for the theoretical

framework. Second, model fit indexes are only guides. If

the guides are followed as a standard rule, it can reject

important theoretical models [48]. Lastly, the direct and

indirect relationships may have an important scientific

contribution for this sample.

The direct effects for the final model are summarized in

Table 3 and Fig. 2. Specifically, meeting parents’ expecta-

tions (unstandardized coefficient = -.02, p[ .05), parent–

child conflict (unstandardized coefficient = .04, p[ .05),

and gender (unstandardized coefficient = .10, p[ .05)

were not directly related to depressive symptoms, while

family cohesion was not related to self-deprecation, (un-

standardized coefficient = .02, p[ .05). Meeting parents’

expectations (unstandardized coefficient = -.47, p\ .05)

was negatively and significantly related to self-deprecation.

Parent–child conflict (unstandardized coefficient = .31,

p\ .05) was positively related to self-deprecation. Next,

women reported higher self-deprecation than men (unstan-

dardized coefficient = .23, p\ .05). Also, family cohesion

(unstandardized coefficient = -.18, p\ .05) was nega-

tively related to depressive symptoms, and self-deprecation

(unstandardized coefficient = .36, p\ .05) was positively

related to depressive symptoms.

Self-deprecation served as an intervening variable in the

current study. Table 4 shows the results from the indirect

effect (in the line with the Sobel method) and bootstrapping

mediation. Meeting parents’ expectations (unstandardized

coefficient = -.17, p\ .05) were significantly and nega-

tively related to depressive symptoms through self-depre-

cation. Also, parent–child conflict (unstandardized

coefficient = .11, p\ .05) and gender (unstandardized

coefficient = .08, p\ .05) were significantly and posi-

tively related to depressive symptoms through self-depre-

cation. Overall, since (1) the direct paths were not

Table 3 Direct effects

Unstnd SE Stnd

Predicting self-deprecation

Meeting parents’ expectations -.47* .11 -.33

Parent–child conflict .31* .08 .29

Gender .23* .09 .17

Family cohesion .02 .08 .02

Predicting depressive symptoms

Meeting parents’ expectations -.02 .08 -.02

Parent–child conflict .04 .06 .05

Gender .10 .07 .09

Family cohesion -.18* .06 -.21

Self-deprecation .36* .06 .47

Unstnd unstandardized values, Stnd standardized values

* p\ .05
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significant as mentioned in earlier sections, and (2) similar

findings were obtained through bootstrapping (see

Table 4), these results indicated self-deprecation is a strong

mediator for the association between three independent

variables (i.e., meeting parent’s expectation, parent–child

conflict, and gender) and depressive symptoms.

Discussion

Zoroastrians are a growing population of immigrant

minorities in North America [12], yet virtually no studies

exist on the health and well-being of this population.

According to the developmental contextual framework,

individual and contextual qualities (e.g., family) are

important to individuals’ development. Thus, the current

study used path analyses to examine how individual qual-

ities and family qualities related to depressive symptoms

among Zoroastrian young adults from immigrant families.

Similar to studies with non Zoroastrian samples, self-

deprecation was positively related to depressive symptoms

[15, 18]. According to the vulnerability model, having

deprecating views of self make individuals more suscep-

tible to experiencing day-to-day interactions and life events

as more challenging, less manageable, and/or frustrating,

ultimately increasing risk of developing depressive symp-

toms [18]. This may be especially true for Zoroastrian

young adults from immigrant families who may deal with

acculturative stress, discrimination [10], and/or challenges

associated with young adulthood [4]. Also similar to

studies with other ethnic groups [2, 20], young Zoroastrian

women reported significantly higher self-deprecation than

Family Cohesion
.35*

Meeting Parental 
Expectations

.21*

Parent-Child 
Conflict

.39*

Self-Deprecation Depressive 
Symptoms

Gender 
(0 = men, 1 = women)

.31*

-.47*

.1
0*

-.1
1*

-.1
2*

.32*

.17*.23*

-.18*

.36*

Fig. 2 Final model depicting family qualities, self-deprecation, and

depressive symptoms of Zoroastrian young adults without non-

significant paths. Notes * p\ .05. Only the unstandardized output is

presented. v2(3) = 1.36, p[ .05, CFI = 1.00 and RMSEA = .00.

Non significant paths are not shown

Table 4 Indirect effects

Sobel Bootstrapping

UnStnd SE Stnd Stnd Lower CI Upper CI

Meeting parents’ expectations ? Self-deprecation ? Depressive symptoms -.17* .05 -.15 -.15* -.28 -.09

Parent–child conflict ? Self-deprecation ? Depressive symptoms .11* .03 .14 .14* .03 .19

Gender ? Self-deprecation ? Depressive symptoms .08* .03 .08 .08* .02 .17

Unstnd unstandardized values, Stnd standardized values. CI confidence interval at 95 %. This confidence interval is bias-corrected bootstrap

confidence intervals. Similar results were obtained through bootstrapping approaches as Sobel

* p\ .05
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men, leading to increased depressive symptoms. Women

may engage in more negative rumination and have more

emotional reactivity, which can decrease their confidence

in their own abilities. Zoroastrian women are also more

likely to stay unmarried [7, 22] or marry someone outside

the culture which can create additional stress for women in

the Zoroastrian community [7].

