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ABSTRACT

The purpose of this study was to identify the protective roles of religious
faith and family support in buffering against suicidal behavior in a sample
of substance abuse outpatients seeking treatment. Data were collected
from 112 clinical outpatients seeking treatment for substance abuse. We
hypothesized that religious faith would be related to lower levels of suicidal
behavior through a negative association with depressive symptoms. We
expected this mediation effect would differ across varying levels of family
support, providing support for a moderated mediation effect. The results
indicate that religious faith exerts stronger direct and indirect effects on
suicidal behavior at low levels of family support. Religious faith was significantly and negatively related to suicidal behavior only at low levels of
family support. The findings suggest that in the absence of family support,
religious faith may play a compensatory role in protecting against suicidal
behavior.

The increased rate of suicide in the United States in recent years has become a major cause of
concern, as highlighted by the media (Fox, 2013; Parker-Pope, 2013). Recent data from the Center
for Disease Control and Prevention (2012) indicates that suicide was the 10th leading cause of death
for all ages in 2010, accounting for more than 34,000 deaths. The report also estimates there were 24
attempted suicides for every completed suicide. Although many factors can contribute to suicidal
behavior, a high percentage of those who died by suicide were also found to have been using alcohol
and/or drugs (Deykin & Buka, 1994). Analysis of data from 16 U.S. states found that one third of
those tested for substances in the body after a completed suicide tested positive for alcohol and one
fifth tested positive for opiates, such as heroin or painkillers (Karch et al., 2006). The data also show
that suicide attempts and ideation are much higher among the substance abuse population:
Substance abusers are 5 to 7 times more likely to attempt suicide than the general population
(Mino, Bousquet, & Broers, 1999). Other researchers have found that individuals under the influence
of alcohol and/or drugs are more likely to attempt suicide than just ideate (Lejoyeux, Avril, Richoux,
Embouazza, & Nivoli, 2008; Waldrop et al., 2007; Wu et al., 2004).
Given these concerns, the goal of this study was to identify protective factors that buffer against
suicidal behavior among substance abuse outpatients seeking treatment. We focused in particular on
two protective factors: family support and religious faith.

Family Support
Family support has already been cited as a protective factor against suicide and substance use.
Unsupportive family members and intimate partners who use illicit drugs can increase stress levels
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and the likelihood that substance abusers seeking treatment will not adhere to treatment guidelines
(Smith & Rosen 2009). Even though positive family support has been associated with reduced risk of
relapse and better treatment response (Burkey, Kim, & Breakey, 2011; Feaster et al., 2010), many
substance abusers often lack support in their lives, making recovery more difficult. Sher (2006) found
an association between disruptions in partner relationships and suicidal behavior among individuals
suffering from alcoholism. It is likely that individuals who abuse alcohol may encounter interpersonal difficulties that affect their partner’s support, leading to increased risk of suicide. Relatedly,
perceived family support has been found to reduce suicide ideation through negative associations
with depressive symptoms (Wang, Wong, Tran, Nyutu, & Spears, 2013).
In sum, studies have found that family support is relevant to substance abuse and suicidal behavior. For
example, Duberstein et al. (2004) found that family members and other sources of support, such as clergy,
act as “gatekeepers” for suicide and may be better suited than others to identify problems and encourage
treatment. The Substance Abuse and Mental Health Services Administration has recommended that family
therapy be incorporated into substance abuse treatment as an integral part of recovery (Substance Abuse
and Mental Health Services Administration, 2014). It seems, therefore, that positive family support when
dealing with abuse or dependency on drugs and alcohol can be a cornerstone to recovery.

