
Vo1.5 No.2 July 1998 CURRENT PSYCHIATRY 

Religious Orientation in Patients with Substance Use 
Disorders 
El Rasheed, AH, Omar ANM and Nagy NES 

Abstract 
As spirituality and religiosity is a neglected area of study and research in the treatment of ad- 
diction in our culture as it is in other cultures and as results of some of the previous studies 
had demonstrated that the patients view spirituality as essential to their recovery , so we 
wanted to study the importance of exploring this sensitive area in a sample of 132 of our 
Egyptian Moslem inpatients with substance use disorders as diagnosed according to the ICD 
10 Research Diagnostic Criteria. We used the religious orientation scale for Moslems to test 
for both the internal as well as the external religious orientation. It was found that there is a 
highly significant correlation between high internal and external religious orientation and the 
polysubstance abuse, abuse of opiates, more relapses, more hospitalization, younger age at 
onset, as well as longer duration of the disorder. Also, the patient group showed a highly 
significant (p< 0.00 1) difference on comparison with the healthy control group on both in- 
ternal religious orientation as well as external religious orientation, with the patient group 
showing the higher scores on the internal religious orientation and the lower scores on the 
external religious orientation. So, it can be concluded that spiritual and religious issues 
should be addressed in substance abuse Fatients since they may have a positive impact on pa- 
tient behavior. Psychiatrists can make use of stress-reducing and adaptive potentials of relig- 
ious beliefs in the management of such disorders and is worth inclusion when planning a 
multidimensional approach of treatment, More research is needed in this area especially cor- 
relating the use of religious approach in treatment and its impact on outcome. Also, more re- 
search is required studying the role of religious aspects in the etiology of other psychiatric 
disorders as well as in outcome when used among other lines of treatment. Also, this aspect 
should be included in medical education. 

Introduction 
Spirituality and religiosity is a neglected 
area of study and research in the treatment 
of addiction. This also applies to the other 
psychiatric diagnoses. It was found that 
only 3% of a quantitative review of the 
total output of four major psychiatric 
journals between 1978-1982 contained a 
quantified religious variable, and only 
three out of 3777 articles scanned were 
centrally and quantitatively concerned 
with traditional religious phenomena 
(Larson et al, 1986). This deficiency has 
attracted protest (Sims, 1994). According 
to a review conducted by the author, the 
British Journal of Psychiatry published 
no papers that had religious belief as a 

principal focus of psychometric concern 
between 1988-1992. 
There are potential ethical problems, as in 
the assessment of psychosexual prob- 
lems, the act of inquiry into religious be- 
lief may not be a morally neutral event- it 
can convey attitudes of approval or con- 
demnation. Although patients may wel- 
come their clinician's inquiry into their 
spiritual or religious state, giving spiritual 
guidance may be illegitimate act of tres- 
pass onto the territory of ordained mini- 
ster. So, discussion of religious issues 
within the psychiatric assessment inter- 
view is often not only ignored but also 
avoided, possibly because it can be a 
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matter of unspeakable embarrassment be- 
cause it is simultaneously intimate and re- 
lational. Psychiatric research into relig- 
ious phenomena generally colludes with 
this unspoken policy of avoidance but 
may be impoverished as a result. This is 
particularly disappointing as the concep- 
tual and psychometric apparatus for in- 
quiry may be available and adaptable for 
the use and could turn a tradition of pro- 
test about the absence of research into 
clinically rewarding data (Crossley, 
1995). 
Berg (1993) noticed that in treating sick- 
ness in the United States, it is focused on 
what scientists can measure. It is the doc- 
tor's role to cure illness; not the priest's. 
The priest brings comfort to those who 
are ill and to their families. He is not ex- 
pected to assist the doctor in providing a 
cure. But when it comes to alcoholism, 
we must remember that the combined ex- 
perience of all the men and women of 
medicine in America from the time of 
Benjamin Rush to 1935, the year which 
Alcoholic Anonymous marks its begin- 
ning, could not develop an effective cure 
for alcoholism. 
Results of some of the previous studies 
had demonstrated that the patients view 
spirituality as essential to their recovery 
and value spiritual programming in their 
treatment more than some concrete items( 
McDowell et a1 1996). In alcoholism, we 
can find physiological causes which ex- 
plain the progression of the addiction. 
The same holds true for smoking and oth- 
er drug dependency. However, it is diffi- 
cult for many to understand that some- 
thing so non-physiological as spirituality 
can be used to cure a physical ailment. 
Although Eastern cultures have no diffi- 
culty with the concept, the idea goes agai- 
nst Western medical practices (Berg, 
1993). 
Moreover, even fewer research has been 
done on Moslems regarding their relig- 
ious orientation and its impact on their ill- 

