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ABSTRACT

This thesis investigates the features of common health risk behaviours (HRBs), namely,
violent behaviours, sexual behaviours, smoking, drug use and unhealthy dietary
behaviours, and patterns of engagement with these HRBs, among students at a Saudi
university. The study includes a literature review covering the underlying reasons and
consequences of HRBs, and explores existing theoretical models of HRBs in order to
construct an appropriate theoretical model which underpins and guides this
investigation. A mixed methods research methodology was used; quantitative data
was collected using a questionnaire-based survey administered to 722 respondents,
and qualitative data was collected using a series of interviews with 17 students. The
elaborated theoretical model developed from the findings of the study may offer a
more accurate understanding of HRBs amongst students at this Saudi university. In
addition, the theoretical model may help to inform HRB-related research more widely
across universities in Saudi Arabia and beyond. Key findings point to high levels of
smoking, risky driving and violent behaviours, moderate levels of alcohol and illegal
drug consumption, and physical inactivity and unhealthy diet. Students did not report
serious sexual risk behaviours. Furthermore, such HRBs are influenced by traditional
practices, gender, age, influence of other HRBs, the current legal system, globalisation,
and lack of awareness. These practices are well-aligned to three major levels of
influence: the intra-personal, public engagement and socio-cultural. Policy and practice

implications arising from the findings are discussed.

Supervised by: Dr Jenny Byrne and Professor Marcus Grace



Table of Contents

Y 2 03I 27 |
LI o1 L= Y 0o 1] =Y 21 £ I
IR o B = o] (=3 VII
I Ao =0T PP IX
DECLARATION OF AUTHORSHIP 1 v ueetetttiiiiieee et teasaaseee e ssnssannssessssasannnsesseannnnnns Xl
1Yo g Lo NN 1= P =T o Y=Y o PP XIl
Glossary of terms and definitions used in categorising and analysing HRBs............ X1l
Chapter 1 : INntroduCtion .....c.iiiiiiiiiii e e 1
00 A - - ol ¢4 o YU T PPN 1
1.2  Research on HRBS in Saudi UNIVerSitiES . .u e iiieeiie i i iaeernnneaieeeeseraneennneans 6
0 T 2 =Y = T T o] T O LU =] £ o N 7
1.4 Research context and personal attachment........ccvoiviiiiiiiii e 8
O R 2= Y= =Y ol T 00 €=« S 8
1.4.2 Personal attachment of researcher......ccveoviiiiii i eas 15

1.5  Purpose and boUNaries. ... c. i i 16
1.6 Implications for stakeholders.....couuviiiiiiiiaiiiii e 17
R I 0 V=Y FR 3 o Loy o{ U1 = 18

Chapter 2 : Saudi Society and Culture: critical observations and self-

FEFl@CTIONS .. 21

28 A o o [0t e o P 21
2.2 From Algathal to Riyadh ....ce.eeieiei e e e e e 23
2.3 Tribal culture and faith-based SOCIetY «.ouiuiiiie s 25
2.4  Experiencing rapid Changes ....uieuiiei ittt ena 27
2.5 Understanding the gap in research and planning for an in-depth investigation ...... 33
Chapter 3 : Risks and Health Risk Behaviours........c.cccceevviiiiiiniiiennns, 36
3.1 The Structure of the Chapler .....cuii i e e e e e e eane 36
3.2 Overview of risky behaviours .....coveiiiiiie e 37
3.2.1 Risky behaviours at YOUNE @B ... . cvuiuiiiiiiiiinieie i e 40
3.3 DefinitioNs OF HRBS uutueuiiiteieettie e e e e etr e e re e e e e e e e e r e e e m e ea s e e ea e ennen 41
3.3.1 Relationship of HRBS With FiSKS .uaveieeieieiieieieiei e e rrerer e e e e araenens 43
3.3.1.1  Contributing factors and their roles......cccevicveiiiiiiiiic s 45



3.4  Risks and HRB protective factors ...ouveieeeeeiiee e ieaeeiraas et e v raaeaerneaneaens 51

3.5 HRBsinearly adulthood.....c.c.ciiiiiiiiiiiiii e 59
3.5.1  PreveNntiVe MEASUIES ...ueuie eureeniareeureaesareenreaesmreenseneasnseannreaenrnenennen 60
3.6  Outcomes of HRBs among university stUdents ...u.vveeieiiiiiiiiiarare e rereeeeeeeaen 62
T8 A o T Vol (U1 [ VS PP 68
Chapter 4 : State of HRBs in Saudi Arabia........ccccovevviiiiiiiiiiiiiiiiennen. 70
s R [0 4o Yo [¥ T o VA PPN 70
4.2  Types of HRBs in Saudi Arabia....c.cueiovoieieiiiiiiieiiiei i s rrmnn e 71
4.2.1 Disobedience of Traffic Rules and Car AcCidents .......oveveviieiiriieireneiieeeennes 72
4.2.2  SMOKING ceuetititi it aas 76
4.2.3  SUDSTANCE ADUSE - .ot 81
4.2.4  Violent BENAVIOUIS - ..ueee et 84
4.2.5 lllegal sexual relationShip ... e e e iae s r e eaens 85
4.2.6 Unhealthy eating habit and physical iNnactivity.....cccoviviiiiiviiiiiiiiicc e 86
e S U o o ' =1 Y2 87
Chapter 5 : Theoretical Framework ........cccoeiiiiiiiiiiiiiiii e, 89
700 R [ (g o 18T o o TP 89
5.2 Models of Risk and Protective Factors, Behaviours and Risk Outcomes ............... 91
5.3  Social Development Model ......oviiiiiiiiiiiiiiir e 95
5.4 Ecological Systems Model...c.ciuiiiiiiiiiiiiiiii e 97
5.5 The Health Belief Model (HBM)....ucuim it e e e e e 100
5.6  The Theory of Planned BENaVIiOUr .. c.c.vuiieieiieieiei e et e e e e aaneeas 102
5.7 Developmental Cognitive Neuroscience framework (DCNF).......cceveeieiinenenen.. 104
5.8  Problem Behaviour THEOIY ..cucuieiie e e e e e e e eaes 106
5.9 Behaviour Decision Making ThEOIY ...c.vuviiiiiie e e e e eeees 107
5.10 The Developed MOdel ... e r e e e 109
5.11 The benefits of developing a University-Based Model.......cccceviiiiiiiiininiannnnnnn, 115
700 72 1 T ol 131 o T o VP 116
Chapter 6 : Methodology .....ccuoiniiiiiii e 117
(o700 B [ 1 Yo 18Tt 4 o Yo PP 117
6.2 Research aims and qUESTIONS. .. ci i ittt s r s raraans 117
6.3 RESEAICH @PPrOACNES «euiuiit e ettt ettt e e e e et e te e e e e e raranans 119
6.3.1 Quantitative and qualitative investigation .........vceveveieiviniii e ceeane 122
6.3.2  Mixed method approach ....cveei i 124
6.4 Decisions on paradigm and methods ......ouiviiiiiiiiiiiiiinr e 127
6.5  RESEAICN JESIZN «uuueieniiii it ettt e e et e e e e e e e e s e e e e e e n e e e e an e nren 129



6.5.1  RESEANCH SAMIPIES. e uiieeiie ittt n e 129

LT T Y- 11 Y o] [T T=48 =Yl oY 1o U= 3 131
6.5.3 Quantitative (questionnaire) sample......couveiririiiiiiiii 132
6.5.4 Qualitative (interview) sample......cooieiiiiiiiie e 133
6.6 Data collection Methods. .. ..uc it 135
LT A © LU =Ty d o a4 - [ Y PP 135
6.6.1.1  Types Of QUESTIONNAINES. ... e iuetiiiie e e et e e e e e e eeeaeeeaas 136
6.6.1.2  Advantages of qQUESTIONNAINE ...uiieieie i e 137
6.6.1.3  Disadvantages of QUESTIONNAINE ... c.eierov it e e e eaes 138
[0 O S BV 0 TY o e - | - PN 139
6.6.1.5 Designing a questionnaire for this study ....c.cccveveiiiiiinviii e, 141
LT3 A 101 =Y oV 1< 143
6.6.2.1  Designing the interview schedule for this study ......ccccvvivieiiivarnenenens. 146
6.7 Piloting the data collecting INStrUMENTS. .. c.iuieeiei e e e e aeaeas 146
6.7.1 Piloting the qUESLIONNAINE .. ..c.eue e e e eaens 147
6.7.2  Piloting the INterVIEW i e ans 149
6.8 Questionnaire distribution ProCedUIrEs......uuviiiiririririiiiiriree e s raraens 150
6.9  Interview conduCtion ProCEAUIES a.aeie e ieeeeeieerneertreneaeaeaerararneararnrnnns 152
6.10 ToOls for data @NalYSiS - ...eueu e ettt 153
6.10.1  Met@a-@NalYSIS «umnenenieee ettt e n e 155
6.10.2  Methodological triangulation ........ceviieieiei e 156
6.11 Validity and reliability «....euere e 157
6.12 Ethical CoNSiderations. ... . e et 160
T80 e T 01 o ol 111 T o 164
Chapter 7 : Quantitative FINdings .....cc.cooviiiiiiiiiiierceeee e, 165
728 R 11 4 Yo (3Tt 4o o TSP 165
7.2 Profile of the resPONdeNtS ....c.cuvriei i e e n e eenaes 165
7.3 Students’ health risk BENAVIOUIS .. .cueieieieeeei e e 167
7.3.1 Behaviours that contribute to vehicle injuries.........ccoeoveieiiciiiiii e, 167
7.3.2 Behaviours that contribute to VIOlENCE .....uvuieieeiiii e 169
28 T Y 1o I £=T=] Y PP 171
28 T S e - ol o U YT PP 172
7.3.5 Alcohol and Other drug USE......ve e e ieiiieieie e e e e e an e 175
28 T T = e T AV AT L= = | 178
7.3.7 Unhealthy dietary behaviours ....c.cove i aeeas 180
28 IR T 0125 ot L T =T 4 1Y/ Y 182
7.3.9 Sexual behaviours that contribute to sexually transmitted diseases .............. 184

v



7.3.10  Students' risk attitude and risk taking activities ........ccvoveviareieiiiniiieieennen 187

7.4 SUMMaAry Of the reSUIES ...t e r e aens 188
Chapter 8 : Qualitative findings ........ccoveuiiiiiiiiiii e 191
<300 A [0 4o Yo 13T o 191
8.2 Datacoding and reporting ProCeAUIES .. vt rurie et eeiaraereaene e raraeneaennreens 192
30 R Vo [T Y23 PP 194
8.3.1 State of HRBS in UNIVEISItY Xo.eueu it ieeiiiiaie e e et e e e e e 194
8.3.2  Risk FACtOrs Of HRBS «.cuuvuieieieeiieiaeeeee e e e e e e e e e e r e e m e e r e e ne e eas 198
8.3.3 Reasons for HRBS iNVOIVEMENT ....euiuie e ie e e e e e e 200
8.4  HRBs related reasons: two superordinate themes......ovovviviiiiieiiiiiiie e 213
8.4.1 Gender-based differences in HRB engagement ....cc.cvuvuviviiiciiiiiiiieieaeannnaans 215
8.4.2 Levels of HRBS @NEAZEMENT ... uiur it e e e e et e e e e raanens 218
38T 0 Yo ol 111 o o VA 221
Chapter 9 : DiSCUSSION ...ttt e e e e e aeanes 222
LT N [ 4o Yo 13T o 222
9.1.1  Chapter SErUCTUIE tiiiiiiiiii ittt e e s e e s s e e e s s s rnrnans 223
9.2 Answers of the research qUESTIONS ..cveieieiiiiieieiii e ae e e aaneaas 224
9.2.1 The state of HRBs among students of University X.......cccoeiviriieiiieinenenaannn. 225
9.2.2  REASONS OF HRBS ... ueieuiieieieeieeere e eea e e e e e r e e e e e r e e e m e e nnn e e nnens 232
9.2.2.1  Reasons for students’ iNVOIVEMENT ...vuveiiiiniiiiiiiiir e 233
9.2.2.2  Reasons for the existence of SOME HRBS .....ccocuviiiiiiiciiiiiiaeiiiiieeans 240
9.2.3 Reasons for the existence of particular HRBs in University X ....c.ccceeevenniannns 244
9.3 HRB patterns in Saudi higher education institutions ........vovveeieiiiiiiiieararananans 248
9.4 Levels of influence on students at University X tO HRBS ... ..vvveuiarrenreneiienenennes 256
LTRSS 0 Yo ol 11 o o T P 261
Chapter 10 :  ConcluSioN ..o 263
0 00 N 1o o o 0ot i o o 263
O 0 2 =Y T o [ oY= 263
10.3  Contributions of the STUAY «.eueueur e e e e eeas 264
10.3.1  Methodological contribUtioNS ...vuiviiiiiiiiiiie e 264
10.3.2  Theoretical CONtribULIONS. ..uuie e e e e e eeaas 265
10.3.3  Empirical contribUtioNS .ueueueeeiii v e 278
10.4 Limitations and transferability .........coveeiii i 280
10.5 RECOMMENAAIONS et ueuiaieeurteea e eeureerm e etaea e re e ansaarsmre e renearnseenaenenns 282
10.6 Future research dir@CtioN «..e.eee i e e ree e et e e e e e e e e e e e n e eneeaenns 287



T A oY = L= = 1oL 288

1Y o o1 Lo Lol PR 307
Appendix 1 (initial frameWOork) «ouu e 307
Appendix 2 (initial mind map of My study 1) c...civiiiiiiii e 309
Appendix 3 (initial mind map of My StudyY 2) c...civiiiiiiii i 310
Appendix 4 (Related theories and models of My study ) .ecveveieiiiiiiiiiiiii e 311
Appendix 5 (the qUESTIONNEINE) «u..uiu et a e 312
Appendix 6 (Pilot study version sent to experts, Arabic)....c.cocveiriririririniiiiininineeeeenes 315
AppPeNndixX 7 (the INTEIVIEW) . ueieei e e r e e e e e e e e e e e e e e e e eas 319
Appendix 8 (Quantitative Analysis, tables)...c.uiviiiiiaia e 322
Appendix 9 (Consent form ENglish) ..o 326
Appendix 10 (Cover Letter for the quUestioNNAIre)....c.cvcveiiiiiiiiiiiiiii e 327
Appendix 11 (ethical approval from the University of Southampton).........cvovevevenenene. 329
Appendix 12 (Interview transcript Arabic for one participant ).....cccvceeiviviiiiininininenene. 330
Appendix 13 (Interview transcript for one participant English version) .........c..c.c..c.... 335

Vi



List of Tables

Table 4.1: Violence Rate in Saudi Arabia .. .uveeeiieeieaeai e e e e e n e ee e 85
Table 6.1: Questionnaire items used in the study ......c.veiiieiiiiii e, 142
Table 6.2: Education specialists involved in the pilot questionnaire .......ccccevvviiinenenene. 148
Table 6.3: SUIVEY SChEUIE . .. iiii e e en e e e 151
Table 7.1: Profile of the questionnaire respondents ........oveveiviiiiiaieieiiieieree e 165

Table 7.2: Mean and standard deviation of age, current year of study and grade for students166

Table 7.3: Number of students wearing seat belt (by gender) ......c.ovieiiiiiiiiiiiiiiiannn. 168
Table 7.4: Risks taken during driving (male respondents only) ......cocvvieiiiiiiiiiiiiininenenene. 168
Table 7.5: Frequency and percentage of violence aspects for all respondents ................. 170
Table 7.6: Mean score of violence for all respondents ........ccoeieieioveiiii e 170
Table 7.7: Frequency and percentage on sad feelings aspects......cvcvvvriririiiiiiivinenenenene. 172
Table 7.8: Frequency and percentage of drug use and alcohol.........ccocviiiiiiiiiiiinnnnen, 176
Table 7.9: Frequency and precentage of body weight aspect .......cocvviiiiiiiiiiiiinnneene, 178
Table 7.10: Frequency and percentage of body weight for male respondents.................. 179
Table 7.11 frequency and percentage of body weight for female respondents ................ 180
Table 7.12: Mean scores on diet for all respondents ........oveveivireiiariieiirerr e, 181
Table 7.13: Mean scores on diet aspects for male respondents ........ccceveeeeeveieiecennnnn. 181
Table 7.14: Mean scores on diet aspects for female respondents........cccceevveveieivecinnennn. 181
Table 7.15: ASPECES Of QI «.uueueueneeee et e e e e e e e e e e e e e e e e e rarararananenenen 182
Table 7.16: Mean scores on physical activities aSpects ...vevevvveiiiiirieieirieirrrereneneenes 182
Table 7.17: Mean scores of physical activities aspects for male respondents................... 183

Vil



Table 7.18: Mean scores on physical activity aspects for female respondents.................. 183

Table 7.19: Percentage of some aspects of sedentary activities ......c.ccvvvvcviiiiiiciiininnannn. 184
Table 7.20: Frequency and percentage of risk taking activities for male respondents ........ 187
Table 7.21: Mean of a self-assessment of all respondents risk attitude .........cccevenenennnnn. 188
Table 7.22: Mean of a self-assessment of male respondents risk attitude...........cccceuenen.n. 188
Table 7.23: Mean of a self-assessment of female respondents risk attitude ...........c......... 188
Table 8.1: HRBs enaggment based on male and female stduents........c.cevcviiviiiciiininnan.. 217
Table 8.2: HRBs factors, reasons and leVelS....uviiiiviiiiiiiiisisisinrsrsssinsassssnsassssansas 220

VI



List of

Figure 1.1:

Figure 5.1:
Figure 5.2:
Figure 5.3:
Figure 5.4:
Figure 5.5:
Figure 5.6:
Figure 5.7:
Figure 5.8:
Figure 5.9:
Figure 6.1:
Figure 7.1:
Figure 7.2:
Figure 7.3:
Figure 7.4:
Figure 7.5:
Figure 7.6:
Figure 7.7:

Figure 7.8:

Figures

Map Of SAUAT Arabia. . uiiiiiiieiar e 9
Figure 3.1: Content and structure of Chapter 3 ......oeuiieieriiiiiiiie e 37
Model for Adolescent Health Risk Behaviour (Jessor 1992a) ....ccceviviiininiarananens 93
Risk Factors for Adolescents Problem Behaviour Model (Hawkins et al.1992) ..... 94
Risk and Protection Model (Armstrong et al. 2005) .....oovicieiiieiciiiieicrceieeaeaes 95
Social Development Model or SDM (Hawkins and Weis, 1980) .......cccvvivieurnnnnn. 95
Ecological System Model(Bronfenbrenner, 2005) .....c.vevireiieiiiiiieieaeaenaannns 100
Health Belief Model (Glanz et al., 2008) ...vuvreiereiieieiee et rarceeenaeeaens 102
Planned Behaviour Theory (Ajzen, 1991) ...viiiiiiiiiriiiiiiininrere e e e anaens 104
Problem Behaviour Theory(Jessor and Jessor, 1977)...cuvciviieiciiiiieicicinianaanen 107
Developed Model of Health Risk Behaviour among University Students .......... 111
ReSEarch DESIGN Plan ..u.uieii it et e e e e ranarans 120
Car YN WRAPONS et tueutuetttstetnrnrn e rasasasasasarararar et e e s sarasnststasnenrnrnenes 171
o oY Z or= Y IR T4 o ¥ (3 171
Ferquency of the participants who have tried smoking........cccovviiiiiiiiiiannnns 173
Frequency of smoking during the last 12 months.......cccvviiiiiiiiiiiiiiiciareaens 173
Mean age of smokers by gender.....c.vuvieiiii i 174
Mean days smoked by gender and type c.ovveveveiiiiiiiiiriei e 175
QUITEING SIMOKING .- e ettt et e e e e e e e e e e e a e eeaen 175
Frequency of friends' experience of illegal drugs in the last 12 months ........... 177
Mean of Maximum number of items a friend has used illegal drugs ............... 178

Figure 7.9:

IX



Figure 7.10: General awareness of STIS in SCOOIS .....eueiiiiiiiii e 185

Figure 7.11: STl level of awareness in SChOOIS ...c.vuvuiiiiiiiiiicc e eaea 185
Figure 7.12: level of HIV/AIDS testing among female respondents .......cccoceeviiiviivieinnnnnn. 186
Figure 7.13: Level of HIV/AIDS testing among male respondents .......cccveveveveiiieiccnennnnn. 186
Figure 8.1: Types of HRBs among the students .......vuviviiiriciiiiiiiicee v e e eeaen 195
Figure 8.2: Risk factors responsible for HRBs among students at University X .....c............ 199
Figure 8.3: Reasons within the self/personal factor responsible for HRBS .........cccvueunenn. 200
Figure 8.4: Reasons within family factor responsible for HRBS ......ccoveveveiiiiiiiineininnennn. 203
Figure 8.5: Reasons within the community factor responsible for HRBS.........ccvvvuenennn... 206
Figure 8.6: Reasons within the university (and peers) responsile for HRBS ........c.ccevuvuennn. 211
Figure 8.7: Inter-HRBS iNflUENCES «.c.viviiiiiiiiiiiii i e e 215
Figure 8.8: Levels of operation of HRBS iNflUENCES .....vvvviiiiiiiiiiiie e, 219
Figure 9.1: Key relationship between type, factors, reasons and levels .......c.cvevvevevnvnnnnns 252
Figure 10.1: Initial theoretical framework.....ccociei i e, 266
Figure 10.2: Modified theoretical framework ......cvvviviiiiiiiiii e, 268



DECLARATION OF AUTHORSHIP

I, Saad Zafir G. Alshehri, declare that this thesis and the work presented in it are my own and

has been generated by me as the result of my own original research.
Health risk behaviours among University students in Saudi Arabia
| confirm that:

This work was done wholly or mainly while in candidature for a research degree at this

University;

Where any part of this thesis has previously been submitted for a degree or any other

qualification at this University or any other institution, this has been clearly stated;
Where | have consulted the published work of others, this is always clearly attributed;

Where | have quoted from the work of others, the source is always given. With the exception

of such quotations, this thesis is entirely my own work;
| have acknowledged all main sources of help;

Where the thesis is based on work done by myself jointly with others, | have made clear

exactly what was done by others and what | have contributed myself;

None of this work has been published before submission [or] Parts of this work have been

published.

Signed: Saad Zafir G Alshehri

Date: 25-10-2016

Xl



Acknowledgements

| would never have been able to finish my dissertation without the

guidance and support from Allah.

Also, | acknowledge the unlimited help and support from my supervisors;
Dr. Jenny Byrne and the director of our school Professor Marcus Grace. |
would like to express my deepest gratitude to them, for there excellent
guidance, care, and patience. Thank you for providing me with an excellent

atmosphere for doing research.

| would like to thank all lecturers who taught me some modules in
Southampton Education School and | thank all staff members for their
support by facilitating communication to other departments at our

University.

I would like to acknowledge and the unlimited help and support from my

parents who encourage me to continue my study.

| would like to thank my wife Nawal shaher, for her enormous help and

support. Without whom this effort would have been worth nothing. Her
love, support, and constant patience are highly appreciated. She was

always there cheering me up and standing by me through the good and

bad times.

This dissertation is dedicated to my parents, wife, my three daughters:
Jana, Lojeen, and Jori and the new-born son Mohammed, and all my family

members.

Xl



Glossary of terms and definitions used in categorising

and analysing HRBs

State: the current situation in University X with respect to the types and prevalence of

HRB engagement among the students.

Type: the different activities/ behaviours that are subsumed under the HRB umbrella

such as smoking, drug abuse and behaviours that contribute to vehicle accidents.

Factors/ risk factors: conditions and variables associated with lower likelihoods of
positive outcomes and higher likelihoods of negative and/or socially undesirable
outcomes. In this study, these factors have been classified from the theories and
models across different disciplines, such as individual/self, peers, family, university and

community.

Reasons: the overarching circumstances that University X students experience and
which appear to influence involvement with HRBs. These circumstances are organised
into five factors (see above) namely (self/individual, peers, family, university and
community) and they include personal beliefs and behaviours (such as low self-esteem
and boastfulness), social actions (such as poor law enforcement and campaigns by the
government), and context (local culture and globalisation). These reasons are more
specific than the factors but they interact with the factors and levels and there may be
one or more reasons for HRBs within one factor. They explain why a number of
students at University X are involved in several HRBs, why some HRBs are more

evident than others and why they occur within the University.

Levels: three broad levels represent the social ecology of the participants. These are
intra-personal, socio-cultural and public engagement. The categorisation helps to
explain how different factors and reasons are associated within a level as well as how

they are connected to and interact with other factors and reasons at a different level.

Pattern: the recognisable similarities or differences in aspects of the data such as the
gender of the research participants, religious and cultural influences on them, and the
nature of the relationship between the factors, levels and reasons for HRBs. Patterns

help to illustrate and explain the complexity of HRBs in University X.

Xl






Chapter 1 : Introduction

1.1 Background

There is a rising concern about public and individual health across the world. Although
the concept of preventive medicine was in practice prior to the 20" century, it is
during the 20" century that health professionals started viewing ‘the relationship
between personal behaviours and health and illness’ as an important issue in
healthcare (Rothstein, 2003). In the past, people were generally interested in health
only when they were actually sick, but not necessarily when they were engaged with
risky behaviours (WHO, 1998). Towards the end of the 20" century, there was more
focus on health risk behaviours (hereinafter the term ‘HRBs’ is used) as people began
to understand more about their health and accept the ‘statistical evidence that specific
behaviours, and characteristics of healthy persons, called ‘risk factors’, can increase
the probability of developing disease, especially chronic disease’ (Rothstein, 2003, p2).
In fact, people started believing that reducing the levels to which they engaged in risky
behaviours would reduce their chances of developing diseases and sufferings from
those. This gave a rise to the lifestyle theory which postulates that people’s lifestyles
affect the qualities of their health (Rothstein, 2003). The gist of the theory is that
people make individual health choices that may be at odds with societal norms, laws,
and medical advice. The theory has its basis in the relationship between individuals
and society. While people may have individual desires, these may be in conflict with
the society, owing to the negative outcomes linked to those desires (LeFebvre and
Franke, 2013). For example, individual interests may lead one to engage with

dangerous driving, whereas society is against dangerous driving and the possible



negative outcomes of such behaviour. However, lifestyle theory can lead to victim
blaming; so although voluntary lifestyles affect health, there are instances when health
is affected negatively by other lifestyle determinants, such as socioeconomic factors
(Dahlgren and Whitehead, 1991). For example, a person may eat cheap and unhealthy
food due to his/her low socioeconomic status, but not necessarily because of his/her

choice.

Even with the increased concerns and information about health risk behaviours and
their effects on health, there are still many people who expose themselves to risk
factors. Richter (2010) and Akala and Semini (2010) noted that HRBs among
adolescents were minimal in the past, but the 20" and 21 century have seen a steady
increase in them. According to Pates and Riley (2012), Middle East nations, including
Saudi Arabia, are experiencing a ‘youth explosion’ or a rapid increase in young people
wanting more freedom and therefore pursuing more risky behaviours. The result has
been a predictive factor in the increase of HRBs within that age group in the country.
This increase in risky behaviours has led to undesirable health outcomes for the said

group. According to Rothstein,

[A risk factor]... is a pattern of behaviour or physical characteristic of a group of
individuals that increases the probability of future occurrence of one or more
diseases in that group relative to comparable groups without or with different

levels of the behaviour or characteristic (Rothstein, 2003 p. 2).

There are different risky behaviours that people engage in and which affect their
health, including bodily harm (Rothstein, 2003). These include smoking, drug abuse,

drinking, reckless sexual behaviour, dangerous driving, dietary risk behaviour, violence,



and lack of physical activity (DiClemente et al., 2009, Tulchinsky et al., 2009, Akala and

Semini, 2010, Leech, 2010).

Diseases and other health risk outcomes are caused by multiple internal and external
factors. At the internal level, individual characteristics such as pre-disposure to risk
taking behaviours and awareness on risks influence whether or not the person engages
in HRBs (Bonino et al., 2005b, Tulchinsky et al., 2009). Similarly, the external factors
that influence HRBs include community, family, university and peers, and can be of
positive or negative influence. Therefore, when an individual lives in an environment
that is supportive of engagement with HRBs, he/she is more likely to adopt the risky
behaviour and will expose himself/herself to the negative consequences to his/ her
health. On the other hand individuals that live in an environment that disapproves of

HRBs are more likely to stay away from such behaviours.

While both the causes and consequences of the voluntary engagement with HRBs
were minimal in the past, they increased steadily after the 1960s and the trend has
continued ever since (Rothstein, 2003). As a result, health professionals have
increasingly found it necessary to raise the general public’s awareness about the need
to live their lives without exposing themselves to preventable risk factors. For example,
there has been increased sensitisation about road safety, healthy eating, and the
negative effects of drinking, smoking, and drug use, among others (Spruijt-Metz,

1999). Even so, these developments have mainly been recorded in the West but the
Middle East has seen minimal advancements in relation to health risk awareness whilst
recording increases in engagement in HRBs (Rothstein, 2003). In the Middle East, Sabra

et al. (2007) found that the levels of awareness about HRBs among the students at



King Faisal University in Saudi Arabia were low. Similarly, Fageeh (2008b) found that
high percentages of university students in Saudi Arabia were not fully aware of HRBs
and their consequences. However campaigns to increase awareness of HRBs in the
West do not necessarily result in a consequent lowering of the levels of HRBs. For
example, the United States has recorded some of the highest levels of HRBs and their
negative consequences and understanding why people engage in HRBs (Rothstein,

2003).

The studies by Sabra et al. (2007) and Fageeh (2008b), based on the Saudi context,
show that, although there are advancements in the health sector about HRBs and their
consequences, the adolescent and youth population largely remain unaware of such
developments. Concerns about HRBs among young people worldwide is high in the
health sector because, according to Bonino et al. (2005a), adolescence is a period
when physical and mental developments are at a peak and these changes may lead to
what other psychologists term as a ‘crisis’ period. Crisis is in this case placed in
guotations because it is believed to symbolise experiences that may seem as crises but
actually help to define development positively (Erikson, 1980). From these
perspectives, adolescence can be regarded as a time of high risk but also of great

opportunity to fulfil one’s potential.

Adolescence is important because it is a period when individuals have specific tasks to
fulfil in line with their development and the expectations of society. Bonino et al.
(2005b) stated that teenagers have three major universal tasks. The first group of tasks
is related to ‘puberty and sexual maturation’; the second one is to ‘personal and social

interests and the acquisition of hypothetical and deductive reasoning’, and the third
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one is to ‘identity construction and the reorganization of the concept of the self’

(Bonino et al., 2005b, p13).

Bonino et al. (2005b) claimed that these three groups of tasks constitute the general
framework that forms the basis of discussions on other developmental tasks during
that period of growth. In relation to cognitive and sexual development, adolescents
are expected to form distinct identities that would allow them to ‘face the world in an
autonomous, responsible, and coherent way’ (Bonino et al., 2005b, p13). In line with
these expectations, adolescents are expected to be explorative in the processes of
identity development and sexual orientation (Swanson et al., 2000, Roth et al., 2006,
Brown et al., 2007, Mbah, 2014). On the other hand, hypothetical and deductive
reasoning call for behaving in ways that are socially responsible, which include
developing intellectual competence and knowledge acquisition, and establishing and
maintaining mature and constructive relationships with peers, amongst others (Bonino
et al., 2005b). These ‘tasks’ may cause conflict in the developing identity of
adolescents as move towards adulthood. HRBs emerge when teenagers are unable to
control their desires as they anticipate adulthood (Leech, 2010). For example, they
may smoke, drink, and engage in risky sexual behaviour among others as part of
constructing their identities and fitting into the social contexts that they find
themselves in (Bonino et al., 2005b, Leech, 2010). Richter (2010) stated that HRBs are
some of the inappropriate ways used by teenagers to cope with the developmental
tasks. Yet, teenagers may use HRBs as ways of escaping the confusion that comes with
development. According to Bonino et al. (2005), excitement triggers the desire for

adolescents to take part in HRBs through which they feel they can ‘reinforce their



personal identities, feel like they are part of the group, and test their abilities’ (Bonino
et al., 2005, p.110). In this sense, HRBs are seen as escape routes for the ‘crisis’ that

teenagers go through (Leech, 2010).

However, experimentation and risk taking are part of the adolescents’ processes of
attaining autonomy (Wolfe et al., 2008) and while some adolescents engage in HRBs,
there are young adults who act in a socially responsible manner and do not consider
undertaking activities that would be regarded as HRBs, but might explore their identity
development in other less risky ways (Wolfe et al., 2008). This means that even with
the universal umbrella of developmental capabilities, there are differences amongst
individual young adults which determine whether they engage in HRBs or not. Various
external factors or environments may also influence a particular group of young adults
acting in similar manner regarding risk taking and being involved in HRBs. It is
therefore important to study the pattern of risky behaviours of a certain group of
young adults through investigating their individual views and practices of risky
behaviours along with their surrounding situations such as family, peers and even the

educational institution where they study.

1.2 Research on HRBs in Saudi universities

According to Sabra et al. (2007) and Fageeh (2008b), HRBs are increasingly common
among the teenagers and young people in Saudi Arabia. The conservative nature of the
Kingdom of the country has influenced the extent to which HRBs such as premarital
sex and drug abuse are engaged in by limiting their prevalence (Fageeh, 2008). Even

so, there has been a steady influence of Western culture and, as such, more teenagers

6



and young people take part in the HRBs cited above, as well as others including
reckless driving, violent behaviour, smoking, unhealthy eating, and physical inactivity
(Ganczak et al., 2007, Al-Hazzaa et al., 2012). The fact is that there is minimal
awareness about the health risks connected to the engagement with HRBs exacerbates
the situation (Sabra et al., 2007). There is a minimal research about different HRBs that
university students in Saudi Arabia may be engaging in. This lack of adequate data and
accurate information means that health education interventions are unlikely to be
efficiently and successfully implemented, thus aggravating potentially harmful
situations. It is therefore important to rigorously explore the HRB situation among the
young adults within the Saudi university context. Whereas the existing studies related
to risky behaviours among Saudi nationals mainly discuss the types and rates of several
HRBs, for a comprehensive understanding of the state of HRBs, the associated reasons
need to be identified. It can be expected that the reasons of HRBs would help explain
how the young adults of Saudi Arabia who study at universities are engaged with HRBs
and the influences of the various associated factors such as family, society and
university on them to be engaged with these risky behaviours. This type of exploratory
and qualitative study is not only absent in the context of Saudi Arabia but it appears to

be missing in the on-going research on HRBs around the world.

1.3 Research Questions

The research sets out to examine the level and nature of HRBs among the students at a
particular Saudi university, herein referred to as University X. Therefore, the

overarching research question of this thesis is ‘what are the patterns of health risk



behaviours among the students at University X?’ This is explored through the following

four research sub-questions:

I.  Whatis the present state of HRBs among the students at University X in
Saudi Arabia? (please refer to the Glossary, on page XllI, for the definition

of ‘state’)

II.  Why are some students at University X engaging in some HRBs more than

other students?

lll.  Why are some students at University X engaging in some HRBs more than

other HRBs?

IV. What are the influences of University X that affect students' HRBs?

To explore these research questions, a mixed-method research approach was
implemented involving a questionnaire-based survey and a series of structured

interviews (See Chapter 6 for a detailed discussion of the methodology).

1.4 Research context and personal attachment

1.4.1 Research Context

The Kingdom of Saudi Arabia is more popularly known as Saudi Arabia. Its location is in
the South West of Asia and it makes up the greater part of the Arabian Peninsula (Al-
Rasheed, 2010). It amasses a total land area of 2,150,000 km? or 830,000 square miles
(Saleh and Elzahrany, 2009). The country is surrounded by Jordan and Iraqg at the
North, Kuwait to the Northeast, Bahrain, and the United Arab Emirates to the East,
Oman to the Southeast, and Yemen to the South (Al-Rasheed, 2010). Furthermore, the

country contains 13 regions (See Figure 1.1).


https://en.wikipedia.org/wiki/Bahrain
https://en.wikipedia.org/wiki/United_Arab_Emirates
https://en.wikipedia.org/wiki/Oman
https://en.wikipedia.org/wiki/Yemen
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Figure 1.1: Map of Saudi Arabia

Saudi Arabia was founded by King Abdulaziz bin Saud in 1932 and has since adopted
the system of absolute monarchy (Al-Rasheed, 2010). In its expanse, Islam is the only
religion that is practised in the Kingdom and it permeates all aspects of living through
the Sharia which is a framework that contains a combination of the Holy Book of
Muslims and Hadith (Vassiliev, 2013). The Hadith is a description of what the primary
prophet, Mohammed said or did (Vogel, 2000). The two sources discussed provide the
foundations and background for legislations and policies that are implemented in the

Kingdom.

Saudi Arabia is the home of 29.898 million people (Bradley, 2015). Among this
population one third are migrants, numbering around 9,060,433 (Bradley, 2015). A
unique feature of the population is that young people predominate, with

approximately 37 % of the total Saudi Arabian population below 14 years of age (Al-



Rasheed, 2010, Bradley, 2015). Furthermore, whilst 51 % accounts for young people
under the age of 25; when the under-29 population are included, these young people
make up two-thirds of the total population (Robertson and Al-Zahrani, 2012). This
unique demographic nature of Saudi Arabia presents a number of challenges to the
Saudi Government in managing HRBs among the young population by providing
services, such as health, social care and proper education (Robertson and Al-Zahrani,

2012).

In recent times, the Kingdom of Saudi Arabia has had a dynamic and swift
development among countries in the world. For example, this growth and
development have provided positive effects such as wider educational facilities, easier
transport and communication options and higher income for Saudi Arabians.
Conversely, unemployment, which is estimated about 30-45 percent in the country, is
one of the highest rates in the world (The Central Intelligence Agency, 2012).
Uncontrolled migration of workers with low salaries is the main cause of taking the
jobs away from Saudi Arabian youths. The majority of Saudi families have house
helpers such as housemaids, drivers, and other servants who do the basic house work.
These people compete to serve all family members and are much relied on for their
help and support (Dickson, 2015). However, because of the prosperity in the Kingdom,
many people in Saudi Arabia do not need to work and thus live an idle and luxurious
life, for example by eating rich food, remaining inactive most of the time and driving
everywhere. These behaviours and attitudes contribute to adopting new but less

healthy life styles mainly among the children and young adults.
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Notwithstanding the fact that the migrants to Saudi Arabia have greatly contributed to
the country’s economy by providing manpower in building infrastructures within a
short span of time, it also has its drawbacks (Niblock, 2015). One example would be
that those workers come from marginalised parts of the world and therefore have
higher chances of inadequate information and education about HRBs. As soon as they
arrive in the country, they have few opportunities to access the Saudi public services
such as health and education. Hence, this lack of integration for approximately one
third of the whole population of the Saudi society can affect the social and
demographic population and may lead to several barriers for promoting healthy
lifestyles in the Kingdom (Midhet et al., 2010). The young adults and the students of
Saudi higher educational institutions may then be influenced by these people as they
are connected to them personally, socially and within university setting. For example,
many Saudi university students have house helpers who are foreign migrants.
Similarly, these students frequently come into contact with migrants when they go to
restaurants and shops, where the migrants work and provide services. Therefore,
today’s young Saudis may be exposed to different behaviours than in the previous

generation.

Further, Saudi Arabia has been constantly exposing itself to the global context which
has had profound effects on the values of this conservative society (Robertson and Al-
Zahrani, 2012). This exposure, which is accompanied by knowledge transfer from other
countries, is further enhanced through the use of modern telecommunication
approaches, resulting in a seemingly borderless nation with both the surrounding

countries and faraway countries with different views and morals. This time of rapid
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change has become a challenge for Saudi Arabia as the influence of the foreign
cultures is triggering various elements of risky attitudes and behaviours, including
HRBs among the people of the country (Midhet et al., 2010). The next paragraphs

discuss some educational approaches to tackle this problem.

In Saudi Arabia, education is considered as a catalyst to promote healthy lifestyles by
confronting HRBs (ALdayel et al., 2011), which is being implemented and achieved
through formal and/or non-formal education. Formal education is delivered in
educational institutions; either government or privately supported (ALdayel et al.,
2011). On the other hand, non-formal education sources, such as learning from family,
religious teachers and mass media, are also influential in tackling HRBs. However, the
main challenge of utilising education to prevent the young adults from engagement
with HRBs is the lack of collaboration and partnership between the different
educational bodies and institutions in the society (Smith and Abouammoh, 2013).
However, a number of traditional approaches of education, and many of them are
non-formal, do not seem to be useful to reduce and tackle this challenge (Alamri,

2011).

The higher education system in Saudi Arabia is relatively new; the first university was
established in 1957 (Royal Embassy of Saudi Arabia, 2015). According to the Ministry of
Education (2015), there are 27 government universities and 28 private universities in
the country. Additionally, there are more than 270 colleges and institutes all around
the Kingdom which are delivering higher education, under the tutelage of the Ministry
of Education (Alamri, 2015). Despite the increase and progress as seen in the numbers

of higher educational providers, there are concerns about the quality of learning and
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teaching throughout the education system (Ministry of Higher Education, 2012). The
needs of the young people are not being met as traditional educational methods are
still employed to educate the students at both general and higher educational
institutions (Alamri, 2011). There is also a lack of effective initiatives by broader
societal sectors, including the educational institutions, about various risky behaviours
such vehicle injuries and accidents (Abou-Zeid et al., 2009), and the promotion of
healthy lifestyles by higher educational institutions is still minimal (Abou-Zeid et al.,
2009). Indeed, promoting and advocating health education also lacks appropriate

pedagogy and resources (Shaikh, 2011).

In reality, the educational policies, legislations and regulations are not regularly
updated by the Saudi government with modern educational concepts and procedures
(Al-Rasheed, 2010). As a result, various essential aspects of education, such as health
and social responsibilities, are missing in the curricula and syllabuses (Al-Rasheed,
2010). These formal challenges are aggravated because there is a limited number of
social institutions, such as clubs and community centres, in the country which could
help the Saudi people in promoting health education and the consequences of risky

behaviours in formal ways.

According to the statistics of Saudi Arabia’s Ministry of Higher Education, colleges and
universities of the country currently enrol more than 943, 275 students, the majority of
whom are aged between 18 to 24 years (Ministry of Higher Education, 2012). Three
quarters of the students of this age group attend their college full-time. It may be
expected that the college years of these students provide valuable opportunities for

interventions to prevent premature morbidity and mortality by discouraging the
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initiation or continuation of harmful health-related behaviours, such as tobacco use
and reckless driving (Wechsler et al., 1998). However, whereas there have been some
health education and promotions going on in the country, they seem to be general
and, as far as this study is aware, there are yet to be such initiatives specifically
targeting the university audience. Moreover, whereas reactive measures, including
imposing laws, were regarded as necessary to protect these young people in Saudi
Arabia, they have not been effective. For instance, in 2004 the country imposed a law
banning smoking in public places following the signing of the ‘Framework Convention
to Tobacco Control’ (FCTC) with the aim to reinforce the tobacco ban in the country,
with special attention given to young people. This was targeted at reducing mortality
and morbidity rates related to tobacco consumption (Al Moamary, 2010). Despite
putting this law into practice, Saudi Arabia was ranked fourth in the world for tobacco
importation in 2004 (Al Moamary, 2010). Additionally, whereas the government of
Saudi Arabia has elaborate traffic laws and fines, it is reported that traffic accidents
arising from non-use of seat belts, violation of traffic regulations, improper turning,
and excess speeding account for the greatest proportion of admissions in the trauma

sections of the country’s hospitals (Mansuri et al., 2015).

The above state of affairs highlights the extent of risk exposure, especially for young
Saudis, including those at universities. Most importantly, the above scenarios reinforce
the need for proactive interventions, such as targeted behavioural change initiatives,

besides reactive interventions.
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1.4.2 Personal attachment of researcher

This researcher has more than ten years of work experience that started with one year
as an elementary science teacher before moving to an education college at a Saudi
university in 1998 to work as a tutor until 2002. He studied at Umm Al-Qura University
for a Master’s degree for the next three years. Following graduation, he returned to

the College of Education as a lecturer for another four years until 2009.

As a tutor and lecturer, he participated in several scientific seminars and lectures in the
Curriculum and Instruction Department (CAID). He prepared and delivered a number
of informative lectures about the dangers of drugs, smoking and AIDS to the faculty in
order to equip them to teach health education to their classes. In addition to his
teaching and administrative responsibilities, he was in charge of the ‘Teacher Training
Unit,” which supervised elementary and secondary school science student-teachers.
Moreover, he taught subjects at the same college such as Science Education,
Elementary Education Curricula, General Curricula, General Teaching Methods,
Scholastic Activity, and Methods. Later, he developed a range of administrative
experience in the higher education sector. Working as a team member with other
researchers at CAID, he engaged in the evaluation and assessment of several courses
for high schools. He worked with a team of field researchers consisting of CAID
instructors and researchers. In addition to working as a team member, he has also

chaired many ‘Administration and Registration’ committees.

Three major reasons contributed to this researcher choosing the direction of this
thesis. Firstly, while teaching science, it became apparent to him that there was a need

to develop specialised curricula for Health Education/ Promotion and to integrate it
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into general science textbooks for all levels of education. The researcher’s aspiration
has been to assimilate the best Western health practices, comparing, and integrating
them with the requirements in Saudi Arabia, in order to overcome the widespread lack
of awareness of the dangers of poor health practices in the Arab world. Secondly, the
dearth of specialists in Health Promotion in Saudi Arabia, of which there are fewer
than ten experts, motivated him to choose this field in order to serve the five million
students in higher and public education in one of the most rapidly growing countries in
the world. Thirdly, the researcher wishes to establish the first Health Education
Promotion Department in the Arab world within a university setting, which requires a
comprehensive understanding of the nature, features and patterns of HRBs among the
university students of the region. Through this doctoral research, this writer is
optimistic to gain the necessary knowledge and skills of HRBs and also about healthy
lifestyles which he wants to disseminate to the wider Saudi community. The researcher
hopes that the proposed department will serve as a platform for the hundreds of
universities in the Arab world and create opportunities to promote healthy lifestyles
through awareness raising programmes, training, workshops, publications and regular

campaigning in the mass media.

1.5 Purpose and boundaries

The principal purpose of this study is to understand the general pattern of HRBs among
the university students of Saudi Arabia and explore initiatives that can prevent these
people from the engagement with the existing HRBs. To identify HRB patterns a

number of associated factors are examined.
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The study, in its first phase, considered the state or prevalence of HRBs in a Saudi
university. Then, in the second phase, it explored how and why these risky behaviours
are influenced by the context in which the students live. Context in this case refers to
the eco-social systems such as peers, family and the university which surround them
(Bronfenbrenner, 2005). The influences of psychological aspects in the engagement
with HRBs were also factored into the research. In fact, this thesis had been designed
to study the complexity of Saudi university students’ engagement with HRBs rather
than just exploring the types of HRBs prevalent in the higher educational institution

setting.

Specifically, the study aimed to:

° Identify the main health risk behaviours among student participants;

° Understand the reasons for Saudi youths engaging in health risk behaviours;

° Provide recommendations to deal with health risk behaviours appropriately

and effectively

1.6 Implications for stakeholders

This study has several implications for different stakeholders at different levels: from
the government to the individual. The first stakeholder group is the Saudi Arabian
Government and its institutions, which are the policy makers of the country. This study
seems to be helpful for this group, particularly in considering how to tackle HRBs
amongst young people. Furthermore, it may provide the impetus for the Saudi

Government to support further research on HRBs in order for the Government to fully
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understand the extent of such behaviours and the grave consequences of allowing
such behaviours to go unchecked. The comprehensive data on HRBs will ensure that
the institutions involved are fully informed, so that they can design appropriate and
necessary interventions to reduce the levels of HRBs and, in turn, the negative health

consequences linked to them.

The study has implications for universities too. The university admission is currently
viewed as an added advantage for individuals who wish to improve their living
standards by increasing their chances of securing better jobs. Universities can play a
vital role by alerting students of the risks and negative consequences of HRBs. These
higher educational institutions, in collaboration with other stakeholders, can design
programmes that can raise awareness of the risks, both short and long term, of these
behaviours among students, which may then help reduce the levels to which the

students engage in HRBs.

The study may also have implications for individuals who need to make choices that do
not affect them negatively. Following the focus on HRBs, individuals would have the
chance to evaluate their actions to establish the risky behaviours they exhibit, which
may then assist them to make better decisions in order to minimise the health risks

that they expose themselves to.

1.7 Thesis structure

The thesis consists of ten chapters.

This introductory chapter sets out the rationale for this study. It provides an overview

of the historical background of risks and HRBs, and also highlights the recent spread of
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HRBs among the young people. The case has been made for a study in the Saudi
Arabian context because of the limited number of research studies and accurate data
about HRBs, particularly amongst the university students of the country. The chapter
briefly explains the purpose of the study and articulates the research questions for
investigation. A brief outline of the potential implications of the study is also set out,

followed by a brief outline of the structure of this thesis.

The second chapter describes the unique culture and social structure of Saudi Arabia.
Through the writer’s reflections it explains the rural and urban settings of the country
with references to the tribal culture, people’s perceptions, faith-based society, and

recent changes in economy and education.

The third and fourth chapters present the literature review. The third chapter provides
a critical analysis of risks and HRBs, and also synthesises the concepts of risk taking,
health risk behaviours and the outcomes of HRBs. The fourth chapter describes the
present state of HRBs in Saudi Arabia by providing information about prevalent types

of HRBs along with the reasons for their existence in the country.

The fifth chapter contains a theoretical framework. This chapter forms the core of this
thesis as it includes the most relevant theories and models of HRBs and, based on the
literature, develops a model of HRBs among university students that acts as a

framework for the thesis.

The sixth chapter explains the methodology and includes the research approach,
participants and participant sampling, data collection and analysis procedures, and

ethics.
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The seventh and the eighth chapters present the findings of this study. The seventh
chapter focuses on the quantitative data (gained through a survey), while the eighth

chapter presents the qualitative data (gained through structured interviews).

The ninth chapter discusses the qualitative and quantitative data, while the tenth, the
concluding chapter, includes a summary of the overall findings, revised model and a
number of recommendations proposed on preventing the Saudi university students

from the engagement with HRBs.
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Chapter 2 : Saudi Society and Culture: critical
observations and self-reflections

2.1 Introduction

Society and culture are two key driving forces that influence and determine human
thoughts and actions (Berger and Luckmann, 1967). There are numerous societal
elements such as social norms, traditions, status of males and females, people’s
financial stability, roles of social organisations, religious beliefs, and the influence of
other societies and cultures that constantly shape the perceptions and activities of a
particular community within a specific context. The contextual elements not only lead
to positive human actions, but in many cases these can influence individuals to
destructive thoughts and activities which are harmful for the individuals and the
society as a whole. From this perspective, people’s perceptions about risks are
constructed by the respective context and associated situations (Pratt et al., 2011). For
example, family and educational institutions play the key role in influencing young
people in the engagement (or not) with various risky and anti-social behaviours

(Conger and Elder Jr, 1994).

As the researcher of this doctoral thesis | firmly believe that a thorough understanding
of the Saudi Arabian social and cultural contexts is necessary to correctly explore the
associated factors and reasons of health risk behaviours (HRBs) in the country. This
understanding is essential for many reasons, for example to explore any HRB
phenomenon, particularly among Saudi youths at the micro-, meso- and macro-levels.

In fact, this kind of exploration seems to be vital in social or educational research,

21



particularly those connected to health and human behaviours, in order to suggest and
implement any recommendations as a result of research findings in a realistic manner
(Edwards and Barker, 2014). Moreover, the information depicted in the narrative of
this thesis is helpful for the readers to understand the research findings from the

perspective of Saudi people, society and culture.

It has been an advantage for me to study HRBs within a Saudi context as | was born
and brought-up in the country, and thus have closely observed its features of social
and cultural components. Additionally, | am a teacher working at a Saudi university,
which has helped me observe various HRBs among university students who are the
research population of this study. | believe that the descriptions of Saudi society and
culture through my personal observations will effectively help the readers of this thesis
visualise the research context and, at the same time, relate the findings and

recommendations related to HRBs among Saudi university students.