Religious Faith
Koenig, McCullough, and Larson (2001) defined religiousness as a structured belief system manifested
through practices, rituals, and symbols intended to optimize the connectedness between a person and the
sacred or transcendent. Literature has shown a clear, positive connection between religiousness and
health (Hall, Meador, & Koenig, 2008). Given the multidimensional construct of religiousness, researchers have investigated religiousness from different aspects, including external activities (religious attendance, participation, etc.) as well as internal resources (religious coping, beliefs, etc.). It is a common
belief that the benefits of religiousness stem from the social support received from religious communities.
However, a national survey on substance use has indicated that religious attendance and beliefs are
associated with a lower likelihood of alcohol use (but not illicit drugs); the relationship was only partially
mediated by social support (Edlund et al., 2010). Therefore, even though religious communities provide
social support to each other, the benefit of religiousness seems to go beyond just receiving social support.
Accordingly, many researchers have identified internal factors that explain the benefits of religiousness.
Probably the most popular approach in this regard is Allport’s (Allport & Ross, 1967) theory of intrinsic
and extrinsic motivations. According to Allport, people with intrinsic motivation internalize their religious
beliefs as a way of living that governs their dedication and commitment to life versus people with extrinsic
motivation, who use religious beliefs as a way to gain external benefit or status. Research has shown
repeatedly that intrinsic religiousness is positively associated with mental health and well-being compared
to extrinsic religiousness. Allport’s classification of religiousness has received some support (Masters,
Bergin, Reynolds, & Sullivan, 1991) as well as criticism (Kirkpatrick & Hood, 1990). Subsequent researchers
have focused on the unidimensional construct of religious faith; specifically, Plante and Boccaccini (1997)
developed a scale to measure the strength of individuals’ religious faith, which demonstrated strong
psychometric properties (Lewis, Shelvin, McGuckin, & Navratil, 2001). The individuals who were high
on religious faith in Plante and Boccaccine’s study showed higher self-esteem and better adjustment. A
review by Hall et al. (2008) supports the usefulness of this unidimensional construct, which may provide a
more cohesive representation of religiousness than an intrinsic or extrinsic classification.
Several studies have examined the relationship between religiousness and depression and suicide. Diaz,
Horton, McIlveen, Weiner, and Williams (2009) reported that substance-dependent patients who have a
strong relationship with God experienced significantly lower levels of depression than others who reported
not having strong religious beliefs or affiliation. Likewise, Walker and Bishop (2005) found that intrinsic
religiousness was negatively related to suicidal ideation via its association with low depressive symptoms. In
a study on cancer patients, Aukst-Margetic, Jakovljevic, Margetic, Biscan, and Samija (2005) found that
higher levels of religious faith were associated with significantly lower levels of depression. Various studies
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have also indicated that religiousness serves as a protective factor against suicide (Assari, Lankarani, &
Moazen, 2012; Kleiman & Liu, 2014; Taylor, Chatters, & Joe, 2011). Similarly, Duberstein and colleagues
(2004) found that lack of religious involvement was related to increased suicide risk beyond the effect of
other factors such as mood disorders.
It seems that the existing literature has established a connection between various aspects of
religiousness and a protective role in reducing depression and suicide among different populations.
This connection has not received as much verification in substance abuse patients. Specifically, we
wanted to evaluate religious faith and its mediating role between depressive symptoms and suicide
among this population.

Family Support and Religiousness
Although family support and religiousness independently seem to play some protective roles in reducing
suicide through various direct or indirect pathways, the interactive influence between the two variables has
been less studied. In a longitudinal study among adolescents, Mason and Windle (2001) reported that
family support was positively associated with subsequent religiousness, and both factors were negatively
related to later alcohol use. Similarly, Greening and Stoppelbein (2002) found that family support is
associated with lower levels of depression and hopelessness and is positively related to intrinsic religiousness and beliefs in traditional Christian doctrines.
Even though it seems that there is a positive relationship between family support and religiousness, we were not able to identify an existing study that examined the interaction between family
support and religious faith among substance abuse patients in relation to suicidal behavior. Given
the fact that family support is often reduced or disrupted during the course of substance use, it is not
clear whether family support and religiousness retain a positive association among substance abuse
patients. It is possible that the two variables reinforce each another and together reduce suicidal
behavior among substance abuse patients. Alternatively, it is also possible that given the potential
loss of family support during drug or alcohol addiction, religious faith may serve as a substitute for
the support patients need to battle depression and suicide.

Depressive Symptoms
Depression and substance abuse are known risk factors for suicidal behavior. Clinical studies have shown
that comorbidity between depression and substance abuse is particularly high (Bovasso, 2001), and they
both may carry a significant risk to the development of the other. A national survey has shown that 40%
of alcohol users and 60% of drug users who sought treatment had an independent mood disorder (Grant
et al., 2004). Other research has found that persons who suffer from both depression and substance abuse
addiction are significantly more likely to have a poor treatment response, a higher rate of relapse, more
hospital visits, increased incidence of Hepatitis C and HIV infection, a higher incarceration rate, family
difficulties, and homelessness than substance abusers without other comorbidities (Kelly et al., 2012).
Recurrent brief depression has also been associated with suicide attempts and substance abuse (Carta
et al., 2003). Even among suicide attempters who have recovered from substance abuse, the rate of
depression, though lower, still remains higher than in the normal population (Agosti & Levin, 2006).
Given the strong connection between suicide, depression, and substance abuse, the goal of this study is to
find factors that buffer the connection between depression and suicidal behavior among substance abuse
individuals.