ness. This of course applies to patients 
with substance use disorders, in whom 
this area is often neglected both in resea- 
rch as well as in management despite the 
fact that religiosity may be more strongly 
related to substance use disorders than to 
other psychiatric disorders. So, we 
thought of exploring this sensitive area in 
our Egyptian Moslem patients with sub- 
stance use disorders. This is also impor- 
tant as there is a well known relationship 
between religious orientation and disease, 
health, and well being among the spiritual 
beliefs of Moslems. 
Subjects and Method 
1. Patients Group 
The sample was formed of Egyptian 132 
Moslem patients with substance use dis- 
orders as diagnosed according to the 
ICD- 10 Research Diagnostic Criteria. 
They were selected from the inpatients in 
the Institute of Psychiatry, Ain Shams 
University according to quota method of 
sampling over the period of one year 
(from March 1997 to February 1998). 
All patients were interviewed only after 
consenting to answer question related to 
their disorder and to their religious orien- 
tation. 
Inclusion Criteria 
Moslem patients with substance use dis- 
orders as diagnosed according to the 
ICD- 10 Research Diagnostic Criteria , 
whatever is their age, educational level, 
socioeconomic status, substance of 
abuse, duration of their disorder, number 
of their relapses, underlying personality 
disorder (if present). 
Exclusion Criteria 
a) Patients with comorbid psychiatric dis- 
order other than personality disorder. 
b) Patients during their intoxication stage 
and their withdrawal symptoms. 
2.Control Groups 
The healthy control group was formed of 
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66 Moslem Individuals. They were se- 
lected from Medical and other universities 
students (specifically Faculty of Arts 
and of Social Work)’ employees, and 
workers in the Institute of Psychiatry, 
Ain Shams University, to match the pa- 
tient group in age , sex, religion, educa- 
tional level, and socioeconomic status. 
Methods 
The patient group was exposed to the fol- 
lowing: ientation 
1. Full psychiatric examination according 
to the sheet of the Institute of Psychiatry, 
Ain Shams University. behaviors. 
2. Research Diagnostic Criteria of the 

3. Religious Orientation Scale for Mos- 
lems to assess the relationship between 
substance use disorders and Islamic relig- 
ious orientation. 
It consists of two subscales: 

2. Religion is a source of acceptance and 
social reward. 
3. Religious rituals are practiced for the 
sole reason of social desirability. 
4. Religious teachings are not followed in 
daily behavior. 
5. Superstitious beliefs. 
6. Resort to religion at times of stress. 
Determinants of Intrinsic Religious Or- 

1. Doing good to satisfy God’s wish. 
2. Following religious teachings in daily 

3. Praying in the exact times of prayer. 
4. Lifting the suffering of others. 
5. Feeling anguish while readilig the Ko- 
ran. 
6. Fear of God and praying this fore- 
went. 

ICD- 10. 

a) The extrinsic religious orientation sub- 
scale. 
b) The intrinsic religious orientation sub- 
scale. 
Version “A” of the scale is for Moslems 
and is formed of 34 items. The scale has 
been standardized on Egyptians by El- 
Behairy and Demerdash( 1988) with high 
inter-rater reliability and validity.’ 
A high score on the extrinsic subscale in- 
dicates a high extrinsic religious orienta- 
tion i.e low religiosity, while a low score 
on the intrinsic subscale indicates a high 
intrinsic religious orientation i.e. high rel- 
igiosity. The authors clarify this pattern 
by putting certain determinants of both 
extrinsic and intrinsic religious orienta- 
tion. 
Determinants of Extrinsic Religious Or- 
ientation 
1. Religion is the prime source of psy- 
chological and social satisfaction. 