In this Chapter, | have organised my observations about Saudi context in the following
three main areas:

i) Rural and urban settings of the country

ii) Tribal culture and faith-based society

i) Changes in economy, education, perceptions and behaviours

In my writing, my personal life journey has also been illustrated along with the

descriptions of the above areas.
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2.2 From Algathal to Riyadh

| was born in Algathal, a small village of the suburb of Tanomah, a town situated in the
South-West part of Saudi Arabia. | had my elementary, secondary and intermediate
education both in my village and the small town. Later, | moved to Riyadh, the capital
city of Saudi Arabia, where | completed my bachelor’s degree in Biology and Education

at the College of Education, King Saud University.

During my childhood in Algathal and Tanomah, | saw a society dominated by religious
faiths, tribal culture and traditional values. Saudi Arabia is strictly governed by Islamic
laws particularly in the areas of justice, education and morality along with preventing
hardship and oppression. In the rural areas | saw that these rules were embedded with
long Arab traditions and values. In the country, most of the population is Muslim who
consider the Quran as the foundation of Islamic law. However, my observations are
that the rural Saudi communities are stricter in following religious orders compared

with more urban communities.

In rural Saudi Arabia, the tradition of polygamy is widespread. Besides, the women do
not enjoy similar rights like their male counterparts. In fact, in Saudi villages women
were generally not encouraged for higher studies or to be engaged in any formal jobs.
In my childhood | also witnessed the negative attitudes of my village people to
Western values and cultures. The rural people, particularly the old ones, often
described the Western cultures as conflicting with Islamic values and thus not

acceptable.
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Thirty years ago | saw Algathal and Tanomah suffering from the lack of infrastructure,
such as schools, hospitals and community centres. The situation however started to
change rapidly after 2003 when King Abdullah began several new social programmes
and extended infrastructural facilities throughout the country. In recent times when |
visited my home village | saw the changes, such as many well-equipped schools,
electric supply to all households, and adequate medical facilities. However, in 1970
most Saudi people lived in rural areas, today more than 80% of the total population

live in metropolitan areas like Jeddah and Riyadh (House, 2012).

As mentioned earlier, | received my higher education in Riyadh, the capital city of Saudi
Arabia, and my present workplace is situated in Jeddah, another large city. Like other
major cities such as Mecca, Damman and Khamis-Mushait; Riyadh and Jeddah are
cosmopolitan and busy. Riyadh has about 4 million inhabitants and it is the centre of
government and private organisations’ headquarters, diplomatic missions, and cultural
and social organisations. In addition to specialized educational institutes, military
colleges, sport facilities, and libraries it also contains two university campuses namely

King Saud and Imam Mohammad bin Saud Islamic University.

In Riyadh | observed several differences between various communities and it was in
fact a huge transition for me from a peaceful and quiet village to a crowded and very
busy city. | saw the city suffering from inadequate recreation places, particularly for
young adults. Here it was not rare to see people with various outcomes of health risk
behaviours, such as obesity, physical inactivity, and vehicle accidents. | observed all
these phenomena both at public and private places. In Riyadh, apart from job holders

and the established business class, | found a group of urban poor who or whose
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parents had migrated from rural and semi-urban areas for work and in hope of a
better lifestyle. These people generally did not have specialized skills suitable to enable
them to be employed in the city. They even lacked necessary social skills required to be
connected with social and political networks in that urban context. Consequently, | saw
them leading an impoverished social life, mostly in illegal settlements in Riyadh city. |
observed that the use of illegal drugs and smoking was high among these people. | was
aware that some were engaged in illegal drug business where many young adults were
their customers. | could also assume that some university students also collected illegal

drugs from these people.

2.3 Tribal culture and faith-based society

Both rural and urban communities in Saudi Arabia are largely dominated by Arab
culture and Islamic faith. The rural lifestyle is also derived from and influenced by tribal
culture. In the country there are several tribal groups who live in both rural and urban
areas. For example, Tameem is a rural tribal group, Ad-Dawaser is mainly town-based,
and the Shammar group can be found in both rural and urban areas. There are also
several Bedu'ins or desert-dwellers such as Otaibah, Qahtan, Mutair, Harb, and Anzah

who also live in both rural and urban settings.

Although the lifestyles and faith of Bedu'in and non- Bedu'in tribal groups are very
similar, Bedu’ins are generally stricter in following their traditions and community
rules. These people prefer to live in the open desert and lead nomadic lifestyles.
Although, because of the rapid westernization in Saudi society the number of Bedu’in
is decreasing rapidly, but there are some people who still follow their ancestral life on

caring for livestock, hunting and raiding.
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Many Arabs consider that Bedu'ins are the true representatives of Arab culture
because they carry the rich oral poetic tradition of this region and practice the
traditional code of honour. They also maintain a strong kinship community and possess
a strong belief in their respective tribal superiority. | however saw that these people

are generally open-minded and curious to know about close and far surroundings.

Through my observations | found that the Bedu’in communities are highly male-
centric. In these communities, and also within the greater Saudi society in general,
men take key decisions in the family including the decisions about education,
occupation and marriage. Women have to wear proper Islamic attire and there are
restrictions for them while going outside or mixing with people. They are also
traditionally not encouraged to enter higher education or gain formal employment.
However, these traditional practices have been fading gradually and more women are
now receiving higher education and doing formal jobs. Yet, maintaining privacy is still a
vital issue for the women in Saudi society in general. There are high societal and
religious expectations regarding this (Abokhodair and Vieweg, 2016). Consequently,
there are several implications that Saudi women face, for example they have to

maintain strict privacy while meeting people, and even while accessing social media.

In both rural and urban areas in Saudi Arabia the Islamic rules are strongly enforced.
Social interaction, relationships between family members, and treatment of people
with different ages and genders are also guided by Islamic values. Whereas in rural
areas these values are strongly followed, in urban areas they are less-strictly observed
because of the growing influence of Western cultures and mixed societies. It is

important to mention that Saudi Arabia is the only country which has ‘religious police’
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who patrol the streets, ensure people are attending prayer in a timely fashion, and
enforce dress codes. In the country alcohol is banned and there is no cinema. These
conditions indicate the absence of certain leisure activities for the people of the
country. However, people spend their free time visiting friends and family, which is a
key part of Saudi culture. Men and women regularly gather to socialise at cafes or the
residence of relatives and friends where smoking and the consumption of Shisha and

Moassel is common.

Generally, in Saudi society seniors are highly trusted and respected. In return seniors
also take the responsibilities to guide the juniors, particularly the children and young
adults. In my childhood and even now | see a strong family and community bond

among people irrespective of gender or age.

2.4 Experiencing rapid changes

Through my journey from a remote village to the capital city in Saudi Arabia | have
witnessed a rapid change in its economy, education, and even in people’s behaviours
and perceptions. | believe the main reasons for these changes are the exploration of oil
and the influence of foreign cultures due to globalization. Here | am going to describe

my observations in a brief manner.

a) Economic Change

Historically, fifty years ago Saudi economy was greatly dependent on farming, livestock
and fishing. However, the huge national earnings from petroleum exports since the
mid 1970s has changed the nature of people’s occupations. Presently, the country is

not dependent on income from productive employment. My observations indicate that
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only around half of the working-age population in the country is engaged with any
regular job. The private sectors are mainly run by foreigners although the Saudi
government has been trying to replace these positions with native Saudi citizens.
However, most Saudis are economically well off due to petroleum industries and thus
they do not feel the need to work. | also believe that the reason for a culture of leisure
among Saudi people is the geographic location and its climate which is hot and dry
and therefore not suitable for long and regular work. | have also seen that voluntary
work is not popular at all among Saudis as they generally consider this type of work as
the key responsibility of the government. Therefore, the economic success, geographic
location and climate, and people’s reluctance to work together has greatly changed

the life styles and working habits of Saudi people.

The outcome of economic prosperity is clearly visible in Saudi villages and cities. The
country has been able to establish strong communication networks through land,
water and air. Presently, in the massive oil industries and in other business ventures
millions of foreign employees are working. In fact, in the employment sector the
number of foreigners is much higher than the Saudi nationals. This means that
foreigners bring different cultures and lifestyles into Saudi society which includes
various health risk behaviours such as drug taking, smoking and illegal physical

relationships.

b)Educational Change

The history of formal education in Saudi Arabia is not very old. Before becoming a

nation in 1932, the formal education system of the country was limited to a few
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religious schools. In 1930s several changes occurred in the education sector such as
the establishment of first Religious Sciences School, first Secondary School, and the
issuance of private school rules. In 1949, the first college in Sharia (now, Umm Al Qura
University) was established and then, during the 1950s, more colleges, including
Teacher Training and Arabic Language colleges started their activities. In that decade
girls’ education also began in the country. Presently, education is free at all levels in
Saudi Arabia. The Ministry of Education looks after the primary, secondary, higher,

societal and vocational education of the country.

Although the government of Saudi Arabia is keen on ensuring the basic education for
all, the country still has the lowest literacy rate among the Gulf nations(Hamdan,
2005). The rate of education among the women is worse as in Saudi society still the
main purpose for girls’ education is to prepare them as good mothers and wives or just
to accomplish a culturally appropriate job, such as teaching or nursing (Hamdan,

2005).

As a Saudi elementary and secondary student | found the primary goal of education in
Saudi Arabia was to make the students understand Islam so that they can obey the
Islamic rules properly. | spent more than half of my time in school engaged in religious
studies and its interpretation. | however observed a deep interest among my
classmates for higher education and found them considering this as the means to

secure higher status in the society and their tribe.

After graduating from the school of education, | had a chance to explore the aspects of
education among Saudis, particularly with younger pupils. In elementary schools, |

taught in two districts and one of these was the most deprived area of Riyadh. At that
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school, | observed unhealthy habits among children who were less than 12 years.
Violence was one of the obvious behaviours that were practised by young children at
that school. | saw students using pens and sharp objects to fight each other because of
tribal and ethnic prejudice. Even, some of the students were caught smoking or taking
drugs. Antisocial behaviours were also spreading among pupils in that school such as

stealing the contents of cars and damaging public properties.

After one year of teaching in public schools in Riyadh, | moved to start working as a
Tutor at the Education School of University X in Jeddah. Jeddah is a cosmopolitan city
located by the West coast of Saudi Arabia. The city is known for its multi-ethnic
backgrounds where the majority of the population is non-Saudi. Working at the School
of Education at University X gave me a wider perspective on the whole system of
education in Saudi Arabia as | was involved in various activities that congregated
undergraduate students, in-service teachers, school principals and supervisors from
The Department of Education and others. While working at this University | was able to
observe the impact of various government initiatives in the education sector. For
example, it was evident that the educational institutions were trying to establish their
theoretical and operational foundations, starting to promote self-regulated learning,
and the massive development of infrastructures of educational institutions, teacher
training, and education management programmes. However, | identified that the
schools and universities were still reluctant in addressing students’ behaviours and
attitudes. As a result, | found several students suffering from the effects of risky,

violent and anti-social behaviours.

30



c) Change in perceptions and behaviours

Historically Saudi culture is very conservative in nature. For many years the Saudi
government and general population were against adopting foreign cultures. There are
several values and norms, which Saudi people consider as the best practice. For
example, in the Saudi community religious and tribal leaders play a strong role in
decision-making and younger people respect them highly. lllegal drugs and sexual
relationships are strictly prohibited and women have to follow specific guidelines,
particularly while mixing with other people or moving outside the home. However, the
records show that the practice of seclusion of Saudi Arabian women is comparatively a
recent phenomenon as, in the past; women took part in almost all social, political and

economic activities.

As a Saudi student and teacher of Saudi students | was able to realize the present
perceptions of Saudi students and educators about their life, social rules and needs for
educational development. Although, to me, many Saudi students were stereotypical
and unable to think or reflect critically, | also saw a gradual development of
independent thought among many Saudis about personal well-being, education, self-
development, society, and culture. Consequently, while in the past, the schools in the
country mainly taught how to live strictly by following the religious codes and
practices; nowadays many schools and higher educational institutes actively teach
science subjects, job-oriented educational programmes, and approaches to self-
development. Similarly, government departments previously considered people’s
health and behaviour related information as very sensitive and inappropriate to be

within the public domain, but recently a few research projects have been initiated and
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implemented by educationists and government departments. However, the findings of

this research are still not shared among the general public.

As a teacher at a Saudi university, which is the research context of this doctoral thesis,
| have observed a changing educational environment where syllabuses and curricula
are more scientific and global society oriented. | have had chances to teach science
education and other subjects at University X and conducted several enlightening
seminars and lecturers to educate students, particularly about health issues which was
almost absent in the overall university curriculum. These lectures also created
opportunities to gain knowledge about students’ perceptions and practices about
various health related risks which ultimately helped me design the research proposal
for these doctoral studies. | should acknowledge that this study about the HRBs among
Saudi university students is a very sensitive issue and many Saudis may consider the
findings as offensive and harmful for the country’s national image and dignity. | have
however carefully tried to explore the sources and associated reasons for Saudi young
adults’ engagement with HRBs and argued that the findings would help plan to
mitigate several individual and social problems caused by a number of HRBs. | take this
thesis as an opportunity to convince the policy makers, educational leaders and
community heads of Saudi Arabia to consider HRB issues more seriously and take
timely initiatives so that the future generations in the country can live a healthy and

HRB free life.
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2.5 Understanding the gap in research and planning for an in-depth
investigation
The Saudi context has played a very important role in choosing the topic for this
doctoral research. While writing the research proposal, | revisited my observations
about Saudi society and culture, and decided to explore health risk behaviours. | was
interested in this topic because relevant data were inadequate and mostly ignored
although the issue seemed to be vital for people’s and the nation’s greater well-being.
| was particularly interested about young people because | found them going through
rapid cultural changes and they seemed to me highly vulnerable in terms of engaging
with health risk behaviours. The reason | chose University students for my studies is
because these institutions in Saudi Arabia did very little to promote healthy
behaviours. Besides, a number of health risk behaviours such as drug use and sexual
activities are almost un-explored in these institutions although some relevant cases
have been reported. | also observed that the required collaboration among different
departments in the education sector to tackle health risk behaviours was almost
absent. A similar situation was also evident within public sectors such as education,

health and social departments.

By deciding to explore this topic | was aware that there would be some sensitive issues
which would need to be addressed in a very cautious manner. Because of the
conservative nature of Saudi society it seemed to be a challenge to present sensitive
information in a culturally acceptable manner. | therefore addressed the cultural and
societal aspects in my study to understand the relevant factors and reasons of certain

health risk behaviours, and also to report them in a way which is contextually relevant.
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In the study, particularly in the data collection process, there were two key challenges:
one was about the risks of engaging Saudi university students in the study, and the

other one was the risks associated to me.

In this Chapter | have already explained that the Saudi society is highly conservative
and culturally people of the country do not feel confident in sharing personal
behaviours that seem to be negative and risky. The educational institutions and
government authorities are also not habituated in the practice of sharing this type of
behavioural issues. Before and during my data collection activities at University X, |
was therefore very careful in preparing my action plan. | had decided to elaborately
explain my research objectives to the University authority and the research
participants. Additionally, | had assured the anonymity and confidentiality of their
participation (even the name of the higher educational institution involved in my
research is anonymous in this thesis) and tried to convince the students that the
purposes of the research was entirely academic and only targeted to the greater well-
being of Saudi youths. Eventually, the number of students participated in the data
collection process was satisfactory (please see Chapter 6 for a detailed discussion on

the procedures of engaging research participants).

Apart from the risks of engaging the students | also felt a number of challenges
associated to my involvement in this research project. As HRB related research is
almost absent in Saudi Arabia, | felt the need to explain the nature and features of my
study to the educational authorities of the country. It was in fact a challenge for me to
investigate the risky behaviours of a group of youths as | had been anticipating a low

level of participation and resistance from the targeted educational institution.

34



Fortunately, | was able to convince both the students and the University authority by
sharing the needs for such an academic study which aims to ensure the overall well-
being of Saudi youths. My orientation to Saudi society and culture also helped me in
this regard. Because of the contextual situation, | engaged a female faculty member in
the data collection process to deal with the female research participants which turned
into a success as there were adequate participants (please see Chapter 6 for a detailed
discussion on the procedures of engaging research participants). | also admit that the
dissemination of the findings of this research required additional caution. Being a
Saudi national | have tried to ensure that the thesis is respectful to Saudi culture, faiths
and values. Besides, | have tried to be focused to the key objective of this study which
is to explore HRBs among the university students. Moreover, in my thesis | have
provided a number of recommendations and guidelines on health risk behaviours for
young Saudis which would enhance the acceptability of this study in Saudi Arabia

(please see Chapter 10 for the recommendations).
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Chapter 3 : Risks and Health Risk Behaviours

The key objectives for considering the research questions of this doctoral study, listed
and explained in Chapter 1, were to understand the present state of HRBs among the
students of a Saudi university along with identifying associated reasons and the roles
of the University in HRB engagement processes. It was assumed that, by exploring
these areas this research would help understand the general patterns of HRBs in the
mentioned context. Based on the research questions and the research context the
study therefore created the need for reviewing a number of related areas such as
commonly accepted definitions of HRBs, HRB existence and extension processes, and
any factors or approaches that are involved in controlling this kind of risk. For a holistic
understanding the study on psychology, environment and social/government systems
was also needed. Additionally, as the research subjects of this study are the university
students of a Saudi city, the review emphasised the contents on the HRBs related to

early adulthood, urban context and students.

3.1 The Structure of the Chapter

As mentioned above, this thesis aims to explore the overall trends of HRBs among the
university students in Saudi Arabia through understanding the associated factors and
reasons. Whilst research about HRBs in Saudi Arabia is limited, it is possible that the
country is not immune to the global phenomenon of adolescent and young adult
engagement with risky behaviours and their consequences. In this regard, the areas
highlighted in Figure 3.1 are explored to study HRB-related theories and research

findings. It was expected that the review of these areas in the literature would provide

36



with a clear understanding about the general nature and features of HRBs in a global

context that could be used to begin to understand the situation in a Saudi context.

Definitions of risks and HRBs

4

Association with social acceptance, gender, perceptions, decision making and

wellbeing

4

Protective factors and risk control approaches

4

Implications of HRBs in early adulthood

Figure 3.1: Content and structure of Chapter 3

The review has been guided by the research questions of this thesis and covered

relevant behavioural and incidental aspects.

3.2 Overview of risky behaviours

In 2004, about 2:-6 million deaths around the world were recorded among people
between the ages of 10 to 24 (Patton, 2009). At the same time, significant rises in
mortality rates from early adolescence (10 to 14 years) to young adulthood (20 to 24
years) were also documented. Traffic accidents were found as the main cause,
accounting for 14% of male and 5% of female deaths. Other major causes included
deaths by violence at 12% for males, while 6% of all deaths were recorded as suicides

(Patton 2009).
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In his exploration of the causes of morbidity and mortality among adolescents,
Millstein (1989) found that risky behaviours were the main causes of death and injury
in the case of young adults. Blum and Qureshi (2011) reinforced Millstein’s claim by
revealing that nearly 75% of all deaths between 1990 and 2006 among the people
between 12 and 19 in the United States (US) resulted from unintentional injuries which
included vehicular wounds, unintentional poisoning, unintentional drowning and
unintentional discharge of a firearm. Wechsler (2011) also reported that in the US
70.8% of all deaths among the people aged between 10 to 24 resulted from only four
causes: motor-vehicle accidents, homicide, suicide, and other unintentional injuries. A
similar situation is also evident in England and Wales, where in 2009 the main reasons
for death among adults and young people were transport accidents and suicide (The
Office for National Statistics, 2012). Although these research findings, mainly drawn
from Western countries, reveal the severe consequences of risky behaviours; the
reasons for these outcomes have not been explored comprehensively and in
gualitative manner, especially in developing countries. There is very limited evidence
available with regard to the state and reasons for HRBs, particularly among young
university students, in developing countries like Saudi Arabia. Furthermore, because of
the dissimilar social, cultural and religious contexts of Western and Middle Eastern
countries; the types and degrees of the risky behaviours are likely to differ. For
example, in Saudi Arabia, people’s perceptions related to risks on consuming alcohol or
pre-marital sex are different and more negative than in the West due to religious and
social conventions. This is likely to mean that what might be regarded as a high risk
behaviour in Saudi Arabia may be considered as a low risk or not even arisk at allin a

Western context. Similarly, as the perceptions regarding risks may vary in countries, a
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risk identified as a health risk in the West may also be seen as a social or cultural risk in
Saudi Arabia. For example, if a young Saudi woman wants to get physically fit by
jogging, before running in public she will require to consider her social and cultural
situations, and also the risks associated to those. The woman may consider the traffic
conditions of the road and the risks of this as well. Conversely, in the similar situation,
a woman in the West may only consider the risks associated to traffic in this regard. In
this particular type of activity it seems that the Saudi woman needs to take a more
complex decision in having to weigh up the risk of jogging and all its implications
versus the risk of staying at home and remaining unfit. Itis therefore important to
explore what young Saudis consider to be health risk behaviours. However, there is
minimal research about HRB issues and there is no national data available which can
show the rates or causes for morbidity and mortality. The educational institutions,
including universities and schools, are also reluctant to keep any records of their
students’ engagement with HRBs and the consequences from these risky behaviours

(AlBuhairan et al., 2015).

One of the major reasons for the unavailability of information about people’s
engagement with risky behaviours in Saudi Arabia is that the Saudi Government
considers these type of records (particularly those connected to the risky behaviours
involving drug and alcohol abuse and risky sexual activity) politically and religiously
sensitive. As a result, it can be noted that the Ministry of Health excluded the data
about HIV/AIDS among Saudis and non-Saudis from the last version of the Health
Statistic Year Book 2009 (Ministry of Health, 2009). Another reason is that there are

unsophisticated infrastructures to collect data about the population and their health.
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In the case of any existing data, access is not easy for researchers and they may even
face various obstacles in investigating such a topic because of cultural and social
barriers (the issues have been discussed in Chapter 2). However, age perspectives of
young adults may provide with some assumptions regarding the engagement with

HRBs in Saudi Arabia.

3.2.1 Risky behaviours at young age

Adolescence and early adulthood are crucial phases of human development because
many decisions have to be made during this period and these often affect rest of the
life course. Typical decisions that have to be made in adolescence include choices
about one’s social life and pastimes, travelling abroad (e.g. for higher education or
business purpose), school studies and work. However, during this phase young people
exert efforts to form their identities by trying to know more about the world and at
times break social and family boundaries (Newby and Snyder, 2009). Therefore,
adolescence and early adulthood are considered risky for young people because, by
developing self-identity, they may become more prone to experimenting with HRBs,
such as taking drugs, smoking, drinking alcohol, and unsafe sex. HRBs are likely to be
quite prevalent among this age range and, as a result, young people may face health
problems, both in the short and long term, that may also affect public health
negatively (WHO, 2002). Furthermore, it is highly likely that if adolescents and young
adults engage in one risky behaviour, they may also engage in others (Jessor, 1992a,
Jessor, 1998). Sychareun et al. (2011) have distinguished this cluster of HRBs as a ‘risk
behaviour syndrome’. By observing the diversity of HRBs and their consequences,

Blum and Nelson-Mmari noted that, 'a generation ago infectious diseases were the
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major sources for morbidity and mortality globally while nowadays, social, behavioural
and environmental factors are predominant' (Blum and Nelson-Mmari, 2004,p
410). These factors have had remarkable influences in the world, and it can be
anticipated that they will continue to have powerful consequences on adolescents’
health (Blum and Nelson-Mmari, 2004). Based on global evidence of the high
occurrence of HRBs among adolescents and young adults, Conner and Norman (1996)
made two assumptions: the first one being that the HRBs of individuals can result in a

high percentage of mortalities; and second, that these HRBs are ‘modifiable’.

Presumably, in a fast changing world, the Saudi youths are facing various challenges in
their life including diverse risks of getting involved with HRBs. Although global
evidence of HRBs indicates that adolescents and young adults are the most vulnerable
groups, research data on the state and reasons of HRB among this population in Saudi
Arabia are still not available. As a result, enabling this future generation of the country
to understand the risks involved in such harmful behaviours through designing and
implementing proper initiatives seems to be difficult. Because of the unique culture
and social settings, the challenges and risks of Saudi youths therefore need to be

better realised.

3.3 Definitions of HRBs

Investigating risky behaviours among adolescents has attracted much attention over
the last four decades (Jessor, 1998). A number of research projects in different
countries have been conducted to support comprehensive understanding of these
behaviours and their consequences. Based on the findings, significant amounts of

information on HRBs, including diverse definitions, have been recorded. For example,

41



French et al. provided a general definition of HRBs by mentioning these as ‘any activity
undertaken by people with frequency and density that increases risk or diseases or
injury’ (French et al., 2010,p 17). A similar definition has been provided by Richter
according to which HRBs are associated with ‘... undesirable consequences that go
hand in hand with probability of harm or loss’ (French et al., 2010, p 27). An extended
definition has been given by DiClemente et al. indicating a particular age group and the

general consequences of this type of behaviours.

[HRBs are] ... types of behaviour that appear at adolescent age and that can, in a
direct or indirect way, jeopardize social and psychological well-being as well as

physical health in the present and future (DiClemente et al., 2009, p 35).

DiClemente et al. also provided a number of examples of HRBs among youths which
include taking drugs, smoking, drinking alcohol, sexual behaviours, and any behaviours

leading to intentional and unintentional injuries.

On the other hand, by listing a number of consequences Suris et al. defined health risk

behaviours as:

Behaviours with potentially negative effects on health, such as substance use,
early onset of sexual activity or unsafe sexual practices, risky driving, violent or
suicidal behaviours, antisocial behaviours, and disordered eating, among others

(Suris et al., 2008, p 113).

According to the definitions of Richter, French et al., Suris et al., and DiClemente et al.;
HRBs are harmful practices which can damage public health generally whilst exposing
specific individuals to diseases, and physical or psychological harm. Baban and

Craciun’s further specified a number of particular risk taking activities, defining such
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behaviours as 'any activity undertaken by people with a frequency or intensity that
increases risk of disease or injury' (Baban and Craciun, 2007, p 45). Through
analysing these definitions it can be realised that avoiding risky behaviours is linked to
several health benefits, including protecting individuals from various diseases. For
instance, behaviours such as physical exercise, fruit and vegetable consumption, and
safe sex within legal relationships in response to the threat of sexually transmitted
diseases can improve the quality of lives of young people (Jessor, 1998). However,
because of their social, emotional and physical stage of development, adolescents and

youths remain vulnerable in terms of engaging with HRBs (Steinberg, 2008).

By reviewing the literature it is seen that, although DiClemente et al. are less
prescriptive than Suris et al., they provide a more comprehensive definition than
Baban and Craciun and focus on both the risks to mental and physical health of such
behaviours as well as referring directly to a particular age group. Therefore, the
definition of DiClemente et al. can be adopted for this thesis. As this research seeks to
explore HRBs amongst university students, the definition is highly applicable to the age
group of the participants, as it adopts a more holistic view of the potential outcomes
of HRBs and considers the outcomes of HRBs in the longer term, all of which are

pertinent to the participants.

3.3.1 Relationship of HRBs with risks

According to researchers such as (DiClemente et al., 2009, French et al., 2010), HRBs
are a particular type of risky behaviours that have several distinctive features. A
discussion on ‘risk’ as a concept may therefore provide with a holistic understanding of

these type of behaviours.
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Firstly, risk enables individuals to deal with the uncertainty of danger and harmful
outcomes of certain actions (Light et al., 1993). Despite the fact that risk has been
linked to hazard probability, potential adversity or threat, the researcher chooses to
use the definition from the (WHQO, 2002), due to its precision and comprehensiveness,
that states risk is, ‘a probability of an adverse outcome, or a factor that raises this
probability’ (WHO, 2002,p 3). Although risks are assumed to be objectively quantifiable
through risk assessment, social scientists have rejected these thoughts, and instead
focus on the effects or outcomes of risk behaviour on individuals (Slovic, 2000). From
this point of view, risks do not exist independently from human beings' minds and
cultures, and they may take varied forms in different contexts (You, 2011). Risks may
also come with different degrees of uncertainty in different situations. The outcomes
of a certain action are unknown; they could be positive or negative. The positive and
negative outcomes represent the two main categories in which the degrees of
outcomes fall. ‘Health risk behaviours’ therefore focus on those occasions when an
individual engages in an act that is generally expected to have negative health

outcomes.

Studies have shown that perceived risks can be measured and quantified. After
guantification, the risk is compared to the benefits to be derived from a certain action
and the individual decides whether it is worth taking the risk. This has been the basis
that most of the research on risks has been conducted (WHO, 2002). The way people
perceive a risk depends largely on the information they possess from past experience
or other sources pertaining to that risk. The context of a risk and the associated

benefits also influence people’s perception of risks (Renn, 1992). The perception of
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health risks is tightly coupled with different social, cultural and economic
environments. Some of the main factors that influence the way the public perceives

risks include power, trust, beliefs and values (WHO, 2002).

3.3.1.1 Contributing factors and their roles

Because of the varied features of HRBs, for example their association with an
individual’s psychology and the surrounding environment, the listing of HRB factors
does not seem to be an easy task. However, based on the theoretical perspectives of
risks the role of the perception, decision-making, wellbeing, gender and social
acceptance can be examined to determine whether a person engages in a risky
behaviour. In the discussion below, these perspectives are studied, with reference to
HRBs, to examine the factors related to people’s risk taking behaviours. The factors are
not necessarily discreet and they may often influence each other, for example an
individual’s perception may affect his/her decision making, and the decision making
can be influenced by his/her gender. It is therefore important to recognise that these

factors can be described both individually and collectively.

a)Role of perception

Before 1990, risk assessment and management relied mainly on scientific approaches.
However, these approaches proved inadequate in the protection of citizens from risks
(WHO, 2002). As risks may mean different things to different people (in terms of
individual perceptions, knowledge, age, experiences and cultural backgrounds), it is

necessary to understand risks within a larger cultural and economic context.
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An individual’s considerations about people and the world have a major influence on
how he/she perceives risks. Generally, men judge risks as less likely to happen than
women (WHO, 2012), which is a result of both biological and social factors (Kelly et al.,
1995). However, a personal view is the approach that a person takes to solving various
problems including making decisions. An individual’s perceptions to matters involving
the political, social or economic arena define how he/she perceives risks in these
spheres of life (WHO, 2002). People with a positive viewpoint will be more likely see
the best side of all situations and therefore be able to cope better with risks (WHO,

2002).

Interest groups of a country or society, including human rights advocacy groups,
private corporations, and public health activists, among others, can have a significant
influence in controlling people’s perceptions (Vennard et al., 1997). Similarly, the mass
media also play an important role in this regard. Through targeted campaigns they can
communicate important information on the factors that pose risks (Kelly et al., 1995).
The media also has the tools to interpret and present scientific data on risks in a

format that the public can understand.

For understanding young adults’ or university students’ engagement with HRBs in
Saudi Arabia, it seems important to realise the perceptions of this age group about
risks and HRBs, their views on gender and society, relevant government initiatives, and
roles of community sectors such as non-government organisations and clubs. Whereas
these aspects are secondary to the current study, effort has been made to tackle some

of them in the data collected.
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b)Role of decision-making

One of the most important processes in life is the decision-making process. Often,
decisions are shrouded with uncertainty and a degree of risk; therefore several
approaches are needed to be taken in different situations (Koleczko, 2012). Risk-taking
decisions may include risk avoidance, collection of more information about a particular
risk, analysis of different aspects of a problem, risk reduction, or delegation of the
decision (Baumeister, 1989). By delegating, the decision-maker transfers liability for

the risk to another person (DiClemente et al., 1996).

In decision-making, avoiding a risk may generally not be a very feasible approach
(Kolvin et al., 1990). For example, in business or in the case of employment choice,
risk-taking may bring beneficial outcomes. However, in health matters, some
unnecessary risks should be avoided. Therefore, several strategies to aid the decision-
making process are necessary to minimise the risk or the impact that the occurrence of
a risk will have on the individual and those around him/her. One of the most effective
risk management strategies includes examining other alternative courses of action
(Barrett, 1996). It is highly unlikely that there is only one possible course of action for a
particular situation. The more information that a decision-maker has about a particular

problem, the better the decision that he/she can make (Barrett, 1996).

Individuals can generally be classified as risk prone or risk averse. Risk prone
individuals are more independent and tend to make decisions more independently
(Aos et al., 2001). They make decisions without necessarily having all the factors at
their disposal. Furthermore, they rarely consult others when making decisions since

they consider such deliberations a waste of precious time (Connor et al., 2003). On the
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other hand, risk averse individuals do not make decisions until they are absolutely sure
of all the risks involved (Aos et al., 2001). They typically consult widely before reaching
a decision. They have a negative approach to risks, seeing the likelihood of it occurring

is a big obstacle to making a decision to take the risk (Aos et al., 2001).

c) Role of wellbeing

Wellbeing is generally defined as the absence of mental anguish, physical illness or
disease (Elgar et al., 2003). It represents the achievement of physical fitness and
general mental stability. In a state of wellbeing an individual feels good about
him/herself. Individuals have very robust self-concepts when they enjoy high levels of

wellbeing (Glendinning, 2002).

Young adults, particularly university students, are at the peak of their intellectual
capacity (McGuire, 1995). Therefore, the intelligence and knowledge they have affords
them many advantages in being able to identify factors that may cause risks to them
and to their surroundings (Hough and Tilley, 1998). However, the general wellbeing
they experience at this stage of their lives may deceive them into thinking that they
will continue that way without any ill-effect as they advance in age, only to later face
the consequences of their earlier engagement with these risky activities (Hough and
Tilley, 1998). Despite their intelligence, they may experience emotional turbulence and
become vulnerable to the temptations of engaging with risks including HRBs (Hough
and Tilley, 1998). Exposure to negative influence of the media, peer pressure, and
general materialistic cultures can further aggravate the situation. Thus, despite their

ability to cognitively rationalise situations, their general lack of experience coupled
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with emotional vulnerability and defiant attitudes can place them at risk (Harland et
al., 2002). The demanding lifestyles and pressure at higher educational environments
(Gorsuch and Butler, 1976, Goldstein et al., 1990, Connor, 2003), lack of family support
(Field et al., 1979), dissatisfaction (Field et al., 1979, Connor et al., 2003) and unhealthy
lifestyles (Kelly, 1995, Haignere et al., 1997) can also lead to a lowering of wellbeing

and increase the likelihood of engaging in HRBs.

d)Role of gender

Gender plays an important role in risk taking decisions. Women are generally more
averse to risks than men (Eckel and Grossman, 2008b, WHO, 2012). They consider
several factors before making decisions on risk related issues. The reason for this could
be either genetic or the nurturing they received as children (Annabel, 2001).
Conversely, men are generally more likely to engage in risk activities because they are
less concerned about the outcomes of risk taking (Learmonth, 1995, Barlow, 1997,
WHO, 2012). Barlow (1997) stated that even though the risks may be the same,
women worry more about their consequences than men. Furthermore, research
carried out by Gustafsod (1998) established that men and women do not worry about
the same risks. Although there are some common risks, the levels of importance
attached to each also differ according to male and female genders. Gustafsod (1998)
found that women are more worried about risks related to the home, family, personal
factors and the issues that may affect people they are closely related to. On the other
hand, men are more worried about risks related to their work, lives and incomes (Law,
1992). Furthermore, men are less worried about risks related to accidents and health

than women (Gustafsod, 1998).
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The differences in perception and risk-taking behaviour may be explained by the social
roles that women play in different societies. According to a study carried out by Bouyer
et al., women in most societies are raised up mainly as caregivers for their future
families, which may explain why they are mainly concerned with health and safety
risks (Bouyer et al., 2001). Most societies also designate the role of the breadwinner
to the men, which may account for male concerns about the economic risks they face;
for example, job stability. The greater influences of society on both male and female

genders are discussed in more detail in the next section.

e)Role of social acceptance

Social acceptance is the feeling of belonging and fitting into society. Human nature
demands that people feel the need to be in the company of others (Berthoud, 1998b).
Studies have shown that people who have limited interaction with others, including
family and friends, face increased risks, particularly with regard to health conditions
(Harland et al., 2002). The aspects of social acceptance play an important part in
influencing risky behaviours among young people (Ramsay and Spiller, 1997). Youths
and adolescents are at certain age of life when they feel the need to be long to a
particular group (Bennett, 1998). An individual may assume that if he/she does not
show the same behaviour as other members of the group, then he/she will be isolated
(Harland et al., 2002). Thus peer pressure can make them undertake risky behaviours
that they would not normally do (Berg et al., 1985). In this age of information and
communication technology, various media such as computers, the internet, and social
networks are helping people exchange ideas and information concerning various

aspects of their lives that they regard as socially acceptable. The mass media and
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celebrities are also influential, as people often emulate what they hear and see, thus
leading to the spread of risky behaviours (Berkowitz et al., 1978). As a consequence,
countries where some behaviours had been considered socially unacceptable have

now become more liberal and open-minded (Hoggett and Hambleton, 1987).

3.4 Risks and HRB protective factors

By analysing the definitions of HRBs in Section 3.3 of this Chapter it is understood that
HRBs are a particular type of risky behaviour linked to health, and they are generally
determined by several influencing factors. Given that these factors have been
identified as responsible for the engagement of a person with an HRB, it seems to be
important to explore whether there are any factors that can protect or minimise the
HRB engagement. The later factors can be defined as ‘protective’ because they play an
active role in eliminating risks; however they may also have a reverse effect associated

with negative consequences of risks (Jessor, 1998).

These risk and protective factors however can create the possibilities of influencing
people to be both engaged or stay away from HRBs. Therefore, whereas they can act
as means of protection from HRBs, similarly, they can increase the chances of engaging
with HRBs. These two conflicting aspects of the individual, family, peers and
community factors are discussed below (a comprehensive description of the social and
cultural aspects and people’s perceptions in Saudi Arabia is made in Chapter 2.
Similarly, the aspects of people’s engagement with HRBs, such as HRB types and

associated reasons, in Saudi Arabian context, are explored in Chapter 4).
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a)Individual /personality

Although the surrounding environment has a significant impact on the development of
an individual’s capacities, the influence of personal abilities and preferences cannot be
overlooked (Satterfield and Schell, 1997). Some of the risk factors related to the
personality of an individual include intelligence, self-esteem, hyperactivity, and

attitudes towards laws and authority (Barrett, 1996, Taylor et al., 1999).

Some people get involved in HRBs simply because they do not have a sense of self-
worth (Satterfield and Schell, 1997). Therefore children need to be nurtured in ways
that develop their self-esteem which can help them face challenges in life. In a similar
manner, intelligence can enable people to realise whether the work they are doing is
harmful to their health. On the other hand, hyperactivity causes people to act on
impulse without thinking about the consequences of their actions (Satterfield and
Schell, 1997). However, it needs to be noted that aspects such as intelligence and
hyperactivity cannot be eliminated by individuals (Barrett, 1996). Nevertheless, such
people may be engaged with HRBs simply because they do not take into consideration
the consequences that their actions could have. These people generally do not
understand their weaknesses and do not consult with others before taking any risks

(Covello and Sandman, 2001).

b)Family

‘Family’ involves several aspects to human life; from the conception and birth of a child
to its upbringing. Family is the first and the core place to learn values, social

responsibilities and safety measures (such as for HRBs). However, family life can be
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challenging, especially when the parents themselves face problems in their lives.
Problems may include conflicts leading to divorce, financial problems, and unstable
relationships where parents have no emotional attachment to their children. Some
parents may also be involved in HRBs such as drug abuse or criminal activities. These
all may lead to negative effects on the children if the children emulate what they see in
their family (Hagan and Dinovitzer, 1999). Based on the following interlocking model
proposed by Loeber and Stouthamer-Loeber (1986), the influence of family on children

can be summarised as including:

Negligence: Parents who do not spend adequate time with their children are not likely
to know their mischievous behaviours (Harland et al., 2002). Due to the lack of
attendance, parents may be unaware of the habits such as drug abuse of their
children. The children can develop a dependency on drugs and may even become
involved in violence and criminal activities (Harland et al., 2002). In addition, there are
instances when care and family support result into negative outcomes. For example,
excessive financial support and freedom from family may lead people to be engaged

with HRBs like drug abuse and illegal sexual relationship (Worthy et al., 2010).

Deviant behaviour: when parents are actively or passively involved in criminal activity,
they thereby deliberately or unknowingly encourage their children to follow their
footsteps (Harland et al., 2002). What a child is used to at a young age influences the
way he/she grows up and deals with risky behaviours (Berkowitz et al., 1978).
However, there are numerous examples of the opposite situation where the children
whose parents are involved in criminal activities do not end up copying their parents’

behaviours (Harland et al., 2002).
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Family relationship: The circumstances of the family can determine a person’s risk-
taking tendency and attachment with HRBs. According to the theory of attachment,
introduced by Bowlby (1969) and further developed by Thomas and Segal (2006),
human attachment is important in shaping the development and behaviour of an
individual. Additionally, social capital in the form of family, community and
environment is also integral in this regard (Thomas and Segal, 2006). Whereas
families, communities, and environments of a person define his/her personalities and
relationships with other people, these also offer the social capital needed for their
emotional maturity (DiClemente et al., 1996). It has been noticed that, when families
are stable and supportive a person more likely to develop stable emotions and is
therefore less likely to engage with HRBs. Conversely, the children who are continually
exposed to poor social capital and ‘separation anxiety’ through abandonment threats
and rejection are more likely to exhibit behavioural problems including HRBs (Bowlby,

1969).

A family in crisis may precipitate a child to engage in misbehaviour, given that there is
no cohesion and control from parents to nurture positive behaviour (Haignere et al.,
1997). Parents need to monitor whether children are involved in unusual behaviour
through indicators such as change in behaviour and take appropriate action (Haignere
et al., 1997). They should also ensure that the individual does not turn to harmful
behaviour when faced by tough situations (Satterfield and Schell, 1997). Moreover,
families should learn to stay together which would give the young a sense of belonging
(Satterfield and Schell, 1997). In the case of a student who is engaged with an HRB,

his/her family should collaboratively work with the respective educational institution
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to improve the associated student’s behaviours and at the same time overcome the
family related conflicts and challenges (Minke and Anderson, 2005). However, in many
countries, particularly in the Arab context, this cooperation is missing (Smith, 2006,
Oyserman et al., 2007). The reason for this may be the poor educational backgrounds
of traditional families and their over dependency on the educational institutions

regarding the students’ education and wellbeing.

¢) Community

The surrounding environment and the community have an impact on people’s life
(Gorsuch and Butler, 1976, Learmonth, 1995). For example, a disadvantaged
neighbourhood may create many jobless people which can ultimately influence many
of them to be engaged with HRBS like drug use and substance abuse. Additionally, they
may have high crime rates and therefore there may be a widespread availability of
firearms and violence. All these risk factors in the neighbourhood increase the chances
of an individual being involved in risk behaviours (Yoshikawa, 1994). However, it has
also been seen that some of the poor neighbourhoods serve as motivators for students
who view education and success as a way to escape the challenges they are facing
(Calkins et al., 2007). As such, some students may be highly focused and strive to

achieve their best in order to leave their poor environments for better ones.

In the community/environment, some of the protective factors that may insulate
individuals from engaging in risky behaviours include social support initiatives. People
in a society or community should therefore form positive groups to promote general
welfare in their communities (McKay, 1993).These may include community policing to

control availability of drugs and firearms. Religious organisations can also have a
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remarkable impact on inspiring people to participate in social initiatives which can

prevent risky behaviours, including HRBs (Harland et al., 2002).

d)Peers

The friends and associates of an individual have a great influence on his/her intentions
and behaviours. One of the main risk factors related to peer groups is peer pressure
which influences individuals’ behaviour in order to have a sense of belonging to a
particular group of friends (Ramsay and Spiller, 1997). Peer pressure may encourage
individuals to become engaged with many risky behaviours, including drug and
substance abuse and criminal activities. Lack of acceptance may also cause individuals
to engage in risky behaviours. When an individual feels that he/she does not fit in any
social group, he/she becomes isolated and feels lonely (Berthoud, 1998a). Such an
individual may end up taking drugs or engaging in other HRBs that compensate for
his/her loneliness. Conversely, picking the right friends may lead to positive influences.
This perspective however has not been focused significantly in the literature whereas

greater emphasis has been given on the possibility of negative influences.

To avoid negative peer influences, people, particularly young adults, need to be
carefully guided (Shiner and Newburn, 1996). One of the protective factors that young
people can use is to change their peer group (Ramsay and Spiller, 1997). Having a
group of peers that can influence the individual positively is an effective strategy in this
regard. In fact, picking the right kind of friends is vital because they generally do not

have negative influences on an individual’s life (Warr, 1993).
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e)University

Higher educational institutions, particularly their operational policies, learning and
social environments, and state of facilities, may present new risks to the students
(Baer et al., 1975). Poor academic adjustment, where the students lack the cognitive
capacity to undertake the required level of study, and overly high family and
community expectations, may also cause this problem (Baer et al., 1975). Furthermore,
learning difficulties may lead university students to disillusionment and a sense of
hopelessness which may ultimately lead them to be engaged with several risky

behaviours, including HRBs (Warr, 1993).

Universities can take effective strategies to protect their students from being engaged
with risky behaviours, particularly HRBs. Some of the major strategies may be the
preventative measures, healthcare facilities, and ensuring cleanliness. These are briefly

discussed below:

e For promoting healthy living, universities can ensure that the students are
educated in preventative measures (Shiner and Newburn, 1996). However, it
is important make the students at their primary (from 3-11 years) and
secondary (12 to 16 years) stages of education aware of HRBs, as at these
periods they develop various risky behaviours and carry those on to the rest
of their life. The (WHO, 2009a) insists that effective health promotion
programmes remain one of the major investments that many nations should

invest in.
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e Universities can also provide proper healthcare facilities to students and
ensure that they are treated at the right time (Rauch et al., 2006a). It is
noticed that the sexual activities are high amongst students at university
(Satterfield and Schell, 1997) and for this reason researchers ( such as
Patterson et al., 1998) suggest that the university administrations around the
world have the responsibilities to educate students on how to avoid risky
sexual behaviours and ensure that they have access to medicines and safe sex
tools, such as condoms. Universities can also encourage abstinence through
organised events (Satterfield and Schell, 1997). Additionally, various risky
behaviours, including HRBs, can be properly addressed in the academic
curriculum (WHO, 2012). A strong emphasis on preventing risky behaviours
and HRBs through university policies and procedures can provide effective
help to students to stay safe from the risks (Light et al., 1993, Patterson et al.,

1998).

e One of the effective approaches a university can follow to promote better
living is to ensure a clean and healthy campus along with the provisions of
pure drinking water and proper sanitation (Larzelere and Patterson, 1990).
Proper sanitation prevents any transmission of diseases such as colds, flu,
bacterial and viral infections among others. This not only promotes better
health but also creates a congenial environment for learning (Berthoud,

1998a).

The features of these protective factors indicate their reciprocal role in the

engagement processes with HRBs. Based on this it can be assumed that, although
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these factors can be effectively utilised to safeguard people from possible engagement
with HRBs, they can also influence them to be engaged with HRBs or enhance any
existing HRB practices. It is therefore vital to ensure that these protective factors, such
as individual personality, family, peers and community, contribute positively towards
an individual’s life. In fact, one of the key objectives of this doctoral study is to
understand the role of these protective factors in the life of the students of a Saudi
University in order to consider how engagement with HRBs can be prevented (please
see Section 1.3 of Chapter 1 for the research questions of this study and their

explanations).

3.5 HRBs in early adulthood

Adolescence is one of the most confusing periods of an individual’s life. According to
DiClemente et al., this ‘is a period of rapid and transformative physical, psychological,
sociocultural, and cognitive developments’ (DiClemente et al., 2009, p 4). Critical
physical, emotional, and mental developments are recorded in this stage and therefore
in an attempt to cope with these changes an individual may engage in risky behaviours
(Bachman et al., 2013). Consequently, some people do not succeed in developing into
citizens of the expected calibre by their society under these conditions. Furthermore,
lack of experience and information may cause the risk to escalate to dangerous levels
(McGuire, 1995). The decisions that people make at this stage of their lives shape their
futures. Individuals also get attracted towards HRBs at this stage. For these reasons,
DiClemente et al. marked adolescence, more specifically the ages from 12 to 25, as a
high risk period due to the increased involvement with HRBs (DiClemente et al.,

2009).
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Personality, family, and educational institutions play an important role in early
adulthood for the engagement with risky behaviours and HRBs. Young adults are
generally rebellious to authority which can lead them to committing crimes and
engaging in anti-social behaviours (Barker, 2007, Kelly, 1995). Different HRBs also
contribute to high rates of deaths and disabilities among young adults (Blum et al.,
2000, Centre for disease control and prevention, 2012). On the other hand, during
adolescence and early adulthood the family acts as the most important institution in
the life of an individual. Family provides a base point and a sense of identity for an
individual (Bachman et al., 1981). However, any lack of support from family and
negative treatment from parents can lead to low self-esteem among adolescents
which may influence engagement in different HRBs such as drug and substance abuse,
unsafe sex, delinquency in school, and eventual drop out from school (Baer et al.,

1975, Kelly, 1995, Patterson et al., 1998).

3.5.1 Preventive measures

Because of the diverse influence of protective factors and their complex features the
preventive measures to avoid engagement with HRBs seem to be difficult and
demanding. Researchers ( e.g. Kolvin et al., 1990) generally focus on individual HRB
factors and provide solutions on that particular area rather than considering a more
holistic approach. For example, to prevent young adults from the engagement with
HRBs it is suggested that they should be provided with continuous mental and
emotional support. However, addressing a particular factor to recommend any

solution to prevent HRBs does not seem to be feasible because individual, family,
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society and state factors frequently interact with each other and thus they all need to

be considered in the process holistically.

Firstly, it is important to realise that people need to have a strong sense of self-esteem
and self-worth which should be inculcated in children from a young age (Elliott et al.,
1989) Positive reinforcement is necessary for them to feel adequate and not to
develop the need to engage in HRBs to prove their worth. Self-esteem prevents
individuals from engaging in behaviours that could be harmful to them (DiClemente et
al., 1996). Similarly, parents and communities need to be aware of and actively help to

control risks.

Apart from the individual, family and social levels the major stakeholders such as
government and educational institutions also need to properly play their roles
effectively. The government has authority to regulate behaviour through laws and
policies. Some of the ways through which governments can do this is through
criminalisation of consumption and possession of drugs especially narcotic drugs and
the enforcement of laws (Elgar et al., 2003). The mental wellbeing of young people is
important if the problems brought about by HRBs are going to be solved (Hoggett and
Hambleton, 1987).This can be enhanced through participation in various programmes
such as guidance and counselling, which can be conducted through the initiatives of

parents, schools, government, or religious organisations (Yoshikawa, 1994).

It is obvious that, in Saudi Arabia, the research context of this study, the HRB related
preventive measures would be different from those in any Western country because of
dissimilar upbringing of individuals, family structures, and social and cultural

conditions (please refer to Chapter 2 for a detailed description of Saudi Arab country
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context). Research findings on these aspects of life are very limited in the country, so it
may be difficult to propose a context-friendly solution for preventing its people from
their engagement with HRBs. It is also crucial to anticipate how any recommended
initiatives could be implemented within Saudi society and government structure which

are unique with their traditional and faith-based features.

3.6 Outcomes of HRBs among university students

Generally university students around the world are aged 25 years and below. These
young people interact with their peers and teachers from different backgrounds and
experiences. The exuberance that is brought about by their youthful age combined
with the influence of their peers often results in high level of risky behaviour that could
be injurious physically, emotionally or psychologically (Berkowitz et al., 1978, McGuire,
1995). Similar to the interactive nature of the HRB factors, the negative outcomes of
HRBs may impact on multiple aspects of life. According to Jessor, university students’
behaviours that result in risks can be divided under four general categories, namely
health, social roles, personal development outcomes, and outcomes affecting the

preparation for adulthood. The outcomes are briefly discussed below Jessor (1992b).

a)Health outcomes

Some of the risky behaviours that university students are involved in can result in
serious repercussions on their health. For example, unintentional injuries is rated as
one of the commonest negative health outcomes among university students (Shiner

and Newburn, 1996). Smoking and drug consumption, reckless driving, unhealthy
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sexual relationships and unhealthy dietary also result in serious physical injury or

death.