The negative relationship between family cohesion and

young adults’ depressive symptoms is well documented in

the literature [23–25]. In the path model, family cohesion

was only directly related to Zoroastrian young adults’

depressive symptoms. A cohesive family can potentially be

a safe place for young adults to vent and/or cope with

stressors. Conversely, experiencing emotional distance

from family members can increase feelings of loneliness

and despair. For young adults in immigrant families,

especially in cultures where family unity is highly valued

(e.g., Zoroastrians [10]), a lack of family bonding can be

even more detrimental.

Meeting parents’ expectations was negatively related to

depressive symptoms, while parent–child conflict was

positively related to depressive symptoms through self-

deprecation. This could be partially explained by the

importance of respect for older generation among Zoroas-

trians. If Zoroastrian young adults believed their behaviors

were inconsistent with their parents’ expectations and/or

had conflict with parents, it could result in self-deprecating

thoughts. This may be especially true if young adults feel

the parents sacrificed their own livelihood to move to North

America for their children. Conversely, when young adults

make their parents proud, meet their parents’ expectations,

and avoid parent–child conflict they may be less likely to

engage in self-deprecating thoughts. This study also pro-

vided additional support that self-concept can be a medi-

ator between family qualities and mental health. In this

study, self-deprecation mediated the relationship between

two perceived family qualities (i.e., parent–child conflict,

meeting parents’ expectations) and depressive symptoms.

Receiving negative messages (e.g., conflict, unmet expec-

tations) can put the child at-risk for forming negative self-

perceptions that can increase susceptibility to symptoms of

depression [36].

Implications for Practice

This study’s findings along with previous research suggest

that prevention and intervention approaches could target

both individual qualities and family dynamics. For exam-

ple, cognitive-behavioral therapy (CBT) can be used to

promote cognitive change, such as decreasing self-depre-

cating thoughts. Meta-analyses have shown cognitive-be-

havioral therapy to be effective in decreasing depression

[49], including in primary care settings [50]. Also, inter-

personal therapy could help young Zoroastrian adults learn

how to manage relationships with parents (e.g., coping with

conflict, discussing expectations), adapt to changes in

relationships with parents or changes in life due to transi-

tions associated with young adulthood, and/or manage

acculturative stress. A meta-analysis demonstrated that

interpersonal therapy can be effective in treating depres-

sion [51]. And finally, family therapy approaches that

involve the parent and young adult may be useful in pro-

moting more effective family dynamics as a way to

diminish risk of depressive symptoms. However, each of

these approaches are cautiously recommended since there

is a lack of concrete evidence regarding the effectiveness of

CBT, interpersonal therapy, or family therapy approaches

with Zoroastrian young adults and/or their families.

Culturally adapted programs could be developed for

working with Zoroastrian young adults and their families.

Mental health practitioners working with Zoroastrian

families could adapt programs that have been developed

for other minority and/or immigrant populations such as (1)

the Bicultural Effectiveness Training to decrease parent-

adolescent cultural conflict [52], or (2) the Bridges/Puentes

program that teaches individual coping strategies, promotes

family strengths, and emphasizes family cohesion as a

cultural asset [53].

Limitations and Future Direction

Despite this study’s contributions to the literature, this

study has limitations that should be acknowledged. First,

the cross-sectional nature of the study makes it impossible

to establish the direction of relationship between variables

(e.g., more depressed individuals might develop more self-

deprecation). Future studies could use longitudinal designs

to better assess the directionality of the relationships

between the variables. Second, the data were limited to

self-report surveys from one respondent (i.e., the young

adult), which can inflate the strength of associations

between variables due to shared method variance. Future

studies may want to consider adding data from other

respondents (e.g., parents). Third, the scale used to measure

parent–child conflict only tapped into one dimension of

conflict (i.e., frequency). It would be beneficial for future

studies to consider other dimensions such as conflict style,

intensity, and degree of resolution. Also, larger sample

sizes would allow for the comparison of the structural

equation models for men and women.

This study was one of a few studies that looked at

meeting parental expectations and mental health in immi-

grant families, but more research is needed. It is possible

that meeting parental expectations is not as important in
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ethnic/cultural groups that have a stronger emphasis on

individualism over collectivism. Future studies should also

consider how various family qualities interact in relation to

mental health of Zoroastrian young adults. For example,

not meeting parental expectations can potentially fuel

parent–child conflict [24]. However, the reverse relation-

ship is also possible; that is, young adults may intentionally

ignore parents’ expectations because they feel unheard due

to conflict with parents. Also, conflict with parents may not

be as detrimental in homes characterized by high family

cohesion (e.g., this has been shown in other ethnic groups

such as Latino [54]). And finally, research on the Zoroas-

trian community would benefit from mixed methods that

incorporate qualitative methods (e.g., focus groups, inter-

views) to allow more in-depth exploration of individual

and family qualities in relation to mental health.

Conclusions

One of the most important contributions of this study is

bringing awareness and providing better understanding of

Zoroastrian young adults in the United States for both

researchers and practitioners. Consistent with previous

studies, the results indicated that both individual qualities

and perceived family dynamics relate to self-deprecation

and depressive symptoms of young Zoroastrian adults.

These results suggested that prevention and interventions

for depressive symptoms should target self-concept and

perceived interactions with family members. However,

because of the lack of research on Zoroastrians, the results

should be replicated in other studies on Zoroastrians and

implications for practitioners should be implemented cau-

tiously. Looking at other intervention programs that have

been created for ethnic groups that emphasize family value

is recommended.
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