7. Approaching God by following his 
leading and his book and the teachings of 
the Prophet. 
8. Continuous self judgment and ac- 
countability. 
9. Feeling tranquillity upon :t continuous 
relatedness to God. 
The control group was subjected to the 
same tools. 
Statistical Analysis 
This was done using the IBM computer 
with the Microstat Package -V2 
Results 
Our sample was formed of 132 patients 
with substance use disorder table ( I ) .  
They were all males with mean of age 
(27.9 + 5.6). While the mean age of the 
healthy control was (26.8 t 5.8). Re- 
garding the educational grade of the pa- 
tients, 9.5% reached preparatory school 
but did not graduate from it, 33% 
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reached secondary school but did not 
graduate from it, 33% are currently in 
college but did not finish it and are fre- 
quently failing due to indulgence in the 
life style of addiction, and only 24.5% 
finished their college. They were all liv- 
ing in urban areas. Regarding their mari- 
tal status, 73% were single, 15% were 
married, and 12% were divorced. It is 
worth mentioning that only 12% were 
currently working and 58% of this group 
worked in private jobs owed to their close 
relatives ( mostly to their parents). 
Concerning the clinical characteristics of 
the studied group table (2), 92.9% were 
polysubstance abusers. Only 18% of the 
patients had one relapse, while 39% had 
10 or more relapses. However, regarding 
the frequency of hospitalization of the pa- 
tients, 33% were hospitalized for the first 
time, while 24% were hospitalized 10 or 
more times. 
Regarding the age at onset of the sub- 
stance use disorder, 27% had an onset 
below or at the age of 15, while only 3% 
had an onset above the age of 36. Also, 
the duration of the disorder differed 
among the studied group with 15% hav- 
ing a duration of 5 or less years and 48% 
had a duration more than 10 years. 
Concerning the relation between religious 
orientation and the different clinical varia- 
bles table (3 ) ,  our results have shown that 
there was a highly significant correlation 
(p < 0.001) between those who had high 
score on internal religious orientation and 
polysubstance abuse. The same highly 
significant correlation was found also on 
internal religious orientation , with both 
opiates (in the form of heroin injection as 
well as codeine in cough syrup), and ben- 
zodiazepines, more at higher scores of in- 
ternal religious orientation. It is also wo- 
rth mentioning that 'anticholinergic abuse 
was also correlated with higher scores of 
internal religious orientation, however 
ephedrine showed no difference between 

the high and low scores level. However, 
there was a significant correlation be- 
tween the extremely low score on the in- 
ternal religious orientation and a low 
number of relapses and an insignificant 
difference ( p> 0.05) using ANOVA be- 
tween the number of relapses in the dif- 
ferent scores of internal religious orienta- 
tion, while the number of hospitalizations 
was found to have a significantly high 
correlation (p< 0.001) with the internal 
religious score with those having higher 
score showing a lower number of hospi- 
talization or have never been hospitalized 
before, and on using ANOVA only a sig- 
nificant difference was found on the in- 
ternal religious scores. Regarding dura- 
tion of the disorder, a highly significant 
(p< 0.001) was found with the internal 
religious score with those having higher 
score on internal religious score having 
longer duration of disorder. However, 
ANOVA has shown an insignificant dif- 
ference on internal religious orientation. 
Regarding the age at onset of the disorder 
a highly significant ( p< 0.001) correla- 
tion was found between younger age at 
onset and higher internal religious score. 
However, on using ANOVA only a sig- 
nificant difference was found on the in- 
ternal religious scores. 
On the other hand, the external religious 
orientation has shown the following cor- 
relation: a highly significant correlation (p 
< 0.001) between those who had high 
score on external religious orientation 
and polysubstance abuse with a highly 
significant correlation (p< 0.001) be- 
tween the different substances of abuse 
and the score of external religious orien- 
tation with opiate predominance (also 
both in the form of heroin injection as 
well as codeine in cough syrup) at a high- 
er external religious orientation, antichol- 
inergic abuse was also correlated with 
higher scores of external religious orien- 
tation , however ephedrine showed no 
difference between the high and low 
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scores level. There was a highly signifi- 
cant correlation (p<O.OOl) between the 
lower external religious orientation and 
the lower number of relapses, however 
an insignificant difference ( p> 0.05) us- 
ing ANOVA between the number of re- 
lapses in the different scores of external 
religious orientation. The number of hos- 
pitalizations was found to have a signifi- 
cantly high correlation (p< 0.001) with 
the external religious score with those 
having a higher score having lower num- 
ber of hospitalization or have never been 
hospitalized, however on using ANOVA 
only a significant difference was found. 
Regarding duration of the disorder, a 
highly significant (p< 0.001) was found 
with the external religious score with 
those having higher score on external re- 
ligious score having longer duration of 

disorder. Also, ANOVA has proven the 
same highly significant difference on ex- 
ternal religious orientation. Regarding the 
age at onset of the disorder a highly sig- 
nificant ( p< 0.001) correlation was 
found between younger age at onset and 
higher external religious score. However, 
on using ANOVA only a significant dif- 
ference was found on the external relig- 
ious scores. 
It is worth mentioning that the patient 
group showed a highly significant (p< 
0.00 1) difference on comparison with 
the healthy control group on both internal 
religious orientation as well as external 
religious orientation table (4), with the 
patient group showing the higher scores 
on the internal religious orientation and 
the lower scores on the external religious 
orientation. 