Smoking, which has many health implications for people, is presently the largest
preventable cause of death in the world (Abolfotouh et al., 1998). Besides leading to
death, smoking is the leading cause of most cancer occurrences, impaired pulmonary
function, low birth weight, bronchogenic carcinoma and chronic obstructive
pulmonary diseases (Gorsuch and Butler, 1976, Chaaya et al., 2004, Maziak et al.,
2004, WHO, 2006). University students who smoke often also engage with other HRBs
such as drugs and high-risk sexual behaviours (WHO, 2009a). Smoking and drug
consumption may also lead them towards stress, depression, anxiety and delinquent
acts which in their advanced stages may result in graver mental conditions with
cognitive impairment and victims may attempt to suicide (Smith and Blackwood, 2004,
Rauch et al., 2006a). Moreover, these aspects predispose these young people to poor
adult lives. Such individuals therefore need rigorous professional help and counselling

(Scott et al., 2001).

Reckless driving is potentially more dangerous to the health and safety of university
students than other behaviour types. Internationally, traffic-related fatalities are by far
the most prevalent in this age group (Blum and Nelson-Mmari, 2004). The most
recent statistics available from the WHO show that every year about 1.2 million people
die on the world’s roads and 3,500 per day, and approximately 50 million are also
injured. Many of these victims are young people, including university students (WHO,

2004b).
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A serious repercussion of HRBs is the contraction of sexually transmitted infections
(STIs) and human immunodeficiency virus (HIV), both of which spread through
unprotected sex (Kittleson et al., 2009). Indulgence in unprotected sex may itself be a
consequence of HRBs, such as drug abuse, that cause serious lack of judgment by an
individual (Kelly, 1995). STIs are common infectious diseases that spread from person
to person through sexual contact, including those caused by viruses, bacteria, fungi,
protozoa, helminths and arthropods (Memish and Osoba, 2003). HIV, herpes, hepatitis,
and syphilis are examples of these diseases. It is estimated that one million people
acquire an STl including HIV every day (WHO, 2007). Pre-marital sex also causes
unwanted pregnancies and makes young adults suffer from psychological challenges

such as stress, depression and birth complications (Mesleh et al., 2001).

There are varied health outcomes linked to poor diets. Poor diet can lead to
malnutrition, which is a health risk that may lead to emotional instability, anaemia,
bone thinning, hormone deregulation and several other negative health outcomes
including death (Al Qauhiz, 2009) and can also cause colorectal cancer, a cancer that
occurs in the intestine (Vineis and Wild, 2014). On the other hand, poor diets are also
one of the major reasons of obesity (Malhotra et al., 2015). Many university students
cannot maintain discipline in their food habits and they are greatly dependent on fast

food, which is the major cause of their poor diets (Weeks and Laver-Bradbury, 1997).
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b)Social outcomes

Apart from health related outcomes, there may be several social implications among
the university students for their engagement with HRBs. These may directly impact on

their family, friends, peers and society.

The persistence of HRBs into adulthood reduces the chances of sustaining a healthy
family (Laub and Sampson, 1993). In addition to impacting on their own lives, young
adults who engage in HRBs affect people around them negatively. The behaviours that
they adopt have consequences on the roles they take up in their society and the way in
which they interact with other members of the society. According to Laub and
Sampson (1993), adults who have records of delinquency and HRBs are less
responsible in their work and studies, and they do not act as desired role models for
the younger generation. Moreover, people who engage with HRBs at a young age are
more likely to carry on the actions that depict them as being socially irresponsible. It
has been noticed that when university students take up habits such as alcohol
consumption or smoking, they lay a foundation for trouble for their families and peers
because if they become addicted to alcohol and smoking this causes impairment of

judgment and a breakdown of communication (Light et al., 1993).

As discussed, one of the consequences of unprotected sex is early pregnancies (Field et
al., 1979). Children born to young mothers such as the typical age of a university
student have been shown to have lower chances of social and academic achievements,
higher tendency to get into drugs and antisocial behaviours (Woodward et al., 2001).

They generally follow the footsteps of their parents and thus the cycle is perpetuated
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(Glendinning, 2002, Chen et al., 2007). This is because they are likely to have been

brought up in an environment where HRBs are generally accepted and practised.

c) Personal development outcomes

Engagement with HRBs can impact on one’s personal views and personality. For
example, the use of drugs such as heroin and cannabis among others may cause
hallucination and because of these the users live in their own imaginary worlds
(Learmonth, 1995, Vennard et al., 1997). It is therefore common for them to be
paranoid, predicting danger in places where there are none (Learmonth, 1995). The
hallucinations may also impair their judgment, because of which they may not know
when they are at risk and suffer harm in other ways. Many drug abusers have been
involved in traffic accidents while crossing roads, since their minds do not register that
crossing a busy highway is dangerous (Gorsuch and Butler, 1976). This indicates that
HRBs can reduce the quality of life and may negatively affect social and family

relationships among other negative personal outcomes.

Some of the risky behaviours that university students are engaged with may cause
them to have low self-esteem (Vennard et al., 1997). Depression and suicidal
behaviour may set in at this point, and such individuals may become a danger to
themselves. Some of their religious practices and the values held in society can also be
somewhat discriminatory. For example, feeling guilty in a devout society may affect
their personality. To prevent from such negative outcomes university students need to

be provided with proper awareness opportunities along with counselling and
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treatment facilities, and in the extreme situation, they need to be placed into

specialised care and receive ongoing treatment (Seeley et al., 1996).

d)Outcomes on preparation for adult life

As a result of engagement with HRBs, university students may not receive enough
opportunities to prepare themselves for the future and consequently lose chances to
advance in their life (Tittle et al., 1978). For example, an individual under the influence
of drugs may become unable to perform tasks related to a particular job or studies
because of his/her cognitive impairment (Hough and Tilley, 1998). The person who
cannot recall where a certain item should go or the protocol to be followed in case of a
certain event is unlikely to do well in their studies or remain employed (Werner and
Smith, 2001). In fact, without a stable job or a source of income such people are also
less able to raise their family and therefore this is likely to lead to a lonely anti-social
life (Larzelere and Patterson, 1990). The adult lives of youths who engage in HRBs

intensively can therefore be predicted negatively.

Furthermore, a university student’s engagement with HRBs may result in his/ her
dropout from educational life. According to Breslau et al. (2011), there is a reciprocal
relationship between HRBs and dropout rates as, in some cases, poor academic
achievement is a direct predicator of imminent engagement in HRBs. On the other
hand, engaging in HRBs can lead to poor academic achievement and this can easily
lead to school dropout. Generally, people who are highly educated are more likely to
get meaningful and more satisfying employment. A report by the OECD (2015) shows

that in most nations across the world, including Saudi Arabia, graduates receive higher
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chances of getting employed than non-graduates. This indicates the vital need of

effective and continuous formal education to become successful in future life.

3.7 Conclusion

In this Chapter, the concepts of ‘risk’ and ‘health risk behaviours’ (HRBs) have been
discussed through studying their factors and interactive features. The theories and
research findings discussed here show the relationship between risks, risk taking
behaviours and people’s engagement with HRBs. Additionally, it elaborates several risk
and protective factors of HRBs. In the discussion, young adults have been prioritised
because the focus of this thesis is the university students of Saudi Arabia. The
discussion on the major outcomes of HRBs among young adults also helps realise HRBs
comprehensively within a particular age group. The review has been helpful in
exploring the research questions of this thesis, particularly those which deal with the
HRB factors and the reasons for students’ engagement with them. It also constructs
the basis for exploring the tendencies of HRBs in Saudi Arabia, the context of this
research, and a detailed theoretical discussion on this issue are addressed in Chapter 4

and 5 respectively.

However, the findings of the literature review establishes the need for exploring social
and cultural contexts for an effective understanding of the existing HRB factors and
their influences on the people of Saudi Arabia. This review has highlighted that many
developed countries have already identified HRBs as a threat for people’s health and
development along with the peace and stability in the society, and consequently have

taken suitable measures to prevent them. Unfortunately, in Saudi Arabia this is a new
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area to study and there is no adequate research findings that can help in this
exploration process. It is therefore crucial to investigate the state of HRBs, associated
factors and how they interact, and most importantly the preventive measures that
would be suitable in the Saudi context. The study on the health risk behaviours among
university students in Saudi Arabia therefore needs to be a baseline one, exploratory,

and context-bound.
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Chapter 4 : State of HRBs in Saudi Arabia

4.1 Introduction

In the previous chapter, the concept of risks and health risk behaviours (HRBs) is
explored with particular references to young adults. In the discussion, the
phenomenon of these two areas is reported with a number of global examples which
mostly reflect the situations in developed countries such as USA, UK and a number of
European countries. While reviewing the existing literature it has been found that HRB
related studies within Saudi context are very limited and this kind of investigation in

the country is problematic for various social, cultural and political reasons.

As the focus of this thesis is a Saudi Arabian university, it therefore seems necessary to
explore any risk related research findings, especially with the young adults, in the
Saudi setting. It is expected that the findings would provide a baseline understanding
of the prevalence of HRBs, such as the types of HRBs, in the country and also the

rationale for conducting this thesis within an urban University context.

The review of literature on HRBs in Saudi Arabia is complicated due to inadequate
government documentation and lack of relevant studies. The reasons for this limitation
can be identified through the description of Chapter 2 where the unique social and
cultural features of the country have been discussed. In fact, Saudi communities are in
general not open to sharing personal issues, particularly those which are negative and
harmful. Besides, the government of the country is sensitive in conducting and
publishing any study on HRBs as it considers the dissemination of the presence of HRBs

may hamper the positive image of the government and the community, both
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nationally and internationally. However, a number of studies conducted by individual
researchers and foreign organisations provide useful data on the target issues.
Although HRBs were not the key themes of those research projects, some of the
findings provide useful evidence to have an understanding about the state of HRBs in
Saudi Arabia. For example, Bendak (2005), Abou-Zeid et al. (2009), and National
Society for Human Right (2006) studied accidents, health habits, and human rights

issues respectively which have provided with some findings that are relevant to HRBs.

Based on a number of research findings, discussed in section 4.2 below, the following

six major types of HRBs have been identified in the Saudi context.

4.2 Types of HRBs in Saudi Arabia

A range of literature was consulted to explore HRBs in Saudi Arabia. It has been found
that the Saudi official publications, such as reports and websites of government
ministries and departments, contain minimum information about many possible HRBs,
such as drug abuse and illegal sexual relationships. The reason for this absence of
information is possibly because the government considers revealing information about
such negative behaviours of Saudi nationals would be derogatory for the country.
Moreover, as there are no private organisations that provide reliable data in the health
sector, receiving any data on HRBs in the country from this source was not possible.
However, a number of international research and individual academic studies on HRBs
in Saudi Arabia were found, which have proved useful for this thesis. It is important to
mention that in many cases the descriptions are supported by the personal
experiences of this researcher who was born and brought up in Saudi Arabia and has

been working at a university in the country for a long time.
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The review of literature has identified the prevalence of the following six HRBs in Saudi

Arabia.

Disobedience of traffic rules and car accidents

Smoking

Substance abuse

Violent behaviours

Illegal sexual relationship

Unhealthy eating habits and physical inactivity

The state of the six HRBs within Saudi society is explored in detail in the section that
follows which includes several reasons for their engagement. However, the findings
are generally based on particular areas of Saudi Arabia, such as urban or rural settings,
or only with respect to children. Therefore, caution would be needed in generalising
these findings to all the people of the country or university students who are the focus

of this research.

4.2.1 Disobedience of Traffic Rules and Car Accidents

In recent years in Saudi Arabia, because of the economic development through oil and
mineral industries, the number of rich people has increased dramatically.
Consequently, various vehicles on the roads have increased significantly to cater for
these people’s needs resulting in dangerous road conditions. In the country, nowadays

driving is a common activity among young people, but the tendency of ignoring traffic
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rules and regulations while driving is also high (Bendak, 2005). In fact, here, driving
without a licence is common (Abou-Zeid et al., 2009). As a result, a high number of
vehicle accidents is reported (King Abdulaziz City for Science and Technology, 2012)
which recognises traffic fatalities as the major reason for deaths among Saudis (Bener
and Jadaan, 1992). According to Ansari et al. (2000, p 22) 5, 64,762 people died or
were injured in road accidents during 1971 to 1997 in Saudi Arabia which is about 3.5%
of the country’s total population. The researchers identified that the excessive speed
of vehicles was the key reason for those road accidents. Indeed, deaths among
adolescents and young people in the country were mainly caused by vehicle injuries.
According to research findings, the age group of 15 to 25 in Saudi drivers accounts for
more than half of the total car accidents and most of these teenagers are less than 18
years old (Al-Ghamdi, 2003). Joffe-Walt (2010) noted that the country has the world’s
highest number of deaths from road accidents among young people between the ages

of 16 and 35.

However, despite the loss of young people, the issue of deaths and injury caused by
road accidents has not been studied adequately by researchers to identify the main
determinates of these occurrences. Furthermore, in response to the current situation,
legislators in Saudi Arabia have failed to adopt proper regulations and policies such as
increasing the legal driving age and compulsory traffic education. Moreover, the
education sector does not offer proper programmes to educate and increase
awareness about the risks of such behaviours among adolescents and young students.
In this circumstance, King Abdulaziz City for Science and Technology (2012) has

predicted that traffic accidents may reach four million by 2030 if no action is taken.
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a)Reasons for vehicle accidents

The high rate of vehicle accidents among the young people in Saudi Arabia has various
reasons. Firstly, many young people consider driving as an exciting activity and they
spend a significant amount of time doing so (Abou-Zeid et al., 2009). Similarly, novice
drivers learn to drive during adolescence and after a few months they become
overconfident about their skills (Mayhew et al., 1998). Thus, it is highly likely that
young drivers are involved in car accidents because they lack sufficient experience.
Secondly, laxity of police is also blamed for the high number of accidents recorded
among youths in Saudi Arabia (Abbas et al., 2011). Although, the use of seat belts is
likely to prevent motor accident injuries, there are young Saudi adolescents who do
not fasten their seat belts while driving. It often happens that young people, when in
traffic, try to overstretch their skills by driving very fast and staying close to other
drivers. This means that they present a high risk to themselves as well as other
motorists (Jonah, 1986). Thirdly, dangerous driving activities such as auto drifting, a
‘driving techniqgue where the driver intentionally over-steers, causing loss of traction in
the rear wheels, while maintaining control from entry to exit of a corner’ (Abdulrahim,
2006, p 1), is generally practised by youngsters in places where it is difficult for the
police to promptly intervene and stop them. Recently, a YouTube video clip shows how
a group of young people, who were identified later as students of the University of
Taif, escaped a police patrol (Albader, 2012). Another video clip shows that these risky
behaviours have even reached secondary school students in Saudi Arabia who were

performing auto drifting inside their school yards (Z350 nissan, 2102).
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In Saudi Arabia, riding luxurious motorbikes is generally considered as a fun activity
among young people who are often eager to show off their higher driving skills to the
public, rather than for commuting purposes. What makes the situation more complex
is the fact that driving a car or motorbike without insurance is not an offence in Saudi
Arabia. In addition, there is no age restriction by the law with regard to people who
can ride them. In many cases, motorbikes are frequently ridden without any protection
such as helmets or protective clothing. Moreover, although there is evidence that
young drivers drive cars after consuming drugs or alcohol (Noked, 2010), no evidence
has been recorded yet from either the Ministry of Health and Ministry of Interior in

Saudi Arabia regarding this issue.

Although presently there has been an increase in car accidents in many countries
(WHO, 2004b), there are different incentives to challenge this phenomenon as well.
Besides the enforcement of law, education programmes and initiatives in developed
countries have succeeded to some extent, to tackle and reduce this issue among
people. For instance, in 2010, the UK’s Department of Environment, Food and Rural
Affairs (DEFRA) initiated the ‘Road and Safety Education’ and in New Zealand, Australia
and the United States the ‘Graduated Driver Licensing’ was designed to educate
children and young people about road safety. Both programmes have shown positive
implications for young people (DiClemente et al., 1996, Williams et al., 2012).
Education and training programmes have been recognised as successful approaches to
inform students about road safety, which have been shown to reduce the number of
traffic fatalities globally (Mayhew et al., 1998). Yet, there is no significant proposal in

Saudi Arabia to adopt some of these incentives to provide road safety campaigns
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which can provide young people with the necessary knowledge and skills regarding
decision-making when approaching risks. However, it cannot be denied that no single
technique can entirely reduce and prevent young people from indulging in high risk
motoring behaviour. For this reason, in Saudi Arabian context, other alternative
approaches are needed to be considered for ensuring the highest rate of road safety,

particularly among youth groups.

4.2.2 Smoking

Smoking is a highly prevalent HRB worldwide (WHO, 2008b). Despite the dramatic
international incentives set by international organisations on smoking legislation in the
last ten years, tobacco remains highly popular among adolescents and young adults
(Obermeyer, 2015). Here, in part ‘@’, a brief review on smoking, along with its types
and origins is given with a focus on the Saudi Arabian context. Later, the varied rates of

tobacco consumption among different age groups and gender are outlined in part ‘b’.

a)Types

Tobacco products are extensively consumed worldwide and commercial production
are derived from three types of preparations namely (i) pipes including water-pipes, (ii)
rolls of tobacco such as bidi, cigar and cigarette; and (iii) oral preparation for chewing
and holding in the mouth or placing in the nose such as snuff, snus and betel quid
(WHO, 2006). In Saudi Arabia the first two types of tobacco are most popular. The

consumption of these two types in the country is discussed below.

Pipes: Water-pipe smoking (WPS), known by a number of different names,

including ‘argileh’, ‘hubblebubble’, ‘shisha’ and ‘moassel’ (Knishkowy and
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Amitai 2005); has been being practised extensively for more than four
hundred years (Wechsler et al., 1998). There are regional and cultural
phenomena involved in this tradition in Saudi Arabia. In many countries of
the Middle East, Africa and South Asia smoking with water pipes is very
common and the rates of smokers are also high. For example, the current
estimated use of water-pipes at age 13-15 years in the nations of Eastern
Mediterranean Region (EMR) ranges from 9% among girls to 14% among
boys (WHO, 2011b). At the end of the last century, there was a dramatic
increase of WPS use in Saudi Arabia, notably among the young people

(Saeed et al., 1996).

One important feature of using water-pipe for smoking is that one or more
smokers can inhale the smoke at the same time. The experience of WPS
has been found as an extremely sociable activity and this contributes to its
popularity among young people in Saudi Arabia (Bassiony, 2009). Another
important feature of WPS is that the amount of the tobacco composition

used in them is changeable and not well standardised (WHO, 2006).

Research indicates that there has been a considerable resurgence of WPS
during the past century in Saudi Arabia due to several reasons (Mamary et
al., 2002). First of all, there was a false perception that WPS is less
dangerous than cigarette smoking (Knishkowy and Amitai 2005; World
Health Organisation 2006). This view on the use of WPS compared with
tobacco smoking links back to the physician Abul Fath in 16th century, who

suggested that passing smoking through water can reduce the harmfulness
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of its substance (Knishkowy and Amitai, 2005). In addition to this, a number
of other factors including its immediate availability, its low cost and lack of
regulation about tobacco consumption, have motivated the people in Saudi
Arabia to adopt WPS. Moreover, WPS is linked to the socialising process
which often engages peer groups and families, and is consumed in café

shops where people spend time chatting and for entertainment.

In Saudi Arabia, different types of WPS have attracted people with
different backgrounds. For example, ‘shisha’ has principally become the
habit of elderly and retired men and labourers who spend most of their
evenings in traditional cafes, particularly in poor areas. On the other hand,
‘moassel’ is served in luxurious restaurants and cafes to young and adults
alike. Unemployment among young people aged 15-24 in the country,
which has reached 28.2% at present, might be classified as the major
contributor to influence young people to meet for purposes of chatting and

smoking (The Central Intelligence Agency, 2012).

Cigarettes: The WHO (2008b) and the Centre for disease control and prevention (2012)
in their report titled Global Youth Tobacco Survey (GYTS) showed that
smoking generally starts among adolescents as early as the age of 13. This
early behaviour may play a causal role in the development of various HRBs
such as drug substance use among the students of higher educational
institutions (Omori and Ingersoll, 2005). Data collected through a national
survey in Saudi Arabia between 1990 and 1993 revealed that the overall

prevalence of smoking was 21.1% for males and 1% for females, whereas
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an estimated 6.7% of 13 to 15 year old students were involved in the
practice of smoking cigarettes (Jarallah et al., 1999). Jarallah et al. also
mentioned that in 1998 the percentage of smoking was 34.4% in the
country, which indicates a significant increase of the rate. WHO (2009a)
report also supports this claim by showing that tobacco consumption in
Saudi Arabia has increased annually by 3.4% up to 2009 (WHO, 2009b).
These figures emphasise two major facts: there has been an increase in
smoking and more Saudi women have started to smoke over the last two
decades. By analysing the statistics it can be predicted that cigarette
smoking among the young people at universities in the country might be
higher. In a separate survey, (Bassiony, 2009) found that, during 1999 to
2009 in Saudi Arabia, the prevalence of tobacco consumption among young
adults at the university level was about 37%. In the study, idleness, peer
pressure and enjoyment of smoking were examined as predictors. In
relation to this, the vulnerability regarding smoking among young Saudis to
start consuming tobacco was projected to be about 14% among girls and

20% among boys in 2010 (WHO, 2011c).

Despite the fact that several studies have been carried out in the Arab Gulf States,
including Saudi Arabia and other Arab countries, on tobacco consumption among
secondary/high-school students; only a few have focused on university students
(Behbehani et al., 2004). However, these studies have demonstrated that smoking
cigarettes and water-pipes is a widespread phenomenon in Saudi Arabia which is

increasing dramatically over time.
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b)Rate of consumption

In 2011, there were an estimated 1.3 billion smokers in the world (WHO, 2011c).
Although the total number of smokers in Saudi Arabia has not been surveyed, it has
been identified that the rates of smokers (both WPS and Cigarettes) in the country
vary according to gender and age groups. For example, the estimated prevalence of
smoking among those aged fifteen years or more in Saudi Arabia in the year 2009 was
24% males and 1% females (WHO, 2009b). These figures may be higher among the

university students (Higgins et al., 2010).

In Saudi Arabia, a study among 1382 students at King Faisal University showed that the
prevalence of smoking was 28.1% and among those 41.4% were living at homes and
17.0% started smoking before the age of twelve (Al-Mohamed and Amin, 2010). A
family health survey conducted in 1996 estimated that 19% of those aged fifteen were
current smokers and among them 18% were men and less than 1% were women
(Khoja et al., 2000). Another study conducted in King Abdulaziz University among the
female university students found that among the respondents 11% were current
smokers and 5% of them were cigarette smokers, 8.7% were water pipe consumers
and 2.7% were using other tobacco products (Merdad et al., 2007). Similarly, Hashim
(2000) found 29% current smokers in another Saudi university; among those, 20%
were male and 9% were female. The statistics and study findings discussed here
indicate that the prevalence levels of smoking among general people and university

students, both male and female, in Saudi Arabia are significant.
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4.2.3 Substance Abuse

Substance abuse refers to the risky and unsafe use of psychoactive substances
including illegal drugs and alcohol which have been a long-standing problem
worldwide (WHO, 2011a). Governments are operating various expensive and complex
programmes to protect their people from abusing illegal substances (Lowinson, 2005).
Although the data about substance abuse consumption in Saudi Arabia is still not
available, it can be assumed by many authorities in the Ministry of Health and General
Directorate of Narcotics Control (GDNC) of the country that the situation about the use
of drugs among young people is not at an alarming level. However, the growth of
agencies to tackle drug consumption and its consequences around the country, which
are supported by the government and private sectors, provides a more realistic picture

and concerns about the significance of its spread.

In Saudi Arabia the consumption of various illegal drugs such as cannabis, heroin and
cocaine is evident (United Nations Office on Drugs and Crime, 2011). By analysing the
specialised outpatient visits and inpatient admissions in psychiatric hospitals the
Ministry of Health of Saudi Arabia reported that alcohol and substance abuse in the
country substantially increased in 2007 compared to 2003 (Ministry of Health, 2009). A
cross-sectional study in a hospital in Riyadh specifically identified that 23.75% of its
patients were addicted to alcohol (Isa and El-Sabbagh, 2014). Print and electronic
media of the country also regularly report government operations leading to the
seizure of various amounts of alcohol and drugs. However, this type of media coverage
may not be fully trusted as it operates under the censorship of the government, where

it is possible that the government tries to present a positive picture by publicising the
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seizures (WHO, 2011b). Eventually, no statistics have been published so far by the

Police or General Directorate of Narcotics Control (GDNC) department on this area.

On the other hand, alcohol abuse is internationally recognised as a serious public
health concern. Research on this topic among the Arab states is however limited
(AIMarri and Oei, 2009). Consumption of alcohol or other addictive substances is illegal
in Saudi Arabia as the law is based on Islamic Sharia rules which forbid drinking any
amount of alcohol and taking any form of illegal substances. It can be assumed that
since alcohol and substance use are prohibited by law, fewer people consume them in
the country. Yet, in reality, this assumption seems to be false as Faso and Salvador
(2001) found in their research that the unrecorded alcohol consumption in Saudi
Arabia was 0.6 litres pure alcohol per capita in 1995 among the population that was
older than 15 years. However, any finding regarding alcohol consumption is not
available from Saudi government departments because these authorities consider
publishing such data harmful for the image of Saudi people. Moreover, there may be a
concern that this type of published data will put excessive pressure on these

departments by the Saudi people to investigate and tackle this phenomenon.

Despite the fact that religious, social and legal systems in Arab countries disapprove
and prohibit use of drug substances, in reality a significant Saudi population consumes
them for many reasons. First of all, the geographical position of the country gives it the
proximity to opiate-producing countries such as Afghanistan, Pakistan and Iran
(AlMarri and Oei, 2009). The situation is far more complex because the wide borders of
the Kingdom extend to more than 6,760 km and drugs can easily be smuggled into the

country. Secondly, there are high numbers of pilgrims who come to perform Haj and
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Omriah (two Islamic congregations) every year and among them are people who
smuggle in illegal substances (Leghari, 2002). Thirdly, due to the rapid growth of the
Saudi Arabian economy, millions of workers have been migrating from different parts
of the world to the country, and so it is highly likely that some of those workers are
consuming illicit substances (Leghari, 2002, Robins, 2011). Moreover, interacting with
these migrants has been causing the change of the demographic characteristics in
some cities in Saudi Arabia. It is a reality that the non-Saudi population in cities such as
Jeddah, Makah and Medina is greater than the native population. According to
government figures, foreign workers constitute approximately one third of the whole
population in the Kingdom of Saudi Arabia (Bradley, 2015) and most of them are from
poor and developing countries such as Philippines, Pakistan, Bangladesh, Egypt,
Somalia, Sudan, and Yemen where substance abuse is widely spread (Madhi and
Barrientos, 2003). Fourthly, some Gulf States, namely Bahrain and the United Arab
Emirates, are not as strict as Saudi Arabia about the consumption of alcohol and drug
substances, which consequently allows a number of private sectors in those countries
to serve alcohol. Because of the strong historical, religious and economic ties, many
Saudi nationals frequently visit these countries and get engaged with alcohol and drug

consumption.

Research findings (Ageely, 2009) provide evidence on the use of drugs in Saudi Arabia
by foreigners, mainly by workers and immigrants. According to his study, chewing
‘khat’, which is classified as a drug by the WHO and the government of Saudi Arabia, is
spreading in the South-West of the Kingdom and the border with Yemen. In those

regions of the Kingdom where there is a high percentage of immigrant workers from
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Yemen and Africa, Jeddah is a particular case, are also taking ‘khat’. Ageely (2009) also
reported that the overall prevalence of ‘khat’ chewing among college students in the
University of Jazan, which is located in Jazan City close to the Yemen border, was
21.4%. However, there is a shortage of national data about the prevalence of ‘khat’

chewing in the context of the entire Kingdom.

4.2.4 Violent behaviours

Violence is a widespread phenomenon among young people and it can take various
forms, including homicide, physical fights and suicide (Krug et al. 2002). In general, the
government of Saudi Arabia does not have reliable statistics on violence. However, by
analysing the social, economic and cultural features of the country (please refer to
Chapter 2 and 3), a number of identifying factors linked to violent behaviours can be
observed, such as the possession of fire arms and negative treatment towards women.
Carrying a weapon is a part of the tradition and personal identity of Saudi nationals
which can often be a cause for violence. Similarly, violence against family members,
particularly against the women, is a concern in the country. In Saudi Arabia many
patients are admitted in hospitals with injuries that have apparently resulted from

family violence (Almosaed, 2004).

Although the following table (see Table 4.1) indicates a low level of violence in the
country (only 3,575 in 2006), the available data are still inadequate in this area

(National Society for Human Right, 2006).
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Table 4.1: Violence Rate in Saudi Arabia

Total of cases received by the National Society for Human Right

Admin Prisoncrs Laborers Family Personal Civil Judicssl “Oithers Tital
Vielemos Siafus Staifus
Year 1425H- 2004 [[3] ] T 7] 37 [ 56 158 T
| - |

Year 1426H-2005 822 514 7 2H4 296 ar | 1 905 IET
Year 142 7TH-2006 o2 503 422 38s 298 and 123 165 575
Change pencentages 1% T 12% L% 1% 41% 2T% -53% 3% |
fior the last year | |

Moreover, there is no reliable national data about young people in Saudi Arabia on this
issue. The key reason behind the government’s reluctance to publish reliable data is
that probably wants to reduce the pressure from public and international
organisations on government authorities thereby avoiding any chances of harming the
image of Saudi society. Furthermore, the lack of government facilities (such as
departments, professionals and laws) may be major causes for not collecting data on
this issue and also not considering it as a valuable approach for helping researchers

and policy-makers to investigate and tackle violence related problems in Saudi society.

4.2.5 lllegal sexual relationship

There is very limited research on sexual behaviours in Saudi Arabian context,
particularly with the young people. The country is predominantly Islamic faith-based
which strongly prohibits pre-marital sex. However, in some cases this religious value is
not completely obeyed by Saudi young adults (Fageeh, 2008b). In fact, there is a wide
gap between what is expected from Saudi young adults and what they actually do.
Many university students of the country are engaged with pre-marital sex but in a very
covert manner so that it is not easily detectable. Fageeh (2008b) stated that, in some

cases, most STDs/STls are not diagnosed and this may easily account for the low
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prevalence recorded in the Saudi context. Moreover, it is a taboo for people in Saudi
Arabia to discuss STDs/STls and consequently there is minimal research on this area.
However, it has been identified that many university students in Saudi Arabia are

unaware of the sexually transmitted disease which leads them to be engaged in pre-

marital and unsafe sex (Fageeh, 2008b).

4.2.6 Unhealthy eating habit and physical inactivity

One of the most prevalent HRBs worldwide is unhealthy eating and the habit is
widespread among young adults in Saudi Arabia too (Al-Rethaiaa et al., 2010). Based
on the religious beliefs and culture, there are certain dietary preferences among the
people of the country, however there has been an increase in the proliferation of
Western eating habits which is believed to affect young adults more than any other

groups (Al-Rethaiaa et al., 2010).

There are different forms of unhealthy eating habits, including, as mentioned
previously, overeating and undereating. Overeating is the commonest form of
unhealthy eating recorded among the university students in Saudi Arabia (Al-Rethaiaa,
et al. 2010). However, Al Qauhiz (2009) stated that in undereating disorders are highly
evident among the female students because they wish to have a thin and attractive
figure. Whilst under eating is not significant among the males of Saudi Arabia many of

them are involved in overeating (Al Qauhiz, 2009; Al-Rethaiaa et al., 2010).

Similar to unhealthy eating, physical inactivity is also common among the Saudi people
(Al-Hazzaa et al., 2012). Although this risky behaviour may cause diseases like coronary

heart disease, cancer, and premature mortality (Lee et al., 2012), because of the rapid
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changes in the lifestyle (such as higher use of vehicles for transportation and the
office-based work that does not require any significant amount of physical labour), the
habit of physical inactivity is increasing in Saudi Arabia. Consequently, researchers
have reported high rates of the prevalence of overweight and diabetes in the country

(Al-Nozha et al., 2005, Al Khudairy et al., 2015).

4.3 Summary

The literature reviewed in this Chapter highlights a variety of types of HRBs prevalent
in the Saudi community, including disobedience of traffic rules and car accidents,
smoking, substance abuse, behaviours that contribute to violence, sexual behaviours,
and unhealthy eating and physical inactivity. Unfortunately, most of the studies
reviewed are quite general and refer to the general population. To this end, there is a
knowledge gap with reference to the state of HRBs amongst the young Saudis,
particularly at university and other institutions of higher learning. Yet, the researcher’s
position as an academic in one of the universities in Saudi Arabia enabled him to
observe a number of young adults’ lifestyles at the university that could be indicators
of a systemic progression in the prevalence of the HRBs. Nonetheless, such
observations are subjective and cannot be relied upon to make objective conclusions.
To this end, a scholarly investigation is warranted to critically study this phenomenon

as it has not been fully explored.
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Chapter 5 : Theoretical Framework

5.1 Introduction

There has been a shift in the causes of disease in most of the parts of the world.
Previously, most morbidity was caused by communicable diseases prior to the
advancement of medicine and technology. Hitherto, according to Glanz et al. (2008),
non-communicable diseases arising from risk behaviours such as smoking, drug abuse,
and others claim more lives than before. Indeed, the greatest public health problem is
how to prevent health risk behaviours that lead to such preventable diseases. Glanz et
al. claim that the greatest hope for reducing the burden of preventable diseases lies
with behavioural change (Glanz et al., 2008). This claim could be as a result of the
significant drop in the levels of smoking in the USA, down by half since the publication
of the first Surgeon General’s Report on Smoking and Health in 1964 (US Public Health

Service, 1964).

Some studies indicate that many young people are said to be at the greatest risk as a
consequence of engagement with various HRBs (Bonino et al., 2005b, Wolfe et al.,
2008, DiClemente et al., 2009, You, 2011). Even though a number of health campaigns
and other interventions have been formulated, the problem seems to be perpetual.
Additionally, many theories and models have evolved to inform behavioural change
and or promote healthy living. This is partly due to the fact that optimal physical and
mental health are imperative for normal human functioning and for the economic
health of countries. Earlier on, psychologists suggested that behaviour could be
predicted and that human beings had control over behaviour if there was sufficient

motivation. To this end, theories and models such as the Health Belief Model (HBM),
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the Theory of Planned Behaviour (TPB), and the Theory of Reasoned Action (TRA) have
arisen and evolved to inform about the prevention of HRBs such as those outlined in

this thesis.

The current study is underpinned by theories and models that provide an
understanding of HRBs especially amongst young persons. To this end, this chapter
presents the main tenets of several theoretical health risk behaviour models that later
inform the development of a theoretical model by the researcher to guide the research
in this thesis. The key models and theories to be reviewed include Health Belief Model
or HBM (Hochbaum et al., 1952), the Theory of Planned Behaviour or TPB (Ajzen,
1985), the Theory of Reasoned Action or TRA (Ajzen, 1985), the model for adolescent
health risk behaviour by (Jessor, 1992b), the adolescents problem behaviour model
(Hawkins and Weis, 1985) , the risk and protection model by Armstrong et al. (2005),
and the social development model by Hawkins et al. (1980). Others include, the
ecological system model by Bronfenbrenner (2005), problem behaviour theory (Jessor
and Jessor, 1977) and decision-making theory (Lee, 1971, Ranyard et al., 1997, Byrnes,
2013). The developmental cognitive neuroscience framework (Steinberg, 2008) is also

the key to this current study.

Most of the models and theories are to some extent interactionist in nature and they
are relevant to this study because they provide an authoritative basis for the formation
of a customised model that will be used in this research. Interactionist models present
several components that interact to produce either desired or undesired outcomes.
For example, some models outline interactions between individuals and their contexts,

while others outline interactions between the different aspects of their environments

90



or social contexts. Interactionism suggests that individuals interact with their social
contexts and that these have shared symbols for members of particular social groups
(Matthes, 1982). In this case individual behaviour and people’s consciousness are
influenced by the social processes that take place around them (Matthes, 1982).
Interactions between individuals and the contexts in which they live are said to take
place in situations defined by people taking part in them and shared meanings and
symbols aid these interactions (Matthes, 1982). Interactionism is therefore of immense
interest in explaining behaviour because it explains the way people are socialised into
their cultural and sub-cultural settings (Matthes, 1982). These are illustrated more
comprehensively later in the theoretical framework. The review of the models and
theories starts with a group of models that mainly relate to risk and protective factors,

behaviours and risk outcomes.

5.2 Models of Risk and Protective Factors, Behaviours and Risk

Outcomes

Jessor (1992b) and Hawkins et al. (1980) in Figure 5.1; and Hawkins et al. (1999a) in
Figure 5.2, developed interactionist models that explain the influence of four domains,
including individuals/peers, family, school, and community, explained earlier in section
2.4, on the development of HRBs. These interactionist theories are built on the
premise that 'human behaviour is predicated by their individual/personal
characteristics as they interact with contextual /social characteristics' (Jessor, 1992a,p.
374). In other words, people behave in ways that are influenced by the families they
live in, their peers, and the communities in which they live and by the schools they

attend. Based on these theoretical perspectives, the present study sought to develop a
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model that shows the interactions between the different domains, how they relate to
one another, how they may lead to risk taking/ HRBs and the potential consequences

of HRBs within a Saudi Arabian context.

Engaging in HRBs eventually leads to negative health outcomes, as explained by Jessor
(1992a) in Figure 5.1. Josser’s model outlined risk factors that predetermine
adolescent behaviour and these include biology, social environment, perceived
environment, personality, and behaviour. All these factors can influence individuals to

engage in risk behaviours potentially resulting in negative health outcomes.

The model by Hawkins et al. (1980), Figure 5.2, outlined the factors that affect
adolescent risk behaviours and the health outcomes of those risk behaviours. It
outlines the influences of biology, social environment, perceived environment,
personality and risk and protective factors on the behaviours of adolescents. These

aspects work together to determine the behaviours exhibited by individuals.

The model by Armstrong et al. (2005), Figure 5.3, establishes the relationship between
risk and protective factors. Armstrong et al. (2005) stated that the relationships
between risk and protective factors influence anti-social behaviours. Risk factors
include individuals, the school, the community and family, while protective factors
include those factors which are attributable to the child; family factors which are
attributable to family functioning; and society factors which include the characteristics
of the wider society (Armstrong et al., 2005). When protective factors fail, individuals
are more likely to engage in antisocial behaviours which may also include HRBs

(Armstrong et al., 2005).
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Figure 5.1: Model for Adolescent Health Risk Behaviour (Jessor 1992a)
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Figure 5.2: Risk Factors for Adolescents Problem Behaviour Model (Hawkins et al.1992)
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5.3 Social Development Model
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Figure 5.4: Social Development Model or SDM (Hawkins and Weis, 1980)
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Hawkins and Weis (1980) developed a social development model (Figure 5.4), from the
interactionist model outlined earlier. This model is also interactionist in nature and it
lays emphasis on bonds with the family, peers and school as determinants of
behaviour. Bourdieu and Putnam, cited in Siisiainen (2003), related bonding to the
levels of social capital within a community which affects the levels of positive
interaction between community members. Social capital theory is closely associated
with the works of James Coleman, Robert Putnam and Pierre Bourdieu. According to
Putnam, 'social capital has three essential components: moral obligations and norms,
social values (especially trust) and social networks (especially voluntary associations)'
(Putnam, 1995,p2). These forms of social capital are recognised as fundamental factors
for the promotion of civil communities and societies in general. Bourdieu and Putnam
stated that the higher the levels of sociability, social connectedness, collaboration,
reciprocity and trust that exist, the better behaved individuals turn out to be. Simply,
social capital can bind members of a family, community or a social network together.
Therefore, the greater the interactions between individuals, the less likely they are to
engage in socially unacceptable behaviour. Coleman defined social capital as 'the sum
of the actual and potential resources embedded within, available through, and derived
from the network of relationships possessed by an individual' (Coleman and Coleman,
1994,p320). According to Coleman, social capital is an integral feature of families,
child-parent relationships and the structure and organisation of family life. This has
clear resonances within the domains, especially the effect of family that influence
HRBs discussed earlier (see section 3.4). With high levels of social capital, bonding will
be strong and therefore exert a high level of influence on a member of the family.

Whilst it is acknowledged that strong bonding may have not always leads to positive
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outcomes, individuals from such families may be less likely to take part in HRBs.
Bourdieu adopts a more social class-based approach and he considers social capital
networks as part of social obligations that define group membership and create a
sense of identity (Bourdieu, 1986). Again, this has clear links to the domains discussed
earlier in terms of student identity in belonging to a peer group and a community of
students, and may have either a strong positive or negative influence on HRBs
depending on the social norms of the group, as earlier discussed in the risk and social

acceptance in Section 3.3.1.1 (Shiner and Newburn, 1996, Bennett, 1998).

The different bonds highlighted by Hawkins and Weis (1980), Figure 5.4, determine
opportunities that are presented, the skills developed by each type of bond and
reinforcements available to individuals at the different levels of bonding. The
interactions between the different bonds can either increase chances of engaging in
HRBs or may reduce the same. This means that as people develop stronger bonds
within the school, family, community and peer-group settings, the chances of taking
part in HRBs reduce and vice versa (Hawkins and Weis, 1980). The model supports a
preventive approach to dealing with HRBs (Hawkins and Weis, 1980) and thus
encourages the development of contexts and relationships that prevent HRBs, as
opposed to dealing with them after they have occurred. Another model (please see
Figure 5.4) that is similar to that of Hawkins and Weis (1980) discussed above is the

ecological systems theory.

5.4 Ecological Systems Model

The ecological systems theory was developed in 1979 by Bronfenbrenner (Figure 5.5)

which postulates that individuals develop in complex environmental systems that

97



influence their progress (Bronfenbrenner, 2005). The theory is based on the belief that
people do not grow and develop in a vacuum, but instead they interact with other
people and things around them. The model is interactionist in nature, where people
interact with different elements microsystem, mesosystem, exosystem and
macrosystem (see Figure 5.5 below). Bronfenbrenner (1979) proposed several
dimensions that are influential in the way people turn out to be and these include the
context, personal characteristics, time, and process. These have been also examined by
other scholars including Kail and Cavanaugh (2011), Santrock (2007), Gonzalez-DeHass
and Willems (2012) and Allen-Meares and Lane (1987). It is argued that contexts
include the environments in which people live; personal characteristics, such as values
and attitudes which determine interactions with the environment; variations in time,
such as history or the age of development; and developmental processes that
characterise human development. These elements interact in shaping the behaviour
exhibited by individuals. The ecological systems theory is well aligned with the overall
aim for this research because it does not only identify factors in the microsystem,
mesosystem, exosystem and macrosystem (these are explained in more detail later)
but also outlines the interactions between them which define individual development
and behaviours, including HRBs. Bronfenbrenner’s theory acknowledges the element
of specificity in the interactions between people’s personalities and the environments
in which they live, which are important in this research because they reflect the
relationships and interactions amongst students, from particular families within a

broader university environment that is also nested within a broader national context.
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As already outlined, the model has four main ecosystems: the microsystem; the
mesosystem; the exosystem; and the macrosystem which represent levels of
interaction between individuals and their environments (Thyer, 2008, Mizrahi and
Davis, 2008, Thorpe and Schmuller, 2012). They are similar to other discussed models,
such as the social development model which discusses interactions between
individuals and their environments. The interactions are similar because the individual
is affected by family, peers, school and the community, as in the previously discussed
models. Nonetheless, ecological systems theory differs from other interactionist
models because it has static tiers of interaction, as well as additional components such
as mass media, industry and local politics within the exosystem. In other words, it

outlines more components of interaction.

The systems affect people at different levels. The microsystem is at the innermost
level, being the most influential out of the four ecosystems and includes the family,
school and peers (Thyer, 2008, Mizrahi and Davis, 2008, Thorpe and Schmuller, 2012).
The mesosystem is the second level, occurring after the microsystem and it also
includes the family, school and peers but adds elements such as religious affiliations
and covers the internal interactions between components of the microsystem (Thyer,
2008, Thorpe and Schmuller, 2012). The exosystem follows the mesosystem and it
includes neighbourhoods, mass media, social services and legal services (Mizrahi and
Davis, 2008, Thorpe and Schmuller, 2012). The macrosystem is the least influential
system and is therefore located at the outermost segment of the ecosystem and
includes attitudes and ideologies (Berkes et al., 2003, Thyer, 2008, Thorpe and

Schmuller, 2012). Even so, this may apply differently to the Saudi Arabian context
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where religious ideology highly determines people’s behaviour and may be applied

differently to Western culture directly.

“b'e“ner's Ecologica,

& —Chronosystenm

Figure 5.5: Ecological System Model(Bronfenbrenner, 2005)

5.5 The Health Belief Model (HBM)

The HBM is one of the most influential behaviour change models developed by social
psychologists and it suggests psychological approaches to predicting human behaviour
(Hochbaum et al., 1952). The overarching assumption the theory takes is that human
beings are rational and that they have control over their behaviour. According to this
theory, people who perceive themselves as at risk of illness and disease are more likely

to uptake health behaviour that promises better health and wellbeing. Specifically, the
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model suggests that there are six aspects of individual control that may make people
take action to prevent and or control diseases, which include susceptibility, perceived
severity of contracting the illness, the perceived benefits and barriers of taking a
particular behaviour, the available cues needed to initiate the decision, and self-
efficacy to perform the chosen behaviour (Glanz et al., 2008; School of Public Health,

2015).

This model is the key to this thesis as it has been used to understand why people may
take up, as well as fail to adopt, certain risk control strategies recommended to them.
This could inform the theoretical framework for this study in that it would partly
highlight why young persons and other people tend to be engaged with HRBs

regardless of the health campaigns against such risks.

It is, however, important to note that this theory is inadequate to a certain extent, as it
fails to acknowledge the other factors besides cognitive control that predict behaviour.
Moreover, the assumption taken by this theory, that human beings are rational and
that they have control over their behaviour, has been questioned (Glanz et al., 2008). It
has emerged that sometimes there are many variables that mediate someone’s
willingness to adopt healthy behaviour (see, for example, Bronfenbrenner’s ‘Ecological
Systems Model’, discussed above). It is for this reason that other theories and models
evolved out of this model. Worth noting also is the theory of planned behaviour, which
is an extension of the theory of reasoned action (Glanz et al., 2008) and which is

discussed in the following section.
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Figure 5.6: Health Belief Model (Glanz et al., 2008)
5.6 The Theory of Planned Behaviour

The theory of planned behaviour (TPB) evolved from the theory of reasoned action
(TRA). Both theories are concerned with individual motivating factors that determine
the likelihood of an individual to perform and engage in a specific behaviour (Glanz et

al., 2008).

The TPB assumes that the most important predictor of behaviour is intent.
Furthermore, intention is said to be a function of attitude towards the behaviour and

the social norms associated with such behaviour.

Specifically, the TPB asserts that people’s control over behaviour is reflected in four
constructs or dimensions, including attitudes towards a particular behaviour; intention
or motivation to influence particular behaviour; subjective norms in terms of approval

or disapproval of a particular behaviour; and the perceived behavioural control in
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terms of ease or difficulty of performing a particular chosen behaviour (Glanz et al.,

2008, School of Public Health, 2015).

This theory is important in this research because it focuses on the process that
individuals use to either engage or not in HRBs. According to this model, people’s
attitudes are shaped by individual beliefs of whether or not the behaviour change
adopted would result into positive outcomes. To this end, the TPB indicates that where
positive beliefs are held, positive attitudes would result and hence increase the
intention of adopting the change. The reverse is also assumed to be true. Similarly,
people’s subjective norms are shaped by expectations of their peers or society in
which they live and therefore if behaviour change is expected and approved of by
peers, there will be a higher likelihood of adopting the health behaviour. The reverse is

also assumed to be true (Glanz et al., 2008).

It is important to note that whereas this theory has been applauded for informing
better understandings of behavioural change, the fact that it assumes that behaviour
change is only predicted by intention makes its applicability somehow limited. The
model ignores the key elements of behaviour change, including threat, fear, and self-

efficacy (World Bank, 2010).
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Figure 5.7: Planned Behaviour Theory (Ajzen, 1991)

5.7 Developmental Cognitive Neuroscience framework (DCNF)

The Developmental Cognitive Neuroscience framework is related to the theory of
planned behaviour. This is because they both depend on the cognition of individuals.
The major difference between the two is that the DCNF captures the greater biological
perspectives to behaviour (Green and Myerson, 2004). According to this framework,
the level of risk behaviour is determined by the level of the brain development which is
also influenced by one’s biology and experience. This framework asserts that the
biological and neurological development of persons greatly predicts their risk taking
behaviour (Richards et al., 2015). For instance, whereas adolescents tend to have
heightened sensitivity to social context and are more susceptible to more risky
behaviour in the presence of their peers, such sensitivity varies, mainly due to
differences in their neurological and biological developments (Richards et al., 2015). In

other words, according this framework, given the same environment and experiences,
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people are bound to act differently based on the level of insulation or buffer provided
by their brain development. This is because the level of brain maturing or developing

dictates how coding and responses to the social environment occurs.

Casey et al. (2008) reinforce the above assertion by indicating that there are imminent
differences in the brain development of individuals and different groups. For example,
young people are often attracted to rewards more than children and the older
generation. Similarly, in their study on adolescent neurobiological susceptibility to
social context, Richards et al. argue that because of the differences in brain
development and biology, some adolescents are more prone to risk taking behaviour

than others (Richards et al., 2015).

This framework is important in the study of HRBs, especially with young people, given
that it integrates genetics with external environmental influences of behaviour. This is
key to understanding behaviour given that some people find it hard to control risk

behaviour compared to others. The implication is that there is a complex relationship
in genetic make-up, brain development and the external environment in determining

behaviour.

It is important to highlight here that whereas this framework attributes more
importance to brain development in shaping behaviour, it is also appreciative of the
immense impact of the external environment (Richards et al. (2015). This is what
distinguishes this theory from the rest that rely on either external or internal factors.
One such theory, which relies heavily on external factors, is the problem behaviour

theory, discussed in the next section.
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5.8 Problem Behaviour Theory

Problem behaviour theory (Figure 5.8) is used to explain various dysfunctional
behaviours, especially among young persons, such as drug and alcohol abuse (Gullotta
et al., 2005, Donovan and Costa, 1994, Ketterlinus and Lamb, 1994). The theory is
founded on the assumption that dysfunctional behaviour is a function of personality
interacting with the environment in which they live. Specifically, problem behaviour or
conventional behaviour could result if one lived in what Jessor terms as proximal or
distal environments, together with a positive or negative personality. Jessor indicates
that problem behaviour is very much associated with proximal environment and
negative personality, while conventional behaviour is associated with distal
environment and positive personality. Proximal environments entail negative peer
forces and a lack of good role models, while distal environments entail positive support
from peers, parents and the community. On the other hand, positive personality is
associated with positive attitudes, values and expectations shaped by institutions such
the church, school among others. According to this theory, proneness to HRBs is
dependent on the ability of one balancing between risk factors (instigators) and the
risk protection factors (control variables). To this end, where instigators are more
powerful than the controls, the person will be prone to problem behaviour. Moreover,
engaging in one problem behaviour is said to trigger further engagement in other

problem behaviours (Frances, 2010).

This theory has been developed steadily over the years and it also identifies work,

family and friends as the main parties which influence behaviour among teenagers and
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young adults (Gullotta et al., 2005). Family, friends and personal characteristics are

some of the elements identified in the model for the current research.
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Figure 5.8: Problem Behaviour Theory(Jessor and Jessor, 1977)
5.9 Behaviour Decision Making Theory

Behaviour decision-making theory, developed by Reyna and Rivers (2008), explains the
relationship between risk taking and decision-making. The theory is linked to the
models of risk and protective factors, behaviours and risk which are credited to Jessor
(1992b), Hawkins et al. (1999a), Sutherland et al. (2006), and Armstrong et al. (2005).
According to Fischhoff (2008), young people generally consider themselves
invulnerable, which means that they actually perceive activities and objects that could
cause harm to them as being harmless or that young people may overestimate or

underestimate the risks that they face, which is highly related to the concept of
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individuality and personality (Jessor, 1992b, Hawkins et al., 1999b, Armstrong et al.,

2005).

According to behavioural-decision-making theory, young people are generally
governed by subjective probabilities. This means that they can view risks differently in
relation to their consequences. Some may view a risk as being too high and others may
view it as being low. But sometimes, decisions override risk perceptions such that even
when aware of the detrimental health risks associated with a behaviour, it is more
likely that some young people would disregard it while taking decisions (Frederickson

and Levin, 2007).

This theory has implications for the Saudi Arabian context because it is likely that the
students at the university level engage in risk behaviours that are detrimental to their
health with probable disregard of the immediate or long-term health risks outcomes
associated with such behaviours. On the other hand, some students may avoid health
risks by overrating the negative consequences linked to them. What this means is that
some individuals are extremely afraid of risk taking because they perceive the
consequences of HRBs to be greater than they actually are (Frederickson and Levin,
2007). Conversely, some groups of youths may underestimate the consequences of

risk taking and thus become involved in risky behaviours.

All the above discussed theories cover the interactions between individuals and their
environments from different perspectives. Although they might differ in their specifics,
most of them are interactionist in nature, as they highlight interactions between

individuals and their contexts and the outcomes of these interactions. Below is the
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developed model, informed by the above theories and models. The explanations of the
individual components and a discussion of their interconnectedness are also given

after the model.

5.10 The Developed Model

The model developed for this research (Figure 5.9) draws on aspects of the models
described above. It has three major components: the first outlines interactions
between the ‘individual, university, peers, family and the community’; the second has
the ‘health risk behaviour’; and the third has the ‘potential outcomes of the health risk
behaviours’. The first component of the model deals with the interactions between the
four domains discussed earlier but alterations such as the positioning of the individual,
university, peers, family and the community in the model were made to take account
of the research setting. At the centre of the first component of the model is the
‘individual student’, which is the first domain. The student is placed centrally in this
case because, as stated by Jessor (1992a), individuals are influenced by their
surroundings/contexts. Jessor noted that individuals have intra-personal
characteristics which interact with the contexts they find themselves in. This means
that individual differences may partially account for the different interactions that
people have with their social and environmental contexts. This is captured under the
problem behaviour theory by (Jessor, 1992a), Figure 5.9, because it outlines individual
characteristics as determinants of interactions with the environment/context.
Similarly, the theory of planned behaviour by Ajzen (1991), Figure 5.7, outlines
individuals and their subjective reasoning as determinants of interactions with other

systems around them, these in turn affect behaviour. This is also the case for the social
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development model by Hawkins and Weis (1980), Figure 5.4, which examines the
nurturing of individual characteristics as a determinant of behaviour. Additionally, the
health belief model by social psychologists Hochbaum et al in the 1950s (Glanz et al.,
2008). Figure 5.6 outlines personality as a modifying factor in behaviour

determination.

Jessor (1992a) also noted that intra-personal differences justify the placement of
individuals as central stakeholders in the interactionist theories. Each person is
different in his or her own way and those differences may affect how each of them is
affected by context. The ecological systems theory by Bronfenbrenner (2005), Figure
5.5), also places the individual at the centre because he/she is influenced by the

microsystem, the mesosystem, the exosystem and the macrosystem.

The second domain that is placed immediately outside the ‘individual student’ is the
‘college/university’ domain. This domain is related to the model by Bronfenbrenner
(2005), Figure 5.5, which places the school within the microsystem. As stated earlier,
this part is closest to the individual and is highly influential in determining behaviour.
Although the Search Institute (1997) focused on the early educational settings, similar
concepts can be applicable to any selected educational setting. Overt antisocial
behaviour within the university context, including violent behaviour, engaging in
criminal activities and substance abuse within the university setting, can affect health
(Search Institute, 1997). These activities affect health because drugs disturb optimal
mental functioning, encourage criminal activities and violent behaviour, making people

take part in actions that could lead to physical harm.
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The college/university may increase the chances of engaging in risk behaviours by
providing an environment in which peers influence one another to take part in
activities, such as drug taking, unprotected sex and criminal behaviour (Search

Institute, 1997).

The third domain in the model is ‘peers’, which interlocks with both the ‘university’
and the ‘community’ domains. This interconnection is based on the fact that the
university forms the main environment where university students make friends who
may influence them in positive or negative ways (Jessor, 1992a). In some cases, friends
who meet in the university also meet during holidays at the community level. This is
related to several models outlined earlier including the ecological systems theory by
Bronfenbrenner (2005), Figure 5. 5, which singles out peers as being influential at the
microsystem; the social development model by Hawkins and Weis (1980), Figure 5.4,
which outlined peers as being integral to bonding; and the problem behaviour theory
(Jessor, 1992a), Figure 5.8, which outlined peers as being important in the process of

socialisation.

The fourth domain is the ‘community’ and, as noted above, students spend part of
their time at home. Those who commute from home may spend most evenings and
nights at home, while those who live in campuses may go home during holidays. At the
community level, students have the company of their peers; they may also get access
to weapons, drugs and other materials that support engagement in HRBs. Students get
the chance to interact with their peers during holidays. For example, they may get
together at the community level when they are on holiday. Their interactions may

pave way for them to share drugs, smoke, and alcohol and engage in other HRBs. The
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community thus potentially opens up chances for students to get drugs and guns that
support violent behaviour and criminal activities (Search Institute, 1997). In Saudi
Arabia, drugs and weapons are sold on the black market within the community and
students may then choose to purchase them. Some community norms and laws are
also said to favour drug abuse and access to guns, among other social ills, but they also
play positive roles, as explained later in this paragraph. Laxity in the laws and norms in
the society pave the way for students to engage in HRBs (Abbas et al., 2011). Other
characteristics of the community that support risk behaviours include high levels of
disorganisation and low social economic status (Search Institute, 1997). In some cases,
communities offer support for positive behaviour, as highlighted by Siisiainen (2003),
as they have high levels of social capital bonding. Yet the community may also offer
optimal sociability, social connectedness, social networks, reciprocity and trust that
shape well-behaved individuals (Siisiainen, 2003). There are therefore differences in
the way communities are structured and the way they support socialisation. Some

communities therefore have a positive impact while others may have negative ones.

Communities are tiered because they exist at the local, regional and international
level. The broader levels of the community affect the lower levels and these in turn
affect families, universities, peers and individuals. This research will concentrate on the
influences of communities on students to engage in HRBs that are regarded as
negative. On the other hand, communities have diverse positive influences on
students. Communities are hosts to initiatives that support university students and
other youths (Seifer and Vaughn, 2004). Communities are hosts to institutional

structures, such as mosques and mentors and are governed by rules and regulations
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that lead to positive health behaviour (Seifer and Vaughn, 2004). In some cases,
communities partner with campuses to support behaviour that does not pose risks
that compromise health (Seifer and Vaughn, 2004). This research is based in the Saudi
Arabian context. The influences of communities on individuals are covered by different
models that have been discussed earlier including: the risk and protection model by
Armstrong et al. (2005), Fig. 4.3; the social development model (Hawkins and Weis,

1980), Fig.4.4; and the ecological systems model by Bronfenbrenner (2005), Figure 5.5.

The last domain is ‘family’ and in the model, the family forms part of the larger
community. It is placed at the community level because the proposed study will focus
on students who spend extensive periods at the university and potentially their
families may have less influence on them. Jessor (1992a) noted that ‘cohesive families’
reduce the chances of engaging in HRBs. The Search Institute (1997) also built on this
by stating that the levels of bonding in families, their belief system and behaviour
standards affect predisposition to HRBs. The lower the bonding levels and the weaker
the belief systems and standards, the more likely students are to engage in HRBs. The
domains discussed above are clearly related to one another at different levels, as
explained. Bonding in families is also cited as important in models such as the social
development model (Hawkins and Weis, 1980), Fig, 4.4, the problem behaviour theory
by Jessor (1992a), Fig.4.8, and the theory of problem behaviour bylessor and Jessor

(1977), Figure 5.8.

The presented model shows some of the outcomes of HRBs that can compromise the
health of an individual, such as lowered fitness, illness and diseases; outcomes on their

social role that include family punishment, school failure, legal trouble and social
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isolation which may lead to increased HRBs; consequences for their personal
development that include depression/suicide and inadequate self-concept; and
preparation for adulthood that include limited work skills, low motivation and lower
chances of getting employed (Jessor, 1992a). The model illustrates that these risk
outcomes have their bases in the first partition of the model, which has the individual,
university, peers, family and the community. Although health outcomes are presented
in the suggested model, exploring these is beyond the scope of this study and
therefore they will not form part of the proposed research. Their inclusion in the

model is for illustration purposes only.

This research has a clear focus on the discussed domains and their influences on HRBs.
In fact, the focus is on the patterns of HRBs that are occasioned by the interactions
between these different domains. The cause-effect relationship is limited within the
two main partitions of the model. The first main partition contains the four domains,
namely individual/peer, family, school, and community and their interactions, while

the second partition has the HRBs.

5.11 The benefits of developing a University-Based Model

There are some benefits of adapting the models discussed earlier in the chapter to
develop a model that is specific to university or higher education institution settings.
The model highlights the most influential domains in the lives of university students.
The theoretical perspectives such as those by Jessor (1992a), Hawkins and Weis (1980),
and other scholars, discuss all the domains in a universal way, but the developed

model narrows down its applicability to the university setting. The established patterns
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of HRBs may be pertinent to other universities and this has implications for the
model’s generalisability and the validity of results.

Adapting the model to the university setting in Saudi Arabia also means that any
recommendations that are made will be as specific as possible to the analysed context.
This is because recommendations for changing behaviour in the university setting are
likely to differ from one country to another, but also from those at the school, the
family, and the community levels in some cases. This is why Seifer and Vaughn (2004)
outlined the need for establishing partnerships between communities and universities
to support change in behaviour. These partnerships support the establishment of

behaviour standards that are matched to a greater extent (Seifer and Vaughn, 2004).

5.12 Conclusion

The theoretical framework presented here has highlighted several models and theories
whose ideas form the basis of this research. The theories covered include:
interactionist models; social development model; ecological systems model; the health
belief model; theory of reasoned action/theory of planned behaviour; problem
behaviour theory; and decision-making theory. The tenets of these theories form the
basis for the development of a customised model that is more relevant to the selected
context of the university. The developed model shows interactions at three partitioned
levels. The first one outlines interactions between the ‘individual, university, peers,
family and the community’. The second one considers ‘health risk behaviour’ and the
third partition looks to the ‘outcomes of the health risk behaviour’. Within this study,
their interactions are specific to the university context in Saudi Arabia where the study

has taken place.
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Chapter 6 : Methodology

6.1 Introduction

This chapter describes the methodology and structure of the research design and
presents the development of the mixed method approach adopted in this study, along
with a description of the procedures used to identify the research sample for both the
quantitative and qualitative aspects of the research. In addition, the chapter examines
and explains the use of questionnaires and interviews as data collection instruments
and describes their development for this study. The chapter also elaborates how
fruitful the feedback from the pilot study was and how this early data was used to alter
the main research with regard to the procedures for collecting data and how the data
were then analysed. The processes for the assurance of the reliability and validity of
the research methods are described. Finally, ethical considerations of the research are

discussed.

6.2 Research aims and questions

The researcher had considered a number of guiding questions before constructing the

research design. The queries involved a consideration of:

. the aims of the research

° what the research sought to explore and the questions it sought to answer

° the target population and why Saudi Arabian higher education students were
chosen

. the best methods to use

. when and how the data was collected

° how the data was analysed and interpreted
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These questions were instigated mainly from the researcher’s personal observations
and experiences related to the focus of this thesis. They were later complemented and
revised with supporting information from the review of relevant methodological

literature.

From a personal professional perspective, this researcher has been teaching at a Saudi
university for more than ten years where he has often witnessed incidents and the
effects of several HRBs, including traffic accidents, smoking, drug consumption, and
violent attitudes, all of which are conducted by the students. These behaviours of
Saudi youths are also observable beyond academic settings and in the greater part of

Saudi society; thus, these observations provided the impetus to initiate this research.

As a result of the review of the literature, the queries instigated by the observations
mentioned above were modified and extended to cover issues related to HRBs of
young people globally. The researcher discovered that whilst incidences of HRBs
among Saudi youths have significant antecedents, the nature and the consequences of
these HRBs have not been comprehensively explored. By acknowledging this limitation
of the research studies and findings, three research aims were set for this thesis (see

Section 1.5 for the brief discussion on the purpose of this study). The aims were to:

Identify the main health risk behaviours among student participants
Understand the reasons for Saudi youths engaging in health risk behaviours
Provide recommendations to deal with health risk behaviours appropriately

and effectively.

To address these aims, five research questions were set to examine the level and

nature of HRBs among the students of a Saudi university. The overarching research

118



question of this thesis is ‘What are the patterns of health risk behaviours among the

students of University X?” which is explored through the following research questions:

i) What is the present state of HRBs among the students at University X in Saudi

Arabia?

ii) Why are some students at University X engaging in some HRBs more than other

students?

iii)  Why are some students at University X engaging in some HRBs more than other

HRBs?

iv)  What are the influences of University X that affect students' HRBs?

6.3 Research approaches

This study followed the research design plan shown in Figure 6.1 and utilised both
quantitative and qualitative approaches (Creswell and Clark, 2007). The design was
planned to accommodate research approaches and theoretical perspectives to ensure
the research questions could be answered using appropriate research processes,
analysis of the data and its interpretation to formulate reliable and valid findings and
conclusions. The process map below (Figure 6.1 on the following page) illustrates the
research design used for this study. Both the quantitative and qualitative approaches
contained a pilot stage which helped refine the survey questionnaire and the

interviews.
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a) Research paradigm

A research paradigm is defined as a set of beliefs or assumptions that directs
researchers in their manner for conducting a study (Jonker and Pennink, 2010). It is
further defined as the basic attitude adopted and how researchers view the reality and
interprets the phenomenon they observe (Jonker and Pennink, 2010). Therefore, to
elaborate on this researcher’s structure of inquiry and methodological choices, a

discussion of the paradigms adopted for this study will be discussed.

Literature holds that there are two dominant paradigms in research(Jonker and
Pennink, 2010, Saunders et al., 2011). The first paradigm is positivism, wherein the
researcher believes that reality is objective and separate from him/herself (Jonker and
Pennink, 2010). Through the positivist approach, measuring and predicting techniques
can be undertaken, so the quantitative research methods seem to be feasible in this
first paradigm (Jonker and Pennink, 2010). On the other hand, the interpretive
paradigm considers that there are many equally valid perceptions and interpretations
of reality which are often related to and dependent on context and time (Jonker and
Pennink, 2010, Saunders et al., 2011). Thus this second paradigm prefers a researcher
to collect data that is descriptive, explanatory and contextual (Jonker and Pennink,

2010).

Saunders et al. (2011) further elaborate that the philosophical dimensions that
differentiate the research paradigms are ontology and epistemology. Ontology is
concerned with the nature of reality, while epistemology concerns acceptable
knowledge in a certain field of study; therefore the most important determinant of the

paradigm a researcher selects is the nature of the research questions (Saunders et al.,
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2011). With these explanations in mind, the present researcher asserts that this study
can be best undertaken by collecting data using a variety of triangulated methods, thus
a pragmatic approach will be adopted in which neither a totally positivist or

interpretivist approach will predominate.

b) Pragmatism

Pragmatism provides the underlying philosophical framework for the mixed method
research adopted in the current study (Tashakkori and Teddlie, 2003). Using a
pragmatic approach, which combines both quantitative and qualitative methods, can

be beneficial for social science research as:

... there is a growing recognition of the need to move beyond the use of mono-
method research in both the social sciences and those disciplines where social

science research methods have been applied (Debats et al., 1995,p 19).

Using the pragmatic framework, the researcher focused on solving and getting to the
root of the problem, rather than being paralysed with thinking about which methods
are the most appropriate (Tashakkori and Teddlie, 2003). In line with this, the present
researcher adhered to the pragmatic framework by using a mixed method or multi-
strategy approach to investigate the research questions presented earlier. Pragmatism
also supports the mix of modes of analysis (Tashakkori and Teddlie, 2003, Feilzer,

2010).

6.3.1 Quantitative and qualitative investigation

There are two fundamental types of research data; quantitative and qualitative, which

may be both utilised in the same study (Creswell and Clark, 2007). Oppenheim (2000)

122



claimed that the world can be measured by numbers and that numbers can accurately
disclose the truth about it (Oppenheim, 2000). Aliaga and Gunderson (2003) defined
guantitative research as 'explaining the phenomena by collecting numerical data that
are analysed using mathematical based approaches in particular statistics' (Aliaga and
Gunderson, 2003,p 34). Cottrell and McKenzie (2010, p 3) suggested that quantitative
research is also used to 'answer questions about relationships among measurable
variables' (Cottrell and McKenzie 2010, p 3). In contrast, in order to understand the
world, qualitative researchers such as Woods et al. believe that one should focus on
the context to '...discover the meanings that participants attach to their behaviour,
how they interpret situations, and what their perspectives are on particular issues'

(Woods et al., 1999, p 18).

In short, research is designed to answer questions about the complexity of the nature
of phenomena with the purpose of explaining and understanding them (Cottrell and
McKenzie, 2010). The nature of the phenomenon investigated in this study was HRBs
among university students and could be conducted using either quantitative or
gualitative research approaches, or both. Both quantitative and qualitative research
methods have their individual strengths, but this research was aimed at not only asking
‘what’ but also ‘why’ risk behaviours are adopted. As the researcher was interested in
investigating risk-taking and the importance of promoting health among young people,
and what might help to improve healthy behaviours, which are all complex issues, a
mixed method approach was selected as the most appropriate in order to gain the
fullest possible insight into the focus of the research (Tashakkori and Teddlie, 2003,

Creswell and Clark, 2007).
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Many authors in social science and education research, including Tashakkori and
Teddlie (2010) and Creswell and Clark (2007), recommend the mixed method approach
to gain comprehensive answers to the research questions (Gorard and Taylor, 2004).
This researcher has taken the position that neither quantitative nor qualitative
approaches on their own can give a complete picture to be able to answer the

research questions of the study.

The choice of research methods is a technical decision which depends on the needs
and aims of the investigation. Different methods are appropriate to different kinds of
research questions, and the task of the researcher is to find an appropriate
methodology to fit with the questions to which they are seeking answers. Deciding the
appropriateness of the method also includes consideration of the analysis of the data
or information that will be arrived at through the research tools (Cohen et al., 2007a).
Survey questionnaires can be used to help researchers understand attitudes and the
meaning that respondents attach to the phenomenon of interest (Cohen et al., 2007a).
However, to further gain an in-depth understanding on any particular issue, interviews
can be helpful, and this can be conducted before or after implementing any survey.
For these reasons, in this study, a number of structured interviews were conducted
with a subsample of 17 students after administering a 52 item questionnaire to 722

respondents at the same university.

6.3.2 Mixed method approach

A mixed method approach of research is the combination of quantitative and

gualitative data in a research project (Creswell and Clark, 2011). Mixed methods are
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increasingly popular because of the depth and breadth of data gathered in using
elements of both positivist and interpretivist approaches (Tashakkori and Teddlie,
2003). The strength of a mixed method approach lies in involving the intentional
collection of both types of data and using the combination of the strengths of each to

answer the research questions (Creswell and Clark, 2011).

Although there is a wide agreement about what constitutes a mixed method approach

to research, Johnson et al. defined mixed methods as:

... the type of research in which a researcher or team of researchers
combines elements of qualitative and quantitative research approaches (e.g.
use of qualitative and quantitative viewpoints, data collection, analysis,
inference techniques) for the broad purposes of breadth and depth of

understanding and corroboration (Johnson et al., 2007, p 122).

The advantages and disadvantages of the mixed method research design have been
widely discussed (Tashakkori and Teddlie, 1998, Gorard and Taylor, 2004, lvankova et

al., 2006) and these discussions are outlined below:

a) Strengths of mixed method

The major strength of a mixed method approach is its capacity to explore both the
gualitative and quantitative results in more detail. Mixed data collection strategies can
combine two or more methods, such as structured survey interviews with elements of
other methods, such as observation and focus groups (Axinn and Pearce, 2006).

According to Axinn and Pearce (2006,p. 45), using more than one method can:

e provide different data that is not identified by using a single data collecting

instrument;
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e reduce non-sampling errors by providing plenty of information from a variety

of sources;

e ensure that potential bias coming from a particular approach is not replicated

in alternative methods.

Similarly, the approach can be particularly useful; for example, when unexpected
results arise from a quantitative study, further investigation can be undertaken in the

gualitative phase.

Mixed method strategies can afford special opportunities to employ various sources of
knowledge from multiple approaches to gain new insights into the social world
(Kertzer and Fricke, 1997). Therefore, employing mixed methods in this study can
deliver several benefits. It can provide data that may not be gained by a single
approach, and it can reduce non-sampling error by providing plentiful information
from multiple sources (Axinn and Pearce, 2006). Also, using multiple methods may
ensure that potential bias coming from a single instrument is not replicated in
alternative approaches. It also allows the researcher to '...simultaneously generalize
results from a sample to a population and to gain a deeper understanding of the
phenomenon of interest' (Hanson et al., 2005,p 224). Furthermore, mixed method
approaches allow the researcher to examine theoretical models and to update them
based on respondents’ assessments (Greene and Caracelli, 1997). One of the key
reasons advanced for this is that research claims are stronger when based on a variety
of research methods (Feuer et al., 2002). In addition, combining methods can enhance

the flexibility of the research design (Gilbert et al., 2006). Finally, using multiple
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approaches can offer both the opportunity to meet the demands for the generalisation
of results (based on the use of probability samples) and strengthen the credibility of
using qualitative methods of data collection and their customisation in context

(Hanson et al., 2005).

b) Weaknesses of mixed method

Apart from the advantages, there are some limitations associated with the mixed
method research design, such as it being time consuming (Reams and Twale, 2008),
more complex, and the feasibility of resources to collect and analyse both types of
data may be compromised (lvankova et al., 2006). Moreover, using either quantitative
or qualitative approach may not be sufficiently focused and utilised (Cojocaru, 2010).
Thus, the difficulty of methodological rigour fulfillment can be seen as an obvious
drawback of this research methodology (Cojocaru, 2010). The priority or weight given
to the quantitative and qualitative data collection and analysis in the study, and the
sequence of the data collection and analysis, are potentially disadvantageous in using a
combination of different methods for data collection (Gorard and Taylor, 2004).
However, decisions on the paradigm approaches, research design, data collection,
piloting, tools for data analysis, validity and reliability checks, and ethical

considerations are discussed below.

6.4 Decisions on paradigm and methods

Based on the features of different research paradigms and mixed method approach

the researcher took the following decisions for his investigation.
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Firstly, due to the nature of the study, the researcher considered that both positivist
and interpretivist paradigms would be needed to satisfy the required methodological
facets and also to explore contextual circumstances both objectively and through
interpretations. Therefore he found it important to combine both the paradigms. As
the research on HRBs in a Saudi university context was predicted to involve various
personal and social aspects, the researcher believed that a combination of the
paradigms would provide the explanations of the HRB related situations in the Saudi

Arabian higher education context more comprehensively.

On the other hand, for the following two major reasons, the researcher chose to

employ a mixed method approach of research in this study.

Firstly, employing a pragmatic view and understanding the strength of mixed method
research, the researcher felt that combining the qualitative and quantitative
approaches would provide a richer and a more in-depth insight into the issue of HRBs
rather than just using one method alone. Therefore, to be able to comprehensively
explore the pattern of HRBs the researcher planned to gather and analyse data using
both quantitative and qualitative methods. In order to seek explanations and
predictions that can be generalised to other situations, a questionnaire-based survey
was used, and the findings of it were complemented by a number of structured

interviews.

Secondly, qualitative or quantitative methodologies are two dissimilar but adequate
approaches for conducting any research, which means a researcher can apply either of

them to gain sufficient and valid research outcomes. However, for confirming any
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research findings, a comprehensive discussion in both qualitative and quantitative
manner should occur, and triangulating their findings seem more acceptable to the
wider research community. Therefore, despite several limitations, a mixed method

approach was employed in this study.

6.5 Research design

The researcher employed a ‘mixed-methods sequential explanatory design’ (Creswell
and Clark, 2007), which included two distinct phases, namely the quantitative study
followed by a qualitative one (see Figure 6.1). In the process the qualitative data and
their analysis were used to elaborate and explain the statistical results by exploring
participants’ views in more depth (Tashakkori and Teddlie, 2003, Creswell, 2003b). By
using a questionnaire, the researcher first collected quantitative data and then
analysed it. The analysis of the quantitative data provided a general understanding of
the research phenomenon, which informed the second phase of data collection in an
iterative process by providing a clear focus of particular topics and areas to be
explored during the interviews; therefore helping to refine the interview schedule. The
qualitative data was collected through a series of structured interviews and then
analysed in a sequence, as it explained and elaborated the quantitative results
obtained in the first stage. The qualitative data was built on the quantitative data, and

the two phases were connected in the data analysis stage in the study (see Figure 6.1).

6.5.1 Research samples

As the study was an attempt to explore the existing HRBs among the male and female

students of a Saudi university and the reasons why they engage in such behaviours, the
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study population of this research was university students. The study sample needed to
be identified carefully to ensure that the data collected was capable of supporting

sophisticated analysis (Central Computer & Telecommunications Agency, 2000).

The total population of students studying bachelor degree level courses at University X
in Saudi Arabia was 39,326 in the academic year 2011/2012 (Ministry of Higher
Education, 2012). The researcher has ten years’ experience as a lecturer at University X
and using this personal knowledge and experience, the following features of the

students were predicted when establishing and identifying the study population:

e students at this level are independent from their families, giving them greater
freedom, and therefore there is a high probability that they may engage in

HRBs more than at previous stages of their lives;

e they are greatly influenced by their peers;

e because of the nature of the educational system and the conservative
structure of Saudi society, they have limited time and chances to socialise

before commencing their programmes university;

e they are less controlled by their families and therefore have more freedom to

behave in new ways ;

e they enjoy more flexibility regarding maintaining class time table and

personal study time.

The researcher limited his study to University X as he is adequately aware of the

cultural sensitivity required in the selected institution. This has enabled him to
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understand the processes required to establish an open communication with male
students, and with the female section via female colleagues. Furthermore, as this is a
doctoral study and therefore smaller in scale than a national government survey, the
study aimed to produce highly accurate and rich data, rather than create a large

database that has the risk to incorporate an excess of irrelevant variables.

6.5.2 Sampling techniques

According to Cohen and Holliday (1979), there are two principal methods of sampling:
probability and non-probability sampling. Probability sampling is also known as a
random sampling technique, whereas, non-probability sampling is recognised as a
purposive sampling method (Cohen et al., 2007b). Probability sampling gives the same
chance for every member of the whole population to be included in the sample (Levy
and Lemeshow, 2011). Many authors categorise probability samples as simple random,
stratified, cluster and systematic sampling (Cohen and Holliday, 1979, Anderson et al.,
2008, Engel and Schutt, 2009, Levy and Lemeshow, 2011). A number of benefits
regarding the use of cluster sampling have been found, which include the option for
selecting samples randomly without any single list of population and by avoiding
'introduction of confounding by isolating members' (Black, 1999,p 118). Additionally,
this sampling technique has been considered as the most appropriate for this study
because of its convenience in administering the data collection tools among a large
number of the population and the widely distributed locations. Cluster sampling is a
'sampling technique where the entire population is divided into groups, or clusters,
and a random sample of these clusters are selected’ (University of Glasgow, 1997). This

technique is classified as a probability sampling technique and it is usually used when it
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is impossible or impracticable to compile an exhaustive list of the whole population,
such as university students in one city (Babbie, 2012). The total population in
University X of 39,326 students is spread across seventeen colleges and schools;
therefore it was difficult to use other sampling techniques. Anderson et al. asserted
that using this method by choosing small numbers would provide valuable estimates
for the population parameters (Anderson et al., 2008). This sampling technique might
also be more practical and economical than simple random sampling or stratified

sampling (Easton and McColl, 2007).

6.5.3 Quantitative (questionnaire) sample

To obtain a broad view of the research topic and for pursuing a reliable investigation, it
was crucial to involve a representative sample size in the study, ensuring that the
sample was taken from a range of different disciplines of the university. The total
population for this study was, as mentioned, the 39,326 students who were studying
for a Bachelor degree at University X in Saudi Arabia. To determine the sample size, the
researcher required a 95% confidence level, so the level of precision is 0.05. The
following equation was used to calculate the representative sample as it has been
identified in a number of research sources (Israel, 1992, Cohen et al., 2007a), adding to

the calculation the required representative sample for this study of 396 students.

B N 39326
1+N=(g)® 1+39326 «(.05)2

~# 396, N= Population; n= Sample size; € = Level of

precision

The confidence interval (margin of error) is defined as the ‘...range around a

measurement that conveys how precise the measurement is’ (Smithson, 2003, p1). For
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instance, if a confidence interval of 4% and 47 % of the sample selects an answer, it is
possible to be ‘sure’ that if the question had been asked of the entire relevant
population, between 43% (47-4) and 51% (47+4) would have picked that answer
(Muijs, 2010). Nevertheless, it was expected that not all questionnaires would be
answered by the participants; the researcher distributed additional questionnaires so
the total number of questionnaires was 872 to be sure to get the representative
sample. Eventually, 739 questionnaires were collected from the participants;
approximately double of the representative sample size of 396, consequently

increasing the confidence level of the collected data.

6.5.4 Qualitative (interview) sample

As mentioned earlier, the study is concerned with investigating HRBs among University
X students and the importance of identifying the most predominant health risk
behaviours. The sample was restricted because the time for collecting data in such a
PhD project is limited and the most important reason for collecting qualitative data is

to improve the understanding of the complex human issues, more than seeking for

generalisability of the results (Marshall, 1996).

The survey data, which was quantitative in nature, needed to be cross-checked with
the interviewees having similar features (Tashakkori and Teddlie, 2008). Therefore,
seventeen interviewees, from the same seven schools that the questionnaires were
collected from, were chosen for an interview. The researcher invited the students to
participate by displaying notices with the purpose of the interview and contact details

on all the boards in the classrooms of all the university students studying the

133



compulsory modules. Although 'there are no rules in sample size in qualitative
inquiries' (Patton, 2001,p244), the researcher decided to interview seven females and
seven males at least, in order to ensure the participation of both genders so that the
issues could be explored from a male and female perspective, thus enhancing the
richness of the data. Moreover, the interviewees came from all seven schools because
it was believed that students studying at different schools might have dissimilar

characteristics and points of view.

At least one male and one female student were invited from each school, and all the
males were interviewed by the researcher himself, whereas the females were
interviewed by a female assistant due to cultural considerations. The interviews took
approximately 40 minutes each and the following four main questions were asked with
2/3 supplementary questions for each. In the interview, to gain useful information to
answer all the research questions of this thesis (see Section 1.3 of Chapter 1) the

following three questions were specifically asked.

(i) Why are some students at University X engaging in some HRBs more than other
students?
(ii) Why are some students at University X engaging in some HRBs more than other
behaviours?
(iii) What are the influences of University X that affect students' HRBs?
The interviews are termed as structured interviews for a number of reasons. Firstly,
the questions used in the interviews were created in advance by the researcher.
Secondly, all of the questions were presented in each of the interviews without making

any change, and by following the same order. Thirdly, during the interviews, the
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interviewers played a neutral role and did not ask any supplementary or opinion-based

questions.

6.6 Data collection methods

According to Sarantakos, the response rate in a study can be improved by conducting a
well-planned study, determining appropriate measures and being cautious
(Sarantakos, 2005). To comply with these requirements, the following plans and
measures discussed in the next sections were taken for preparing and executing the
guestionnaire. However, initially the types of questionnaires and their advantages and

disadvantages were reviewed.

6.6.1 Questionnaire

Questionnaires usually comprise of a group of questions aimed at gathering
respondents’ viewpoints (Plante and Canada, 2004). It seems that this method is
preferable in many fields of social science, where surveys are usually conducted to
gather information on many aspects of a phenomenon from a large sample of the
community. However, just how crucial designing a sophisticated questionnaire is can
be underestimated (Cohen et al., 2007b). Initially, anybody can write a couple of
guestions, but if they are of poor quality or not in good order, the outcomes may be

meaningless and misleading. However,

...questionnaires are any written instruments that present respondents with a
series of questions or statements to which they are to react either by writing
out their answers or selecting from among existing answers (Dérnyei and

Taguchi, 2010, p71).
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6.6.1.1 Types of questionnaires

There are two types of questionnaire, namely self-administrated questionnaires and
group-administrated questionnaires (Oppenheim, 2000). Oppenheim defined self-

administrated questionnaire as:

...a questionnaire which is distributed to the respondents by an interviewer
or someone in an official position such as a teacher or hospital receptionist

(Oppenheim, 2000, p 73).

This kind of questionnaire, according to Oppenheim, has some advantages, such as a
high response rate and accurate sampling, because the sample can be targeted and
the required initiatives for collecting responses can be made promptly. Researchers
may also employ someone who is not highly skilled to distribute this kind of data
collection instrument. Callara and Callara pointed out that the group-administrated
guestionnaires are largely given to groups of respondents who congregate together,
such as school students or invited audiences (Callara and Callara, 2008). This approach
may raise issues of bias, but can also guarantee high return rates. The researchers also
assisted the respondents by providing clear instructions to complete the questionnaire
and maintain the set time for responding. To ensure that these requirements were
met, this researcher took two precautions. Firstly, he tried to explain the meaning of
the questions and the procedures to fill-out the questionnaire clearly. Secondly, he
allocated a comparatively long time (45 minutes) for the students to complete the
guestionnaire, so that the ‘slow to respond’ type participants did not leave any

significant part of the questionnaire untouched.
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6.6.1.2 Advantages of questionnaire

In a questionnaire, all the questions can be directed at the phenomenon of concern
(Windsor, 1984). For example, in this research, the questions were entirely focused on
students’ health risk behaviours. Brace (2008) stated that a questionnaire not only
offers a wide coverage of geographic area and population at minimum cost and effort
but also offers participants an opportunity to provide more considered and carefully
thought out answers completed at their convenience. The investigator can send out
thousands of them in the time it takes to do a few interviews. In addition, the financial
and time costs of sending questionnaires are small when compared with other
research techniques, such as interviews. Measuring HRBs in University X in Saudi
Arabia involved a vast population (close to 39,326 students in 2011/2012). Using a
guestionnaire helped the researcher to reach a large sample of participants. The larger
the sample size, the more representative the data will be (Cohen et al., 2007a).
Furthermore, questionnaires can be less threatening than face-to-face interviews. In
interviews, participants may not reveal their possible engagements in HRBs, whereas
in the case of using questionnaires, they might be more honest in this anonymised

situation.

In short, a questionnaire has many strong points. It is an effective method to measure
attitude and it can derive other thoughts from the respondents. Both self-
administrated and group-administrated questionnaires are inexpensive. Well-
constructed questionnaires also have high reliability and validity compared with the

interview method. Furthermore the questionnaire is easy to analyse, as specific
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software can be used for the analysis process. However there are some disadvantages

of using a questionnaire.

6.6.1.3 Disadvantages of questionnaire

An effective and efficient questionnaire requires much time to design and develop and
is susceptible to several drawbacks (Windsor, 1984). For instance, although a variety of
validating questions can be asked, questionnaires are limited in the use of descriptive
cues (Windsor, 1984). In addition, questionnaires lack flexibility in terms of response
format and may also be unsuitable for respondents who have special needs such as
poor literacy, for the visually handicapped, the young (aged below ten years), and very

old people.

According to Gillham, ‘...a fundamental problem is that questionnaires are often
completed hastily and carelessly’ (Gillham, 2000,p39). The level of confidence may
vary regarding some of the answers given and also some questions may not be
answered at all. Some people may think before they start filling out the questionnaire
about their personal amount of time and effort that has to be spent on completing and
returning it. It is also true that the questionnaire is subject to non-returns, a problem
which can reduce the size of the sample. Gillham (2000) suggested to use motivation
as a solution to overcome a low response rate. Researchers who use questionnaires
should be aware about how this disadvantage might affect their study. Fortunately,
this was not experienced in this study as the response was nearly double of that

required.
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Brace (2008) suggested that it is highly possible to misinterpret the questions,
especially if they are unclear or ambiguous. Furthermore, one of the most frustrating
aspects for a researcher is that the questions might be misunderstood. This sometimes
happens due to a poorly designed questionnaire (Brace, 2008). In order to solve this
matter, Gillham (2000) suggested that careful piloting can pick up ambiguous and
misleading questions. Finally, open-ended questions in questionnaires are mainly
appropriate for educated and professional communities (Brace, 2008). However, this
type of questions may not always applicable for less educated individuals because

writing takes time and effort.

It can be concluded that a questionnaire has some weaknesses. Low response rates
may occur especially for mailed or self-administrated questionnaire. Data analysis for
open-ended questions can consume the researcher’s time. After evaluating the
advantages and disadvantages of questionnaires, the researcher identified that his
guestionnaire should be designed in a short format and piloted before being sent to
the research participants. Piloting informed and confirmed the types of questions to be

used in the main study.

6.6.1.4 Types of data

Creating a questionnaire that every respondent will interpret in the same way and be
able to accurately and willingly answer should be the aim of every researcher
(Oppenheim, 2000). However, creating sophisticated questions is very challenging.
Questionnaires utilise many kinds of questions, such as closed and open-ended
guestions, dichotomous questions, and multiple choice questions (Oppenheim, 2000,

Cohen et al., 2007a).
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Open-ended questions allow for greater freedom of expression (Oppenheim, 2000).
For example, one such question in this research questionnaire could ask the students’
likes or dislikes about particular teaching approaches to gain skills while they are
studying a health education course. The students may have a choice to provide a
detailed answer. In this way, the researcher will be able to gain an insight into the
specific reasons for their likes and dislikes. These kinds of questions can help discover
the phenomenon in-depth, but they are not easy to analyse (Oppenheim, 2000). It is
not, however, always convenient for some respondents to answer open-ended
guestions because they are time-consuming and require more effort; a matter which

prompted the researcher to not include any open-ended questions in his research

guestionnaire.

On the other hand, closed-questions can provide indicators which can be later
followed up in interviews. According to Oppenheim (2000), closed questions give
participants choices of preferred answers but without giving reasons, compared with
open responses. For example, in this type of question, a student becomes able to
state that he or she prefers the discussion approach or inquiry approach but without
giving any reasons for their preference. In this thesis, the questionnaire was designed
with several statements about the experiences of students with health risk behaviours
which asked the participants to rate those on a scale according to their preferences
and experiences. This approach allowed the respondents express their suitable
preferences by picking from a readily defined choice instead of spending long time

thinking about and writing out their answers. Additionally, the questions helped obtain
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a restricted range of answers for analysing. Additionally, it was easy to analyse the

responses by using statistics software such as SPSS.

6.6.1.5 Designing a questionnaire for this study

The aim of constructing the questionnaire is to encourage participants to respond

accurately (Gillham, 2000). Gillham emphasised that point by saying:

...questionnaire is clear, unambiguous and uniformly workable its design
minimizes potential errors from respondents and coders. And since people's
participation in survey is voluntary, a questionnaire has to help in engaging
their interest, encouraging their cooperation and eliciting answers as close as

possible to the truth (Gillham, 2000, p. 106).

The questionnaire that can elicit accurate and worthwhile data needs to be prepared
and planned very well before a single question is written (Frazer and Lawley, 2001) . All
the answers for the different items can probably affect the accuracy and reliability of
the data collected. From the research goals, it should be clear what data needs to be
collected in detail. The logical starting point for designing a questionnaire is to ask
what the main purposes are (Gillham, 2000). In other words, these contain what the
research questions are. Since the main questions are addressed, the researcher might
set up the main topic or areas (hours of work, job prospects, etc.) and then write down

many specific questions (Gillham, 2000).

The questionnaire designed for this research was primarily based on the US-based
‘National Youth Risk Behavior Questionnaire’ and the ‘National College Health Risk
Behaviors Survey’ or NCHRBS (Douglas et al., 1997). It was considered that the NCHRBS

in its English version was the most appropriate instrument to measure the HRBs
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among the students at University X because it was conducted by the Center for Disease
Control and Prevention's ‘Youth Risk Behavior Survey’ (YRBS) in the United States in
1995, and has been used since then to measure HRBs of the college and university
undergraduates (Douglas et al., 1997). Additionally, in terms of reliability, the survey
guestions have demonstrated good test-retest reliability (Brener et al., 2002). The
researcher built his investigation on the results of the NCHRBS which prioritises HRBs
among college students and health promotion programmes in college in six categories

namely:

... behaviors that contribute to unintentional and intentional injuries, tobacco
use, alcohol and other drug use, sexual behaviors, unhealthy dietary

behaviors, and physical inactivity (Kann et al., 1996).

These identified behaviours have been found to be practiced by students in Saudi
Arabia as well and can, in direct or indirect ways, endanger social and psychological

wellbeing and physical health in the present or the long term.

The questionnaire designed for this research (see Appendix 5) measured the attitudes
of the study sample regarding HRBs. As a tool for this study, it was designed with 11

aspects as identified in Table 6.1.

Table 6.1: Questionnaire items used in the study

No of Questions Questionnaire items
Q1-Q8 and Q53 Demographics
Q9-Q14 Safety

Q15-Q16 Violence

Q17-Q18 Sad feelings
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Q19-Q24 Smoking

Q25-Q31 Drug use and drinking alcohol
Q32-Q36 Body weight

Q37-Q41 Diet

Q42-Q46 Physical inactivity

Q47-Q50 Transmitted diseases
Q51-Q52 Risk taking

6.6.2 Interview

In this mixed method study, interviews were considered as being highly suitable to
obtain rich, in-depth, and descriptive information from the participants (Cohen et al.,
2007a). According to Mason (1997), interviews are suitable for diagnosing behaviours,
experiences, opinions, feelings, beliefs, knowledge and background, to achieve an in-
depth and rounded understanding of the area under investigation. In addition, an
interview is a way of gathering data to examine variables of interest and of collecting
opinions face-to-face from a number of subjects about specific points (Cohen et al.,
2007a). Frankfort-Nachmias and Nachmias asserted that ‘...the interview is a face-to-
face interpersonal role situation designed to elicit answers related to the research
hypotheses’ (Frankfort-Nachmias and Nachmias, 1996, p 232). Cohen et al. (2007a)
support the view that the interview technigue enables interviewees to discuss their

interpretations and perceptions of the world that they live in.

One significant benefit of employing interviews for data collection is that it allows a

researcher to probe responses of the participants in a detailed manner (Hitchcock and
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Hughes, 1995). In this study the structured interviews helped gain comprehensive
information from the varied research participants in a consistent manner. By following
this approach the researcher was able to adapt a number of fixed questions to suit
different participants’ situations, whilst retaining the general focus of the interview
(Cohen et al., 2007a). Moreover, the development of rapport between the
interviewers and the interviewees is less crucial with a structured interview and this
was deemed more appropriate for both the interviewers and interviewees given the
sensitive nature of the topic being discussed. Therefore a series of structured
guestions that were carefully prepared in advance and used without any change.
Another important issue was that female participants were interviewed by a female
lecturer and she was trained by this researcher for doing that. A structured interview
approach was therefore regarded as more feasible to ensure that the interviews were
standardized and would avoid discrepancies in the interview process. The reduction of
risk was important for interviewee and interviewer with respect to divulging personal
information because HRBs issues are very sensitive in Saudi Arabia and thus deep
guestioning and detailed discussion were thought to be problematic and may increase
resistance from interviewees to answer the question at all. It is however important to
acknowledge that, because of the fixed format of interview questions, in some cases,
the interviewers and the interviewees were unable to open-up in the dialogue. For this
reason, there is a possibility that some data are not as detailed or rich as they might
have been using a more open-ended approach, particularly which are sensitive and
require further clarification. However, despite this drawback structured interviews

were thought to be the most useful way of collecting data form the interviewees.
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Advantages and disadvantages of the interview method

In the social and psychological sciences, the interview method is seen as a
sophisticated data collection technique for researchers because it is a common and
powerful means to explore human interactions (Frankfort-Nachmias and Nachmias,
1996, Cohen et al., 2007a). Interviewing has many advantages. For instance, allowing
for flexibility in the investigation process. The interview context is controlled by the
researcher, which means that he or she can ensure that the participants answer the
guestions in an appropriate sequence, whereas in the case of mailed questionnaires,
they may not (Frankfort-Nachmias and Nachmias, 1996). The interviewer can ask for
extra detailed information or supportive examples. In addition, the interviewer can
add longer, open-ended questions. In the interview particularly, because respondents
are committed and more motivated, it is suggested that interviews may have a higher

response rate than other methods (Cohen et al., 2007a).

The interview, however, also has disadvantages. The cost of interview studies is higher
than that of survey questionnaires. Interviewer bias may occur and it is highly
challenging for the researcher to cover every aspect with rational control (Frankfort-
Nachmias and Nachmias, 1996, Cohen et al., 2007a). However, in this study, interviews
have been chosen as one of the data collection tools as it offered an opportunity to
gain extended data from the target participants. It is important to consider that this
research tried to explore the human psychology and behavioural aspects of a group of
university students and also to try to understand their associated social and cognitive
roots. It was therefore expected that through interviews, these personal, social,

psychological, cognitive and behavioural aspects would be properly realised.
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6.6.2.1 Designing the interview schedule for this study

As explained in the research methodology, the research design used an explanatory
sequential mixed method approach. Therefore, the interview schedule was finalised
upon finishing the quantitative data analyses. However, the following themes were

considered as essential. Aspects of the interview were:

the various factors that influence university students to engage in HRBs

the function of protective factors in preventing students from engaging in HRBs

the relationship between HRBs and social acceptance in Saudi society; the impact

of risk taking

the role that the university plays to prevent students from engaging in HRBs

the expected implications for students and their university

existing knowledge and previous experiences for students regarding HRBs. (see

Appendix 7 for the interview schedule)

6.7 Piloting the data collecting instruments

It is extremely important to test the study instruments of any research project, in this
case a questionnaire and interview. A pilot study is described by Van Teijlingen and
Hundley (2001) as a small scale trial run of the research with very small numbers of
participants chosen based on the same criteria as those in the main study. The main
goal for piloting the data collection instruments is to prepare for the main data

collection process as:

...conducting a pilot study might give advance warning about where the main

research project could fail, where research protocols may not be followed, or

146



whether proposed methods or instruments are inappropriate or too

complicated (Van Teijlingen and Hundley, 2001,p40).

Furthermore, validity and reliability of the data collection tools were measured by

piloting them in a systematic manner (see Section 6.11 below).

6.7.1 Piloting the questionnaire

Before the final version of the questionnaire was sent to the participants, the
researcher conducted a pilot test to further refine it. Oppenheim stated that a pilot
test has several functions; for example, by increasing the reliability, validity, and
practicability of the questionnaire (Oppenheim, 2000). Conducting a pilot test is
crucial because it might give the investigator an assessment concerning the difficulties
of the questions, the length of time needed to complete the questionnaire, and the
accuracy of the questions (Oppenheim, 2000). Cohen et al. (2007a) also suggest that a
pilot test could generate categories from open-ended answers to use as categories
from close-responded modes. It is clear that in order to distribute a valuable

guestionnaire, everything about the questionnaire should be examined.

In order to ensure the quality of the statements and their wording, the researcher
distributed the questionnaire to a pilot sample of twenty students; ten in the female
section and ten in the male group in order to ascertain its level of clarity and
understanding and suitability to the students. As a result, the researcher was able to
estimate the reliability of the whole instrument and modify the questionnaire
accordingly. The researcher was not able to access the female section in every college
because of cultural and religious aspects. To ensure representativeness of the pilot

sample, the researcher asked assistance from the female tutors in administrating the
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guestionnaires and their collection from the female students. The researcher took into
consideration the fact that the participants would deliver fruitful feedback about the
guestionnaire as they were asked to freely give their opinions of its items, but the
researcher received no comments from the students from either the male and female
sections. Students were collaborative in completing the questionnaire and indicated
that the time required for completing the questionnaire was reasonable; ranging from

between twenty to twenty five minutes.

After reviewing the questionnaire with supervisors and receiving final approval, the
researcher sent a copy of this to the listed experts (See Table 6.2) who were asked for
their feedback about its contents (see Appendix 6). On 20 July 2011, questionnaires
were sent to eight educational specialists, in different fields, to seek their comments.
They were asked about whether the questions were relevant to the research aims and
objectives and appropriately clustered in each section to measure the same category.
MK (please see the detailed information about the person in Table 6.2 below) was
requested to check the interpretation from English to Arabic and vice versa. Piloting
the questionnaire by people from different disciplines improved the construct validity

for this instrument (Phelan and Wren, 2006).

Table 6.2: Education specialists involved in the pilot questionnaire

Name | Subject Institution Nationality

AA PhD. in Biology School of Education, Saudi Saudi Arabia
AG PhD. in Religion School of Education, Saudi Saudi Arabia
MS PhD. in Psychology School of Education, Saudi Saudi Arabia
AD PhD. in Public Health | PhD student in UK University Saudi Arabia
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Name | Subject Institution Nationality

MH MA. In Mathematics | PhD. student at UK University The University of
MR M.A in Sociology PhD. student at UK University Kuwait

YA M.A in Mathematics | PhD. student at UK University Saudi Arabia

IA M.A in Science PhD. student at UK University Saudi Arabia

MK PhD. English School of Social Science Saudi Saudi Arabia

Following the experts’ feedback, Q49 regarding sexual relationships before marriage
was eliminated and the scale used in Q9, Q10, and Q52 was elevated from 8 to 10
points (see Appendix 5). With regard to questions about taking drugs, drinking alcohol,
and engaging in sexual activities, the researcher decided to put them in as indirect
guestions such as ‘among your closest friends, how many times do you think they have
used illegal drugs....” (Q26). These changes were made as the prior wordings were
inappropriate culturally and ethically to ask the participants such questions within the

context of the study.

6.7.2 Piloting the interview

In terms of piloting the interview schedule, two Saudi university students were
interviewed. Four colleagues at the School of Education were approached for feedback
on the interview schedule. Furthermore, the pilot study was proposed to grant
experimentation with data gathering approaches to define which approaches would
generate the most fruitful data. It was also crucial to identify the differences of data
and determine the mechanisms of data analysis. In addition, piloting interviews helped

with coding of the qualitative data. Furthermore, it enabled decisions to be made with
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regard to the most suitable computer programmes appropriate for analysing

gualitative data.

6.8 Questionnaire distribution procedures

Acquiring permission from the host university was completed by the researcher to
conduct his study at the end of December 2011. Permissions from participants were
also sought. These procedures are explained in detail in the part of Ethical
considerations in Section 6.12. The data collection took place at University X in Saudi
Arabia and occurred in two stages. In the first stage, in March 2012, quantitative data
were collected using a questionnaire, while qualitative data were collected in March
2014, soon after the analysis of the quantitative data was completed. The main
purpose was to permit the qualitative data collection to focus on the key findings from
the quantitative data and explain the factors and reasons of the identified HRBs more

rigorously.

The procedure for collecting the data by questionnaire was conducted in two stages. In
the first stage, written approval was collected from the rector of University X for
conducting the survey. Then, seven schools were chosen randomly and the researcher
went to every one of these schools with the aim of seeking permission from the
respective Deans. The Deans were provided with the research details and they gave
permission to conduct the survey. The Deans then contacted the lecturers who
conducted a brief session after their scheduled classes where students voluntarily
completed the questionnaire. A female faculty member was also engaged to

administer the questionnaire among the female students of the university. The
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questionnaires were completed by the students according to the following schedule as

shown in Table 6.3.