Table (1) 
Sociodemographic characteristics of the studied and the control groups. 

Variables 

- Mean age 
- Sex 
- Education 

Preparatory 
Secondary 
University 
Graduated 

-Marrital status 
Single 
Married 
divorsed 

Jobless 
General work 
Family work 

- Jobs 

Patient's Group 

27.9k5.6 
Males 

9.5% 
33% 
33% 

24.5% 

73% 
15% 
12% 

88% 
5% 
7% 

Control Group 

26.8k5.8 
Males 

14% 
41% 
29% 
16% 

41% 
57% 
2% 

3% 
89% 
8% 
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Table (2) 
The clinical characteristics of the studied group. 

Variables 

- Age of onset 
=<15 years 
15-36years 
>36 years - Duration of illness 
= 4 years 
5- 10 years 
>10 years 

- Hospitalization 
Once 
Two to ten times 
More than ten - Relapse rates 
Once 
Two to ten times 
More than ten 

- Type of substance abused 
Poly substance 
One or two substances 

- Differential substance abused 
Opiates 
Cannabinoids 
Benzodiazepines 
Alcohol 
Others 

Control Group 

27% 
70% 
3% 

15% 
37% 
48% 

33% 
43% 
24% 

18% 
53% 
39% 

92.1 % 
7.9% 

87% 
94% 
38% 
22% 
31% 
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Variables 

- Internal reliog- 
ious or. score 

ious or. score 
- External reliog- 

Table (3) 
The significant of the high internal and external religious scores in rela- 
tion to the clinical variables. 
(@=insig.,*=sig.,**=highly sig.) 

Mean (fSD) Mean (+SD) "T" 'vP'9 
in control group Test Value 

47.42 23.05(+4.4 1) 23.43 <0.001 
(+10.2 1) 

48.09(+8.04 56.38(+11.25) 5.52 <0.001 

Variables 

- Pattern of abuse 
Polysubstance 
One or two 

-Type of substanc- 
es  

Opiates 
BenzodiazeDines 
Cannabis 
Others 

- Age of onset 
=< 15 years 
15-36years 
>36 years - Duration of 

ness 
= 1 4  years 
5-10 years 
> 10 years 

I I -  

- Hospitalization 
Once 
Two to ten times 
More than ten 

- Relapse rates 
Once 

Intrinsic Religious 
orientation 

Low e 

Low e 
Low e 

Low e 
Low 0 

Low e 
Low** 

Low* 

High* * 

High** 
High** 

High** 
High* 

High* 
High** 

High 0 

High* 
High** 

Extrinsic Religious 
orientation 

Low e 

Low e 

Low e 
Low e 

Low@ 

Low e 

High** 

High** 
High** 

High 63 

High** 
High* 

High* 
High** 

High** 
High* 

High* 
High** 
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Discussion 
As addiction is a multicultural problem, it 
is in need for multicultural solutions in- 
cluding religion. However, as religion is 
a multidimensional concept, so it is worth 
mentioning that we have assessed both 
the external as well as the internal relig- 
ious orientation in order to approach ,as 
much as we can, the real religious status 
of our patients. 
Similar to our results, it was found that 
religiosity in general is significantly and 
inversely related to alcohol and drug use. 
This coincides with previous studies by 
Clark and Midanik, 1982; Rachel et al., 
1982; Gartner et al., 1991. Also, in a 
study of the risk factors for drug abuse in 
Pakistan, it was found that there was a 
lacking bonds with societal institutions or 
value systems as family, religion and ca- 
reer, which could mitigate against drug 
use (Gillis and Mubbashar, 1995). 
Concerning our results, the deficient re- 
ligious orientation was particularly noted 
in the area of internal orientation( in the 
form of high score on that aspect) and 
this may be one of the contributing fac- 
tors in the development of substance use 
disorders. Of the main cornerstones of 
this internal religious orientation is doing 
good to satisfy God's wish as well as fol- 
lowing religious teachings in daily behav- 
iors, which if followed strictly will pro- 
tect the person against substance use 
disorders. The high external religious or- 
ientation was noticed to be significantly 
highly correlated with aspects indicating 
severity of the substance use disorder. 
For this type of patients, high external re- 
ligious orientation is the prime source of 
acceptance and social reward, while relig- 
ious teachings are not followed in daily 
behavior. 
Although our sample consisted entirely of 
male patients and this is one of the limita- 
tions of our study, yet other studies 