Table 6.3: Survey schedule

School Date Number of
Participants

School of Business and Administration 4-2-2012 119
6-2-2012
7-3-2012

School of Humanities 11-2-2012 133
12-2-2012
14-2-2012

School of Engineering 18-2-2012 92
20-2-2012
21-2-2012

School of Education 22-2-2012 87

School Computer Science 25-2-2012 101
26-2-2012
27-2-2012

School of Urban Planning and Architecture 27-2-2012 84
28-2-2012

School of Science 28-2-2012 106
29-2-2012

Total ] e 722

The researcher and his female representative administered the questionnaire and the
respective lecturers were requested to leave the classroom to give the students
confidentiality while completing the questionnaires. The students were first briefed
about the research by the researchers and then they signed the consent form
voluntarily for their participation (Appendix 10). Later, each class (of each school) was
given around 45 minutes to fill-out the questionnaire. The researcher in the male
section and his female colleague remained vigilant at all times to help the participants
understand the questions clearly. The same procedures were applied for both the male
and female sections of each school. The questionnaires were completed anonymously

and no information was collected about the participants. Also, participants were asked
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to leave a distance between each other so no one could negotiate the answers with
their classmates. In addition, the researcher and his female assistant ensured complete

silence in the room where the questionnaires were being completed.

6.9 Interview conduction procedures

The interviews were conducted at the very beginning of the academic year 2013/2014.
The researcher interviewed the male students while the female students were
interviewed by a colleague from the female department. The researcher employed a
highly skilled female colleague. The skills and ability of the female colleague were
assured so that she would be able to elicit valuable data from the female interviewees.
This colleague has experience in conducting interviews and was provided with the
necessary training in achieving the stated research mission. The researcher was aware
that the quality of the data collected by the female interviewer needed to be
consistent with that collected by him. Therefore, steps were taken to handle this issue.
Constant contact by phone and email between the researcher and his colleague took
place when conducting the interviews to identify any issues and difficulties that may

have arisen during the data collecting process.

The interviews were conducted in the Arabic language as it is the native language for
the participants. The interviewees were informed about the purpose of the study and
the approximate length of the interview and a consent form was filled by every
participant (Appendix 9). The process of conducting the interview began by confirming
the time and the location. Prior to the interview, the interviewer assured the

interviewee that the audio-recording equipment (Sony V16 audio recorder) was
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working accurately, its battery was sufficiently charged, and the memory card had
enough space for at least an hour of recording. The advantage of recording the
interviews provided the researcher with the ability to re-listen to the verbatim
responses multiple times to ensure that no detail was missed during the transcribing.
The interviews were conducted in suitable environments to ensure no interruptions or
the possibility of being overheard. In all interviews, the researcher or his female
colleague took into account treating the participants with honesty, friendliness, and
trust as their answers were much appreciated and of value to this study. At the end of
each interview, the researcher acknowledged and thanked the interviewee for his/her
collaboration and valuable inputs. The recordings were kept confidential and uploaded

in a password protected computer at the University of Southampton.

6.10 Tools for data analysis

This study adopted different approaches of data analyses for its quantitative and
gualitative sets of data. Data analysis was concurrent with data collection as the
guantitative data (through the survey) were analysed before conducting qualitative

data collection (through the interviews).

The initial concern for quantitative data analysis was choosing the appropriate
software or programs. Many programs have been widely utilised in social science
studies, such as, SPSS, MS Excel, R, S-PLUS, and SAS. The Social Package for the Social
Science (SPSS) is the most common software used in education research because of its
availability for the majority of higher education institutions and it is user-friendly

(Muijs, 2010). Therefore, the researcher adopted SPSS version 18 to analyse the
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guantitative data. The researcher conducted descriptive analysis to look for

characteristics and explain.

The analysis of the qualitative data, however, followed a set of stages. Holloway
indicated that ‘the analysis of qualitative data is an ongoing process that is best begun
early, as soon as the data collection begins’ (Holloway, 2002,p39). In this study,
gualitative data analysis was started by transcribing the recorded interviews collected
by the researcher or his female colleague as soon as possible after each interview.
While transcribing, emerging interpretations derived from initial contact with the data

was immediately documented for further contribution to data analysis.

Analysing qualitative data is not primarily about description but is more about
generating themes and concepts from the collected data in order to interpret the
phenomena under investigation (Holloway, 2002). A thematic approach was used to
analyse the interview outcomes. Holloway (2002) suggested that coding is the central
link between collecting data and developing a theory to explain the data. The
interview data was passed through a thematic analysis process. First, codes were
identified, and then grouped into categories, which were organised into themes (Smith
et al., 1995). This coding process helped keep the investigator close to the data and
avoid preconceived ideas and assisted in influencing decisions as to whether further
data needed to be collected (Smith et al., 1995). This systematic procedure was
needed to be followed by the researcher as the research subjects and the research
context of this study were personally and professionally familiar and connected to him,

and these could raise the risk of bias while analysing the data.
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6.10.1 Meta-analysis

In this thesis, the meta-analysis procedures have been followed with the literature
review, and the survey and interview findings to explore the research questions. The
term ‘meta-analysis’ refers to the analysis of analysis. For example, if a researched
topic or the research findings are further examined through different themes, patterns
and approaches, the new analysis can be considered as the meta-analysis. Meta-
analysis can integrate various individual study findings and can compare and contrast
those together to explore new results (Glass, 1976). Egger et al. (1997) suggested that
the meta-analysis procedures should be carefully conducted with a complete
investigation plan. They also mentioned the need for comprehensive examination of
every individual findings, researcher’s rational views and assumptions, and

descriptions of findings through graphical displays.

Based on the suggestions of Egger et al. (1997), and Miller and Pollock (1994), this
thesis has conducted the meta-analyses of the findings in three steps. In step one, the
relevant research findings of the previously conducted research work were reviewed
and listed for comparing with the findings of this thesis. In step two, two types of
datasets, the survey and the interview data, were gained and findings reported with
references to the literature review. Lastly, in step 3, the findings were again analysed
on new themes and patterns (please refer to Chapters 9 and 10) which provided
different aspects of the findings and helped to realise the research context more

extensively.
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6.10.2 Methodological triangulation

Triangulation is defined by Cohen et al. as '...the use of two or more methods of data
collection in the study of some aspect of human behaviour' (Cohen et al., 2007b,p112).
The researcher believes that employing more than one method can advance his
research in two ways. First of all, using more than one instrument can help to obtain
more information which cannot be gathered by using one approach. Secondly,
applying different instruments can lead to the acquisition of rich and appropriate data
from different dimensions about the same investigated phenomena. Perlesz and

Lindsay stated that:

Triangulation between the evidence produced by different research methods is
thought to be a simple and common form of combining methods. Various
reasons have been advanced for the use of combined methods triangulation,
including increasing the concurrent, convergent and construct validity of
research, the ability to enhance the trustworthiness of an analysis by a fuller,
more rounded account, reducing bias, compensating for the weakness of one
method through the strength of another, and in testing hypotheses (Perlesz and

Lindsay, 2003, p 31).
Therefore, using more than one research method is highly recommended to meet the

needs of the research by obtaining complementary data (Hutchinson, 2002).

Methodological triangulation can potentially enhance the reliability and validity of a
study and validate the potential findings. As stated, this study employed two research

methods, namely questionnaire and interview, in order to provide this enhancement.
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6.11 Validity and reliability

Validity and reliability are two fundamental aspects of any persuasive research (Sim
and Wright, 2000). In the case of a questionnaire, the validity is ensured when the
gained data represent what they are meant to represent (Sim and Wright, 2000). For
example, if a test that claims to evaluate overall language proficiency measures only
writing skills, the test is not valid in terms of evaluating language adequacy;
nevertheless it may be highly valid to measure writing skills. Reliability on the other
hand, means that '...the assurance that the measure is consistent' (Aday and Cornelius,
2006). Cohen et al. (2007a) emphasise that reliability in quantitative research is
essentially a synonym for dependability, constancy and replicability over time, over
instruments and over groups of respondents. However, there are three basic kinds of
reliability which are stability, equivalence, and internal consistency. It is clear that
validity is a more important aspect than reliability as the latter is directly dependent on
the measurement of the earlier one. According to Cohen et al. (2007a), a research
might be judged worthless if it fails to be considered valid. Reliability on the other
hand, is easier to assess using different techniques, such as test-retest reliability or

internal consistency.

The researcher of this thesis used techniques to retest the validity and reliability of the
guestionnaire used for this study. First of all, in order to measure the validity, it was
arbitrated by experts from a wide range of disciplines, from both national and

international universities.

The questionnaire utilised for the current study was given due consideration, and

processed through several stages as described below:
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e In preparation, previous studies were reviewed in order to adopt and inform

some questions.

e Questions included in this questionnaire were formulated to be suitable to the

Saudi students.

e The researcher ensured the logical consistency of the themes to obtain rich data

to meet the research objectives.

e Both supervisors for the researcher were asked for advice and comments.

e Experts from different universities in Saudi Arabia and Kuwait piloted the
guestionnaire. They were asked for their suggestions and opinions for both the

Arabic and English versions.

e The pilot study was operated with small numbers of participants who were
similar to the main targeted population and accordingly results from the pilot

study were analysed.

e The translation for the questionnaire was examined by a language expert, who

checked the interpretation from English to Arabic, spelling and layout.

The final version was sent to the representative sample to be piloted at the beginning

of February 2012.

Researchers in qualitative research assess the credibility of their interviews by judging
their transparency, consistency-coherence, and communicability (Rubin and Rubin,

2005). In order to judge transparency, the interviewer is required to record accurately
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all interviews. This step offers the opportunity for the researcher to play back the
recordings or read the notes. It is stated that consistency-coherence of interviews can
be examined by allowing participants to comment on their responses and ideas which
might be seen by the researcher as inconsistent and in conflict (Rubin and Rubin,

2005).

The researcher has to be well-prepared through utilising extensive background
information to prepare interview questions to help him or her to elicit specific and
detailed information (Rubin and Rubin, 2005). The interviewer introduced a design and
structure to the interview questions, to obtain extensive data regarding the research
questions. To meet communicability demands, it was the duty of the researcher to
ensure that the interviewees are expressing their thoughts about their experiences
rather than presenting others’ views and experiences. To ensure this, in this research

the researcher maintained the following strategies:

e Before the interview sessions, the interviewees were assured that the
information would be anonymous and it would be used only for research
purposes. This strategy enhanced the validity of the interview outputs as the
interviewees did not need to hide any sensitive information or provide any false

data.

e The researcher and his female colleague tried to focus on the personal
experiences and perceptions of the interviewees on HRBs and thus they often
wanted to know the similar incidents in their life and their own opinions and

reflections on them. The approach allowed the interviewees to pick answers,
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particularly the examples, from their own life which had been the major aim of

the interview conduction.

e After asking any question, the researcher tried to make sure that the interviewee
fully understood it. This checking of understanding enhanced the validity of the
interview data as the interviewee could remain focused on the question he/she
was asked to answer and consequently the answers were mostly relevant.
Additionally, in many cases and after asking the pre-set question, the researcher
asked some supplementary and investigative questions like ‘why’, ‘why do you
think so’, ‘how’, ‘when did it happen’ etc. for receiving with the aim of clarifying
responses. This strategy was successful in enhancing the validity of responses as
the responses to the supplementary questions clarified the answers given of the

core question with elaborate descriptions and examples.

The researcher and his female colleague used audio-recording in all the interviews.
These were then transcribed into English. The respective transcript of the interview
was later provided to individual interviewees to confirm that the information had been
correctly received and transcribed. No objection and misinterpretation in this regard

was mentioned by the interviewees.

6.12 Ethical Considerations

Educational research has historically engaged in research that introduced minimal risk
to the participants (Creswell, 2003a). However, in recent years ethical considerations
across the research community have come to the forefront (Social Research

Association, 2003). According to Mertens (1998), ethics in research should be
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considered at the planning stage and during the research procedure and then applied
through the different research phases. Therefore, the researcher has an obligation to
meet the needs, rights, desires, and the values of the people under investigation. In

this regard, in Saudi Arabia, cultural values and traditions created problems in directly
approaching female participants. To minimise this issue, the guidance and help of the

female head of the institutions of University X in Saudi Arabia was sought.

The research was conducted in accordance with the ethical procedures and guidance
of the University of Southampton, as summarised in the Ethical Protocol document.
The ethics reference number is SSEGM-12 (Appendix 11). In the main fieldwork phase,
data needed to be collected from University X. Firstly, a request form for consent was
sent to University X to gain permission to conduct this study; this was granted in
December 2011. Permission was also sought and received from the Saudi Cultural

Bureau in London to collect the data.

In order to enhance the response rate of the questionnaire and interview, the
procedure was explained verbally to all participants by the researcher and his female
colleague who collected the data from the female section. It would have been
inappropriate to financially compensate the participants for their cooperation, because
in Saudi culture, people, including young adults, are encouraged to participate in
educational, social welfare and religious activities voluntarily, not for any gaining
financial benefits. The researcher therefore strongly emphasised the importance of
this study for Saudi youths and shared the hope that the findings would be beneficial

for the overall development of Saudi Arabia.
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There are further ethical considerations when using a questionnaire because it usually
investigates people’s attitudes toward a phenomenon. The questionnaire will always
be an intrusion into the life of the respondent, be it in terms of time taken to complete
the questionnaire, the level of threat and sensitivity of the questions, or the possible
invasion of privacy (Cohen et al., 2007b). Researchers should take into account many
basic points as they design and distribute questionnaires. First of all, participation

should be voluntary; secondly, the results should be:

... for the good of society, not random and unnecessary. Participants also
should be allowed to terminate their involvement at any time. Finally,
researchers should terminate research if any ethical concerns arise (Cohen et

al., 2007a,p 77).

The researcher was aware of these ethical issues and took measures to address them.

Consent letters were sent to students to invite them to participate in the study.
Informed consent was sought and requested in written form for the questionnaire and
the interview. Anyone who was eager to volunteer was required to sign the consent
form (Appendix 10), which made clear that all responses from all the participants
would be kept confidential and will be used for the purpose of the current study only.
The participants were informed that the data would be owned by the researcher and
no one else will be able to access it. The same procedure was taken with the interview
participants (Appendix 10). Data was stored in a password protected computer file at
the University of Southampton. Upon finishing the research project, all the data was
destroyed and all the related source documents; the questionnaires and interview

transcripts were also destroyed.
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Initially, consideration was given to the fact that some students might be rather unsure
about taking part in this research because they would not know what to expect and
the sensitivity of the subject matter of this study might arise at any time. The
respondents were assured by the researcher that the collected data would remain
confidential and would not be accessible by others and will be used only for research

purpose.

To assure anonymity and confidentiality, students were told that their names would
not be disclosed at any point and any references to staff or students’ characteristics
would be anonymised. Extra care was taken to protect the confidentiality and
anonymity of the participants given the reliance on heads/directors help in accessing
female participants in University X. The researcher ensured that the participants had
the choice to withdraw from participating in this study without any consequences to

them personally.

It is important to ensure the secure atmosphere of the surroundings in which to
conduct the interviews and the researcher’s top priority was to confirm that the
participants felt comfortable. The respondents might have been reluctant to
participate because of two main reasons. First, the subject of investigation in this study
is sensitive to Saudi culture, and second because of respect for the status of the
researcher in the culture of the country, as has been claimed by many (Alansari, 1995,
Al-Sudais, 2004). The researcher consciously avoided leading the participants’ answers

and avoided persuading them to make specific claims (Cohen et al., 2007b).
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In reporting the findings, no references were made to the specific departments or
subjects of the individuals who completed the questionnaire and/or participated in the

interviews. This protected the respondents as their information is non-identifiable.

6.13 Conclusion

This chapter has explored the importance and the requirements of research
methodology, justifying the research design for carrying out this study. This study is
based on a mixed method approach as a methodology to explore HRBs among
university students. In order to study this phenomenon, questionnaires and interviews
were employed. The ways in which the participants were chosen to gain a
representative sample has been described. Previous researchers, including (Cohen et
al., 2007b) considered pilot studies beneficial to assist in achieving the goals of
research. Consequently, the data collecting instruments were piloted. It was also
beneficial to check the quality of the research methods through consultation with PhD
supervisors and specialists at the School of Education at University X in Saudi Arabia,
who identified those individuals best placed to assist with collecting the data from
various sources. The tools used for collecting the data and the techniques used for
analysing the data have been discussed and ethical considerations have been
elaborated. The next two chapters (Chapter 7 and 8) report my survey (quantitative)
and my interview (qualitative) findings. Then, Chapter 9 critically analyses these two
datasets and presents my understanding for the investigated context in relation to the

previous literature.
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Chapter 7 : Quantitative Findings

7.1 Introduction

This chapter presents the findings from the data collected via the questionnaire.
Descriptive statistics are used to present the profile of the respondents and to answer
the research questions. It begins with a description of the respondents and then
presents the findings regarding each of the nine HRBs and concludes with a chapter

summary.

7.2 Profile of the respondents

The sample consisted of 722 students (431 males and 291 females), with nearly two

thirds being male. The complete profile of respondents is shown in Table 7.1.

Table 7.1: Profile of the questionnaire respondents

(Questions) Respondent Frequency Percentage
Q53: Sex Male 431 59.69
Female 291 40.31
Q7: Marital Status Married 47 6.5
Divorced 17 2.4
Widowed 4 0.6
Never been married 653 90.4
Missed 1 0.1
Q8: With whom do you Alone 62 8.6
currently live? Spouse 36 5.0
Relative 57 7.9
Friends 35 4.8
Parents 530 73.4
Missed 2 0.2

The largest group of students 653 (90.4%) for the question about marital status was in
the ‘never been married’ group. This might be due to the fact that most young Saudis
get married at the age of twenty five or more (Al-Khateeb, 1998). Only a small number

of the students fit into the ‘married’, ‘divorced’ or ‘widowed’ categories. Generally,
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more than half of the students stay with their parents. Out of the 720 students who

responded, 530 (73.4%) still stay with their parents even though they are now studying

at university. Generally, in Saudi Arabia children stay with their parents until they get

married.

Table 7.2: Mean and standard deviation of age, current year of study and grade for

students
Questions Respondents who Minimum Maximum Mean SD
answered the questions
Ql: Age 718 19 28 20.77 1.34
Q2: Current Year at 720 0.5 6.0 2.43 0.97
college
Q6: Grade 686 1.20 4.96 3.61 0.67

Table 7.2 shows that most of the respondents were young adults within the age range

of 19-28 years and the Mean age being 20.7. Most of the respondents were in their

second year (mean=2.43) with some in their sixth year at university. This therefore

implies that most students are likely to engage in HRBs, given that quite a long time is

spent on their own. Furthermore, the Mean grade (3.61) indicates that most of the

respondents are academically able. In some instances, higher Mean grades could point

to the fact that such students are from average or better social backgrounds and

schools (Wiseman et al., 2008). It is imperative to note that the Saudi university system

uses a cumulative grade point average (GPA) to grade students’ performance on a

scale of 0-5.
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7.3 Students’ health risk behaviours

As described in the literature review chapter, HRBs among young persons can include
many different types of behaviours (Centre for disease control and prevention, 2012) .

However, this study concentrates on seven major aspects as listed below:

i) behaviours that contribute to vehicle injuries

ii) behaviours that contribute to violence

iii) tobacco use

iv) alcohol and other drug use

v) unhealthy dietary behaviours

vi) physical inactivity, and

vii) sexual behaviours that contribute to sexually transmitted diseases

In addition, the questionnaire monitors the prevalence of body weight and emotions
among students at X University. Each of the above HRBs is explained in detail below

followed by the participants’ self-assessment regarding some risky activities.

7.3.1 Behaviours that contribute to vehicle injuries

This section presents items on students’ HRBs focusing on the topic of safety. Table 7.4
shows the Mean score, standard deviation, minimum and maximum value with the
level of risk of all aspects of safety. Different aspects of safety were included in the
guestionnaire, such as the number of times students wear a seat belt, either when
they are driving or as passengers, how often they have been involved in an accident,

go through traffic lights when they are red, exceed the speed limit or text or talk on a
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mobile phone while driving. For consistency, these items are scored on a ten point
scale and later collapsed into three categories, that is, 'never’, 'sometimes', and
'always'. Using the scores, between 1-3 are classified as high risk, 4-6 medium risk,

while 7 and above are taken as low risk on safety aspects (Warden et al., 2003).

According to Table 7.3, the Mean score for Q9 regarding the frequency of wearing a
seatbelt when riding in a car driven by someone else, shows a high risk for all groups.
The Mean is 3.07 times with its minimum value as 1 for 'never' and the maximum value
10 for 'always'. These findings suggest that the respondents seldom wear a seat belt
when they ride in a car driven by others, with female respondents showing a higher
risk (Mean=1.95) compared to males (Mean=2.56). This might be because females are

unlikely to be checked by police because of the culture of Saudi society.

Table 7.3: Number of students wearing seat belt (by gender)

Questions Gender N Minimum Maximum | Mean SD Interpretation
of level of risk

Q: 9 How often do you All 722 1 10 3.07 2.47 High

wearaseatbeltwhen |\ | 43 1 10 3.82 | 2.56 High

riding in a car driven

by someone else? Female | 291 1 10 1.95 1.84 High

Table 7.4: Risks taken during driving (male respondents only)

Item N Mean SD Minimum Maximum
Q:10 How often do you wear a seat belt when 428 4.24 2.94 1 10
driving a car?

Q:11B During your life how many times have 428 2.65 2.26 1 20
you been involved in car accident?

Q:12B During the past 12 months, how many 430 11.64 14.41 1 104
times have you jumped the traffic lights?

Q:13B During the past 30 days, on how many 431 17.48 18.51 1 120
times did you exceed the speed limit?

Q:14B During the past 30 days, how many 431 18.92 18.66 1 100
times did you drive a car or other vehicle while

texting or talking on a mobile phone?
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The items in Table 7.4 apply only to male respondents as females are not allowed to
drive in Saudi Arabia. The responses to Q10 averaged at 4.24 on a ten point scale.
Based on Warden et al. (2003), this score falls in the range of medium. Responses to
Q11b, indicates that on average students have been involved in car accidents
approximately three times in their lives. However, there were some students who
indicated that they had been involved in an accident 20 times in their lives. Given that
each accident is a sign of risk, it can be claimed that students are involved in risky
behaviours. The other risky behaviours in which the students have been involved in the
past twelve months include going through red traffic lights (Mean =11.6 times),
exceeding the speed limit (mean=17.5 during the past 30 days) and texting or talking
on the phone while driving (mean=18.9 times during the past 30 days). In each of the
risks mentioned above, some students lie on both extremes, suggesting that some are

highly risk prone while others are averse.

7.3.2 Behaviours that contribute to violence

The violence category includes two main aspects: first, the number of days a
student carries a weapon, and second, the number of times they have been in a
physical fight. Table 7.6 shows the Mean score, the minimum and maximum
value of aspects concerning violence for all respondents. The result indicates
that 90% of the students have not carried a weapon (Table 7.5). For the
minority of students (9.8%) who have done so, during the past 30 days, they
have carried weapons such as a gun, knife or club on 13.58 days on average
(see Table 7.6). This is an alarming finding and indicates a high level of risk for
these individuals and potentially those they associate with regard to physical

fights, although nearly 78% of students have not been in a physical fight
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during the past 12 months and the rest of students have a very low incidence

of this risk behaviour (22%). Furthermore, the few who have been involved in

physical fights have done so approximately three times in the past 12 months

(see Table 7.6).

Table 7.5: Frequency and percentage of violence aspects for all respondents

Questions Frequency Percent
Q:15A During the past 30 days, on how many days did you carry Never 651 90.17

i ?
a weapon such as a gun, knife, or club? Yes 71 9.83
Total 722 100
Q:16A During the past 12 months, how many times were you in Never 564 78.12

. hio
a physical fight? Yes 157 21.74
Missed 1 0.14
Total 721 100
Table 7.6: Mean score of violence for all respondents
Questions N No of Minimum | Maximum | Mean
respondents who
answered yes”

Q:15B During the past 30 days, on how 722 71 30 13.58
many days did you carry a weapon such
as a gun, knife, or club?
Q: 16B During the past 12 months, how 721 157 20 2.83

many times were you in a physical fight?

Figure 7.1 and 7.2 show the variations in Mean scores of violence by gender. For

instance, on average, males carried weapons such as a gun, knife, or club on more days

on average (14.96) compared to females (10.05) (See Figure 7.1 and Tables 8 and 9 in

Appendix). However, females reported having been involved in physical fights many

more times on average (mean=3.23) during the past 12 months compared to males

(Mean 2.6) (see Figure 7.2 and Tables 8 and 9 in Appendix).

170




Mean days carrying weapons
13.68
I B Mean days
female Both

Figure 7.1: Carrying weapons
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Figure 7.2: Physical fights

7.3.3 Sad feelings

This section has items that elicit responses about the sad feelings of the students.
Table 7.7 shows that almost two thirds of students felt sad and hopeless for two weeks
compared to those who do not (Q17). This shows a high level of risk behaviours as
feeling sad is classified as depression according to CDC (Centers for Disease Control

and Prevention, 2013). For personal problems, most of the respondents tend to trust

171



their friends to talk to and the second choice is not to talk to anyone or to keep the
problem to themselves (Q18). Interestingly, over three quarters of the respondents
said that they do not speak to their relatives, parents (77.1%) and/or siblings (81%).
24.7% of the respondents claimed that they do not speak to anyone and kept their

personal problems to themselves, which can lead to heightened emotional risk (see

Table 7.7).

Table 7.7: Frequency and percentage on sad feelings aspects

Questions Frequency Percent
Q:17 During the past 12 months, did you ever feel so sad or Yes 465 64.4
Vo stopped dong some usualactitesh No 25 352
Total 719 100.0
Q:18 If you have a personal problem, in your life, who are people
can you trust to talk to? A: Yes 12 17
A. Specialist No 710 98.3
B. Parents B: Yes 165 22.9
No 557 77.1
C: Yes 265 36.7
C. Friends No 457 63.3
D. Siblings D: Yes 137 19.0
No 585 81.0
E: Yes 26 3.6
F. Spouse No 696 96.4
F. Noone F:Yes 178 24.7
No 544 75.3

7.3.4 Tobacco use

This section considers the responses on smoking. Figure 7.3 shows the frequency and
percentage of aspects concerning smoking (See Table 10 in Appendix). Approximately

two thirds (468) of the students have tried cigarette smoking at some stage in their

172




lives. Among those, 331 participants have been smokers during the last 12 months. Of
these, more males (238) than females (93) reported smoking (see Figure 7.4 and Table
11 in Appendix). Further, students are likely to start smoking at aged 17.26 years,
although this varied by gender. For example, males are more likely to start smoking at
an earlier age (16.65 years) compared to females (18.5 years), see Figure 7.5 and

Tables 15 and 16 in Appendix.

Frequency of participants who have
tried smoking
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100 T
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B Frequencies of participants who have tried smoking

Figure 7.3: Ferquency of the participants who have tried smoking
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Figure 7.4: Frequency of smoking during the last 12 months
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Figure 7.5: Mean age of smokers by gender

When asked about their smoking habits over a period of 30 days both males and
females spend more days smoking cigarettes than not (Mean days for smoking
cigarettes = 18.95), as shown in Figure 7.6 On the other hand, an average of 9.52 days
and 8.57 days are spent by both males and females smoking moassal and shisha
respectively (see Figure 7.6 and Table 14 in Appendix). Overall, a number of students
(133) were contemplating quitting smoking. Of these, the males form the highest
proportion (76) compared to females (57), see Figure 7.7, whereas only a small
percentage of them (12.4 %) have not tried to quit smoking. Compared to male and
female data concerning these factors, the percentage of male students who have tried
cigarette smoking is slightly higher than female students (Table 11 and Table 12 in
Appendix), and the percentage of those who have tried to quit is slightly lower in the

case of the male respondents (Q24) (see Table 12 in Appendix).
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Figure 7.6: Mean days smoked by gender and type
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Figure 7.7: Quitting smoking

7.3.5 Alcohol and other drug use

This section presents the findings on drug and alcohol use. Table 7.8 shows the
frequency and percentages of the aspects of students’ use of drugs and alcohol. A very
small number of students claimed to chew khat (4%), take steroid pills (7%), or to have
encountered someone of their age using marijuana or cocaine or sniffing glue. This
shows that students’ risky behaviours in terms of drug use is low, however almost 25%

of students have encountered someone of their age who has drunk alcohol.
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Table 7.8: Frequency and percentage of drug use and alcohol

Questions Frequency Percent
Q:25 During the past 12 months, Yes 29 4.0
did you ever try to chewing No 682 94.5
Khat? Prefer not to answer 10 1.4
Missed 1 0.1
Total 722 100
Q:26 During your life, how many Yes 50 7.0
times have you taken steroid No 655 90.7
pills without a doctor’s No response 14 1.9
prescription? Missed 3 0.4
Total 722 100
Q:28 During your life, did you Yes 181 25.1
encounter someone your age No 532 73.7
who has been drinking alcohol? Prefer not to answer 9 1.2
Total 722 100
Q:29 During your life, did you Yes 83 11.5
encounter someone your age No 638 88.4
who has been using marijuana? Missed 1 0.1
Total 722 100
Q:30 During your life, have you Yes 37 5.1
ever been asked to use cocaine, No 683 94.6
including powder, crack, or Missed 2 0.3
freebase?
Total 722 100
Q:31 During the last 12 months, Yes 47 6.5
has any of your closest friends No 661 91.6
sniffed glue, breathed the No answer 14 1.9
contents of aerosol spray cans,
or inhaled any paints or sprays
to get high?
Total 722 100

For the item concerning illegal drugs, as seen from Graph 6.8, 638 (88.4%) students
indicated that they had never met anyone using illegal drugs in the last 12 months. On
the other hand, 84 (11.6%), of those who had met someone using illegal drugs, 9
(10.7%) were female while 75 (89.3 %) were male. This indicates that males are more

likely than females to have encountered someone using illegal drugs.
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Figure 7.8: Frequency of friends' experience of illegal drugs in the last 12 months

Furthermore, as seen from Figure 7.9, it is indicated that on average the maximum
number of times a friend had used illegal drugs is approximately once (See Table 18 in
Appendix). Males represent a higher Mean score of approximately two times as the
maximum number of times they know of a friend using illegal drugs (See Table 19 in
Appendix). On the other hand, on average females seldom knew of a close friend using
illegal drugs (Mean 0.05), see Table 20 in Appendix. It is important to note that the
male responses reflect wider variations, ranging from 0 minimum score and 60 as

maximum score, however most of the responses are close to one.
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Figure 7.9: Mean of Maximum number of items a friend has used illegal drugs
7.3.6 Body weight

Table 7.9 shows the frequency and percentage of students’ views about body weight.
Overall, for body weight, it shows that almost half (47 %) the respondents considered
that they were at about the right weight. About half (51.1 %) of the students were
trying to lose weight, by exercising and eating less food. A significant percentage
(82.5%) indicated that they did not go without eating for a day or more, although they

were trying to lose weight.

Table 7.9: Frequency and precentage of body weight aspect

Questions Frequency Percent

Q:32 How do you describe your weight? Very underweight 39 5.4
Slightly underweight 92 12.7

About the right weight 339 47

Slightly overweight 220 30.5

Very overweight 31 4.3

Total=N=721 721 100
Q:33 Which of the following are you trying to Lose weight 369 51.1
do about your weight? Gain weight 136 18.8
Stay the same weight 180 24.9

Not trying to do anything 37 5.1

Total 722 100
Q:34 During the past 30 days, did you exercise Yes 369 51.2
to lose weight or to keep from gaining weight? No 349 48.3
Missed 4 0.5

Total 722 100
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Q:35 During the past 30 days, did you eat less Yes 344 47.6
food, fewer calories, or foods low in fat to lose No 377 52.3
weight or to keep from gaining weight? Missed 1 0.1
Total 721 100
Q:36 During the past 30 days, did you go Yes 126 17.5
without eating for 24 hours or more to lose No 593 82.5
weight or to keep from gaining weight?

Total 719 100

Tables 7.10 and 7.11 indicate the body weight aspects by gender. As seen from the

responses from Q32, approximately 43.9% of males and 51.5% of females considered

that they were about the right weight. Further, approximately half of the respondents,

females (54%) males (49%), were trying to lose weight. More males (51.9%) reported

that they were trying to lose weight by exercise, while more females (55%) had chosen

to eat less food to lose weight. Nonetheless, both genders indicated that they had not

gone without food for 24 hours or more to lose weight.

Table 7.10: Frequency and percentage of body weight for male respondents

Question Frequency Percent
Q:32 How do you describe your weight? Very underweight 61 14.1
Slightly underweight 29 6.7
About the right weight 189 43.9
Slightly overweight 126 29.2
Very overweight 26 6.0
Missed 1 0.1
Total 432 100
Q:33 Which of the following are you trying Lose weight 212 49.1
to do about your weight? Gain weight 95 22.0
Stay the same weight 108 25.0
Not trying to do anything 17 3.9
Total 432 100.0
Q:34 During the past 30 days, did you Yes 224 51.9
exercise to lose weight or to keep from No 204 47.2
gaining weight? Missed 4 0.9
Total 432 100
Q:35 During the past 30 days, did you eat Yes 184 42.6
less food, fewer calories, or foods low in No 247 57.2
fat to lose weight or to keep from gaining Missed 1 0.2
weight?
Total 432 100
Q:36 During the past 30 days, did you go Yes 66 15.3
without eating for 24 hours or more to lose No 363 84.0
weight or to keep from gaining weight? Missed 3 0.7
Total 432 100
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Table 7.11 frequency and percentage of body weight for female respondents

Question Frequency Percent
Q:32 How do you describe your Very underweight 32 11.0
weight? Slightly underweight 10 3.4
About the right weight 150 51.5
Slightly overweight 94 32.3
Very overweight 5 1.7
Total 291 100.0
Q:33 Which of the following are Lose weight 157 54.0
you trying to do about your Gain weight 42 14.4
weight? Stay the same weight 72 24.7
Not trying to do anything 20 6.9
Total 291 100.0
Q:34 During the past 30 days, did Yes 145 49.8
you exercise to lose weight or to No 146 50.2
keep from gaining weight?
Total 291 100.0
Q:35 During the past 30 days, did Yes 160 55.0
you eat less food, fewer calories, No 131 45.0
or foods low in fat to lose weight
or to keep from gaining weight?
Total 291 100.0
Q:36 During the past 30 days, did Yes 60 20.6
you go without eating for 24 No 231 79.4
hours or more to lose weight or
to keep from gaining weight?
Total 291 100.0

7.3.7 Unhealthy dietary behaviours

Table 7.12 shows the frequency and percentages in relation to diet for all respondents,
with Table 7.13 showing male responses and Table 7.14 showing female responses.
The Mean number of days eating breakfast each week is 5.23. However, when it comes
to eating at fast food restaurants, the Mean is 4.13 days per week and this could be
considered as a risk for the long term health of the students. However, female
respondents did not eat at fast food restaurants frequent as often as their male
counterparts, indicating that female students are at a lower risk, which might be a
result of the restrictions on females eating outside their homes without being with
relatives and therefore female students have less chance than male students to

indulge in fast food habits.
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Table 7.12: Mean scores on diet for all respondents

Question N Minimum Maximum Mean
Q:37 How many of the past 7 days did 720 1 7 5.23
you eat breakfast?

Q: 38 During the past 7 days, how 718 1 15 4.13
many times did you eat at a fast food

restaurant?

Table 7.13: Mean scores on diet aspects for male respondents

Question N Minimum Maximum Mean
Q:37 How many of the past 7 days did 430 1 7 5.00
you eat breakfast?

Q:38 During the past 7 days, how 430 1 15 4.65
many times did you eat at a fast food

restaurant?

Table 7.14: Mean scores on diet aspects for female respondents

Question N Minimum Maximum Mean
Q:37 How many of the past 7 days did 291 1 7 5.58
you eat breakfast?

Q:38 During the past 7 days, how many 289 1 14 3.23
times did you eat at a fast food

restaurant?

Table 7.15 shows the percentages of students who ate fruit, green salad and drinking
soft drinks, such as Coke, Pepsi or Sprite. Almost half (45.4%) of the students ate fruit
only one to three times a week and this dropped to 37.4% for green salad. However,
24.2% and 28.7% of students totally ignored fruit and salad respectively as part of their
diet. This pattern of eating healthy foodstuffs can be considered a risk as fruit and
green salad are necessary for a healthy diet. Significantly, only 15% stated that they did
not have a soft drink in the past week, most of them reported having soft drinks one to
three times a week. Overall, 34% of all respondents reported having soft drinks at least

once per day.
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Table 7.15: Aspects of diet

Question (Q :39)
During the past 7 days,
how many times did
you eat fruit?

Question (Q:40)
During the past 7 days,
how many times did you
eat green salad?

Question (Q:41)
During the past 7 days,
how many times did you
drink soft drinks such as
Coke, Pepsi, or Sprite?

Did not consume

24.2 28.7 15.0
1 to 3 times per week 45.4 37.4 33.1
4 to 6 times per week 11.1 15.0 18.1
1 time per day 12.9 14.4 16.3
2 times per day 5.3 3.0 11.5
3 times or more per day 1.1 1.5 6.0
Total 100 100 100

7.3.8 Physical inactivity

Tables 7.16, 7.17, 7.18 show the Mean scores in relation to physical inactivity. The

Mean value of all the three items is small (3.4). It shows that the students were not

physically active which indicates high risk behaviour in terms of their health. Physical

activity aspects differed by gender, for example, males spent more days (Mean=3.7)

than females (mean=3.45). Further, males spent more time (Mean=3.9) on doing

exercise to strengthen their muscles compared to females (Mean =2.8). Both genders

reported spending on average similar times in physical activities for at least 20

minutes.

Table 7.16: Mean scores on physical activities aspects

Question

N Minimum

Maximum Mean

Q:42 During the past 7 days, on how many days
were you physically active for a total of at least 60
minutes per day?

722 1

7 3.59

Q:43 On how many of the past 7 days did you
exercise or participate in physical activity for at least
20 minutes that made you sweat and breathe hard,
such as football, running, swimming, or similar
aerobic activities?

722 1

7 3.21

Q:44 On how many of the past 7 days did you do
exercises to strengthen or tone your muscles, such
as push-ups, sit-ups, or weight lifting?

722 1

7 3.51

182




Table 7.17: Mean scores of physical activities aspects for male respondents

Question

N

Minimum

Maximum

Mean

Q:42 During the past 7 days, on how many days
were you physically active for a total of at least 60
minutes per day?

431

1

7

3.66

Q:43 On how many of the past 7 days did you
exercise or participate in physical activity for at least
20 minutes that made you sweat and breathe hard,
such as football, running, swimming, or similar
aerobic activities?

432

3.26

Q:44 On how many of the past 7 days did you do
exercises to strengthen or tone your muscles, such
as push-ups, sit-ups, or weight lifting?

427

3.87

Table 7.18: Mean scores on physical activity aspects for female respondents

Question

N

Minimum

Maximum

Mean

Q:42 During the past 7 days, on how many days
were you physically active for a total of at least 60
minutes per day?

291

1

7

3.45

Q:43 On how many of the past 7 days did you
exercise or participate in physical activity for at least
20 minutes that made you sweat and breathe hard,
such as football, running, swimming, or similar
aerobic activities?

291

3.05

Q:44 On how many of the past 7 days did you do
exercises to strengthen or tone your muscles, such
as push-ups, sit-ups, or weight lifting?

291

2.84

However, Table 7.19 indicates that most students watched TV for only about one hour

per day and nearly half of the students did not play video or computer games, or use a

computer for something that is not school work. However, it is possible that

respondents were spending much time sitting with friends or family members instead

of being physically active.
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Table 7.19: Percentage of some aspects of sedentary activities

Question (Q:45) Question (Q:46)
On an average school On an average school day, how many hours
day, how many hours do | do you play video or computer games or use
you watch TV? a computer for something that is not school
work
Did not do 9.8 40.6
1 hour per day 34.3 21.2
2 hours per day 23.4 14.4
3 hours per day 14.7 10.0
4 hours per day 7.9 4.7
5 hours or more per day 9.8 9.0
Total 100 100

7.3.9 Sexual behaviours that contribute to sexually transmitted diseases

Generally, most of the students were not aware of STls (See Figure 7.10), see Table 35
in the Appendix, which is reflected in their responses which indicate that 68% of
females and 64% of males had not received information about STls in schools (Q50).
On the other hand, both genders seemed to have fairly similar levels of STI awareness,
although at low levels. For instance, 29% of the females said yes to having received
information about STls, compared to 32% of males (See Tables 36 and 37 in Appendix).
However, some students were not sure about having received information about STI
awareness; these were 3% female and 4% male (See Graph 6.10), see Tables 35, 36

and 37 in the Appendix.
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Figure 7.10: General awareness of STls in schools

Schools are trying to make students aware of the major STls; that is, HIV/AIDS and
Hepatitis, although on a lower scale. For instance, as seen in Figure 7.11 (See Tables 36
and 37 in Appendix), 47% of males and 46.4% of the females reported having been
taught about HIV infection in schools. On the other hand, 21.5% of males and 32.3% of
females reported having been taught about hepatitis in school. In both instances,
females seem to be more knowledgeable about HIV/AIDS and hepatitis than males,

although the differences look insignificant.

50%
45%
40%
35%
30%
25%
20%
15%
10%

5%

0%

HIV Hepatitis

B Male ™ Female

Figure 7.11: STl level of awareness in schools

185



Further analysis shows that even when some students were aware of STls, a significant
number of males and females had not been tested for such diseases. As seen from
Figure 7.12 (See Tables 36 and 37 in Appendix), 95.5% of the females reported never
having been tested for STIs compared to 4.1% who indicated yes. On the other hand,
from Figure 7.13, 95.1 % of the males had never been tested for STIs while only 4.2%

had been tested.

female

03% 4.1%

Hyes BNO ¥ Notsure

Figure 7.12: level of HIV/AIDS testing among female respondents

male

0.7%__4.2%

Hyes MNO ¥ Notsure

Figure 7.13: Level of HIV/AIDS testing among male respondents
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7.3.10Students’ risk attitude and risk taking activities

This section includes data for male and female respondents. However, male
respondents were only asked about particular activities (Q51A-F) which were not
available for female respondents because of the social restrictions. However, Q52
asked to both male and female respondents to evaluate themselves about risk taking
activities and their attitude towards risk. The activities for risk taking included
participating in scuba diving, auto racing, motorcycle-racing, thrill-seeking and martial
arts. Table 7.20 shows that most of the male students did not get involved in these
types of risk taking activity. For instance, only 23.7 % of the males were involved in
scuba diving, while 19.5% took part in auto racing. Also, only 4.9% of males reported
being involved in motorcycle racing while, 38.1% in thrill seeking. Those training in
martial arts were only 21.6% of the males (see Table 7.20). Several studies have used a
10 point scale to measure risk attitude among individuals (Gloede et al., 2011, Ding et
al., 2010, Rohrmann, 2005) . However, on a ten point scale, overall all respondents
have a Mean score of 4.21 (see Table 7.21), with males having a Mean score of 4.82 of
themselves as risk takers compared to the females' score of 3.29 (see Tables 7.22 and
7.23). This implies that both males and females considered themselves as moderate

risk takers, although perceptions of risk taking was higher among male respondents.

Table 7.20: Frequency and percentage of risk taking activities for male respondents

Which of the following activities have Frequency Percent
you done:
Q:51A: Scuba diving Yes 102 23.7
No 329 76.3
Total 431 100
Q:51B: Auto racing Yes 84 19.5
No 327 75.9
Total 431 100
Q:51C: Motorcycle racing Yes 21 4.9
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No 410 95.1
Total 431 100
Q:51D: Thrill-seeking Yes 164 38.1
No 267 61.9
Total 431 100
Q:51E: Doing martial arts Yes 93 21.6
No 338 78.4
Total 431 100
Q:51F: None of these Yes 120 27.8
No 311 72.2
Total 431 100

Table 7.21: Mean of a self-assessment of all respondents risk attitude

Question

N

Minimum

Maximum

Mean

SD

Interpretation

Q:52 To what extent do you
consider yourself to be a risk-
taker?

715

1

10

4.21

2.46

Moderate

Table 7.22: Mean of a self-assessment of male respondents risk attitude

Question

N

Minimum

Maximum

Mean

SD

Interpretation

Q:52 To what extent do you
consider yourself to be a risk-
taker?

427

1

10

4.82

2.55

Moderate

Table 7.23: Mean of a self-assessment of female respondents risk attitude

Question

N

Minimum

Maximum

Mean

SD

Interpretation

Q:52 To what extent do you
consider yourself to be a risk-
taker?

289

1

10

3.29

1.99

Low

7.4 Summary of the results

Descriptive statistics have been used in this chapter to explain the respondents’

profiles and to answer the research questions. Ten major aspects have been covered,

which included safety, violence, sad feelings, smoking, drug use and alcohol, body

weight, diet, physical inactivity, transmitted disease and students’ risk attitudes.

Demographic data have disclosed that two thirds of the respondents were male and

one third female. Most of the respondents were living with their parents and the Mean
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age was approximately 21 years. The data showed that the respondents spent an
average of 2.5 years at University X and the academic achievement was good with a

Mean of 3.61 out of 5.

The outcomes in safety aspects have shown that the respondents rarely wore seat
belts while riding in cars with someone else. Female respondents showed higher risk in
this area than male respondents. The outcomes revealed that a minority of
respondents were carrying weapons but for those who did so, they had been doing so
for about half of their time. However, both genders who admitted carrying weapons
did so on an average of 10 to 15 days out of 30 days. It was also revealed that female

respondents were involved in physical fights more than male respondents.

In relation to sad feelings, two thirds of the respondents disclosed that they had been
sad or felt hopeless in the past 12 months with just over 1 in 3 of them tending to

speak to their friends and 1 in 4 keeping it to themselves.

Regarding smoking behaviour, nearly two thirds of the respondents (64.8%) claimed
that they tried smoking even one or two puffs. Among the students who said they
were cigarette smokers, less than 20% tried to quit. Data about smoking shows that
males are slightly higher users of cigarettes than females. In addition, it has been
found that respondents started smoking as teenagers, with a Mean age of 17.26 years
old. Males tended to take risks by smoking cigarettes earlier than females. Moreover,
taking moassel has been discovered to be more popular than shisha among the
respondents and even more than cigarettes. Data about drugs, alcohol and khat
showed that respondents were at low risk levels; however, 25% of all respondents

stated that they met someone who had drunk alcohol.
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Data on body weight showed that about half of the respondents felt that they were
the right weight. Diet data show that the respondents ate fast food on average four
days a week, with female respondents being at lower risk as they reported lower
frequency. On the other hand, about a quarter of the respondents were not eating
fruit and green salad. More than a third of the respondents admitted that they drank

soft drinks once a day or more.

With regard to STls, data show that just under half the respondents have not been
taught about HIV/AIDS and two thirds have not been taught about hepatitis and other

sexually transmitted diseases.

Finally, the data regarding the students' risk attitude and risk taking activities reveal
that about one fourth of the students were engaged in some risk activities, such as

scuba diving, thrill seeking and auto racing.

Nevertheless, it has been found that the level of risk attitude for all respondents was
moderate (a Mean score of 4.21 for both males and females). However, data from
male respondents show that they were more likely to be high risk takers (a Mean score
of 4.82) than their female counterparts (a Mean score of 3.29) with respect to all the

categories.
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Chapter 8 : Qualitative findings

8.1 Introduction

In March 2014, a total of seventeen interviewees, who were studying in the University
X in Saudi Arabia, were interviewed about HRBs. Among them there were ten female
and seven male interviewees. The researcher and his female colleague conducted
interviews in the Arabic language that were audio-recorded and then transcribed. The
interviews lasted between 25 to 36 minutes (see Chapter 6, Section 6.9 for detailed
procedures of interviews) and contained questions to explore students’ opinions about
the prevalence of HRBs at the University X and associated reasons for these
behaviours. The questions related to personal, peer, family, community and university
issues. A few examples of the interview questions are provided below (see Appendix 7
for the complete list of questions used in the interviews):
e What do you think the major HRBs among students at this university? (state of
HRBs)
e How does self-esteem of students help avoid HRBs? (personal reasons for HRBs)
e Do you think that the peers at this university influence others to be engaged in
HRBs? If so, how do you think they do that? (peer-related reasons for HRBs)
e What could our Saudi community bodies or sectors do to improve the university

students’ health and lifestyle behaviours? (community-related reasons for HRBs).

After conducting the interviews, the researcher transcribed the audio recordings and
translated those into English (see Appendices 12 and 13 for the sample Arabic
transcription and its English translation). Then, the data were coded and categorised in

several themes and sub-themes for reporting.
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8.2 Data coding and reporting procedures

As the responses were based on specific questions, it was possible to code according
to the objective of each interview question. The researcher therefore coded the theme
and subthemes according to the objective of the question by highlighting the printed
transcriptions with different colours. For identifying the themes and sub-themes easily,
first he categorised the themes and collated those for different themes and sub-
themes (see the detailed data coding procedures in Chapter 6, Section 6.10). In order
to ensure the anonymity of the interviewees, numbers and letters were used instead
of their real names while coding and presenting interview data. For example, 3F refers
to the third interviewee who is a female, and 4M is the fourth interviewee who is a

male.

The objectives of the interview questions were to obtain the research participants’
opinions about the state of HRBs among the student population of the University X and
the reasons why students were involved and engage in HRBs. Therefore, responses of
the participants were mainly on the following two themes:

e state of HRBs

e reasons for HRBs
(Please refer to the Definitions and Abbreviations section in page Xlll for the

definitions of ‘state’ and ‘reasons’)

Responses about the state of HRBs provided information on the types of HRBs and the
levels of their engagement by the students of the University X. These findings are

presented in Section 8.3.1 of this Chapter.
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The reasons influencing the engagement with HRBs among the students of the
University X were grouped under five HRB factors, namely self, family, university, peers
and community. These factors emerged from the literature review, including theories
and models from multiple disciplines (see Section 3.4 of Chapter 3 and Chapter 5).
Section 8.3.2 of this chapter introduces briefly this area while Section 8.3.3 answers

the research question 2 of this thesis.

The identified reasons in the four mentioned factors reflect two major aspects of
health risk behaviour: firstly, the reasons why University X students are involved in
HRBs and secondly, the reasons why they are engaging with some HRBs more than
others. The reasons for University X students’ involvement in the HRBs answer
research question 2. Similarly, interviewees’ information on why they consider
students to engage in some HRBs more than others answers research question 3. The

reasons are reported in Section 8.3.3 of this chapter.

The data on ‘university and peers’ explains the influences of the University X on
students’ HRBs and answers research question 4, which is elaborated in Section 8.3.3

of this chapter.

A meta-analysis of the qualitative data revealed features that were interrelated within
the responses and these form two overarching superordinate themes that are
categorised as a) gender-based differences and b) levels. These themes are presented
in Section 8.4 of this chapter (see Section 6.10.1 of Chapter 6 for the description of the

procedures).

Whereas the quantitative data gained through the survey questionnaire mainly

answers the Research Question 1 (see Chapter 7 for the detailed description), the
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interview-based qualitative data provided valuable information to explore all the
research questions. However, for achieving greater perspectives this qualitative
information is later triangulated with the quantitative data gained from the survey (see
Chapter 6, Section 6.10.2 for the detailed procedure). These two datasets are

compared and analysed together in the Discussion Chapter of this thesis.

8.3 Findings

In this section, the interview findings are presented in three sections. Firstly, the state
of HRBs is presented. Thereafter, the risk factors are briefly explained and how they
were categorised of as a result of the literature review. The reasons are further
explored within each identified factor. Finally, a meta-analysis of the data revealed two
superordinate themes that transcended the factors and reasons, but illustrate the
interconnections between these categorisations that influence engagement in HRBs by
the students at University X. These are gender-based differences and three macro

levels of influence.

8.3.1 State of HRBs in University X

One of the initial questions ‘what do you think are the major HRBs among the students
at this university?’ was mainly used to gain a general understanding of students’
opinions about the state of HRBs in the University X. The interviews revealed that
students were thought to engage in various HRBs. The prevalence of HRBs in the
University X can be realised by the types of HRBs the interviewees mentioned in their
responses. However, all the types were not equally mentioned by all the interviewees,

and therefore the prevalence of HRBs is reported using the following schema:
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e ‘commonly seen’ if the type is mentioned by 13 or above interviewees

e ‘generally seen’ if the type is mentioned by 9 to 12 interviewees

e ‘sometimes seen’ if the type is mentioned by 5 to 8 interviewees

e ‘rarely seen’ if the type is mentioned by 1 to 4 interviewees

The findings are as follows:

Smoking and
drugs
consumption

Sexual Unhealthy
Behaviours eating habits

Types of
HRBs in the
University of

Violent
behaviours and
crimes

Violation of
traffic rules

Figure 8.1: Types of HRBs among the students

a) Smoking and drugs consumption

The interviewees reported that smoking and drug consumption were commonly seen
among the students of the University X. Both male and female students took tobacco

in the forms such as a cigarette, Moassal, Shisha and Snuff (M4, M6 and F7). Female
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students generally took Moassal, Shisha and Snuff, and some of them chewed Khat
(F6). Levels of smoking were so high that M3 commented that he is ‘very annoyed by
the density of smoking inside the university building’. M3 also reported that some
‘male and female students especially those who live at the university accommodation
regularly take drugs’. Another point was mentioned by F6 that the students of this
university who travel abroad without their families easily become a smoker or drug

consumer.

b) Unhealthy eating habits and physical inactivity

Unhealthy dietary behaviours were also reported as commonly seen HRBs among the
students of the University X. Many students did not follow any regular timetable for
taking their food (F9) and while staying at the university they ‘love to take rich oily
food’ (F6). M5 reported that there were many students who were continuously
consuming the same type of junk food which are harmful for them. M6 and F1
indicated that there is a high number of obese students at the University X which
relates to their unhealthy dietary practice. In this respect F8 said that ‘imagine that
young females cannot climb stairs’. While talking about the outcomes of this type of
HRBs F2, M1 and M7 mentioned that, although many students consumed high calorie
food at this university, they did not do regular physical exercise; rather they stayed

physically inactive.

c) Violation of traffic rules

Violation of traffic rules is another form of HRB which is generally seen among many

students of the University X. This type of behaviour is mainly limited to the male
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students as the females are not allowed to drive in Saudi Arabia. However, females
often ‘do not wear a seat belt while traveling’ and as a result suffer from vehicle
injuries (F4, F9). M6 reported that vehicle injuries in Saudi Arabia are frequent, ‘but
students do not seem to be aware of this’ (M6). He also mentioned that the traffic
rules are not properly enforced by the police, which may be one of the reasons for this
risky behaviour. M3 added that ‘many students do not have a driving license and many
do not follow the traffic rules and regulations’. Moreover, reckless driving by university
students in Saudi Arabia can be often seen because of the ‘show-off tendency and the

act of heroism considered by these [Saudi] youths’ (M4).

d) Violent behaviours and crimes

Students of the University X are thought to be sometimes involved in violent
behaviours and criminal acts. The volume of these activities is not high, but is
noticeable within and outside of the university premises. As a cultural practice, many
students carry weapons (for example, a knife) which ‘they show or use while in a
heated argument with others or in a physical fight’ (M2). Some female students have
also been seen to be engaged in physical fights for ‘silly reasons’ (F3). Both male and
female interviewees (F6, M1 and M6) mentioned that many students shout in the
university premises and show anger in ‘harsh and impolite’ manners. F10 reported

that, she is ‘quite upset seeing how intolerant some of her university mates can be’.

e) Sexual Behaviours

The interview data show that different sexual behaviour related HRBs are thought to
be rarely evident among the students of the University X. M2, M7 and F1 mentioned

the presence of sexual diseases among a few students. M7 showed his worries about
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the increasing number of ‘illegal relationship’ among male and female students which
according to him is ‘anti-religion and against the long Arabian culture’. F2 mentioned
that she is aware of one case of homosexuality between girls and believed there might
be more cases like that. While the interviewees were asked about the reasons for
sexual HRB, F1 said it is because of the invasion of Western culture and M6 pointed to

students’ frequent visits to foreign countries alone.

8.3.2 Risk Factors of HRBs

Four risk factors were identified as a result of a review of the literature, which included
a critique of associated theories and models (see Chapter 5). The factors were
classified as: self/personal; family; university peers; and community. However, the
interviews highlighted many reasons for engagement in HRBs among the students of
the University X. Even though some reasons could be attributed to more than one
factor, the reasons were subsequently classified under one of the four factors
depending on which factor was most appropriate (see Figure 8.2 below). The
researcher then critically explored the reasons for HRBs engagement within each of

these factors.
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self/personal factors
of HRBs

university
and peers

Figure 8.2: Risk factors responsible for HRBs among students at University X

Analysis of the data revealed that each of the factors (self, family, social community,
and university and peers) has several associated reasons for the engagement with
HRBs. A list of the aspects of each factor is provided in the next section (Section 8.3.3)
and they are reported with references to the interview participants’ responses. These
data explain the reasons under the four factors which influence students to engage in
various HRBs and answers the research questions 2 and 3 of this thesis (‘why are some
students at University X engaging in some health risk behaviours more than other
students?’ and ‘why are some students at University X engaging in some health risk
behaviour more than other behaviours?’). Although the reasons are classified within
four categories, by analysing their characteristics it is seen that they are often
interrelated. For example, low self-esteem is reported as the reason for ‘self’ factor
which can be developed from various aspects of the family, community and university

factors.
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8.3.3 Reasons for HRBs involvement

Based on the four risk factors namely self, family, community, and university and peers
the associated reasons for HRB engagement among the students of the University X

are reported below.

a) Self/personal reasons

lack of

information

= personality type

— isolation

= low self-esteem

sedentary
activities

poor time
management

boastful
tendency

o nhegligence

Figure 8.3: Reasons within the self/personal factor responsible for HRBs

According to the interview data, a number of personal reasons, such as personal
knowledge, behaviours and personality type, are responsible for the students’
involvement in HRBs. Lack of information about HRBs is regarded as a reason for a
range of risky behaviours, including dangerous driving. For example, M3 mentioned
that ‘there is a lack of education in the society about the disobedience of laws and

regulations [...of driving]’. Similarly, M5 said that ‘unhealthy diet is very common
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among Saudi youths as health and nutrition education in the typical Saudi Arabian

family is largely absent’.

Another reason is the student’s personality type. In this regard, F6 thought that the
‘attitudes of the individuals and the surrounding environment are responsible for
students’ engagement in HRBs’, whilst M6 mentioned that ‘the main motivator ... may
be the difficult situations that the students experience’. Therefore, generally
engagement in HRBs by university students appears to be a personal decision (F6). M5
mentioned that students who lack social skills due to extreme isolation from the
community before starting their degree, may more easily choose to smoke any type of
tobacco, whilst M6 thought that low self-esteem causes some students to engage in
HRBs. Conversely, some of these students are thought to be involved in risky activities
in order to improve their self-esteem (M2). Interview participants also mentioned that
some students are bold or fearless in doing HRBs because ‘they want to be praised or
admired by their peers’ (F9), thus raising their self-esteem. F3 thought that this went
further with students wanting to be noticed for their risky behaviour and its associated

glamour, as she said,

... most of the current female smokers are doing so because they want to be
famous and show how modernised or civilised they are ... that is the influence of

the media as they watch foreign channels and see foreign women smoking... (F3)

Personal enjoyment was also regarded as a reason for engagement in HRBs, as some
students considered that university life was the only suitable time to be engaged in
HRBs ‘because there will be no chance to cheer themselves up once they have the

responsibilities of marriage and a family’ (M5).
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Many students were thought to have problems in managing their time tables and in
identifying priorities (M4), which led them to be less interested and have an
unsuccessful academic life, which consequently resulted in HRB engagement. Some
students were also thought to spend a high amount of time using electronic devices to
browse the Internet and chat with people all around the world which is an influence on
their HRB engagement (M7). According to M7, ‘because of the Internet, students are
exposed to pornography and bad culture which do not go with Saudi tradition and
values’. F3 also mentioned that many Saudi university students spend long hours for
‘chatting or browsing the Internet’ and learn many ‘bad habits from their foreign
friends and connections’.

b)Family reasons

... although the majority of families [... in Saudi Arabia] have respectful
relationships, there are some students who are under the negative influence of
their families ... the structure of some families have changed and therefore
children are likely to indulge in HRBs especially if their parents consume drugs or

are involved in violence or have unstable relationships... (M5)
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family tradition and norms

lack of support and company

family problems

HRBs among family members

Figure 8.4: Reasons within family factor responsible for HRBs

The interviewees reported four family related reasons which are responsible for

influencing students of the University X to engage with HRBs (see Figure 8.4).

Family tradition and norms were thought to negatively influence students’ behaviour
in several ways. Firstly, some families are extremely controlling and this can cause a
reverse reaction resulting in engagement of HRBs (M7), whilst M6 considered
anxiousness as ‘a reflection of the family environment’ and such anxiety may result in
risky behaviour. Furthermore, M2 and F3 mentioned the excessive pressure from
family members for high performance in academic and social life, which can cause
engagement in HRBs. As M2 mentioned, ‘the demand of having to keep their families
blessed with regards to their achievements ... they do not like to be stigmatised for

being a failure in their studies’.
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Secondly, interview data revealed that if any family members are involved in problems,
such as violence between parents or child abuse (F3), if they are drug addicts such as
consuming alcohol (M6) or other drugs (F2), then the children may also become
engaged in similar HRBs, such as drug taking or showing a violent attitude to others
(M2 and M7). This influence of other family members may mean that children become
accustomed to HRBs and readily engage in them without fear of the consequences
from their family. According to M3, in some families there are many risky behaviours
that are a ‘family tradition’ and practised by many of the family members for many

years.

Thirdly, the social values and attitudes of a family with regard to gender may also be
reasons for engaging in HRBs; for example, F3 thought that aggressive behaviour may
be a result of upbringing, as she suggested, ‘a family who has a boy always fills his
mind from an early age to be brave and aggressive with anyone who tries to annoy him

or any of his female family members’.

Fourthly, a lack of pure religious beliefs or affiliation in a family was thought to
negatively influence the children of such a family, so that they may indulge in HRBs

(M5 and F2).

Finally, a lack of family support and company is another reason for HRBs engagement.
According to M1, the main reason why students start practising HRBs is ‘because of an
emotional vacuum’ in their family life. Some parents are not well aware of what their
children are doing in academic and social life and, in contrast, some parents do not
accept low academic or social performances from their children (F9). M7 expressed his

frustration by stating that ‘we grow up in families that do not encourage and assist [in
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our educational activities and future plans]... and community and schools do not
promote that as well’. Lack of family support in other ways may cause risky behaviour;
for example, in a great number of families of Saudi University students, the mothers
have jobs and therefore they do not give enough time for looking after their children,
particularly in providing healthy food or by advising on healthy life style (F9). This
causes HRBs such as unhealthy dietary habits that may result in the high levels of
obesity among the students of the University X. Conversely, interviewees thought that
in some cases families know that their child is involved in HRBs, but find excuses for
him/her and continue to support them with their social or tribal power (M5).
Therefore, ‘most university students, females and males, are aware of the potential

outcomes [of HRBs] but they do not care anymore’ (M3).

In summary, the family is a highly influential factor and this can be either positive or

negative with regard to becoming engaged in HRBs. M4 thought that,

The influence of a student’s family is great. So, if the family is optimal, their
children will be good whatever the environment around them is, while if the
family has problems, the probability of transferring the bad habits to their
children is great... [Additionally,] the more the family is destabilised, the higher

the probability that the student will be engaging in HRBs.

c) Community reasons

‘We are influenced by the whole community around us, so there is correspondence

between what is happening inside the university and outside in the community’ (M6).
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Figure 8.5: Reasons within the community factor responsible for HRBs

The interview participants mentioned that they were greatly affected by their
surrounding environment because they were part of the greater city population (M4).
According to M2, the community around the students was very important and if it
challenged HRBs, it will prevent students from engaging in them. The interviewees
mentioned six community related reasons which may influence HRBs among the

students of the University X.

The first reason the interviewees mentioned is the community culture and tradition of
Saudi Arabia. Because of the strong Islamic faith-based society and strict traditional
social rules, most Saudi families maintain strong ties among family members (F2).
However, M1 voiced the view that Saudi culture and values were becoming less
predominant than in the past and that this may cause some people to engage with

HRBs; as he said, ‘there is a decline in the values and norms among the majority of

206



students and youths of the society’. However, he went on to suggest that risky
behaviour is more likely to be tolerated in males than females because of the male-
orientated Saudi society and therefore, ‘if a young male does something wrong they
are lenient towards him, while it is not acceptable for women to commit sins as she
brings shame and scandal to her family and tribe’ (M1). As a result, in the Saudi
context, female students are likely to take less risk because of direct or indirect
instructions from families to keep themselves pure (F4). This situation was supported

by (F10) in the following statement:

... we are advised from an early age not to take any risky behaviours or be
involved in any sort of harsh activities that are just taken for granted by men ...
the more we are involved in risky activities, the more we mix with men and
therefore lessen our faith ... society is against these trends so it is very difficult

for any young girl to get married if she had any experiences of HRB:s...

In the Saudi context, generally men are not disgraced by their mistakes like women;
they only receive sharp disapproval or criticism from their parents for any unwanted
behaviours (M6). M6 described the privileges of Saudi male students in the following

statement:

... boys will not be asked about their wrong behaviours or be checked by their
family members because our culture and norms support that, and if he is caught
practising any sort of bad behaviour, he will receive just a warning; while in the
case of female students doing that the punishment will be severe ... Mostly our
society believes that a female, just like a match, after burning once it is not
functional anymore ... engaging in HRBs such as drugs or alcohol or sexual

relationship can bring shame for the girl’s family and she will not get married...

The second community related reason that is thought to be responsible for the

students’ involvement in HRBs is globalisation and its effects on individuals due to the
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immediacy of access to different cultures and different values, such as the high usage
of the internet and the widespread accessibility of various television channels. These
are thought to be powerful influences within the Saudi community and encourage the
uptake of HRBs (F1). M4 concurs and mentioned the high rates of smoking and
homosexuality among the girls and believed that ‘the community is going down in
terms of social norms if compared with twenty years ago’. M4 and M6 thought that
the ease with which many students can travel abroad also influenced their behaviour
as they experience HRBs (such as drugs consumption, and sexual relationships) whilst
they are away from home. Moreover, the high number of foreigners who stay and
work in Saudi Arabia, and engage in HRBs openly, were also thought to have an impact
on the levels of HRBs amongst students, as they live in the city and their influence
means that various HRBs are easily spread to others such as university students (M2,

M4 and F1).

At the present time in Saudi Arabia, the availability of fast food and drug substances
(third reason) is thought to be higher than in the past. According to F9, young people
prefer to eat fast food and drink fizzy drinks because of the ubiquity of fast food
restaurants and the persuasive advertisements for them. Furthermore, due to the
competition between restaurants, other HRBs are also being encouraged, as F7
mentioned: ‘nowadays, luxurious restaurants and cafés compete to serve Moassal and

give the opportunities for both young males and females to smoke’.

The fourth community-related reason is the inefficiency of various community sectors,
such as community organisations, clubs and government Ministries (of Education,

Health, Youth, Higher Education). M2 believed that in Saudi Arabia these sectors are
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either absent, or ‘very inactive in addressing social issues, particularly the risky and

violent behaviours among the youths’. He added that

[in Saudi Arabia] government departments have no engagement in introducing
comprehensive programmes to challenge HRBs among young people, including

those who are at universities and higher education institutions.

In the Saudi context, a number of HRBs are prevalent because the society is lenient
with regard to them (M1). Moreover, the social sectors are generally profit-oriented
(M7) and weak with regard to helping students to avoid HRBs (M2). M7 found that the
social and community sectors take ad hoc and conflicting efforts where there is no
national incentive. Consequently, these sectors cannot make an effective and
sustainable impact on the Saudi young adults’ HRB-related attitudes and behaviours.
There are also financial implications associated with this as the government has to
allocate a high level budget for these organisations. As a result, these impractical social
and community sectors seem to be a burden for both the government and the

communities.

Public negligence is also thought to be a reason for the spread of HRBs among the
students. As mentioned above, many responsible citizens of the Saudi community
often ignore HRB practices of the youths of their society. However, (F5) considered this
is due to not understanding what HRBs are, ‘It is not only because they do not want to
intervene, but also because of their ignorance’. A similar situation was thought to exist
at the societal level, where various community sectors and government departments
do not know what to do. As F2 said ‘there is negligence because they have no idea how
to challenge HRBs among young students and they have lack of expertise in this area’.

However, M1 considered that interventions could be possible and would be effective
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because in Saudi Arabia ‘seniors are respected and their suggestions are often
followed by all; it is therefore possible to reduce HRBs among the students if they take

initiatives’.

Finally, the interview data also highlighted that there is the absence of proper laws
against the HRBs in Saudi Arabia and the existing laws are not implemented well.
According to M5, ‘there are enough laws but enforcing them is a big problem in this
country because of the corruption and the power of people over laws’. M2 mentioned
that discrimination is based on social classes in implementing laws, as he said ‘anyone
who has relatives in the government sectors can obstruct the law and get their son or
daughter off without any charge’. M6 added to this problem and expressed his
frustration by saying that legislation and laws are vague and are not practical to real
situations. However, F3 mentioned that ‘not at all laws are inefficient, but only a few

of them are enforced or implemented’.

d) University (and peers) reasons

The interviewees mentioned that the university itself is one of the strong factors for
the students’ engagement in HRBs. The academic and social environment of the
university, their friends and the university’s lack of efforts to minimise academic
pressures, lead students to participate in various types of HRBs. The reasons

associated to the University X are reported below.
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Figure 8.6: Reasons within the university (and peers) responsile for HRBs

Firstly, the academic and social environment of the University X is thought to be
responsible for students’ HRBs engagement. F10 thought that the university does not
offer any environment for practising healthy behaviours. M5 added to this point of
view by saying that the university does not provide adequate services to tackle HRBs or

help students avoid them. According to him,

... the evidence is huge; look, there are too many students who lack good
education about HRBs, and also the staff, they are not qualified to help students
to keep away from them ... also different health, environmental, and educational

services are not that good at helping students to avoid HRBs...

F2 mentioned that there is a disconnection between the university and families of
students studying at the university, which results in weak family influence on their
children while at the university. Consequently, many parents do not know much about

the university and its systems and therefore they assume that the university is taking
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all responsibilities to educate their child and promote his/her healthy behaviours

there.

The interviewees also reported the strong influence of peers in involving HRBs. M6
described in the following statement how a student is influenced by his university

friends for HRB participation.

Look, we spend long hours with our friends... we share everything with them. If
any of our friends is a drug addict, we also gradually become interested to do

what our friend does. This is how the HRBs begin at university ...

F9 considered that students coming from different backgrounds and who have already
engaged in a variety HRBs attract many of their classmates to follow them and practise
HRBs. M4 believed that ignoring friends is impossible and therefore any influence from
friends and peers to engage with HRBs is difficult to avoid. However, he suggested that
if the students are made aware about the severe impacts of HRBs, they can be kept

safe from their risky friends and peers.

Interviewees also considered that there was a lack of effort on the part of the
university authority to prevent and minimise HRBs among the students of the
University X. M7 complained that the university does not promote healthy lifestyles in
terms of education with regards to HRBs. M1 explained the situation further by the

following comment,

... the university offers nothing except academic knowledge ... it is not a good
environment to promote healthy behaviours ... the food canteens are unclean
and not suitable for food consumption ... students smoke everywhere inside the
university even in the university hospital ... they conduct some lectures for the

students about drugs, Aids, smoking but the funny thing is that they do not force
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students to attend them ... students do not have the motivation or the desire to
do so ... the university staff and lecturers are smoking intensively inside the

university buildings...

M6 showed his concern that public legislation and laws are not properly applied in the
university campuses and even the university authority is reluctant to warn students
about the dangers of HRBs by avoiding regular health education campaigns. Based on

the university’s existing situation M4 suggested that,

... the university should seek comprehensive approaches to tackle the issue ... the
university must educate young students about healthy food and should not sell
them fast food or unhealthy food ... it must educate people about side effects of

smoking and should not allow them to smoke inside the university...

The interviewees also mentioned that they sometimes receive tremendous academic
pressure from their university which makes them anxious or depressed and this then
encourages them to want to practise a number of HRBs to release the tension. F1 said
that ‘students consume drugs especially at examination periods to reduce stress and
exam fear and also drink alcohol at mixed celebrations in different resorts when they
are free from family restrictions’. F9 also added to this point of view by reporting that
young female students at the university take drugs to reduce the pressure of the

overload from the university.

8.4 HRBs related reasons: two superordinate themes

In the previous discussion the state of HRBs among the students of the University X
was reported and the HRB reasons are also elaborated in relation to the main factors

influencing the engagement with HRBs. A meta-analysis (see Section 6.10.1 of Chapter
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6 for the description of this analysis) of the qualitative data also revealed two clear

superordinate themes within the data.

Firstly, the gender-based differences with respect to the engagement with HRBs are
identified in the data (see Section 8.4.1 below). In Saudi Arabia, there is a sharp
division in terms of treatment and facilities towards the male and female genders. As
F2 said, ‘male students are always prioritised at home and in University’ and clear
picture of a male dominated Saudi society is portrayed by the statements of the
interviewees. The data also showed how different factors (such as family, community
and university) treat male and female students differently with respect to engagement
with HRBs. The findings regarding the gender focused HRBs are therefore important in

this thesis.

Secondly, by analysing the HRB factors and their reasons it is seen that they do not act
in isolation; rather they stem from personal to societal domains in three levels of
operation: the intra-personal; public engagement; and socio-cultural (see Figure 8.8).
Furthermore, the pattern indicates that an HRB can be initiated within any of these
levels of operation as result of the reasons discussed in Section 8.3.3. Because the
levels are interconnected, the effect of the HRB appears to result in repercussions

beyond the initial starting point and may affect different factors.

For example, vehicle injuries among the university students may be caused by a
‘boastful tendency’ (personality reasons within the personal factor) or because of
weak laws and regulations (a community factor). However, anyone’s ‘boastful
tendency’ while driving and breaking traffic rules can impact negatively on the family,

community and university of that person. Furthermore engaging in one HRB may
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influence the threshold for the engagement in another risky behaviour. For example, it
is boastful to ‘show off” in front of peers may cause smoking and drug consumption

which may then result in other HRBs like violent behaviours and unsafe sex, especially
when under the influence of drugs or alcohol (see Figure 8.7). The levels are discussed

further in Section 8.4.2.

showing-
off
tendency

drug
consumption

Figure 8.7: Inter-HRBs influences

The levels of HRBs and their interconnections are discussed further in Section 8.4.2 of

this Chapter.

8.4.1 Gender-based differences in HRB engagement

Both male and female students were interviewed, and the results reflected a number
of similarities as well as differences in the answers from each gender. Even though the
number of female interviewees was more, the males provided a more significant

amount of useful information. One possible reason for this is the culture in Saudi
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Arabia, where the males tend to be more open-minded and forthcoming, and, as the
survey dated showed, they tend to indulge more in HRBs than females. F5 clarified the
situation of females in Saudi Arabia by mentioning that ‘the family and society consider
[... HRB- engaged] women as a burden and shameful’ whereas ‘male students involved
in smoking or reckless driving is seen as reflecting their power and superiority’. The
data also revealed that the female Saudis, generally lived ‘more secluded and family-
centred lives’ (F3), and they were more culture-orientated (F6). F6 and F9 however
mentioned that in recent years the female students in Saudi Arabia have started to

become less timid and more willing to challenge societal norms.

There were gender-based differences in the impact of factors such as the individual,
family, peers, community and university (see Sections 8.3.2 and 8.3.3 of this Chapter)
on students’ levels of engagement in HRBs. Specifically, family culture and tradition,
globalisation through technology and the association with university peers affected
males and females engagement in HRBs differently. Nevertheless, the perceptions and
the examples provided by the male and the female interviewees about engagement in
various HRBs (see Section 8.3.1) provided in Table 8.1 illustrate less gender-based

differences than might be expected.

According to Table 8.1, in Saudi Arabia both the male and female university students
are commonly involved in various HRBs, such as tobacco and drug consumption, rich
food consumption, physical inactivity, not wearing seat-belt, engaging in physical
fights, showing bad temper, participating in risky sexual activity that leads to
contracting sexual infection diseases. This finding is quite surprising as Saudi Arabia is

such a conservative country where women are restricted in their attendance at all
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types of official jobs and social activities (particularly with men). As a male dominated
society, Saudi women, particularly in their lifestyles, health related practices and
behaviours, are strictly monitored and guided by the family heads, including parents
and senior family members. It therefore seems difficult for any Saudi woman to be
influenced by her peers, societal or community factors to be engaged in any HRBs. The
presence of HRBs among the women in Saudi Arabia therefore raises the questions
about where and how they develop these harmful practices, and this could be an

avenue for further research.

Table 8.1: HRBs enaggment based on male and female stduents

Smoking and drugs Tobacco (including cigarette, Moassal, | Male and female
consumption Shisha and Snuff)

Drugs Male and female

Unhealthy eating habits Do not have regular timetable Female
and physical inactivity

Rich oily food consumption Male and female

Do not do physical exercise regularly Male and female

Violation of traffic rules Violation of traffic rules Male

Reckless driving Male

Boastful tendency

Male

Not wearing seat-belt

Male and female

Violent behaviours and
crimes

Carrying weapons

Male

Physical fights

Male and female

Shouting and show anger

Male and female

Sexual Behaviours

Unsafe sex

Male and female

Illegal relationship

Male and female
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The findings also show that only the male students of the University X are involved in
the violation of traffic rules, reckless driving, boastful tendency and carrying weapons.
The violation of traffic rules and reckless driving by only male youths is rational and to
be expected as driving is prohibited for women in Saudi Arabia and thus the HRBs
related to this activity have not developed in Saudi women. According to the data, only
the female students have HRBs like not having a regular timetable which may be due
to two reasons. Firstly, the female students have to accomplish various household
responsibilities which often hamper their planned time table. The other reason may be
the conservative and male-dominated culture of the Saudi society where women’s
choice of work and movements are generally decided and guided by others,
particularly by the males. As a result, Saudi women often lack the required confidence
and freedom to work according to their own plan. The differences of HRBs among the
male and female students of the University X of Saudi Arabia and the related possible

reasons are discussed in further details in Chapter 9.

8.4.2 Levels of HRBs engagement

The interview data showed four major factors (personal, family, community, and
university and peers) and twenty two reasons for HRBs engagement among the
students (see Section 8.3.3). These factors can be categorised in three distinctive
levels: from the self to society and more widely to the environment via communication
and public engagement. The levels (see Figure 8.8) are termed as ‘intra-personal’,
‘public engagement’ and ‘socio-cultural’ and each of them can impact on the others.

The reasons were mentioned by both the male and the female interviewees and it is
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therefore assumed that the levels are equally applicable for both the male and the

female students.

Whilst there are inevitably links between the factors and the three levels (shown in
Figure 8.8 ‘intra-personal’, ‘public engagement’ and ‘socio-cultural’), Table 8.2 shows
how the factors and respective reasons are categorised with the key associated level as

a result of the findings from the analysis of the interview data.

Socio-cultural

Public engagement

Intra-personal

Figure 8.8: Levels of operation of HRBs influences

According to the list, various behavioural and attitude related reasons such as the
personality type, low self-esteem, boastful behaviour and negligence influence the
students of the University X to be engaged in various HRBs. The reasons are mainly

psychological and they are related to personality types and the individual attitudes of
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the students. These reasons therefore are embedded within their intra-personal level.

Similarly, the socio-cultural reasons such as family tradition, influence of globalisation,

insufficiency of community sectors and poor laws and regulations are also responsible

for HRB engagement and activation among the students. The reasons are rooted in

culture, social organisations, traditions, social structures and norms which indicate a

socio-cultural level for HRB engagement. However, the HRBs of a young person can

happen through various ways of social attachment and public communications such as

peer influence, isolation, lack of information and lack of support and company.

Table 8.2: HRBs factors, reasons and levels

Self Personality type
University and peers Lack of effort
University and peers Pressure

Self

Low self-esteem

Intra-personal

Self Sedentary activities

Self Poor time management

Self Boastful tendency

Self Negligence

Family Family tradition and norms

Family Family problems

Family HRBs among family members

Community Culture and tradition socio-cultural
Community Influence of globalisation

Community Availability of fast food and drug substances
Community Insufficiency of community sectors
Community Public negligence

Community Poor laws and regulations

University and peers

Environment

Self

Lack of information

Self

Isolation

Family

Lack of support and company

University and peers

Peer influence

public engagement

The relationship of these levels and their impacts on the students of the University X

are further analysed in Chapter 9.
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8.5 Conclusion

The qualitative data has provided information about the state of HRB participation
among the students of the University X, in addition to the influencing factors and their
associated reasons for engaging in risky behaviours. Interviewees mentioned a
number of reasons that can impact on decisions about engaging in these risky
behaviours, whilst also indicating their views about the prevalence of engagement in
different HRBs. Additionally, further analysis of the data revealed two superordinate
themes; firstly, the gender-based differences of the types of HRBs among the students.
Secondly the wider levels of influence that represents the social ecology of the
participants that are associated with different factors and reasons and how each
factors and reasons are interconnected. These qualitative data supplement the survey
findings (see Chapter 7) of this thesis and both sets of data are used to provide a

detailed discussion in the next chapter that aims to address all the research questions.
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Chapter 9 : Discussion

9.1 Introduction

Several studies (for example, Morash and Rucker, 1989, Satterfield and Schell, 1997,
The Office for National Statistics, 2012) indicate the presence of varied forms of HRBs
in different countries and also in social and educational settings (see Chapter 3 and 4).
However, in Saudi Arabia, particularly in higher educational institutions, the extent and
features of HRBs among the students have not been fully explored. This lack of
knowledge may be exacerbated because the government of Saudi Arabia considers
HRB-related information (particularly on drug abuse and risky sexual activities) as a
potential threat to the country’s positive image and thus unsuitable to disseminate
publicly. As a result, the official reports of the country do not provide any information
on HRBs. This thesis is therefore helpful to understand the general features about
HRBs in Saudi Arabia, particularly the types, factors, reasons and the overall patterns

with a specific focus on the student population in one higher educational institution.

The survey findings (discussed in Chapter 7) identified several types of HRBs and the
level of risk among the students of the University X. The interview data (reported in
Chapter 8) clarified what was happening in University X by explaining the reasons for
students’ involvement in HRBs, which are classified under the four main factors.
Together the two datasets highlight the emerging position of university students’
engagement with HRBs, such as drug abuse, violence and sexual activity, which have

not been explicitly investigated in any other single study in Saudi Arabia before.
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Based on the quantitative (survey) and the qualitative (interviews) data the HRB types,
states, factors and reasons for engagement in a Saudi university context are critically
discussed by addressing the associated theories and concepts, as well as references to
relevant empirical research findings. In doing so, each research question is answered

and the pattern of HRBs, which is the overall aim of this thesis, are addressed.

9.1.1 Chapter structure

The overarching research question of this thesis is ‘What are the patterns of health risk
behaviours among the students of University X?’ This question was explored through

the following four research questions.

(i) What is the present state of HRBs among the students at University X in

Saudi Arabia?

(ii) Why are some students at University X engaging in some HRBs more than

other students?

(iii) Why are some students at University X engaging in some HRBs more than

other HRBs?

(iv) What are the influences of University X that affect students' HRBs?

All the research questions are discussed in Section 9.2 according to the following

order:

Section 9.2.1: Research Question 1 (state of HRBs)

Section 9.2.2: Research Question 2 and 3 (reasons of HRBs)
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Section 9.2.3:  Research Questions 4 (influence of the University X)

In Section 9.3 the discussion from each research question is synthesised to provide a
critical examination of the patterns of health risk behaviours among the students of
University X. In this regard the nature and the trends of the state, factors and the

reasons for HRBs in University X are critically analysed.

Finally, in Section 9.4, the discussion is concluded through reflecting on all the findings
of the study and their relationships to each other, which then leads to the review of
the theoretical framework in the final chapter (see Chapter 10), which was initially
developed and incorporated within the research methodology. Based on the findings
of this research, a revised theoretical framework is provided which may offer a more
accurate theoretical understanding of HRBs amongst students at University X. In
addition the theoretical framework may help to inform HRBs related research more

widely in Universities in Saudi Arabia and beyond.
This would support future researchers in designing effective research methodologies

to conduct studies in similar areas.

9.2 Answers of the research questions

In this section the state and reasons of HRBs among the students of University X are

discussed, which answers the four research questions of the thesis.

The term ‘state’ refers to the present situation of HRBs particularly the types and the

degrees of prevalence among the students of University X. To discuss the ‘types’ the
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different forms and activities that are considered as HRBs are listed. This answers

Research Question 1.

Similarly, in this section the ‘reasons’ that influence University X students’ involvement
in various HRBs is described. In the discussion, the factors are categorised in three
broad levels, namely intra-personal, socio-cultural and public engagement (see Section
8.4.2 in Chapter 8). The reason for this categorisation is to explain how different
factors are associated within a level, as well as how they are linked to the other factors

in a different level. The discussion of this section addresses Research Question 2.

Three aspects of HRB ‘reasons’, namely, why a number of students of University X are
involved in several HRBs; why some HRBs are more evident there; and the reasons
associated to University X for its students’ HRB involvement, are also explained in

8.2.3. These three areas address Research Questions 2, 3 and 4 respectively.

9.2.1 The state of HRBs among students of University X

The presence of various HRBs, such as violation of traffic rules (Almosaed, 2004, Abou-
Zeid et al., 2009), smoking and drug abuse (Wechsler et al., 1998, Al-Mohamed and
Amin, 2010), sexual behaviours (Fageeh, 2008a) and unhealthy eating habits (Al-
Rethaiaa et al., 2010) in Saudi Arabia were identified in previous research findings.
However the types of HRBs and the level of engagement among the educated youth of
Saudi Arabia, more specifically the students of Saudi higher educational institutions,
has not been studied. The survey and the interview data of this thesis begin to address
this gap by exploring the engagement with HRBs among the students of one Saudi
University. The findings also discover the associated HRB factors and the reasons of

students’ HRB involvement which are discussed in Sections 9.2.2 and 9.2.3.
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The survey findings and the responses of the interviews reveal that the Saudi students
of the University X are engaged in five major types of HRBs, namely, violation of traffic
rules, violent behaviours and crimes, smoking and drug consumption;, unhealthy
eating habits and physical inactivity, and sexual behaviours. The general features of
these types are critiqued below.

a)Violation of traffic rules

A high number of traffic related fatalities are evident around the world (Blum and
Nelson-Mmari, 2004). The severity of the casualties of road accidents are reported by
the WHO (2004a) and a similar trend is seen in Saudi Arabia (see Chapter 4). According
to the survey results, the most common health risk behaviour among the Saudi
university students in this study is the violation of traffic rules. The interviews also
confirmed the high presence of this HRB and identified several features, such as driving
without a driving license or without wearing a seat belt, and the involvement in driving
related crimes, such as ignoring traffic rules and driving recklessly. These findings are
partly consistent with those of Bendak (2005) who revealed that, in Riyadh, the rates
of traffic rule violation vary in different areas. The survey findings of this thesis show
that the rates of violation of traffic rules among the students of University X are very
high (see Section 7.3.1). The variances of findings of the survey with Bendak may partly
be due to the differences in location of the studies and the fact that the study on
which this thesis is based investigated adolescents and young people, rather than
middle-aged people. Whilst Bendak (2005) highlighted the prevalence rate, he did not
specifically explore the involvement of males and females in this HRB type. This study

found that both young males and females are involved in the violation of traffic rules.
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Although driving is not legal for women in Saudi Arabia, a high number of female
youths violate traffic rules, as they do not wear a seat belt while travelling (see

Sections 7.3.1 and 8.3.1).

b)Violent behaviours and crimes

In the global context, various forms of violence are common among young people
(Krug et al., 2002). However, there are no reliable statistics that can show rates of
violence in Saudi Arabia. Although it is believed that the level of violence is low in the
country (National Society for Human Right, 2006), health professionals often report
various violence-related cases (Almosaed, 2004). The survey findings appear to support
Almosaed’s findings; they revealed that violent behaviour and crimes among Saudi
university students are high (such as physical fights 21.74% and carrying a weapon 9.83
%). Engagement with this type of HRB is in the form of threatening others with
weapons (for example, a knife or gun), heated arguments, shouting, using impolite
words and in extreme cases involvement in physical fights. The involvement of male
students is greater in most of these HRBs, as culturally women are suppressed and not
allowed to socialise or move freely in the University or their society without
supervision. The survey, however, showed that females are also involved in physical
fights with other females, and to a greater degree than their male counterparts, which
indicates that the Saudi university female students also suffer from violent behaviours

and crimes.

One of the significant findings of the study is therefore that Saudi Universities maybe
unsafe due to the high number of students who carry weapons as part of their

traditional practice. The interviewees also indicated that this practice leads to the

227



involvement of several related HRBs, such as violent behaviours and physical fights.
The findings reinforce Jessor’s argument that the engagement with a particular HRB

often expands to others (Jessor, 1992a).

¢) Smoking and drugs consumption

The rate of smoking is very high (75.57% have tried at some stage in their lives) among
the University X students. However the prevalence of smoking varies according to the
type of substance being smoked. According to the survey findings, the use of cigarette
and tobacco is the highest, whilst interviewees said that because of the high rates of
smoking, the students are also exposed to various other drugs, such as Moassal,

Shisha, Snuff and Khat.

The survey data showed that a high number of female students were involved in this
type of HRB (see Section 7.3.4). However, the male students were more involved and
they become engaged with HRBs earlier than the female students. These findings
support the previous research findings of Jarallah et al. (1999), Bassiony (2009), and Al-
Huquial and Al-Turki (2006) which were conducted in the adult population outside the
university setting. However, these present findings focus on the consumption of
tobacco by the university students, which was ignored in the earlier studies and refute
the claim of the earlier findings that, in Saudi Arabia, smokers are mainly illiterate,
married and involved in manual or casual labour (Jarallah et al. 1999; Bassiony 2009).
This thesis in fact provides evidence that, despite being more intelligent, better
educated, perhaps having a better understanding of the health risks associated with
smoking, the students of University X are still not immune to the factors, levels of

influence and the reasons for smoking.
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Very few respondents indicated having used drugs other than alcohol. It is imperative
to interpret these findings with caution, given the sensitivity that surrounds the use of
alcohol and other drugs in Saudi Arabia. Despite the anonymity of the survey, it is most
likely that the figures reported here are mitigated due to legal constraints because
Sharia law bans the use alcohol and other drugs. Such suppression could partly explain
the inconsistency in findings between the current study and those of Al-Haqwi et al.
who found significant rates of abuse of alcohol and other drugs like amphetamines,
heroin and cannabis, in a Saudi Arabian city (Al-Hagwi et al., 2010). However, the
findings of this research also appear to indicate that the trend of alcohol consumption
and other illegal drugs is increasing amongst university students in Saudi Arabia. This
finding reinforces the study finding of Ageely (2009), which showed that 21.4 % of the
overall population of a region of Saudi Arabia were engaged in consuming ‘Khat’. A
number of interviewees also mentioned that there is a rapid growth of ‘Mossal’ and
alcohol among the students of the University X and suggested that the impact of

globalisation and the influence of foreign culture as the main reasons for this increase.

d)Unhealthy eating habits and physical inactivity

The survey findings show that the students of the University X have unhealthy eating
habits and were often physically inactive which includes irregular daily routines for
taking food, consumption of rich and oily food and lack of physical exercise. Skipping
breakfast and consuming fast foods were the reported unhealthy dietary behaviours
among the student participants, with similar proportions in terms of gender involved in
this behaviour. The prevalence of fast food consumption is attributable to changes in

the eating patterns among the families in Saudi Arabia, which can be characterised by
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snacking and fast food consumption (Al-Rethaiaa et al., 2010). Moreover, there is an
increasing change in the lifestyle in the country, where Western diets and fast food
restaurants are replacing the local diets (Midhet et al., 2010, Washi and Ageib, 2010).
The interview findings show that, because of the busy university schedule, staying
apart from family, and entertaining friends, the university students are increasingly

becoming accustomed to a Western diet and fast food.

In terms of physical inactivity, the survey results (Section 7.3.8) indicate that the
research participants were physically active for less than half of their time (an average
of around three days in a week). This rate is higher than the reports of other Saudi
studies highlighting that the Saudi community is increasingly becoming physically
inactive (see Al-Hazzaa and Al-Rasheedi, 2007). The findings are however context-
bound and thus may not be applicable in all the regions of the country. The city where
University X is located is multi-ethnic and the university itself is more open to changes
compared to other conservative cities. Besides, the University X is among the few
higher educational institutes in the country which has invested in gymnasiums for each
gender to encourage physical exercises. Despite this however, physical activity remains

relatively low especially amongst the female students in this university.

In terms of fast food consumption and physical inactivity, a sharp difference between
the male and female students of the University X is evident by the survey and
interview findings. The survey findings showed that, while the male students are more
engaged in consuming fast food, female students were found to be more physically
inactive (see Section 7.3.7). A number of reasons for this gender-based difference

were identified through the interviews (see Section 8.3.3 of Chapter 8). For example,
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the main reason for the limited movement of female students is the strict conservative
culture of the country where the society is highly male dominated. In fact, in Saudi
Arabia, males can go out more freely, meet up with friends and so go to fast food
restaurants more often than females, whilst females stay indoors unless escorted and
so perhaps eat more healthily. However, the confinement of the Saudi females
reduces opportunities to be physically active. In a University context, there is often a
lack of physical exercise facilities for both male and female students, and due to a busy

academic schedule the university students may have to regularly consume fast food.

e) Sexual Behaviours

Given the sensitivity of the aspect of sexual behaviours, relevant direct questions were
avoided in the survey and the questions were restricted to knowledge levels of STls
(Sexually Transmitted Diseases) possessed by the students. The survey findings
indicate that both male and female students at University X have very limited
knowledge of STls. However, this result should be interpreted with caution given that
answers may be less honest because public discussion of sexual behaviours is still
avoided. Nevertheless, the findings indicate the lack of knowledge of STIs among Saudi
youths is problematic and is exacerbated by the limited campaigns to raise awareness
about the risks of STIs (Fageeh, 2008a, Al-Malki Basim Matar, 2014). Low awareness of
STIs seemed to have had an impact on the level of HIV/AIDS testing among the young
adults, illustrated by there being almost no indication of HIV test uptake among the
university students. This finding could imply that the respondents did not perceive
themselves to be at the risk of contracting HIV, but it may also be the case that young

adults fear going to testing services as it is against the Sharia law for unmarried
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persons to be involved in sexual encounters (Ganczak et al., 2007). The interview
findings also indicated the low rates of sexual behaviour-related HRBs, such as illegal
relationships (see Section 8.3.1), but show the possibility of their rapid growth because
of globalisation and the spread of Western culture. The interview data appeared to
support this finding in showing that different sexual related HRBs were evident among
the students, mainly in the forms of ‘illegal relationships’, and ‘homosexuality’. In a
country like Saudi Arabia, where any type of illegal relationship and homosexuality are
prohibited, it is therefore really important to explore further how these HRBs are
spreading among the University students. As these HRBs were mentioned by very few
interviewees, it can be assumed that these are not necessarily highly prevalent among
the Saudi university students. The finding, however, suggests the possibility of their
existence among other age groups of Saudi people and in different locations of the

country.

9.2.2 Reasons of HRBs

This section relates to research question 2: Why are some students at University X
engaging in some health risk behaviours more than other students?, and research
guestion 3: Why are some students at University X engaging in some health risk

behaviours more than other behaviours?

While the research data identified the major factors and the levels of students’
engagement with HRBs, they also showed the specific reasons of engagement with

HRBs which originated from these factors and levels. Analysis shows that in several
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cases multiple reasons originate from the same factor and levels, and many reasons

are found to be interrelated and this HRB pattern is discussed in Section 9.3.

The qualitative data of this study identified three major reasons for students’
engagement in HRBs and these findings address research questions 2, 3 and 4 of this

thesis respectively. These are discussed below.

9.2.2.1 Reasons for students’ involvement

Through analysing the survey and interview findings (Sections 7.3 and 8.3
respectively), seven major reasons are identified which are responsible for the

students’ involvement in HRBs in the context of University X. The reasons are:

traditional practices

gender
® age

influence of other HRBs

weak and insufficient laws and regulations

lack of awareness

impact of globalisation

The features of the above reasons are discussed below. These address Research
Question 2: ‘why are some students at University X engaging in some health risk
behaviours more than other students?’

a) Traditional practices

According to ‘decision-making theory’ (see Chapter 5), the basis of people’s choices in

making decisions relies heavily on traditions and social norms (Janis and Mann, 1977,
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Aikenhead, 1991, Koehler and Harvey, 2008). From the literature review and the
interview findings (Chapters 3, 4 and 8), it is seen that Saudi culture is mainly
dominated by strong Islamic faith and strict traditional social rules. There is also the
continuation of traditional practices which cause engagement with certain HRBs. For
example, in Saudi society adults often carry weapons. Historically this is a practice to
show ethnic identity and to protect female siblings from any harassment. However, in
this study the university students, who are young adults, have been found practising
the same HRB. This would suggest that they are influenced by social and cultural
norms (Elfawal, 1999). The interview findings corroborate this point by showing that
this risky practice is part of the students’ ethnic tradition. Similarly, physical fights
among the students in Saudi Arabia are possibly connected to the tradition that
encourages young adults to cope with particular life challenges, such as bullying and
ethnic discrimination. The study also revealed gender differences, including tobacco
use and this seems partly due to the cultural dogmas that perceive female smoking as

abhorrent (Abdalla et al., 2007).

b)Gender

The survey and the interview findings indicated that male students of University X are
more exposed to various HRBs, for example, risky driving and sexual behaviours. This
gender-based difference of the engagement with HRBs is typical in Saudi Arabia
because of the discriminatory rules and treatment towards men and women in the
society, particularly the higher flexibility and freedom for men (Baki, 2004). For
example, driving is not legal for women in the country, and women are also not

allowed to move freely and mix with other people (particularly with men). Similarly, in
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the case of smoking, male adolescents are accorded higher personal independence at
younger ages compared to females, and so they have easier access to various
entertainment places where smoking is regarded as an acceptable social behaviour
(Taha et al., 2010). The gender differences, with males reporting slightly higher rates of
physical activity relative to their female counterparts, may be due to the traditional
nature of Saudi society that restricts females walking by themselves without a male to
escort them. This observation therefore highlights the higher risk of physical inactivity
among females at the university. It is, however, a significant finding of this research
that the female students are more involved than the male students in physical fights,
which does not reflect Saudi culture and tradition, and therefore it requires further

investigation for understanding (Abou-Zeid et al., 2009).

c)Age

People’s age, more specifically younger age groups, has been indicated by researchers
such as Odero et al. (1997) one of the reasons for engaging in HRBs (Section 3.5). In the
past in Saudi Arabia, the presence of HRBs among adolescents were minimal, but since
the 20th century there has been an increase of HRBs among this age group (Pierre et
al., 1998, Akala and Semini, 2010, Richter, 2010). The survey and the interview findings
of this research confirm the prevalence of several HRBs among the students of

University X.

Research of ‘problem behaviour theory’ stressed the important of people’s interaction
with their environment in developing behaviour problems (Chapter 5). According to
the theory, various behavioural problems start occurring through interactions between

people and environments over the course of time (Donovan and Costa, 1994, Gullotta
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et al., 2005). When a child becomes an adult, he/she enjoys more freedom to mix with
a greater number of people and in diverse environmental situations. In the case of the
students of the University X, because of their age and frequent contact with various
people, the students may easily become connected to several HRBs. It is important to
consider that, because of the rapid economic growth, increased rates of access to
education and global cultural exchanges in Saudi Arabia, there is a ‘youth explosion’
through which there is a dramatic increase of demand of more freedom among Saudi
youths (Pates and Riley, 2012). These high demands and curiosity seem to be the

major reasons for their engagement with HRBs.

d) Influence of other HRBs

Both the survey and the interview data indicated that in several cases one HRB has
caused the students of the University X to be engaged in other HRBs (Section 8.4 of
Chapter 8 for a detailed discussion). The interviewees said that one HRB can change
the students’ perceptions of and engagement with other HRBs. For example, the
interview data showed that boastful behaviour led some students of University X to be
engaged in smoking and drug consumption, which ultimately caused their engagement
in violent behaviours and unsafe sex (Section 8.3.3 of Chapter 8). It might be assumed
that when a youth is engaged in a particular HRB, he/she experiences a different
relationship with family members, university authority and peers (Crosnoe et al.,
2002). In Saudi Arabia, wellbeing and rehabilitation facilities are not easy to access,
and it is generally not possible for youths engaged in HRBs to overcome these
behaviours (Section 8.3.3 of Chapter 8). Moreover, many young people engaged in
HRBs may not consider going to wellbeing and rehabilitation centres as they may think
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this would damage their family and community reputation (Abudabbeh, 1996). As a
result, there are many students who continue practising a number of HRBs which

gradually expose them to other, different, HRBs.

e)Insufficient legislation

The research data, particularly the interviews (Section 8.3.3), showed that in Saudi
Arabia there is the lack of legislation associated with people’s HRBs. The study reveals
that there are a limited number of laws and regulations, and their enforcement is weak
and, in many cases, absent. For example, ignoring the traffic lights by the youths in
Saudi Arabia is highly evident because of the inaction of the highway police in
implementing the traffic laws. It also points to the inadequate training that these
young adults receive when learning to drive, a view provided by Tarawneh et al. (1993)
as far back as 1993. Whereas most of the road accidents in developing countries are
due to alcohol, in Saudi Arabia the reasons are different mainly because the Islamic
tradition bans the consumption of alcohol. The youths of the country, however, suffer
from road accidents as the result of using mobile phones while driving or trying to
drive at very high speeds. Driving without a licence is common in Saudi Arabia and a
high number of people, mainly young men, drive without a driving license (Abou-Zeid

et al.,, 2009).

This research also found that, because of the weak traffic laws, the habit of disobeying
traffic rules is also high among the female university students of Saudi Arabia (Section
7.3.1). The high prevalence amongst females not wearing a seat belt may have been be
due to the fact that the Islamic and societal tradition bars the police (who are only

male) from checking female passengers. Moreover, it could also be the case that
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female passengers ride in the back seat and so under the law they are not obliged to

wear seat belts.

f) Lack of awareness of STls

Lack of awareness about the consequences of HRBs is a major reason for a number of
Saudi university students involved in HRBs. Earlier studies (e.g. Fageeh, 2008a, Taha et
al., 2010) found that the Saudi university students are not adequately informed about
the sexually transmitted infections (STls) caused by HRBs, and the way they spread
among young people. The high levels of lack of awareness and campaigning in the case

of sexual behaviours is therefore a concern.

The research findings identified that many students of the University X have engaged
in HRBs because they were not told about the harmful consequences of HRBs,
particularly the STls, by their family members or educational institutions. In Saudi
Arabia, sexual behaviours are not topics to be discussed publicly (Section 8.3.1).
Government programmes are also inadequate to raise awareness among young people
about the risks of sexually transmitted diseases (Fageeh, 2008a, Al-Malki Basim Matar,
2014). Moreover, in the country there is a lack of sexual health literature. Ganczak et
al. mentioned another reason for engagement with HRBs among youths is not having
health tests, particularly for sexually transmitted infections (Ganczak et al., 2007). The
reason for this reluctance is either possibly they do not perceive themselves to be at
risk of contracting STls, or they fear to go for testing services as it is against the Sharia

law for unmarried persons to be involved in sexual encounters.
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In Chapter 5 the behavioural-decision-making framework explains how people’s
perceptions lead them to be engaged in HRBs. According to the theory, if anyone does
not perceive the risks and is unaware of the possible consequences, the probability of
engagement in those risks becomes higher (Frederick et al., 2002). The interview data
of this research showed that in the University X context, because of the lack of
information and awareness, many students cannot anticipate the immediate or long
term health risks associated with risky sexual activity, and consequently they engage in

this particular type of HRB (see Section 8.3).

g) Influence of globalisation

Chapters 1 and 2 of this thesis discuss how the conservative nature of Saudi society
helps control the extent of various HRBs such as premarital sex and drug abuse.
However, recently the steady influence of Western culture is evident, which is causing
teenagers and young people to take part in risky behaviours (Fageeh, 2008a, Taha et

al., 2010).