formed of both males and females found 
no relationship with female religion 
(Neve et a1.,1996). Also, Nazar- 
Beutelspacher, 1994, found that non- 
religious practice was among the factors 
related to drug use in males in Mexico. 
Another limitation of our study is that our 
sample was formed entirely of inpatients 
and this means that it may have been 
biased toward the more severe cases i.e. 
polysubstance abusers with a very high 
rate of relapse. 
Our results linked low religiosity and the 
superficial involvement in the religious 
rituals, to the early use, increased relapse 
rates and polysubstance abuse. This goes 
with O'Malley et al. (1985) who found 
that neither socioeconomic status nor per- 
sonal income were very strongly asso- 
ciated with cocaine use in American ado- 
lescents and young adults; but a history 
of truancy, going out frequently in the 
evenings, and having relatively low relig- 
ious involvement were. Also, Thomas 
and Hsiu (1993) found that significant 
predictors for alcohol and drug use in- 
cluded participation in religious services. 
More recently, Weill and Bourhis (1994) 
in their five-year prospective study found 
that among French male teenagers, boys 
who drank least in 1990 were docile, 
contented, religious, and already well 
aware of the dangers of alcohol in 1985. 
It was suggested before that traditional 
religious belief may be most important in 
the decision to ever use a substance, but 
our results together with those of Ken- 
dler et al, 1997, showed that religious de- 
votion may particularly influence the abil- 
ity to quit or maintain low levels of use. 
However, the measurement of religious 
practice or affiliation may be easy, but 
quantifying existential commitment is 
not. Furthermore, age and socioeconomic 
status are important confounding varia- 
bles; other specific difficulties in getting 
access to belief include cultural barriers, 
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and defensive attitudes. The same prob- 
lems was criticized in most of the work 
done on this aspect before(Crossley, 
1995). 
So, it can be concluded that spiritual and 
religious issues should be addressed in 
substance abuse patients since they may 
have a positive impact on patient behav- 
ior. Hater et al.( 1984) found that the re- 
ligious variables accounted for significant 
and unique variance only in the general 
well-being variable in opioid addicts. 
Also, we add our voice to McKee and 
Chappel, 1992 who had recommended 
that the medical model be expanded to a 
biopsychosocial-spiritual one especially 
on dealing with certain disorders as sub- 
stance use disorders. Psychiatrists can 
make use of stress-reducing and adaptive 
potentials of religious beliefs in the man- 
agement of such disorders. 
Clearly, not all substance abusers can be 
reached, much less successfully treated, 
by way of religiously-oriented programs. 
This approach merits serious considera- 
tion, however, since for individuals with 
high degree of religious motivation it has 
produced positive results comparable to 
those other accepted forms of treatment. 
So, religious commitment and spiritually- 
oriented treatment programs can be sig- 
nificant factors that merit consideration 
and is worth inclusion when planning a 
multidimensional approach of treatment. 
Religious personnel can and should begin 
to work collaboratively with mental health 
care personnel involved in the manage- 
ment of substance use disorders to im- 
prove the level of care provided. At the 
very least, they need to communicate with 
each other. 
More research is needed in this area espe- 
cially correlating the use of religious ap- 
proach in treatment and its impact on out- 
come. Also, more research is required 
studying the role of religious aspects in 
the etiology of other psychiatric disorders 

as well as in outcome when used among 
other lines of treatment. 
Also, this aspect should be included in 
medical education as well as in the train- 
ing of medical students. This is particu- 
larly as dealing with this sensitive area 
needs a special training. This will en- 
hance the students' respect for individual- 
ity of their patients in their cultural con- 
text, increase their awareness of the 
patients' beliefs, values, and faith as re- 
sources for dealing with illness, suffer- 
ing, and death. So, it is doubtless that 
psychiatry would benefit if the vocabu- 
lary and concepts of religion and spiritu- 
ality were more familiar to trainee and 
practitioners. 
On the other hand, we have to teach relig- 
ious personnel and give them sufficient 
information on dealing with such pa- 
tients. This will include orienting them to 
the relapsing nature of the disorder and 
that the majority of the relapsers are seri- 
ous about changing their life style but can 
not develop alternative coping strategies 
to drug abuse (i.e. they need more sup- 
port and help, rather than punishment and 
accusations of being manipulative, liar, 
criminal, and unforgivable. This has been 
stressed before by Berg (1993) who 
warned priests that they do not need 
preaching as by the time alcoholics reach 
out for help, they have already been de- 
feated. 
Last but not least, it is well apparent that 
attention to the psychoreligious dimen- 
sions of psychological healing would im- 
prove clinical practice in the area involv- 
ing research, diagnostic assessment, 
iatrogenesis, treatment, and training. So, 
physician should make more use of 
stress-reducing and adaptive potential of 
religious beliefs in the management of 
such problems. 
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