The impact of rapid globalisation is an important reason for the engagement with HRBs
among the Saudi university students. Presently, there is an increasing change in life
styles in Saudi Arabia where Western diet and fast food restaurants are replacing the
local diet (Midhet et al., 2010, Washi and Ageib, 2010). This trend is partly attributable
to an emerging tendency for families to leave their houses at night, as it is cooler than
during the day and therefore they often end up eating in fast food restaurants.
Furthermore, where families do not have domestic workers, they may choose to eat
fast foods rather than cook for themselves. These eating habits, once formed whilst a

child is living with his or her family, appear to remain with them into adulthood, even
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when they have left the family home (Section 8.3, Chapter 8). The developing habit of
skipping breakfast seems to be attributable to changing sleep patterns in the country,
where people choose to stay awake at night and extend their sleep later into the day
and hence go without breakfast (BaHammam, 2005).Through analysing the datasets of
this research, it is understood that the Saudi community is opening up to the world in a
very fast manner and the Saudi young adults are entering into Western lifestyles.
Consequently, the HRB-related phenomena of other countries, particularly of the
Western world, are spreading among the Saudi youths including the students of

University X.

9.2.2.2 Reasons for the existence of some HRBs

Researchers have indicated various factors and reasons for the engagement with HRBs,
such as individual personality; family influence; and the role of community sectors
(Chapter 3). However, in a specific context, the particular reasons that cause the
prevalence of HRBs at various levels have not been explored. In this section the
reasons why the students at University X are engaged in some particular HRBs are

discussed which addresses Research Question 3 of this thesis:

‘Why are some students at University X engaging in some health risk behaviours more

than other behaviours?’

In the previous sections the state of HRBs among the students of University X (Section
9.2.1), the specific reasons (Section 9.2.2) have been discussed. Different levels of
prevalence of HRBs have been determined based on these findings and the results of

the relevant survey data (Chapter 7). The prevalence of the HRBs have been
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categorised into three levels, which can help explore the associated reasons more
precisely:
¢ High level of existence of HRBs : e.g. smoking, risky driving, and violent
behaviours
e Moderate level of existence of HRBs: e.g. alcohol and illegal drug consumption,
physical inactivity, and unhealthy diet

o Low level of existence of HRBs: e.g. sexual behaviours

The reasons for the variance between the levels of engagement with HRBs among
University X are discussed below. It is important to mention that all the reasons
provided in the discussion below may have an impact on the engagement with all or

any particular HRBs.

a)Reasons for high level of existence of HRBs

The levels of risky driving, violent behaviours and smoking are very high among the
students of University X (Sections 7.3.1, 7.3.2 and 7.3.4). The interview findings
(Section 7.3.3) show that there are historical, socio-cultural and psychological reasons
for this very high prevalence of these HRBs. For example, historically in Saudi Arabia,
people, both males and females, are habituated in taking Moassal, Shisha, cigarettes
and Snuff. The culture of smoking is therefore embedded in the Saudi society (Siddiqui
et al., 2001). The prevalence of other behaviours with respect to gender seems to vary
more and this may also have a cultural reason. Socially and culturally males are treated
as superiors in the country and thus they tend to exhibit boastful behaviour and
heroism, which may lead them to taking risks such as driving too fast. Additionally,

because of the present rich economy, a high proportion of the youth population have
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their own personal vehicles; however, many younger people do not have proper
driving training or a driving licence, which causes risky driving and the violation of
traffic rules (Qayed, 1998, Bendak, 2005). Lack of strict traffic laws and the weak
implementation of existing laws also encourage Saudi youths to ignore traffic rules
(Mansuri et al., 2015). The research findings (Sections 7.3.2 and 8.3.1) showed that the
carrying of weapons, which is a cultural practice among Saudi youths, is the major
reason for violent behaviours. Moreover, a high rate of physical fights are evident
among the female students, which might be the outcome of the constant family and
social pressures, frustration, depression and anger they suffer from. It is important to
mention that Saudi Arabian society is strictly conservative and male dominated where
females do not enjoy equal rights compared to their male counterparts (see Chapter

2).

b)Moderate level of existences of HRBs

The research findings (Sections 7.3.5, 7.3.6, 7.3.7 and 7.3.8) showed that there are
moderate levels of alcohol and illegal drug consumption, physical inactivity, and
unhealthy dietary behaviours evident among the students of University X. The
interview findings (Section 8.3.1) identified that the influence of peers, university

culture and globalisation are the major reasons for the engagement with these HRBs.

According to the research findings, the number of the students in University X who are
engaged in alcohol and illegal drug consumption is increasing (Section 8.3.1). It would
appear that students are influenced by their friends and peers to become engaged
with these HRBs and that many students who stay in university accommodation and

travel abroad are readily exposed to this practice because of the lack of family
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guidance. Due to rapid globalisation, the number of fast food restaurants is increasing
in Saudi Arabia, which attracts many university students and cause them to consume
unhealthy food on a regular basis (Washi and Ageib, 2010). Research findings also
show that some students cannot follow a daily routine because of their busy university
timetable (Section 8.3.1). The female students of the university particularly suffer from
physical inactivity as the existing exercise facilities of the university for them do not

seem to be inspiring or adequate.

c) Low level of existence of HRBs

The quantitative research findings (Section 7.3.9) show a low level existence of sexual
behaviours among the students of University X and the interview findings (Section
8.3.1) indicate the influence of western culture and the students’ visits to foreign

countries as responsible for this engagement.

As in Saudi Arabia any illegal sexual relationship is strictly prohibited and subject to
extreme punishment, people generally try to avoid disclosing this behaviour or have
any sexual diseases diagnosed (Madani, 2006). The government is also reluctant to
reveal the prevalence of sexual diseases as the government considers doing so may
tarnish the national image (Nath, 2001). However, this study has found the evidence of
risky sexual behaviours related to HRBs, such as illegal relationships, homosexuality
and Sexually Transmitted Diseases (STls), on a limited scale. By considering the social,
cultural, religious and government policy-related restrictions, it can be assumed that
the existence of sexual behaviour related HRBs is greater than the level identified in
this study. It is, however, important to gather extensive data on this particular area in

order to realise the connected underlying reasons in a more detailed manner.
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9.2.3 Reasons for the existence of particular HRBs in University X

University life is a critical period for students to be engaged with HRBs. University
students are young adults at a vulnerable age and they can be easily involved in HRBs
(for further discussion see Section 9.2.3 of this Chapter). Moreover, these students
undergo a new living and study environment which may also cause engagement with
HRBs. It has been noted that while studying at a university, students may turn to HRBs
to cope with disappointment in failing to meet family and community expectations
(Kierkus and Baer, 2003) and also because of problems, such as lack of proper facilities
in the university, leading to disillusionment and a sense of hopelessness. Such
difficulties in adjusting to higher education are known to push students into engaging

in HRBs (Warr, 1993).

In this section the reasons, which are particularly associated to University X, that
influence the students to be engaged with HRBs are discussed. The information

answers the fourth research question of this thesis:

‘What are the influences of University X that affect students' health risk behaviours?’

According to education researchers (such as Shiner and Newburn, 1996, Patterson et
al., 1998, Kierkus and Baer, 2003), a university should provide the students with
adequate support for their academic adjustment through improving cognitive capacity
along with promoting healthy living and protecting themselves from contracting
sexually transmitted diseases and to stay safe from any engagement with HRBs.
However, the findings from the interviews (see Section 8.3.3) show that the academic

and social environment of University X and peer influences are often responsible for
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the involvement of a number of HRBs among the students. For example, a number of
students find themselves under tremendous academic pressure, making them anxious
or depressed, which leads to engagement with risky behaviour, including drinking

alcohol and taking drugs (Section 8.3.3).

In relation to the social and academic environment of University and the peer pressure
issue, the following four specific reasons are identified which influence engagement
with HRBs, particularly in the Saudi Arabian higher educational context and answer the

research question 4.

a)Lack of institutional rules and facilities

By evaluating the global contexts of HRBs, particularly in university situations, it is seen
that in many developed countries sex education is part of the university curriculum
and the students are taught ways to avoid peer pressure and keep pace with
challenging university cultures, such as its tight schedule of classes, requirements of
rigorous studies and preparations for examinations (WHO, 2002). Many Western
universities have produced practical policies and procedures to ensure that the
university campus is free from HRBs such as taking drugs (Light et al., 1993, Patterson
et al., 1998). The research findings (see Section 8.3.3) reveal that University X does not
maintain an academic and social environment that encourages the practice of healthy
behaviours. For example, the university does not provide a healthy food facility, nor
does it promote awareness regarding healthy lifestyles through health education
campaigns. Additionally, public legislation is not properly applied in the university
campuses, and in many cases the university authority is hesitant or reluctant to take

the initiative to save students from the dangers of HRBs (Section 8.3.3). The students
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of the university also referred to the need for proper institutional explanations, rules

and procedures that address HRB issues (Section 8.3.3).

b)Lack of university effort

The study shows that the University X still has no plan to raise students’ awareness
about the nature of HRBs and their impact on personal and social lives. The students
claimed that the university authority has organised very limited awareness raising
schemes about HRBs (Section 8.3.3). Whereas proper sensitisation is required to keep
students safe from certain diseases (Larzelere and Patterson, 1990) and to promote a
better healthy environment for learning (Berthoud, 1998b), there are still no visible or
significant initiatives by the authorities of the University X in these areas. Moreover, it
is seen that the university has not yet recognised the importance of ensuring safe
lifestyles of its students and therefore no relevant academic activities have been
proposed to minimise the spread of HRBs in the university (Section 8.3.3). The
situations are opposite to many Western universities, which provide necessary health
care services to reduce the possibilities of engagement with HRBs (Rauch et al.,

2006b).

c) Peer influences

University is the place where students make friends, socialise and share views. This
ultimately influences one’s behaviours and practices in relation to others (Sections 3.4
and 3.5). The research data (see Section 8.3.3) show that in University X many students
are influenced by their university friends to engage in HRBs. This is the major cause for

smoking and drug consumption (Section 8.3.1). In a number of cases, it was found that
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the students are involved in violence and physical fights because of the conflicts with
peers and friends (Section 8.3.1). The data also confirmed that there is a strong peer
influence among the university students for engaging in unhealthy eating habits and
sexual behaviours (Section 8.3.1). This finding is corroborated by Ramsay and Spiller
(1997) who indicate that young people are under pressure to conform to the approved
behaviours of their peer groups in order to, among other reasons, have a sense of
belonging. Moreover, Berthoud added that it is not only the desire to conform to the
ideals of the fellow peers that explains engagement in HRBs, and asserts that risk of, or
actual rejection and isolation by peer members resulting in feeling lonely, may
encourage young people to engage in HRBs (Berthoud, 1998a). This therefore implies
that whereas there is pressure to conform to the peer codes, rejection by peers may

also encourage engagement in HRBs.

d) Gap between family and university culture

As a lecturer of a university, this researcher has noticed that it accommodates students
from different educational backgrounds and socio economic cultures. Many students
join the university with previous records of engagement with HRBs, such as smoking or
violent behaviours (see Section 8.3.3). Based on this professional experience, the
researcher has seen that the university has no mechanisms to identify the existence of
HRBs in incoming students or to understand the reasons for their involvement. As a
result, the students continue their HRBs practices and influence others to be engaged
in such behaviours. The university also does not have any HRB-related awareness
building programmes that can help the students realise the harmful impacts of HRBs

that their family or society are engaged in (Cortese, 2003).

247



Moreover, as a Saudi national, the researcher has noticed that generally, the Saudi
families whose children study at university are not well connected to the university.
They often consider that the university would and should take full responsibility for
educating their children and promoting their healthy behaviours (Delgado-Gaitan,
1991, Marmot et al., 2008). This weak family influence also seems responsible in

increasing the students’ engagement with HRBs.

9.3 HRB patterns in Saudi higher education institutions

By analysing the state (Section 9.2.1) and underlying reasons (Sections 9.2.2 and 9.2.3)
for HRBs among the students of University X, the overall pattern of HRBs in the Saudi
University context can be more fully appreciated and provides the answer of the

following overarching research aim of this thesis:

‘What are the patterns of health risk behaviours among the students of University X?’

The findings indicate that the levels of influence are interrelated with the HRB factors
(Section 8.3) and in many cases more than one reason is involved in deciding to engage
in any single health risk behaviour. HRBs seem to be generated from one reason and
then can be enhanced by other reasons (see Section 8.3.4). This finding is parallel to
evidence from several global studies about the ‘risk behaviour syndrome’ which shows
that one risky behaviour can influence people to be engaged with other risky
behaviours (Jessor, 1992a, Sychareun et al., 2011). This thesis not only confirms this
feature in a Saudi higher education institution context, but also explains how several
HRBs interplay within various intra-personal and socio-cultural and public engagement
levels. The multiple underlying reasons within these three levels include students’
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personal beliefs, behaviours and attitudes, family background and culture, influence of
the community sectors (such as government and non-government organisations), and
the overall structure and environment (both the academic and social) of the university

(Section 9.2.3).

An important feature of engagement in HRBs in the University X is that the reasons are
identified by both the male and the female students. Whilst there are differences in
the prevalence of HRB’s between men and women at university X, some HRBs, for
example physical fights, are seen in both genders equally. However, Gustafsod (1998)
suggests that generally men and women show different levels of concerns for the
same risks. In many cases, men are more vulnerable to the engagement of HRBs than
women (Eckel and Grossman, 2008a, WHO, 2010). This would not always seem to be
the case for students at University X and a similar perception of risk for some HRBs is

applicable for both genders.

Furthermore, it is shown from the findings in this study that in the Saudi university
context, the factors and the reasons of HRBs generally do not act in isolation; rather
they develop from, and are influenced by, the inter-relationship between the intra-
personal, socio-cultural and public engagement levels (Bronfenbrenner, 2005). It can
therefore be assumed that the impact of HRBs is not restricted to only the individual
but it spreads from the individual to socio-cultural and public engagement levels and

vice versa.

By analysing the above key features of HRBs in University X, patterns can be drawn

from the following three key perspectives:

e varied types and diverse levels of existence
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e relationship between types, factors and reasons

e cultural influences and impact of globalisation

The features are derived from the findings of the research questions (Question 1 to 4)
of this thesis. A comprehensive analysis of the answers of the questions and the
evaluation of their relationship culminate to an overarching pattern of multiple and

intertwining reasons of HRBs in a Saudi University context.

a)Varied types of HRBs and their diverse levels of existence

Although previous research findings in the Saudi Arabian context (see Chapter 4), have
shown evidence of the existence of a small number of HRBs (such as traffic incidents
and smoking) among Saudi young people, and their impact on individuals and the
society, the quantitative and qualitative investigations of this thesis have identified a
greater number of HRBs (namely violation of traffic rules, violent behaviours and
crimes, smoking and drug consumption, unhealthy eating habits and physical inactivity,
and sexual behaviours) and their diverse levels of existence among the university
students in Saudi Arabia. The findings indicate two possibilities. Firstly, it seems that
the existence of HRBs is more varied and widespread in a university context and
among the students than previously expected. Secondly, engagement with HRBs is
increasing rapidly in Saudi Arabia, particularly in universities (Abdalla et al., 2007, Al-

Hazzaa et al., 2011).

Among these types, smoking, risky driving, and violent behaviours have been found
highly evident, whereas alcohol and illegal drug consumption, physical inactivity, and

unhealthy diet exist at a more moderate level. The findings also indicated that some

250



students of University X are more prone to risk taking. According to the ‘behaviour
decision-making theory’, risk taking is connected to decision-making (Fischhoff, 2008,
Reyna and Rivers, 2008). It is therefore important to consider the varied reasons and
circumstances that lead a student to be engaged with any HRB. Addressing this aspect
is particularly required while designing or implementing any HRB related schemes at

universities or other organisations.

Because of the varied types of HRBs and their diverse levels of existence in this Saudi
university context, it can be assumed that the levels of influence of these different
HRBs also vary among the students of Saudi Arabian higher educational institutions.
Therefore, the factors and reasons responsible for the HRBs may act differently with
different HRB types. However, in Saudi Arabia, different universities may contain
similar reasons for HRBs (such as reckless driving and consumption of similar food

items) and thus the situations may be similar in many cases.

b) Relationship between types, reasons and levels

The analysis of the research findings has enabled relationships between the types of

HRBs, their underlying reasons and levels to be identified (see Figure 9.1).
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Levels (namely intra-
personal, socio-cultural
and public engagement

Factors ( namly
indivdiual, peers,family,
university and

community

Reasons (such as
gender, traditional
practices and

globalisation

Types (such as smoking
and unhealthy eating
habits)

Figure 9.1: Key relationship between type, factors, reasons and levels

In Saudi Arabia, the contributing levels of HRB engagement ( Figure 9.1) extend across
individual and intra-personal levels to wider society (or socio-cultural), whilst social

and government sectors along with the laws and regulations (comprehensively termed
as public engagement) play a vital role (Section 8.3.2). In the country, the government

agencies are mostly responsible for providing services, but there are a limited number
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of social platforms such as clubs and market places where the general public can meet

and exchange their views (Samara et al., 2015).

There are very limited private organisations which provide social or community
services because of the centralisation of the public sector services and therefore the
existing laws and regulations are the main vehicles for controlling engagement with

HRBs in the country.

This research has identified several underlying factors and reasons for HRBs, which are
attributable to various levels (namely intra-personal, public engagement and socio-
cultural), which influence the types of HRBs among the students of University X. Here,
the levels and factors represent the greater contexts or environments which have
overarching and interrelated influences on HRBs. Even though the outcomes of
engagement in HRBs are beyond the scope of this study, they have been alluded to
and may result in several personal development and social related problems (Gerrard

et al., 1996, Green and Myerson, 2004, Steinberg, 2008).

The research findings (Section 7.3) also show that, irrespective of gender and family
backgrounds, a significant number of university students are engaged in a wide range
of HRBs. The engagement of HRBs among the female students is surprising, as they are
not always free to move in the society and mix with people. It therefore can be
assumed that their lack of information about HRBs and the influence of their family

and friends may be the key reasons for their engagement with HRBs.

Based on these relationships it is evident that, to control the uptake of HRBs, and their

potential negative impact, among the students at the Saudi university, effective
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interventions will be required at the intra-personal, public engagement and socio-
cultural levels, with careful consideration of the factors and reasons identified as
responsible for students’ engagement with HRBs. In the final chapter a number of
relevant recommendations are made which may help Saudi Arabian universities and

students reduce and prevent their engagement with HRBs.

c) Strong cultural influence and impact of globalisation

The study findings show that the native Saudi culture, gender disparity and the rapid
globalisation processes strongly influence the students of the Saudi higher educational

institutions whether engage with the HRBs or not.

Firstly, the strong influence of the society and culture on people’s risk-taking related
decisions is confirmed by various researchers (Section 5.3 of Chapter 5). The primary
source of cultural practices is the family and community interactions, which generally
shape the cultural patterns of people (Hawkins et al., 1992). Additionally, social rules,
obligations, norms and social communication practices influence people while deciding
to take risks, including the risks associated to health (Bourdieu, 1986, Coleman and
Coleman, 1994, Putnam, 1995, Shiner and Newburn, 1996, Bennett et al., 2007). The
research findings show that the influence of the society and culture for the
engagement of the Saudi university students with HRBs is strong. Several aspects of
‘family’, including family tradition, problems, and history of HRB engagement of any
family member, influence the Saudi university students’ engagement with the HRBs
(Section 8.3.3). Similarly, the social rules, community regulations and cultural
backgrounds have a strong impact in this regard (Section 8.3.3). The research findings

reveal that the influence of the Saudi culture that is strictly religion based and male
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dominated does not encourage HRB issues to be openly addressed, particularly in the
case of young people and specifically women. The findings suggest that this may be
causing the covert or hidden development of HRBs among young students in Saudi

Arabia.

Secondly, an individual’s gender and risk taking intentions play an important role in
engagement with HRBs (Chapter 5). Research has shown (Kelly et al., 1995, WHO,
1998, Eckel and Grossman, 2008a) that for biological and social reasons, men are less
able to anticipate risks then women. Consequently, men have a higher likelihood of
being engaged in HRBs. In this study, it has been seen that there is a gender-based
difference regarding the involvement of HRBs in Saudi Arabia. The difference is
expected, as in the Saudi community there is a clear difference between the way males
and females are brought up and treated; males receive higher priority and flexibility in
their lifestyles. However, the presence of all five types of HRBs among female students
indicates that HRBs are spreading among young people in Saudi Arabia, irrespective of
gender. In the study, a number of both male and female students at University X were
found to have been involved in all the identified HRB types. However, in a number of
HRBs either the male or female students were more highly involved. For example,
mainly the male students were involved in violation of traffic rules, reckless driving,
having a boastful tendency, and carrying weapons. On the other hand, the female
students suffered from the lack of healthy eating and adequate physical activities.
Whilst both male and female students engaged in the majority of HRBs, the
interrelationship between the extents of influence levels, factors, and reasons for
engagement seemed to operate differently between the genders. According to the

research findings (Section 8.3), families, the community and the university treat male
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and female students differently with respect to engagement with HRBs. The findings
therefore indicate that the route to engaging in HRBs may vary between the genders.
Moreover, the treatment that the female students receive in society, their intra-
personal characteristics and their scope for public engagement may particularly

determine the levels of their engagement with HRBs.

Thirdly, according to the research findings (See 7.3.1 and 7.3.3), globalisation has a
major influence on Saudi university students engaging with various HRBs. Saudi Arabia
is an oil rich country and several million immigrants contribute to its ongoing
development. Previous research (Ageely, 2009) showed how these immigrants are
spreading HRBs among the Saudi youths. Since the 1980s, a great number of Saudi
youths can travel abroad for higher education, tourism and business purposes which,
according to the study findings (Sections 8.3.1 and 8.3.3), are causes for being engaged
with HRBs such as risky sexual behaviours and harmful drug consumption. Young
people, particularly those from conservative backgrounds, are very curious about new
cultures and practices (Steffen et al., 1987, Newby and Snyder, 2009) which makes
them extremely vulnerable to HRBs. The findings of this thesis reinforce the claim of
Pareek and Chowdhury (1981) that contact with foreign cultures and practices may
influence young Saudi’s in HRB engagement such as drug and alcohol consumption,

and risky sexual activity.

9.4 Levels of influence on students at University X to HRBs

People’s engagement with HRBs is linked to risk taking behaviours, decision-making

processes and personal health (Glendinning, 2002, Elgar et al., 2003). Social
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researchers (such as Morash and Rucker, 1989, Slovic, 2000, Harland et al., 2002) have
particularly shown the strong role of the family and society, culture and peer pressure
in this connection (see Chapter 3). Additionally, research findings (such as McGuire and
Priestley, 1995), mostly drawn from Western countries, indicate that the lack of
awareness and experience of the impact of any risky behaviours lead young people to
be involved in HRBs. These varied elements indicate a wide range of factors and
underlying reasons that are potentially responsible for people’s engagement with
HRBs. Adolescence and early adulthood are key periods of human life to be engaged in
HRBs (see Chapter 3) and this study has also found that different HRBs are evident
according to individual students’ circumstances (see Section 8.3.3). Although
previously little was known of what particular reasons are responsible for the Saudi
youths’ engagement with HRBs, the survey and the interview data of this research
provide more information about this area. However, it has also been found from both
datasets and the meta-analysis of these results that there are overarching
circumstances that appear to influence students at University X to engage with HRBs.
Here the term ‘levels’ refers to three broad levels that represent the social ecology of
the participants (see Section 8.4.2 of Chapter 8). It is important to mention that the
levels are not exclusive of any specific reasons or factors for HRBs, but they are the
categorisations that help to explain how different factors and reasons are associated
within a level, as well as how they are connected to and interact with other factors and

reasons at a different level (see 8.4.2).

According to the data categorisations, mainly drawn from the interviews (see Chapter

8), it can be realised that the HRBs in the University X context are originated from
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three levels, namely interpersonal, socio-cultural, and public engagement (see below).
It is also found that the factors and reasons within each level are interrelated (see
detailed discussion in Section 9.3). The description of the features of these factors is

discussed below.

a)Intra-personal level

The research data show that the University X students’ personality type, low self-
esteem, boastful behaviours and self-negligence are the major reasons that influence
their engagement with HRBs (see Section 8.3.3). These reasons are mainly
psychological which are derived from the state of intra-personal character, such as
personal beliefs, behaviours and attitudes. Satterfield and Schell (1997) and Lynch et
al. (1997) noted that people’s lack of awareness, poor literacy, hyperactivity, lack of
self-understanding, and inability to anticipate consequences, lead them to engage
more in HRBs. Researchers such asKelly (1995) and Barker (1998) argue that young
adults are unique in their attitudes and behaviours. Moreover, the personality types,
particularly the risk taking behaviours, vary between male and female youths (Erulkar
et al., 2001, Eckel and Grossman, 2008a, WHO, 2011a). Additionally, youths are
influenced by family tradition, which is connected to their self-esteem and confidence
(Patterson et al., 1998). By indicating the complexity and the inter-related influences
for engaging in HRBs, the interview results show that the intra-personal level is greatly
influenced by the University X students’ surrounding environment and the treatment

of family members and peers as risk factors.

Researchers (such as Stall et al., 1992, Baumeister et al., 1994) claim that an individual

requires comprehensive information to make informed decisions about whether to be
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involved in any HRBs, otherwise his/her lack of information becomes a vital reason for
the engagement with HRBs. Both the survey and the interview findings indicated that
the majority of Saudi university students are not informed about HRBs, which is likely
to contribute to their involvement in HRBs. Moreover, their boastful behaviours and
self-negligence also seem to be responsible for their ignorance about the harmful

impacts of HRBs, and this may also lead them to be engaged in several HRBs.

b)Socio-cultural level

According to the developmental cognitive neuroscience theory and theory of problem
behaviour (see Chapter 5), various social aspects, such as peer pressure (Maung et al.,
1995, Steinberg, 2008) and influences of environmental groups, such as ethnic groups
and university-based communities, are connected to people’s cognition, including their
risk taking behaviours. The survey and interview findings showed that several socio-
cultural elements, such as social norms, influence of globalisation, insufficiency of
community sector support (such as government and private welfare departments) and
poor laws and regulations, are influential in the students’ involvement in HRBs at the
University X (see Section 8.3.3 of Chapter 8). Satterfield and Schell noted that if
children’s self-esteem is not nurtured at early age, they cannot build-up the sense of
self-worth and ultimately become vulnerable to HRBs (Satterfield and Schell, 1997).
This indicates that the levels of influence, such as intra-personal, socio-cultural and
public engagement, are interconnected. It can therefore be assumed that the students
who are involved in HRBs may have been influenced negatively from their society and
culture which has not been properly addressed by the family and the educational

institutions. The strong gender division in Saudi society, which is also supported by
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religious tradition, is also the reason for the higher engagement with HRBs of Saudi

young men (see Sections 8.3.1 and 8.3.3 of Chapter 8).

c) Public engagement level

Researchers (e.g.McKay, 1993, Warr, 1993, Shiner and Newburn, 1996, Harland et al.,
2002) suggest that people need to be guided by welfare groups, such as community
organisations and peers, and other groups promoting positive messages, to avoid
engaging in any HRBs. They particularly mention that youths are vulnerable to peer
pressure and they are highly influenced by their surrounding community groups (see

Section 8.3.3 of Chapter 8).

The interview data of this study showed that the lack of community organisations,
such as clubs, government departments and private unions in Saudi Arabia, and the
strong influence of peer pressure, isolation and lack of information among the
students of University X, are responsible for their engagement with HRBs (see Section
8.3.3 of Chapter 8). Chapters 1 and 2 discuss how the Saudi Arabian government,
through its various groups and departments, influences people’s perceptions on risks.
Yet, the research findings indicated that the students of University X did not consider
that the government had adequate policies and measures to prevent the spread of
HRBs among them (see Section 8.3.3 of Chapter 8). According to these students, the
existing community groups, such as religious organisations, clubs and social support
initiatives, could promote general welfare activities, which can help people to stay free
from HRBs. However, according to the research findings, the Saudi Arabian community
groups are inadequate in terms of number and the initiatives focused on the

engagement of HRBs of Saudi youths (see Section 8.3.3 of Chapter 8).
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In addition to the above, this study has identified the active role of University X and its
community in influencing students’ engagement in various HRBs. It is also helpful for
the researcher to reflect on all the findings of the study and their relationship to each
other. This leads to the review of the theoretical framework in the final chapter (see
Chapter 10). This theoretical framework may help to inform HRB related research

more widely in Universities in Saudi Arabia and beyond.

9.5 Conclusion

The research data indicated the diversity and difference in the prevalence of HRBs in
the Saudi Arabian university context. The data highlighted that levels within the intra-
personal, societal and public engagement and reasons responsible for the engagement
with the Saudi students are inter-related. Through examining the findings, it has been
revealed that particular types of HRBs (namely the violation of traffic rules, violent
behaviours and crimes, smoking and drug consumption, unhealthy eating habits and
physical inactivity, and sexual behaviours) exist in University X. These findings are new
as the previous research on HRBs in the Saudi Arabian context did not cover these
particular educated and assumedly more intelligent youths. The findings also showed
the involvement of both male and female students in many types of HRBs, which may

indicate a greater engagement with the HRBs of all University students.

Based on the analysis, three major levels of influence (intra-personal, socio-cultural
and public engagement) are identified, which provide the context and highlight the
factors that may lead to students’ engagement with the HRBs. When these levels and
factors act in a negative capacity on an individual, they influence the instigation of the
reasons which may cause engagement with HRBs. One factor may therefore be
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responsible for creating several reasons for the engagement with the HRBs. Similarly,
in many cases, several factors also contribute to the formation of a single reason for

the engagement of HRBs.

Finally, by analysing the present state of HRBs along with the relevant levels, factors
and reasons, a set of complex patterns has been uncovered in the study. The patterns
not only indicate the varied types, factors, reasons and levels of the existence of HRBs
in a Saudi university, but also show an intertwining relationship between them. The
study also reveals a strong cultural and global influence on Saudi student with respect
to engaging in HRBs. The identification of these patterns seems to be valuable as it
directs to several recommendations to prevent Saudi university students from the

engagement with HRBs and will be discussed in the following, and final, chapter.
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Chapter 10: Conclusion
10.1 Introduction

This concluding chapter summarises the key findings, the empirical and theoretical
data, and the methodological contributions to knowledge that have been made,
including the development of a revised theoretical framework. Limitations and future
research, including the transferability of the findings to a wider context, are
elaborated. Furthermore, a number of recommendations are explicitly introduced for
planning and tackling the spread of HRBs among the university students in Saudi

Arabia.

10.2 Key findings

The research set out to examine the extent and nature of HRBs among the students at
a Saudi university, also referred to as University X. The overarching research question
of the thesis is; ‘What are the patterns of health risk behaviours among the students at
University X?’ Key findings indicate that students of University X engage in various
HRBs, including the violation of traffic rules, violent behaviours and crimes, smoking
and drug consumption, unhealthy eating habits and physical inactivity, and sexual
behaviours. Moreover, there is a diversity in the prevalence of HRBs in the Saudi
Arabian university context, some of which are gender-based. Based on the analysis,
three major levels of influence (intra-personal, socio-cultural and public engagement)
are identified which provide the context for engagement in HRBs. Within these levels

the factors and reasons that may lead to students’ engagement with the HRBs have
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been highlighted. When these levels and factors act in a negative capacity on an
individual, they influence the instigation of the reasons that may cause engagement
with HRBs. Finally, the present state of HRBs, along with the relevant levels, factors
and reasons, uncover a set of complex social patterns at work in a Saudi university and

the intertwining relationships among them.

10.3 Contributions of the study

This study on the health risk behaviours (HRBs) of students in a Saudi Arabian
university has provided new insights on the research methodology in HRB research.
Answering the research questions with detailed explanations of the situation with
regard to HRBs has also enabled new learning about the state of HRBs in the Saudi
Arabian university context. Furthermore, a revised theoretical framework, derived
from the findings, has been developed that provides a more elaborated
conceptualisation of HRBs and may be used to more meaningfully study HRBs in other
contexts. Additionally, the findings seem to be transferable to other forms of risky
behaviours, such as risky adolescent behaviours and depression related risky
behaviours (Jackson et al., 2012) and also to diverse contexts, such as other higher
educational institutes in Saudi Arabia, schools, or professional organisations. The major

contributions of this study are discussed below.

10.3.1 Methodological contributions

This thesis has designed and applied a mixed method research methodology for
exploring HRBs. An extensive range of literature and research projects in the field of

HRBs was reviewed, but no example of the application of the mixed method research
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was found. Almost all the relevant studies were conducted following a quantitative
research approach and therefore this study is unique in this field for including a
qualitative dimension in the investigation. Several benefits of qualitative investigation
have been highlighted, in that the data provided more detailed explanations of
phenomena and this has helped to reveal more nuanced aspects with regard to HRBs
such as the states, levels, factors and reasons associated with them in a Saudi Arabian
university. It is also important to mention that most of the research projects about
HRBs in Saudi Arabia have mainly emphasised a single HRB, such as smoking and
chewing Khat, rather than a range of behaviours. Furthermore the previous studies

have not examined in detail the state, factors and reasons of this critical phenomenon.

10.3.2 Theoretical contributions

Based on the findings of the study, a change in the initial theoretical framework has
been realised (Figures 10.1 and 10.2 below). The modified theoretical framework
provides a detailed explanation of the Saudi university students’ engagement with the

HRBs through referring to their types, factors and reasons.

a) Initial theoretical framework

Based on the relevant theories and study findings (Chapter 3 and 5), the initial
theoretical framework shows the link between the types of HRBs with the risk and

protective factors, and the possible outcomes (see Figure 10.1).
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The framework, however, indicates the need for explaining the processes and features
between the two stages of the outcomes and the origins (reasons for HRBs and health
outcomes). This thesis has specifically identified three interrelated levels of influence
on health risk behaviours and also found the reasons associated with them. Based on
the information gained as a result of the research, the initial theoretical framework has
been modified below (Figure 10.2) which provides a more complete explanation about

the complexities of HRB in the Saudi university context.

b)Modified theoretical framework

After analysing the qualitative (interviews) and quantitative (survey) research data, the
reasons and processes that connect the factors and outcomes of HRBs are more clearly
elucidated (see Figure 10.2). The data showed that individual, family, peer and
community factors that affect an individual’s decision-making process to engage with
HRBs are informed and influenced by risk and protective factors at the intra-personal,
socio-cultural and public engagement levels. These factors within their levels are the
causal foundation for the reasons for engagement with HRBs which in turn directly

influences the students of University X to take various health risks.

In the following revised framework (see Figure 10.2), the detailed aspects of the
factors, reasons, types and outcomes of HRBs are presented. The figure shows the
engagement processes of the students of University X with HRBs. A more detailed

explanation of the model is provided below.
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Figure 10.2 shows the relationship among the HRB factors, reasons and types. The
comprehensive understanding of the levels of HRBs (intra-personal, socio-cultural and
public engagement — see the first column of Figure 10.2) are more specifically
identified in the Saudi higher educational institution context as the characteristics of
an individual (such as affective aspects of the self), peer, family and community factors
(clubs and social organisations). The reciprocal relationship between these factors
means that they can collectively determine the effects on an individual as risk or
protective factors. Added to this complexity, the model highlights the intertwining
nature of the factors in different levels (see Section 9.4). The reasons for HRBs
originate in the complex web of these inter-related factors and may cause an
individual to engage with one or more types of HRB (fourth column of Figure 10.2). In
the Saudi higher educational institution context, seven specific ‘reasons’ were found
(Section 9.2.2.1), namely traditional practices, gender, age, influence of other HRBs,
weak and insufficient laws and regulations, lack of awareness, and impact of
globalisation — third column of Figure 10.2) were found. These reasons manifested
themselves in the student engagement with different ‘types’ of HRBs in this Saudi
university context (see Section 7.3). These were identified as violation of traffic rules,
violent behaviours and crimes, smoking and drugs consumption, unhealthy eating
habits and physical inactivity, and sexual behaviours (fourth column of Figure 10.2). In
the final column, a number of possible outcomes are highlighted but these have not
been specifically investigated in the survey and the interviews, as this was beyond the
scope of the study. However, the outcomes have been generally recognised and
discussed according to the findings from the existing literature, and within global

contexts (Section 3.6 of Chapter 3).
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This detailed clarification of the process of engagement with HRBs explains how such
behaviour can transpire from a particular level or factor (first and second columns
Figure 10.2) and turn into a specific HRB (fourth column). Consequently, the
understanding of this process has helped to propose a number of practical preventive
measures (see Section 10.3 below). Compared to the previous studies on young
people’s engagement with HRBs (Chapter 3) which identified only the “factors’ or
sources of HRBs, the modified theoretical framework suggests seven specific ‘reasons’.
Furthermore, the factors in the modified framework identify the contextual levels
where the reasons originate and are formed, and act as direct drivers to engagement

with HRBs.

This model highlights the impact of factors in developing reasons for engagement with
HRBs. These factors are strongly embedded in the individual’s self-concept, society and
culture. It therefore seems necessary to take proper measures to recognise the
reasons for HRBs in order to be effective in helping to prevent HRBs. In the Section

10.4 a number of recommendations are made to manage the reasons of HRBs.

A worked example of the revised theoretical framework

The revised theoretical framework (see Figure 10.2) explains the levels, factors,
reasons and types associated with all HRBs, namely behaviours that contribute to
vehicle injuries, behaviours that contribute to violence, tobacco use, alcohol and other
drug use, unhealthy dietary behaviours, physical inactivity, and sexual behaviours that
contribute to sexually transmitted diseases (see Section 8.3 for a detailed discussion).
With the help of the framework, the HRB that contributes to vehicle injuries can be

better realised as described in the example below.
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Behaviours contributing to vehicle injuries

In Saudi Arabia, road accidents are frequent among the young adults. With the help of
the revised theoretical framework, the HRB levels, factors, reasons and types leading
to vehicle injuries are explained here. This example may help stakeholders such as
policy makers, police, community groups, parents and young people understand why
this HRB is so prevalent and in doing so begin to address some of the factors and
reasons in order to reduce these accidents. From the framework, it can be seen that
the HRB factors are formed in the three HRB levels and become the sources of several

reasons which directly cause different types of HRBs that contribute to vehicle injuries.

The origins of the behaviours that contribute to vehicle injuries can be explored firstly
through the HRB levels (shown in the first column of the model in Figure 10.2).
Accordingly, intra-personal, public engagement and socio-cultural aspects become the
sources for young adults’ engagement with the behaviours that cause road accidents

and injuries.

a) Intra-personal Level

Although there are various intra-personal elements, such as personal beliefs, the ones
particularly associated with road accidents identified in this research are boastful
behaviours and self-negligence (see Section 8.4). Additionally, people’s lack of
awareness, hyperactivity, and inability to anticipate consequences can also lead to this

type of risky behaviours (Section 8.3.3).
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Factors and reasons

This research has found that the influence of university and peers act as the key factors
for the engagement with the HRB contributing to vehicle injuries (Section 8.3.3). For
example, in Saudi society males are considered more powerful and they are expected
to be brave and take risks. In the country, there are many young adults who neglect
traffic rules and regulations by not wearing a seat belt or not observing the speed limit

while driving (Section 8.3.1).

To alleviate these behaviours, education regarding the risk to themselves and
accompanying passengers may help, particularly if this is supported in the home
environment. Peers influence them to be boastful and reluctant to follow traffic rules.
Although peer pressure can work negatively, it can also be positive through peer-led

support projects, which can prevent the youths from driving recklessly.

As a signatory of the Decade of Action for Road Safety, 2011-20 (DARS) Saudi Arabia
needs to strictly enforce six strategies to prevent vehicle injuries: i) safer roads and
mobility, ii) safer public transport, iii) safer road users, iv) safer vehicles, v) better post-
crash management ,and vi) improved institutional support for road safety
development (WHO, 2016). In order to implement these strategies successfully, it is
essential to change the users’ behaviours regarding the road safety and driving which
can potentially be done through ‘education, encouragement and effective
enforcement of strategies’ (The World Bank, 2002). Although several traffic rules are in
place in the country, it is important that the people, more specifically the youths,

receive adequate information about the laws along with possible consequences when
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the laws are not properly followed. In this regard, the law enforcement departments
collaborating with educational institutions and community organisations can arrange
awareness raising programmes such as campaigns, seminars and talks regarding

behaviours leading to vehicle injuries.

b) Public Engagement Level

The public engagement level also contributes to the behaviours responsible for vehicle
injuries. Similar to the intra-personal level this also contains various elements (see
Section 8.4.2), but in particular family and peer influence and lack of information about
traffic rules are responsible for the students of University X being engaged with the

HRB associated to road accidents.

Factors and reasons

As the framework shows in its second column (see Figure 10.2), the public engagement
factors such as the relationship and influence of family and peers are important in the
engagement with the behaviours contributing to vehicle injuries. Family members
often encourage young men to be boastful and this attitude can translate into reckless
driving (see Section 8.4.2). Furthermore, there are families where seniors allow their
children to drive without having a driving license. Families, particularly those at the
head of the family, should be made aware of that this is against the law and
understand the consequences of breaking the law for themselves and their younger
family members. Alongside understanding these legislative risks families need to be
aware of the real dangers they are allowing their family members to expose

themselves to. The family, particularly parenting styles, influences children’s beliefs
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and behaviours about safe practices on the road (Mulvihill et al., 2005), and thus
involving the parents is important to develop road user skills among the children. In
the last decade in Scotland, several initiatives such as the Children's Traffic Club, Child
Pedestrian Training Skills and Safer Routes to School were taken to educate children
about the road safety issues. Similar initiatives also seem to be essential to be
introduced in Saudi Arabia as the research findings of this thesis (Section 8.3.1)
indicate that many young Saudis expose their boastful manner through ignoring traffic

rules and by driving carelessly.

This research has also revealed (Section 8.3.3) that the lack of motivational activities
such as seminars and informative lectures at university act as a factor for the
behaviours of the young adults to contribute to vehicle injuries. In reality, Saudi
universities do not provide with any educational resources or guidelines that could
educate students about following legal procedures while driving, and driving with care.
Family contribution could also play a significant role in this regard if the victims’
parents or relatives were able to share their tragic experiences in university or
community forums. However, this type of event is not common in Saudi Arabia,
particularly in the universities. The lack of any support from the university to prevent
dangerous driving may therefore by default encourage this risky behaviour. Campaigns
in the university about the risks of dangerous driving including perhaps posters placed
around the campus and near car parks would help to raise awareness of this HRB and

may encourage young people to stop and think about driving more safely.

Because of the above factors, there is a lack of information about traffic rules, which is

a vital reason for these students’ engagement with this HRB. Additionally, there is a
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lack of social institutions and clubs that could encourage these students to be more
aware of road safety and the traffic rules. The research data indicate (Section 8.3.3)
that the existing traffic rules are not adequate to control the risky behaviours of the
young adults causing vehicle injuries. Furthermore, the law enforcement authority is
also reluctant in ensuring that young adults are following the traffic rules properly
(Section 8.3.3). In many countries the traffic police department takes various measures
that are effective to decrease road accidents. For example, Mumbai Police in India
perform standing duty at accident spots and conducts stress management
programmes for drivers (UTIP, 2014), which could also be implemented by Saudi
Arabian traffic police. Additionally, they can improve the existing enforcement systems
and technology, keep records of accidents and their locations, broadcast and publicise
documentaries and motivational programmes on road safety and traffic rules via
electronic and print media, and support educational institutions and community

organisations to educate young adults about accidents and injuries.

c) Socio-cultural Level

The socio-cultural level is also responsible in generating factors that create the reasons
for the HRB contributing to vehicle injuries. This level is wider and includes culture,
social organisations, traditions, social structures and norms and even people’s

perceptions about the behaviours causing vehicle injuries.
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Factors and reasons

The socio-cultural level contains the family, community, university and peer factors
which create various reasons for the students at University X to engage with the HRB
contributing to vehicle injuries. Whereas the intra-personal and public engagement
levels create micro-level factors like individual, family and peers; the socio-cultural

level creates meso-level factors, such as university and community.

Based on the socio-cultural level and the associated factors, several reasons are
derived which directly influence the behaviours responsible for vehicle injuries. For
example, because of the presence of other HRBs in the Saudi society, such as drug use
and violent behaviours, some Saudi youths get involved with behaviours that lead to
vehicle injuries. In Saudi society gender is also a reason for this type of HRB as socially,
and within the family context, male members enjoy more freedom from a very young
age. Furthermore, the roles of community sectors like non-governmental organisations
and clubs do not provide advice, which means the young adults do not make informed
decisions and become easily engaged with these particular behaviours that contribute
to vehicle injuries. For this reason, a wider campaign strategy needs to be
implemented in the country involving community organisations and social leaders
where vehicle injuries as the outcome of different HRBs, such as drug use and violent
behaviours, can be addressed. A comprehensive campaign policy that includes laws,
awareness building and public education initiatives is therefore essential (WHO,
2008a). Particularly, in Saudi universities there is a need for establishing active
counselling units that can offer the students advice about HRBs. Additionally, they

could organise learning sessions about HRBs for parents and facilitate specialised
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modules on HRBs for both the students and parents. Furthermore, the community
sectors, such as clubs and forums need to be empowered through training and
financial support so that they can also run similar programmes to alleviate HRBs
among the youths. However, it is important that the government departments design
and implement effective leadership and operational frameworks, and also coordinate

all the initiatives by engaging all stakeholders at every level.

This worked example of using the framework to explain the levels, factors and reasons
for vehicle injuries can help us understand how to develop interventions to prevent
this HRB (see the examples in the above discussion). This understanding is essential for
formulating practical and context-bound policies at individual, community and
university levels. In the framework, a direct link between the factors and reasons is
established which can help us realise how the HRB reasons contributing to vehicle
injuries are created by different factors within different levels or contexts. In fact,
through realising these levels, factors and reasons a comprehensive and realistic

understanding on this particular HRB can be achieved.

By using the revised framework and through following a similar approach to explore
the HRB levels, factors and reasons contributing to vehicle injuries, the aspects around
other HRBs can also be better understood. For example, recognising the significance of
intra-personal, public-engagement and socio-cultural levels, enables a better
understanding of the context of smoking or risky sexual behaviours among Saudi
university students. Additionally, the framework can be used as a guide to identify the

factors such as the self, family and community factors associated to these behaviours.
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10.3.3 Empirical contributions

The principal objective of this study was to explore the patterns of HRBs among the
students at a particular Saudi university (Section 1.3). To explore the answer to this
question, four different sub-questions were formulated to explore the present state of
HRBs, along with the influencing factors and the reasons for the students’
engagement. The research data provided adequate evidence to describe these areas
(Sections 9.2.1, 9.2.2, 9.2.3 of Chapter 9). Moreover, the detailed understanding of the
state, levels, factors and reasons of HRBs has illuminated the patterns of HRBs within a

University context in Saudi Arabia (Section 9.3).

Answering the research questions has yielded the baseline information about HRBs in

a Saudi Arabian higher educational context.

In fact, the focus on the reasons for HRBs and their intertwining relationship with the
factors and outcomes are new in HRB-related studies, particularly in the Arab world.
The findings are therefore useful to understand the social context of HRBs in Saudi
Arabia, including the roles of the people, society and higher educational institutions in
influencing HRBs. Based on this contextual understanding, it is therefore possible to
make recommendations for practice that may contribute to preventing students from
engagement with HRBs. The findings of this thesis indicate the following areas where
careful interventions are needed to tackle and reduce HRBs in a Saudi university
context (see Section 10.4 below for a number of suggestions made with respect to

this).
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Firstly, the findings (Section 8.3.1) show that there is an absence of Saudi community
sectors such as clubs and social forums which could play important roles in reducing or
eliminating HRBs among Saudi university students. According to the findings, the
students engage with HRBs at the socio-cultural and public engagement levels where
adequate information on HRBs and support facilities can help them avoid these

behaviours.

Secondly, according to the research findings (Section 8.3.1), there is a lack of
government policies and laws on various HRBs such as behaviours leading to vehicle
injuries, violence, smoking and the selling of low quality foods that are harmful for
health. The findings also reveal that the existing laws are not often strictly applied. It is
therefore important to ensure that the government as well as private agencies

effectively enforce the laws and regulations.

Thirdly, Saudi families have roles in engaging with HRBs or avoiding them. While in
many cases Saudi University students engage with HRBs, such as smoking and
unhealthy diets, through the influence of family members (Section 8.3.1), it is also
possible that family members can play an important role to prevent the youths from
engaging with these harmful behaviours through motivation, acting as role models and

providing support and guidance.

Fourthly, the research findings (Section 8.3.1) indicate that universities or other
educational institutions in Saudi Arabia need to plan and implement regulations that
can protect their students from engagement with HRBs. Apart from the application of
rules and regulations, these universities also have responsibilities to make their

students aware of the danger of the HRBs and the ways to stay away from them.
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Having a health promotion policy and planning activities that raise awareness of the

dangers of HRBs would be an effective starting point.

Finally, awareness-raising and training about HRBs can help the university students to
keep themselves and their peers safe from engaging with HRBs. This however requires
community, family and institutional support. The individuals, particularly the Saudi
university students in this thesis, also need to have access to information that
educates them about the danger of engaging in HRBs and the benefits of leading a

healthy life (see Section 8.3.1).

10.4 Limitations and transferability

The findings of this thesis are useful in that they explore comprehensively the roots of
HRBs, rather than their outcomes. Even though a group of HRBs has been investigated
more generally, instead of studying one or all of them in great detail, the findings have
scoped out the similarities and differences of the reasons for the engagement with
HRBs in a Saudi university context at intra-personal, public engagement, and socio-
cultural levels. This thesis has also employed a methodological approach and careful
implementation strategies that have enabled a rich dataset that includes both
guantitative and qualitative findings. However, there are some limitations in the
research. Firstly, the study presents the findings of a Saudi university which is situated
in an urban area. The findings therefore may not be entirely transferable to other
universities that are located in remote and rural settings. Secondly, in this study the
survey was conducted in order to explore the existence of HRBs in the target

community, whereas the interviews provided with information about the factors and
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reasons responsible for the engagement with the HRBs. For this reason, it was not
always possible to discuss all aspects from both the qualitative and quantitative data
perspectives. Thirdly, the thesis focuses on the role of a Saudi university in the
students’ engagement with HRBs, but does not explore the role of social and
community sectors in similar depth. Therefore, further studies will be required to
understand the influence of social and community sectors in the engagement of HRBs
in Saudi higher educational institutions. Moreover, the reasons for HRBs identified in
this thesis require further in-depth investigations so that a more detailed relationship

between these reasons and the factors of HRBs can be elucidated.

Despite these limitations, the study has been successful in identifying the factors
associated with the reasons for the engagement with HRBs; knowledge of this
fundamental cause will be essential in considering any educational initiatives to help
control HRBs. Furthermore, as the existing types of HRBs in Saudi universities are
specified, it seems helpful to be able to take effective actions for preventing these
identified HRBs in a more specific manner. The findings of this study can therefore be
used to inform other higher educational institutions and the wider public in Saudi
Arabia about HRBs. Moreover, the exploration into the factors, reasons and types of
HRBs seem to be useful to identify and prevent other types of non-health related risky
behaviours, such as crime and anti-social activities. Therefore the findings and the
recommendations have relevance beyond HRBs and may find resonance with similar

socio-cultural situations in the wider Arab world, and possibly beyond.
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10.5 Recommendations

Based on the findings of this research, the following suggestions are made which may
be effective in protecting the university students in Saudi Arabia from engaging with

HRBs.

a) Comprehensive plan

This research has identified several factors and reasons for the Saudi university
students’ engagement with HRBs. It has been found that the reasons, such as
traditional practices, gender and globalisation, originate from three broad levels of
intra-personal, socio-cultural and public engagement that include a range of factors. As
the factors and reasons are closely associated and intertwining, it is important that
these are considered holistically while preparing any plan to tackle HRBs in Saudi
Arabia. It is therefore recommended that in the HRB prevention plans, the aspects of
individuals, family, community and university should be considered together. This
comprehensive approach should be followed while campaigning against HRBs through
increasing awareness and providing information, establishing facilities (such as drug
rehabilitation centres and sports facility centres) and implementing relevant laws and
rules to support Saudi youths to stay safe from the engagement with the HRBs. It is
also important that different professionals, such as university teachers, law
enforcement officers and health officials, should collaborate and work together to

protect Saudi youths to stay safe from any engagement with HRBs.
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b) HRB specific prevention measures

One of the major findings of this thesis is that it has identified a number of specific HRB
types and their levels of existence in a Saudi university. Generally, different sets of
factors and reasons are responsible for different types of HRBs. It is therefore essential
to design and implement plans to prevent HRBs that address the relevant factors and
reasons of HRBs. The research findings have also shown the high, moderate and low
level of existence of specific HRBs and this finding could help to decide the scale and
approaches to reduce their spread. The rapid changes in society and culture mean that
there is a high possibility of new and emerging types of HRBs in Saudi Arabia. It will
therefore be essential to regularly monitor the possibility of the emergence of any new

HRBs.

A key finding of this thesis is that in many cases the engagement with one HRB type
acts as a catalyst (and reason) to engage with others. It is therefore important to
recognise that, although a number of HRBs are still evident in a small scale in Saudi
Arabia, there is a high chance that these are responsible for other HRBs. For this
reason, existing HRBs, whether they have a low or high level of prevalence, should be
treated with equal importance by relevant government, private authorities and
professionals of the country. The thesis has also found several reasons of HRBs, such as
traditional practices, gender, age, influence of other HRBs and lack of awareness of
HRBs. For some HRBs, specific reasons are responsible and by targeting these reasons,
tailored awareness building programmes could be designed that involve relevant

family, peer and social connections.
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c¢) Practical and sustainable initiatives

This thesis has shown the influence of the intra-personal, socio-cultural and public
engagement factors in the students’ engagement with the HRBs. The factors are
mutually influential and the reasons they create for HRB engagement are also
connected to each other. Because of the connections and influences of the factors and
reasons of HRBs, it is important to explore practical and sustainable initiatives for
preventing HRBs in Saudi Arabian higher educational institutions. The preventive
measures should be effective in all the HRB-related factors and their levels. Moreover,
the preventive measure for one reason should not hamper any other. For example,
while considering any university-based health awareness activity, the family and social
aspects of HRBs also need to be addressed, as in the holistic approach discussed

above.

d) Awareness raising

Structured and continuous awareness raising activities should be conducted among
the university students to prevent them from engaging with HRBs. These campaigns
need to be designed to motivate students to lead healthy lives for their own benefit
and also to be aware of the negative impacts of HRBs. The universities in particular
should be able to provide with reliable and individualised HRB-related information,
which should be easily accessible for the students. It is also essential to consider that
risks, particularly HRBs, are challenging to teach because they require a multi-
disciplinary and context-based approach from policy makers, education staff and

students (Pratt et al., 2011). Therefore, apart from the university setting, there should
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be information, counselling, wellbeing and support facilities at the community level.
Print and electronic media should also highlight HRB issues, and the government and
private organisations should organise programmes such as seminars and discussions to

engage the general public.

Findings in this thesis highlighted that engagement of the Saudi university students
with HRBs is not only restricted to the university context, but also connected to their
family, society and with various social and community events. For this reason, the
universities in Saudi Arabia should consider involving the students’ family and social
representatives along with their own university staff and law enforcement agencies in
awareness raising schemes, as discussed in the holistic approach above. It is also vital
to consider that the people and society in Saudi Arabia are mainly conservative where
religious faith and traditional rules are strictly maintained. Therefore, the new
approaches to raising awareness about leading the healthy life and avoiding HRBs may
face several hindrances in the country. To prevent the obstacles of awareness raising

the involvement of the social and religious leaders should be ensured.

e) University-society-family collaboration

The thesis has identified that University X does not have proper health promotion
plans and programmes to prevent its students from engaging with HRBs. The
collaboration and sharing between the university and the family or the community
sectors are also missing, whilst the university could take the initiatives in raising
awareness of HRBs with families and communities, as highlighted above. It is therefore
recommended that the University should plan its HRB prevention programmes in such

a manner that the students’ family, associated community sectors and social
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representatives can also learn. All the HRB-related campaigns should be extended
beyond the university premises. For example, any university-led seminars or
awareness raising events on HRB issues should involve family members, religious
leaders, social club representatives and government officials. Additionally, these
events should allow the participants to share their experiences, concerns and
suggestions about HRBs. Their opinions should also be addressed in the HRB

prevention plans and initiatives.

f) Continuous investigation and research

Although this thesis has explored the factors, reasons and types of the HRBs in a Saudi
university context, it has a number of limitations too (see Section 10.3.4 above). To
overcome these limitations, several research projects need to be conducted. It may be
helpful to focus future research on any individual HRB in Saudi higher educational
institutions across urban and rural settings of the country. Further investigations of the
individual reasons and their relationship with the factors of HRBs are also needed. As
this thesis is the first attempt of the mixed method research in the investigation of
HRBs, more similar explorations are needed to provide more rigorous evidence on this
issue. Moreover, the relationship between HRBs and healthy behaviours need to be
further explored so that the outcomes of the reasons of HRBs and their preventive
measures are understood more comprehensively and also from a contributory

position.
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10.6 Future research direction

The findings of this thesis have provided a detailed understanding about the current
HRB situations in one Saudi higher educational institution. It has elaborated on how
wider intra-personal, socio-cultural and public engagement contexts create several
factors and reasons for HRBs. Based on the outcomes of the thesis, it is now possibly to
extend this research to further explore the role of the authorities and academics in the
students’ engagement with the HRBs. In this regard, the perspectives and experiences
of university authorities, educators and service providers can be collected to
understand students’ HRB-related behaviours and perceptions in a more
comprehensive manner. Another possible investigation area is the role of globalisation
in the process of HRB engagement. Aspects of globalisation are varied, such as the
influence of media and cross-cultural issues, which have a direct impact on the spread
of HRBs in Saudi higher educational institutions. As a continuation of this study, similar
research can also be conducted for the students at lower stages of education (such as
secondary level) and also with those who have finished their higher education.
Additionally, to explore HRBs in Saudi Arabia, or in any other country context, more
holistically, research projects addressing the macro-influences on individuals, such as

societal, educational and economic structures, could be initiated.
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Appendix 2 (initial mind map of my study 1)
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Appendix 3 (initial mind map of my study 2)
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Appendix 5 (the questionnaire)

Apsonchons: .

This purvey is about health behmiour. It has been developed
50 you can tell us what you do that may affect your health.
The information you give will be used to develop better
health edacation for young people like yourself

D0 WOT write your name on this survey. The answers you
Eive will be kept private. Mo one will know what you write.
Answer the questions based on what you really do or know.

Completing the survey is wohmtary. Whether or not you
amswer the questions will not affect your grade m this class.
If you are not comfortable answering a question, just leave it
Tilank.

The questions that agk about your badkpround will be nsed
only to describe the types of shadents completing this survey.
The informaticn will net be wsed to find out your name. Mo
names will ewer be reported.

Make sure to read every question. Fill in the ovals
the parson Fiving you the survey.

Students Risk Behaviours
Questionnaire

3. What is your subject ... ...

4.  How tall are you without your shoes on?

Directions: Write your height in the shaded blank boxes.

Fill in the matching oval below each mummber.

5. How nmch do you weigh without your shoes on?

Drirections: Write your weight in the shaded blank boxes.

6.  How would you describe your grades in school?
7. What is your marital status?

A Marmied

B. Divorced

C. Widowed

D. Never been marned

8. With whom do you currently live?
A Alone
B. Parents
C.
D. Other relative
E. Friends
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9. How often do you wear a seat belt when riding in a car
driven by someone else?

HNewer always
1 2 3 4 5 1] 7 B 9 10

10. How often do you wear a seat belt when driving a car?

HNewer Always
1 2 3 4 5 1] 7 B 9 10

11. Dhming your Life how many times hawe you been imvolved in
car accident?

A 1domnot drive a car

B o time times

12. Dhming the past 12 months, how many times have you
‘beaten the traffic light?

A I donot dove a car

B. e timetimes

13. Dhming the past 30 days, on bow many times did yon exceed
A I donot dove a car
B. e timetimes

14. Dhming the past 30 days, how many days did you drive a
car or other vehicle while texting or talking on a
mobile phone?

A I donot dove a car

B .. time/times

15, Dwring the past 30 days, on how many days did you camy a
‘weapon such as a gun, knife, or chib?
A Never

16. Dnming the past 12 months, how many fimes were you in &
physical fight?
A Never

17. Dnming the past 12 months, did you ever feel so sad or
hopeless almost every day for two weeks or more in a
row that you stopped doing some usual activities?

A Yes
B. Ho

18. If you have a persomal problem in your life, how who are
people can you tmst to talk o7

Specialist

Parents

Friends

Siblings

Spouse

HNo cne

HEQNE



19, Have you ever iried cigarette smoking, even one or two
¥
A Yes
B.No
20. How old were you when you smoked a whole cigaratte
for the first time?
......... years old
. I hawe never smoked a whole cigarette

21. Dhming the past 30 days, on how mamy days did you
smoke cigareties?
A Mever

22. Dhring the past 30 days, on how mamy days did you
smoke Mosaal?
A Mever

23. Dhring the past 30 days, on how mamy days did you
smoke Sheesha?
A Mever

24, Dhming the past 12 months, did you ever Ty to quit
smoking cigarettes?
AT did not smoke during the past 12 months
B Yes
C_Ho

25, Dhming the past 12 months, did you ever ry to chewing
Khat?
A Yes
B_Ho
C. I prefer not to answer

26. During your Life, how many times have you taken
steroad pills without a doctor’s presciption?
A Yes
B_No

C. No response

27. What do you think is the ma=iomm mmbers of
times any of your closest fiends have used illegal
drugs in the last 12 months?

A Newer

28, Dhring your life, did you encounter someone your age

who has been drinking alcohol?
A Yes.
B._Ho.
C_ I prefer not to answer

29, Dhring your life, did you encounter someone your age
who has been using marijuana?
A Yes
B_Ho
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30.

31

MO e

33

35.

36.

37

38

39

Daming your life, have you ever been ssked to use coczine,
inclhnding powder, crack, or freebase?

A Yes

B. Ho

Dawing the last 12 months, has any of your closest fiends
smiffed gloe, breathed the contents of asrosol spray cans, or
inhaled sy paints or sprays to get high?

A Yes

B. Mo

C. Mo answer

Slightdy

Very underweight
About the right weight
Slightly overve ght
Viery overwelght

Which of the following are you trying to do sboat your
weight?

A Lose weight

BE. Gain weight

C. Stay the same weight

D. I am not trying to do anything sbout my weight

. Daming the past 30 days, did you exercise to lose weight

or o keep from gaming weight?
A Yes
B. Ho

Daming the past 30 days, did you eat less food, fewer
calories, or foods low in fat to lose weight or to keep
from gaining weight?

A Yes

B. Mo

Daming the past 30 days, did you go without eating for
24 hours or more to lose weight or to keep from gaiming
weight?

A Yes

B. Ho

How many of the past 7 days did you eat breakfast?
A Never
B ... days

Daming the past 7 days, how many times did you eat at a fast
fiood restaumrant?

B. ......... Hmes

Dhming the past 7 days, how many times did yon eat fruit?
A T did not eat fiuit during the past 7 days

B. 1 to 3 times during the past 7 days

C. 4 to 6 times during the past 7 days

D. 1 time per day

E. ? times per day

F. 3 times or more per day



41.

42

43.

45.

47

. Dhming the past 7 days, how many times did you eat

green salad?
AT did not eat green zalad during the past 7 days
B. 1t 3 times during the past 7 days
C. 4 to § times during the past 7 days
D. 1 time per day

E. 2 times per day
F. 3 times or more per day

Dhmring the past 7 days, how many times did you drink
soft drinks such as Coke, Pepsi, or Sprite?
A T did not drink soft drink during the past 7 days
B. 1 to 3 times during the past 7 days
C._ 4 to 6 times during the past 7 days
D. 1 time per day

E. 2 times per day
F. 3 times or more per day

Dnmring the past 7 days, on how many days were you
phyzically active for 3 total of at least &0 minutes per
day’

A Neome
Om how many of the past 7 days did yon exercise or
participate in physical activity for at least 20 minutes
that made you sweat and breathe hard, such as
foothall nmning swimming, or similar serobic activites?

A MNone

. Om how many of the past 7 days did you do exercises to

strengthen or tone your muscles, such as push-ups,
sit-ups, or weight lifting?
A None
days

Om an average school day, how many hours do you watch
VY

A T do oot watch TV on an average school day

B. 1 howur or less per day

. 2 howr per day or less

D. 3 howrs per day

E. 4 hours per day

F. 5 hours or more per day

. Oman average school day, how many hours do you play

vider or conuputer Fames of use 4 computer for
something that i= not school work? (Include activities
such s Mintendo, Game Boy, Play Staticn, conmputer
games, and the Infernat.)
AT do oot play video of COmpIer Fames o W58 &
computer for something that is not school work
B. 1 hour per day
C. 2 howr per day

D. 3 hours per day
E. 4 hours per day

F. 5 hours or more per day

Have you ever been taught about AIDS or HIV infection
in schoal?

A Yes

B.No

C. Mot sure
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48. Have you ever been taught about Hepatitis (A, B, C, er IN?
A Yes
B. Ho
C. Not sure

49, Have you ever been tested for a sexmally mansmitted diseaze
(5TD) inclnding HIV, the virus that causes ATDS?
A Yes
B. Mo
C. Hot sure

50. During your life, did you receive information about
sexually transmitted diseases?
A Yes
B. No
C. No sure

51. Which of the following activities have you done:
Scuba diving

Auto racing

Motorcycle racing

Thnll-seckmg

Doing martial arts

Mone of these activities

52. To what extent do you consider yourselfto be a
nisk-taker?

Low Moderate High
1 2 3 4 5 6 7 8 9 10
53. What is your gender:

+ Male

» female

This is the end of the survey.
Thank you very much for your help



Appendix 6 (Pilot study version sent to experts, Arabic)
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Appendix 7 (the interview)

i) Greeting and introduction
[This is the opening information which may be modified and extended according to the interview
situations. The information sheet on the research and the written consent form will be distributed
at the appropriate time. Additionally the interviewees will be informed that their interviews will
be audio recorded and they will be asked for their consent to do this.]
First of all, | would like to thank you for agreeing to participate in this interview. | assure you
that the information received from this interview would be anonymous and it would be used
only for research purposes. The responses will be kept confidential and be used for the
purpose af the current study only. | con confirm that the dato will be owned by me and no-

one else will be able to occess it. You should be happy to know that you have the full ight to
withdrow from participating in this study ot any time, and for any reason.

Now, do you have any guestions before we start?

ii) Questions and answers

[The following statement is the basic information to provide to the interviewees so that they hawve

a clear understanding on the issues involved in the questions they answer]
Health Risk Behaviours (HRBs) are prevolent omong young people all around the world.
However, less known about the engagement in HRBs among young people at the university
level in Soudi Arabia. One definition of HRBs is the types of behaviours that appear at
adolescent age and that can, in @ direct or indirect way, jeopardize socal and psychological
well-being as well as physical heaith in the present and future.

[The following guestions, question 1, will be asked as opening guestion. The reasons for asking it is
to allow the interviewees some time to think and reflect on the topic and to ask questions for

darifications]
1. What do you think are the major HRBs among students at this university?

[The guestions [question ‘a” to ‘h°) below are prompts for the above question [question 1) if the
answers do not cover the areas. These questions have in fact emerged from the survey among the

1

319



students of this university, and the answers of the interviewees might reinforce the received data

and provide an in-depth understanding on the issues]

a)

b}

t)

d)
e}
f)
gl

h}

Why do the students at this university sometimes not fasten their seatbelts?
Why do the students at this university sometimes carry a weapon (such as a gun,
knife, or club)?

Why do femnale students at this university sometimes get involved im physical
fights?

Why do the students at this university smoke?

Do you know why some students drink alcohol here?

Why are the students of this university sometimes not physically active?

Why do some students not eat green salads, vegetables and fruit? Why do some
students drink soft drinks?

Do you consider the leaming about HIV/AIDS and other 5TDs important for the

students of this university? Why do/don’t you think so?

2. Why do you think some HRBs are more prevalent than others?

3. Why do you think the students at this university might engage in HRBs?

4. What are the factors that influence the students here to indulge im HRBs?

[The following questions (from ‘i’ to ‘r" are prompts for the question 2,3 and 4 if the answers do

not cover the areas. The prompts are arranged according to five themes, and among them most

are open ended and opinion based. Before moving to them | may explain the meaning of the risk

and protective factors briefly to the interviewees so that they get a clear idea about the questions

they answer.]

Let me explain what is meant by risk and protective foctors, particulary in this university

context. Risk foctors generally refer to the foctors that predispose the students of this

university to HRBs. On the other hond, protective foctors refer to those thaot protect them

from engoging in risky behaviours. The risk and protective foctors ore often the same, but

their functioning {either as risk foctors or as protective factors) is influenced by their

structuring within fomily, community, university, peers, and personal/individual

circumstances.

i}

[Personalfindividual)

Why are some students invelved in HREs but others are not?

{The questions below are prompts for question ‘a’ if the answer does not cover the

areas)
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K]

m)

n}

o)

gl

ql

Do you think that all students maintain the traditional norms and values of their
families, community and university?

How does their self-esteem help avoiding HRBs?

Do you think that they are aware of the outcomes of HRBs?

Why are male students engaged in risky activities more than female students?

{Family related)
What do you think are the influences that families might have on a student with
regard to HRBs?
Do you think their circumstances (such as the economic situation, relationship
and feeling among family members) influence the students of this university to
indulge or avoid HRBs?

(Community related)
What do you think are the influences that communities play in influencing
university students to avoid or engage with HRBs?
What about the role specific bodies/ sectors in our Saudi community play in
HRBs amongst young people?
What could our Saudi community bodies/sectors do to improve the university
students’ health and lifestyle behaviours? What should be their responsibilities
to help the university students to avoid the risk factors?
Do you think that laws and legislations applied by Saudi authorities to tackle the
HRBs are sufficient? Why do you think so?
Do yow think that there is an acceptance for the HRBs by the Soudi culture ? Why

do you think so (or, what evidence/ examples caon you provide ?)
{University related)
How do you think this university has helped promoting healthy behaviours and

health life style among the students?

{Peer related)
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Appendix 8 (Quantitative Analysis, tables)

Table 7: Mean score of violence of male respondents

Questions N No of Minimum Maximum Mean
respondents who
answered ‘Yes’
Q:15B During the past 30 days, on how 432 51 1 30 14.96
many days did you carry a weapon such
as a gun, knife, or club?
Q:16B During the past 12 months, how 431 100 1 20 2.60
many times were you in a physical fight?
Table 8: Mean score of violence of female respondents
Question N No of Minimum Maximum Mean
respondents Who
answered ‘Yes’
Q:15B During the past 30 days, on how 291 20 1 30 10.05
many days did you carry a weapon such
as a gun, knife, or club?
Q:16B During the past 12 months, how 291 57 1 11 3.23
many times were you in a physical fight?
Table 10: Frequency and percentage of respondents smoking
Questions Frequency Percent
Q: 19 Have you ever tried cigarette smoking, Yes 468 64.8
even one or two puffs? No 254 35.2
Total = N=722 722 100.0
Q:24 During the past 12 months, did you ever try | Don’t smoke 391 54.2
to quit smoking cigarettes? Yes 133 18.4
No 196 27.1
Missed 2 0.3
Total=722 722 100
Table 11: Frequency and percentage of male respondents smoking
Questions Frequency Percent
Q:19 Have you ever tried cigarette smoking, Yes 346 80.1
even one or two puffs? No 86 19.9
Total= 432 432 100.0
Q:24 During the past 12 months, did you ever try Don’t smoke 194 44.9
to quit smoking cigarettes? Yes 76 17.6
No 160 37
Missed 2 0.5
Total=432 432 100
Table 12: Frequency and percentage of female respondents smoking
Questions Frequency Percent
Q:19 Have you ever tried cigarette smoking, Yes 122 38.1
even one or two puffs? No 168 61.9
Total 290 100.0
Q:24 During the past 12 months, did you ever try Don’t smoke 197 68
to quit smoking cigarettes? Yes 57 19.6
No 39 12.4
Total=290 290 100
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Table 13: Frequency and percentage of smoking aspect

Questions Frequency Percent

Q:21 During the past 30 days, on how many Never smoke 393 54.4

days did you smoke cigarettes? cigarettes 328 45.4
Smoke cigarettes 2 0.20

Missed
Q:22 During the past 30 days, on how many Never smoke Masaal 561 77.7
days did you smoke Mosaal? Smoke 160 22.2
Missed 1 0.1

Q:23 During the past 30 days, on how many Never smoke Sheesha 675 93.5

days did you smoke Sheesha? Smoke 47 6.5

Table 14: Mean scores on smoking aspects for all respondents

Item N Mean Minimum Maximum

Q:20 How old were you when you smoked a 720 17.26 8 26

whole cigarette for the first time? years old

Q:21 During the past 30 days, on how many days 720 18.95 1 30

did you smoke cigarettes? days

Q:22 During the past 30 days, on how many days 721 | 9.52 days 1 30

did you smoke Mosaal?

Q:23 During the past 30 days, on how many days 722 | 8.57 days 1 30

did you smoke Sheesha?

Table 15: Mean scores on smoking aspects for male

Question N Minimum Maximum Mean

Q:20 How old were you when you smoked a 431 8 24 16.65

whole cigarette for the first time? years old

Table 16: Mean scores on smoking aspects for female

Question N Minimum | Maximum Mean

Q:20 How old were you when you smoked a 290 11 26 18.5

whole cigarette for the first time?

Table 18: Frequency and percentage of friends' experience of illegal use in the last 12 months for all

respondents

Questions Frequency Percent
Q: 27 What do you think is the maximum numbers| Never met 637 88.4
of times any of your closest friends have used illeg someone

drugs in the last 12 months? Met someone 84 11.6
Total 721 100

Table 19: Frequency and percentage of friends' experience of illegal use in the last 12 months for

female respondents

Questions Frequency Percent
Q: 27 What do you think is the maximum Never met 282 96.9
numbers of times any of your closest friends someone

have used illegal drugs in the last 12 months? Met someone 9 3.1
Total 290 100
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Table 20: Frequency and percentage of friends' experience of illegal use in the last

12 months for male respondents

Questions Frequency Percent

Q: 27 What do you think is the Never met someone 356 82.6

maximum numbers of times any of Met someone 75 17.4

your closest friends have used illegal

drugs in the last 12 months?

Total 431 100

Table 21: Mean scores on drug use and alcohol among all respondents

Questions N Minimum Maximum Mean

Q:27 What do you think is the 721 1 60 8.9

maximum numbers of times any of

your closest friends have used illegal

drugs in the last 12 months?

Table 22: Mean scores on drug use and alcohol aspects female respondents

Question N Minimum Maximum Mean

Q:27 What do you think is the 290 0 2 .05

maximum numbers of times any of

your closest friends have used illegal

drugs in the last 12 months?

Table 23: Mean scores on drug use and alcohol aspects male respondents

Question N Minimum Maximum Mean

Q:27 What do you think is the 431 0 60 1.7

maximum numbers of times any of

your closest friends have used illegal

drugsin the last 12 months?

Table 35: Frequency and percentage of transmitted disease

Question Frequency Percent

Q:47 Have you ever been taught about AIDS or HIV infection Yes 388 46.8

in school? No 325 45.0
Not sure 59 8.2

Total 722 100

Q:48 Have you ever been taught about Hepatitis (A, B, or C)? Yes 187 25.9

No 472 65.4

Not sure 63 8.7

Total 722 100

Q:49 Have you ever been tested for a sexually transmitted Yes 30 4.2

disease (STD) including HIV, the virus that causes AIDS? No 688 95.3
Not sure 3 0.4

Total 721 100

Q:50 During your life, did you receive information about Yes 223 30.9

sexually transmitted diseases? No 471 65.2
Not sure 28 3.9

Total 722 100
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Table 36: Frequency and percentage of transmitted disease for male respondents

Question Frequency Percent
Q:47 Have you ever been taught about AIDS or HIV infection Yes 203 47.0
in school? No 193 44.7
Not sure 36 8.3
Total 432 100.0
Q:48 Have you ever been taught about Hepatitis (A, B, or C)? Yes 93 215
No 304 70.4
Not sure 35 8.1
Total 432 100.0
Q:49 Have you ever been tested for a sexually transmitted Yes 18 4.2
disease (STD) including HIV, the virus that causes AIDS? No 411 95.1
Not sure 3 0.7
Total 432 100.0
Q:50 During your life, did you receive information about Yes 138 31.9
sexually transmitted diseases? No 275 63.7
Not sure 19 4.4
Total 432 100.0
Table 37: Frequency and percentage of transmitted disease for female respondents
Question Frequency Percent
Q:47 Have you ever been taught about AIDS or HIV infection Yes 135 46.4
in school? No 133 45.7
Not sure 23 7.9
Total 291 100.0
Q:48 Have you ever been taught about Hepatitis (A, B, or C)? Yes 94 323
No 169 58.1
Not sure 28 9.6
Total 291 100.0
Q:49 Have you ever been tested for a sexually transmitted Yes 12 4.1
disease (STD) including HIV, the virus that causes AIDS? No 278 95.5
Not sure 1 0.3
Total 291 100.0
Q:50 During your life, did you receive information about Yes 85 29.2
sexually transmitted diseases? No 197 67.7
Not sure 9 3.1
Total 291 100.0
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Appendix 9 (Consent form English)

LMNIVERSITY OF
Southampton
CONSENT FORM (Version 2)
Study title: Health Risk Behaviours among university stndents in Sandi Arabia

Fesearcher name: Saad Zafir Alshehn
Ethics reference: S3EGM-12

Please initial the boxes if you agree with the statement):

1. Ihave read and understood the information sheet (28/1/14/version 1) and have had

the opportunity to ask questions about the study. O
2. Iexpect that the interview will take about (45 minutes). a
3. There will not be a compensation for this interview. O
4. Tagree to take part in this research project and agree for my data to be used for the

purpose of this study. O
3. Iunderstand my participation is vohmtary and I may withdraw at any time without

COnsequence. O

6. This project will be completed by 2014. All interview recordings will be stored in
a secure place at Southampton University until 2015 after that date. The
recordings will then be destroyed. O

Please contact me on telephone: +44 (0077 0955 2839, 00955506985521,

Email:zzalel Oi@soton ac uk

If there is anything you do not particularly like about this research with the way it has
been conducted and you can report to:

Professor Fosalind Edwards, Chair of the Faculty Ethics Subcommittee as an
independent academic member of staff.

University of Southampton

Email: B.5 Edwards@soton ac.uk, Tell: +44 ()23 8059 5857

Name of participant (Print DAY ... ..ot e

Name of Researcher (print name) Saad Zafir Alshebn . ...
Signature of Researcher

v .
i Falile A e

[28/1/14] [Version 2]
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Appendix 10 (Cover Letter for the questionnaire)

Survey Cover letter 25/07/2013

Dear Participant:

My name is S5aad Zafir Alshehri and | am a PhD student at Southampton University. For my project, | am examining
Health Risk Behaviowr among University students. Because you are undergraduate students, | am inviting you to
participate in this research study by completing the attached surveys.

The following questionnaire will require approximately thirty to forty minutes to be completed. There is no
compensation for responding nor is there any known risk. In order to ensure that all information will remain
confidential, please do nof include your name. Copies of the project will be provided to my Southampton University,
Ministry of Higher Education and _ If you choose to participate in this study, please answer
all questions as honestly as possible and return the completed questionnaires promptly to the researcher who is
administering this survey. Participation is strictly voluntary and you may refuse to participate at any time. Thank you
for taking the time to assist me in my educational endeavours. The data collected will provide useful information
regarding health promotion among university students. If you would like a summary copy of this study please
complete and detach the Request for Information Form and retumn it to me in a separate envelope. Completion and
return of the questionnaire will indicate your willingness to participate in this study. If you require additional
information or have gquestions, please contact me at the number listed below. If you are not satisfied with the
manner in which this study is being conducted, you may report [anonymously if you so choose) any complaints to

one of the following departments:

Professor Rosalind Edwards, Chair of the Faculty Ethics Subcommittes as an independent academic member of staff.
Rosalind Edwards

Professor of Sociology

University of Southampton

Email: R.5.Edwards@soton.ac.uk

Tell: +44 {0)23 8059 5857
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(Student’s Name)

(Student Phone Mumber and/or e-mail address)
(Instructor's Mame)

(Instructor’s Phone Mumber and/or e-mail address)

Detnch here

{This request for information form is an opfianal part of the cover leffer and is nof required for IRE approval)

Request for Information
Please sand & copy of the study results to the sddress lisbed below.
Kame:

Addness:
Please do not return this form with your survey. Retum to: Spiai0coton ac gk Telo0aa7 705933233
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Appendix 11 (ethical approval from the University of Southampton)

From: Boak S
Tes Alshebel 57,

ce Johnsen Marting: Grace MM.; Byme 1.
Subject: Ethics apgilcation - Alshetrl (SSEGM-12)
Date: 12 Decesnber J11 14:59:00

1 am pleased to let you know that your recent ethics commitbes application on "Health risk behaviour
among | _ University's Students' has now been given ethical approval by the Faculty
Ethics Committee (ref: SSEGM-12)

Please note that this email will constitute evidence of ethical approval.

We wish you every success with your reseanch.

All best wishes
Sarah

SEﬁ;h Boak

Faculty of Social and Human Sciences
Building 44, Room 2055

.| boakifsoton. ac.uk

x28101

T: 02380 598101

Please note, [ work as a jobshare with Martina Johnson m.t.johnsoni@soton.ac.uk
My days of work are Mondays, Wednesdays and Thursdays.
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Appendix 12 (Interview transcript Arabic for one participant)

I Ry

S a5 4l dea 5 oSile 2O
Gams (e a8 sl agil i e daalad) 3 Ul el 3815 e ghaall ey gend Creana ALEA o2
agina e 3 yigall 3 ladll A Ll Gl jladl)

il slaall gren (b Lale cdligall Al e Llad s seall Ala) e ol o o ol djall SEl a0 e (63 (500
Gy ol ilasbaa o S8 s T aaldl 8 (g aad) il el (8 aadied Co g Cald) Ldle Jeany Cogu )
syl e ade allay () (S 8 dadas Co g LAY o3 (i alall g ALY 038 (e Ganaall il 5 Ul

) Gl j2 Y a0 gy el g (5 m S
e A Le 1y AS il e Jsandl Glul S5 e ey g ol (8 AR (e a8 Gl Gal) el
G SE o vl g a5 ) staalgd sl Aaala aa Jucal 51l 8 Badl @l g Led o yal G Aaaladl) 8 ) DA

AL 038 g of U8 aSLE (e a8 sall 480 gall Sl ) 3 sS3a o) siall J DA (4

s 5l plasdinl o] il Jo Ablia ¢ ga) A ead] o -Coalel)

e i) Qe Ll ) A (e Tassal) a5l (any ant 01 il sl
A eallel] 5 sine o bl o 43S 5 pdiie ol daia e 557 pall 5 pbsd) 48 plud] Sl L]
o] 6 iy 5 USial) 038 ilon Cradiv) Lapli] of Llse 4 pod) Cilai ¥ 5 an) pall (o Jan L))
0da e 2 5 el ds ol Gl g (O G Lo pead o jlaal) 238 o 5 LS & i)
Ay phs lgilid o L5 b pall s 5 i I LS sl 0 g i 5T Mgl (e S sheal) s Lol
adil] Lot ol Lunadig [ e Lain) ilS fo Lo Linaall oa ) sill o 1 JSET 5 8 puilaa_yué sl 5 il
divsall G5l agilin pals 4 LLE
L Gl jlaad] L 3 2oa Eald] f ) 5 LEY) jaads

Ol Enf ga] Lo pall SLS oLl @

Céinll L pall LS oLl @

Sl pially JoaS Llei e

Ll Juwmadly SR i @

Ll ) o il s jlas B o

ALY Lisil SlLS el @

Doaeal] Lunsindl il o ¥) S5 ) 4 el Lo gaal) dpsaind) Clidel) dus jlos @

1Y
SCillUall g Gl Cp B piial) AS plead) cilia jlaal) 038 ol ALa rialyl)
330



A lual)

S glud) £ & abl (e Ay ) A jlaa ais
LBl e dllisy
el Aagall ca) gal) il glud)

2 AU AL sl 138 oo g g
ad ge SOl ol B slud) 30l e Glall ol s Jay y daslad) o328 il 5 COla (e Liany 2y Y 1AL 1aalll)
5 ) 2 g8y Al
s pae N5 AalaiL 2l 8 de Jll ae dal Jall dpudil] Lt Lianyy Adasi po il (e 3805 i Al
A o olal sl 8 cilaliay)
Somnall 5l Lasll 5f (SIS Galu) o) gl Glany daalad) s 5 (O (e Liany Jany 13l 1l
L sedl il 5 il e g laall Al
¢ Gauall Caiall 8 daalall il (g Liany @l iy 6 130
Slo i asllhe pandl 06K 285 eLEY) 038 G jlay Sl Jrsg (el a1 £ 81 0 5 AUl
i) 35k e A s o J sl
faaalall cildla g 0O (e Liasy cA0 1AL sl
tebal Bae i ey (AU
ndil) Ja graall (e g ed) s ilaaal g oSl A 3 jaa
¢l jaiall g ) Sesall (any Guaalall cldUal) g GO ey aley 13kl sall)
el Taaal) oy Gail 138 O @B 15 0 A Al 5 Apad Bl el dalailly (alldal) fay Al
¢ Li el e ol Ayl (e KD jail) dealad) e g B (s jlay Y 3L sl
O () Jas Al sl Be | gy LA 5 QLENS a8 1) 5 Clul) (s L o 311 LA sy o 55 (S0 1Al
Lo 55 o Lnands Al )l Bl oo 5 e e Al Jiluy o Ll | sy Cilela
ol padl) Adalil) g <l g pmdll 5 aS) sl JST e daalad) a5 DU (e Liamy € jay 13 suallll
< gl L srum Allie Jal e gall | shiay Y LLEN () (5l 5 Aag puadl il 56 A ) geae (5 G 1AL
Bhally

0 5l g el oy cldUall g Ul e (mms o iy 13l saaly)

LSl Aelial) i (a pa s V) Jie dgaeall Gl 1Y) e clllall g oo Sl G oo sl s Laiad Ja ccualyl)
§ aginaal Lailly ala e of Lala @lld i 130l € Zaaladl DUl 2 5l 2 al gl

L& Y clblall s Chal G A jadl daiall ciliMall cuinty cllUall g Ol e ¢y daaal dllia o 5 ) Ui Ul
Aaladl aljaall 8 draladl 08 Los dnaladl Als e 8 Dpaeall L) Gial oY) JUES) 8 Cand)

§ aginia o 3 sigall 5 jhdl) 458 slad) cilu jlaall (o plarg cldlall g Gl cpa oy Cp S 130l Y
LS ghead) 038 (A Lol A agadai AN Jal gall alag
............ slBaal) Al (e g Alilad) A Jal gadl aa) Of (o)

331



Gl sladd) Gaany A jlaa (A Jal AU CLLAY gl Gilbadl) ada dpesi ) Jal 9o dsad U ¢ cpfialill g slaladl (5
Jalge Lgale (alhay Jal gadl o3a Audi 3 81 ¢ Gl B ¢ Byl Aaalad) caainall 1A g aghiana o 3 isall 5 kil
A jlan (e gdall i aadly LLAY of QLAD Ao liall of dglaad) jhgi B gd ¢ gl (udl B jhdl) g dlaal)
S Bisall B pladd) S glud) (B Jal AU Algiua g 8 jaa Jal gad) o3 (585 B 5 A) Lall (e g B ladd) S glud)
Aaall
Cillag il B jdile g AY) Ghndlg 8 ydile cOUall daua o 3 jigall 5 hdl) cilS glud) Gyl 13, Y
¢ daalal
Aua o 58 Al 3 ghad AU CuilS Lalsh B pu) g aaiaall Led oy A1) S glud) 3 bl o iy 14U
L padiall g Apaiall dajjaal) clBbal) Jia L las (o oMl e A8
feLS glud) 3 8 daalyd) 8 cildUal) g cUal) (any & jidy 38 13, W

LS gldd) o3 Jia A laall cilyllal) g dMal) (yany 285 Jal gadl A La, £
(4l ) fpasil) o] g2l

Y 5 RV el s wginea o 34350l 5 b3 LS hill o Ly illlh s e Ly g las filal )
e Loy

24 A i)
pgraing Cro Lo g pudd il divend) aiill g CLENRY e | shidlag dealad) o8 6 Ll g LY f sdied Ja: Calal)
fag-inala 5 agDUle
 Ailed] YA 5 22485 g painall Cololes | ga il gl die] Y el 38 4 Llls AL
Aralad) lé5 g dralad] CHLENA Y dailly [ilad » Canlsl]
codlly o5l oz 5 5T 5 4 ) paie AY] el Chualll (5S 26 dralal) Cablel [gasiy agrio dui Aullh)
LS mdi] | s Cololed] | gdllsy
8kl il gldl s jlas 8 g sl (it 3 Aaalal) cldUn g MU (g "I i daal g 5 s rduallll
Piaall e 3 55l
A 08 ade | gas jlay Al Ul ie ;AU
A LAY o) a AaY)y Aalall agina o Ul s jigall a0l (g sy daalall il g U (o a3 Ja cCaall)
£l jlaall 028
o= 55 o el s pt s Alegall Ol Al o 3 il elld g dash i (g il e sl o (5 ) I
ol e s Leie G B (S5 aa ST 2085 () ang daala) acUna g dpualy )1 ULEIS agianay (Ol
Al dpe il Al
Sl (e ST 5 ylaall S shdl 38 A jlas B Be )y ST )5S Ul 13l scualyl)
Al 4l e laial 2Y Y1 e 35 g Y AL

Ay Sl gall
M e 5 el 3 haall S gl Cuin ol A jlae 8 GOl e il 85 0l 50 s L alldl

ecllall

332



sp s S Sl 8 ol AW 53 ) T (60 59 agiDISie Ai8lia 5 agae aanill 5 o1 (e JaY) e alldal)
D32 Al JaY) st ) DG sl gl (5 Y (e oY) e el s ann sl (B saal ey Ay i cile
Sle Siw a8 s jEteall ye ol 58l cpall gl cilidle §f Aalamiy) A A ) Cag Hlall o 5 Ja

¢ Lgaind o) 3 laal) b€ gl elli Jadal Ay d cldlall o ol

Gob (ke LY las dulin A ja 3 AUl 5f Callall 5 Tas dage JaY) (s 3aiadl 8 ) 5 ) AU
1315 OSSRl (e SH Jsladl ol 5 ) AN a8 sae by (el gling 5 JaidS 5 Javuza (e Ul ey
A (any I g sf (sl of Jimall (4318 5 ) NS 5 ) JY) ae 5 agiDIia cpall o)) Jaud)

3kl LS sbud) (amy A jlaa () a5y a8y 138 5 JSUIAD (udd (e (g gilan )

Loaainal Jal g2l)
fleie Alaall i 5 yladl) S Ll i 6 daalad) il g U e il b adinad) 50 s Le iualll)
Ul e 58 o g dmalall s aainnall o (5 (81 (o) S Ll i 38 waiadd) 50 O g1 Al
O Vsxing et sda B ylaal) S slall il jlaall (8158 yidy cpall GOl ) saay (i ago (ind s Geaaldl)
LiY) 038 ) sa jlay A M e 58 5l Yoy Gl G Jansall 51 358 Y Lol ey 138 55 ydadd) A jlaall

O Leind sl 35kl LS Ll (e Alead) b (50 gaudl painall el g i pa 5l claii g8 L il
Shaalall @3 (e caliball g bl
Ol s e Ehaal) Ty oK1y e e a8l (g )

Sl bl g Jalasl LS sl yy sl g (ppmen] ainall 8 A saadl e Unil) 4 o685 (S Al sl s Lo rall)
e Claalall 8 Ul sac bl cileUaill o2 gl e sl il s jasall ale s § daaladl il 5 oWl

¢ yadll ol e uial

e lall 5 <) sall (e 3y 3e e (5 STy | Aaaiall Cuy yail) dand dga) o 8 o Climia ) of ) ALY
A el | slanty (Sl Lgad agSI 0 5 LA 5 LAl duuial)

Ul dana e 5 isall 5 jlaald) il slall ganaill A0S Al ey i) 5 il sl of Sies Ja 1l
S ) clld agia 3L 5 Sl

.......... Lie 2a] Lulia Lgdl (5 )) AN

O Sl e lad Cana g Aralalld Cpail] 4 laal () 68 Camaa g daalalld

Analall A Gaaail) A gl ) (550 S (ST Galill

Anadlall e Gilalje (a8 g Aad) S i) (Baday i) ALl 8 rAuiUal)

Aaalall il 5 Oa A jlae olas (5 sand) adineall (ga rabisill 5l Il (ge g 53 @llin (o S Ja sl
b A (e Ao samay Gl @ 3a3 o Sy Ja € Glld CDIA (5 5 ol aginaa o 5 sl 5okall Sl
aLiaY)

Alse O aeal) o e 88 4 6% O sl ainall e alad @lllia of g1 Y A

333



Amalall Al Jal 5o

O Aasaall s daladl slal) Jalail s S gl addedy 3 3e3 e aelud daalall () aiied Ja aall)

¢ Ll 5 LDl

Al LS Ll 3 5 L Zaalall o) aie ) AU

LY saelue A dadal) o Jrad o Ll e ) dadal) (o da g lia 23 5 Ja 1all)
23yl (s L)

i La Ul s o (3% Al s gy ) Sy il A slime )5 Apusl jal) il iall imms 48
Aaala) (e ) gensl Asalall (e OUa Caye ) Ulg Jandl aae ) A8l 5 Aiial) g dpa jal) Slae )

. eedle g8l Al

A il e Al () sal)

da s € ale S daalall cildUa 5 O (g ) al 3aS)/ delia e ol 8V il g Leccaald)d )
Lol 5Vl Glaty Lagd <l ) a1 3A31 A (cand) agaiany e 5l 6 g0 daaladl & o) 83 G (5 5
felly o5y CaSh XS oY) (IS 13 € it ol agina o B isall 5 haal) LS Sl 8

AV (e g Akl il jlaal) (e o Cun o 8 G AV 50 eal D

Pl Hil it Al ey 63 Lz )Y
Apad i) Cania SIS Q) e gl axe AU

il 5 Coal) daa e 5 gl 5 pkhall LS sl 038 dal asDl (Ol e dadladl 25l 53l o L
Sleias

Sl o) ALl (i peady L) ol Ailal ol el Ja cualyl)
138 (e Cilllad Sie g Aaalad) 8 CldUall g GOl G Canll il iy alla) o Al aie ;AU

Bobal) LS L) o3 Jie dadlSa daalall 8 zaliall b diacan gl aoda s 3L Ll 5 & guia sal)
¢ el dapill Cilo sleal) 538 plhe) 3 opadll Slify Ao N ja | S GG G 0 o Abliall 038 dlg 5

i o L pi€e ALlia) 38 ai Sl s ) G g g Jai Canal) 12 ji ) 5 K5 G pun Gl slealf a8 o &l S 5]
el s (58 gilly Al Lriad aa

334



Appendix 13 (Interview transcript for one participant English version)

First of all, | would like to thank you for agreeing to participate in this interview. | assure you
that the information received from this interview would be anonymous and it would be used
only for research purposes. The responses will be kept confidential and be used for the
purpose of the current study only. | can confirm that the data will be owned by me and no-one
else will be able to access it. You should be happy to know that you have the full right to
withdraw from participating in this study at any time, and for any reason.

Researcher: Now, do you have any questions before we start?

Participant: nothing but | want to say that | am happy participate in this research.

ii) Questions and answers

Health Risk Behaviours (HRBs) are prevalent among young people all around the world.
However, less known about the engagement in HRBs among young people at the university
level in Saudi Arabia. One definition of HRBs is the types of behaviours that appear at
adolescent age and that can, in a direct or indirect way, jeopardize social and psychological
well-being as well as physical health in the present and future.

Researcher: What do you think are the major HRBs among students at this university?

Participant: | think the most obvious HRBs are : smoking tobacco, moassal, physical inactivity,
dietary behaviours and not fasten seat belt cars

These questions have in fact emerged from the survey among the students of this university,
and the your answers might reinforce the received data and provide an in-depth
understanding on the issues.

a) Why do the students at this university sometimes not fasten their seatbelts?

The participant: female students have not been taught about that benefit of obeying the
traffic laws

b) Why do the students at this university sometimes carry a weapon (such as a gun, knife,
or club)?

The participant: | have not seen any of those you have mentioned. However, it might be
because of they using them for self-defence and show their autonomy.
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c) Why do female students at this university sometimes get involved in physical fights?

The participant: | think they do that as justification for inner feeling for inferiority complex or
may be because those individuals have been insulted by one the family members and she see
that as a way of getting their rights.

d) Why do the students at this university smoke?

The participant: | think the rapid spread of smoking habit among girls because they consider
that a fashion or style. Also they might smoke because the school pressure and overload of
assignments in their schools.

e) Do you know why some students drink alcohol and take drugs here?

The participant: some take drug and | hear about some female in their conversations drink
alcohol but it is still very limited cases. However, they do that because of peer pressure may be
or they don’t look anyone to categorise them as unopened minded people. Also, most of case
that went through these experiences has travel abroad to some liberal countries. They take
drug and alcohol usually in mixed parties where no gender segregation.

f) Why are the students of this university sometimes not physically active?

The participant: | can assure you that we are most of our times not active. This is because of
lack of education that supported by society traditions. Also, female and male students in our
society mostly live a luxury live and using technology too much. They are addicted to
technology like TVs, | Pads, tablets, PlayStation, etc... technology is predominant our lives.

g) Why do some students not eat green salads, vegetables and fruit? Why do some
students drink soft drinks and eat fast food?

The participant: we are in the era of speed and therefore girls don’t have time to cook or
thinking about healthy food to meet that increased life demands. Also eating unhealthy food
or drink soft drink become bad habits because the power of advertisement.

h) Do you consider the learning about HIV/AIDS and other STDs important for the students
of this university? Why do/don’t you think so?

The participant: | believe there is strong need to lunch health education and promotion
courses at the university and in schools. We all heard about the increase numbers of young
people affected by AIDS and other STDs.

2. Why do you think some HRBs are more prevalent than others?

The participant: | think some of them spread because they are less dangerous in the society,
family viewpoint. Therefore, less people take drug or practice illegal sex.

3. Why do you think the students at this university might engage in HRBs?
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The participant: | think the engage in some HRBs because of lack commitment to Islamic moral
and ethics. Some HRBs like lack of physical activity, dietary behaviour are practiced because of
lack of education and support from families and also individuals have no motivation to do the
healthy behaviours.

4, What are the factors that influence the students here to engage in HRBs?
The participant: | am not quite sure about that could explain more?

The researcher: Let me explain what is meant by risk and protective factors, particularly in this
university context. Risk factors generally refer to the factors that predispose the students of
this university to HRBs. On the other hand, protective factors refer to those that protect them
from engaging in risky behaviours. The risk and protective factors are often the same, but their
functioning (either as risk factors or as protective factors) is influenced by their structuring
within family, community, university, peers, and personal/individual circumstances.

(Personal/individual)
i) Why are some students involved in HRBs but others are not?

The participant: | think they grow up in a society where they don’t get the
sufficient education about healthy behaviours. Also the family not play good role
to educate their children about risk behaviours.

- Do you think that all students maintain the traditional norms and values of their
families, community and university?

The participant: | think some of them maintain traditional norms but others are rebellious and
want to show off.

- How does their self-esteem help avoiding HRBs?
The participant: | think most of those who engage in HRBs really have low self-esteem.
- Do you think that they are aware of the outcomes of HRBs?

The participant: | think some students aware of the negative impacts of HRBs in their lives but
others don’t . Those who don’t, they don’t believe in new scientific approaches to tackle
health issues. This is very obvious among the majority of people in our society who not believe
in traditional approaches to tackle diseases so they don’t accept the idea of educate students
about risk behaviours.

- Why are male students engaged in risky activities more than female students?

The participant: | think because of male students are not have same social restrictions as much
as females do.
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(Family related)

j) What do you think are the influences that families might have on a student with regard
to HRBs?

The participant: | think being busy and ignore children can increase HRBs among young
people, while being open and supportive and friendly with young children at the university
level is very beneficial and can limited the probability of indulging in HRBs. | know some
families who don’t meet their daughters and sons regularly and if they meet they meet is
very short time. No time to discuss their concerns. Therefore, they turn to friends to
discuss their problems and that is the time where most of female and male students
expose themselves to the pressure of friends and bad people in the society using
Facebook, Twitter, etc. the internet now is not secure. Men can take private photo of
females and use them to threaten females by publishing such photos if they don’t answer
their needs. You realise how sensitive the image of women in Saudi Arabia. We hear a lot
of these stories in the media every day.

k) Do you think their circumstances (such as the economic situation, relationship and
feeling among family members) influence the students of this university to engage
or avoid HRBs?

The participant: | really believe keeping good relationship between family members is very
fundamental to avoid HRBs. This period at the university is very sensitive. It is a crossroads
period where students live under the pressure of meeting their goals in unfriendly
environment. | mean by that, the university is not supportive and not fair in giving
students their rights.

(Community related)

I) What do you think are the influences that communities play in influencing university
students to avoid or engage with HRBs?

The participant: most of our city districts are socially contaminated with bad behaviours
and the problem there is no representative from the community to discuss this problems
especially risky behaviours.

m) What about the role specific bodies/ sectors in our Saudi community play in HRBs
amongst young people?

The participant. | think it is negative roles. Look at one phenomena behaviour that
contributes to car accidents. In my opinion | think the community is rejecting the
government initiatives to reduce the car accidents by establishing the new traffic
system Saher.
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n) What could our Saudi community bodies/sectors do to improve the university students’
health and lifestyle behaviours? What should be their responsibilities to help the
university students to avoid the risk factors?

The participant: | think the different sectors at the community should work together to
educate children and young people to avoid behaviours that may harm them or harm the
whole community.

o) Do you think that laws and legislations applied by Saudi authorities to tackle the HRBs
are sufficient? Why do you think so?

The participant: No media starts to discuss the need of updating the laws and legislations.
However, most of these initiatives stuck somewhere and not see the light.

p) Do you think that there is an acceptance for the HRBs by the Saudi culture? Why do you
think so (or, what evidence/ examples can you provide?)

The participant: | think the Saudi culture does not accepted HRBs but it is not the way of
tackling this problem is not sufficient. There is no sufficient plan to do that.

(University related)

g) How do you think this university has helped promoting healthy behaviours and health
life style among the students?

The participant: | think the university is trying to reduce some HRBs by using laws but not
promoting healthy behaviours but | think there is great failure. | never heard about any
attempt from the behalf of university of promoting healthy behaviours in a comprehensive
way. For example, if they want to promote healthy dietary they should start with
unhealthy food from the university.

(Peer related)

r) What do you think about the influence of peers in decision making? How important is it?
Do you think that the peers at this university influence others to be engaged in
HRBs? If so, how do you think they do that?

The participant: the influence of peers is very great as most of HRBs starts by the influence
of peers.
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5. What do you think are the influences of this university on students’ behaviours with
respect to HRBs?

The participant: | think the university is putting too much pressure on its students. The
lecturers are not fair with students and we cannot get our rights. They don’t give chance for
students to discuss things or raise issues in safe way. There are great numbers of students
withdraw from the university because mental health issue which increase the chance of
indulging in HRBs.

The researcher: do want to add anything?

The participant: it is necessary to design some courses in health education and conduct some
lectures about the potential outcomes of HRBs

iii)  Greetings and further communication

After asking all the above questions | would like thank you. Before you leave | would like to
assure that you got my contact details and in case if you have any questions or concern you
can contact me anytime. Now you will have the choice to write your contact details if you wish
to know about the findings of this research in future.
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