Reinforcement and Compensation Hypotheses
To summarize, this study sought to address several gaps in the literature on protective factors
associated with suicidal behavior among individuals with a history of substance abuse. In addition to
testing the mediational role of depressive symptoms in the link between religious faith and suicidal
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behavior, we also extended the literature by investigating the moderating effects of religious faith and
family support. As mentioned previously, although research has documented the positive impact of
religiousness and family support on suicidal behavior, the interactive effects from both factors have
only been minimally explored. We discuss two possible ways in which religious faith and family
support might interact with each other to impact suicidal behavior.
One possibility is that religious faith and family support are mutually reinforcing factors, that is, a
combination of religious faith and family support contributes unique protective effects on suicidal
behavior. Support for this reinforcement hypothesis can be found in research documenting the positive
association between internal religious belief and social support (Greening & Stoppelbein, 2002). Given
that religious faith is often expressed within the context of a religious community (Park & Smith, 2000),
the psychological benefits of religiousness on suicidal behavior are potentially enhanced when individuals have high levels of both religiousness and family support.
An alternative possibility is that religious faith plays a compensatory role vis-à-vis social support
in its impact on suicidal behavior. That is, religious faith might have its most robust effect on suicidal
behavior when individuals suffer from a lack of family support. Support for this compensatory
hypothesis can be found in research and theories that conceptualize religiousness as a form of
interpersonal attachment to a divine being. This attachment compensates for insecure attachments
with other individuals, especially caregivers (Granqvist, Mikulincer, & Shaver, 2010). A supportive
religious congregation may also play a decisive role in helping individuals confront and surmount
life’s challenges and distress. Accordingly, individuals who experience a lack of family support might
benefit most from the protective effects of religious faith.

Research Questions
In this study, we proposed a model predicting suicidal behavior among adults seeking substance
abuse outpatient treatment (see Figure 1). Edwards and Lambert (2007) described this model as a
direct effect and second-stage moderation model. We expected that religious faith would be
indirectly associated with lower levels of suicidal behavior via its negative association with depressive
symptoms; however, this indirect (mediation) effect would differ across varying levels of family
support, providing support for a moderated mediation effect. Within this model, we also predicted
that family support would moderate the relationships (a) between depressive symptoms and suicidal
behavior, and (b) between religious faith and suicidal behavior. Specifically, we hypothesized that
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Figure 1. Model predicting suicidal behavior (N = 112). Note. The numbers inside the parentheses represent standard errors. The
numbers associated with the arrow from religious faith to suicidal behavior represent the direct effect of religious faith on suicidal
behavior. The numbers associated with the arrows from family support represent the moderating effects of family support on the
(a) relationship between depressive symptoms and suicidal behavior and (b) the relationship between religious faith and suicidal
behavior.*p < .05. **p < .001.
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family support would weaken the association between depressive symptoms and suicidal behavior.
With regard to the moderating effect of family support on the link between religious faith and
suicidal behavior, we tested two alternative hypotheses. The reinforcement hypothesis proposes that
religious faith exerts stronger direct and indirect effects on suicidal behavior at high levels of family
support. In contrast, the compensation hypothesis posits the reverse: Religious faith exerts stronger
direct and indirect effects on suicidal behavior at low levels of family support. It should be noted that
these two alternative hypotheses are not separate hypotheses but are simply different ways of
conceptualizing the moderating effects of family support.

Method
Participants
Data were collected from 112 clinical outpatients (approximately 60% of participants were women).
Participants were recruited from clients who had received substance abuse outpatient group treatments. According to the substance abuse clinic, all patients in the treatment group had been
diagnosed with substance abuse or dependence, and the majority of patients were mandated by a
drug court or family court due to illegal drug use or DUI charges. Such patients are required to
receive 50 intensive group treatment sessions that normally take 3 months to complete. Drug tests
were administered weekly. If the test results were positive for drug use, the treatment course would
be extended.
The original sample comprised 125 participants. For the purposes of our data analysis, participants
who did not complete the full survey were dropped (n = 13). The average age for women was 37.6 (SD =
13, range = 18–75) and for men was 31.4 (SD = 7.4, range = 18–53). Fifteen percent of those sampled
identified themselves as Caucasian/White, 64% were African American/Black, 6% were Hispanic/Latino,
9% were American Indian/Alaskan Native, 2% were Asian American, and 4% were Biracial or Other. In
terms of education, 2% had less than a high school education, 17% high school, 30% had some college,
17% were college students, and 17% were college graduates or had a graduate degree. Approximately 18%
of participants did not specify their education level or respond to this question. The majority of
participants (90%) reported that the religion they followed was Christianity, 9% did not follow any
religion, and 1% followed another religion (Islam). Approximately 32% of the participants considered
themselves to be deeply religious, 40% fairly religious, 19% slightly religious, and 9% not at all religious or
against religion.

Procedures
The study was approved by the Institutional Research Review Boards of the university and the
outpatient clinic. The outpatient clinic has several locations in North Carolina, and we recruited
participants from four locations. Participants were solicited through research announcements at
various substance abuse treatment groups, with the permission of the counselors. Participants were
informed that the purpose of this anonymous survey was to understand suicide-protective factors.
After receiving a signed consent form, trained research assistants distributed a packet of self-reported
paper-and-pencil questionnaires. All participation was voluntary, and participants were free to stop
the survey at any time without penalty. It took each participant approximately 30 min to finish the
survey in the group class settings. After turning in the survey packet, each participant received a
debriefing statement about the purpose of the study, the contact information of the principal
researcher, and the contact numbers for National Suicide Hotlines USA. Participants also received
a small incentive for their participation ($5 cash or a gift certificate). In this study, all patients we
approached chose to participate in the survey.
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Measures
Suicidal Behaviors Questionnaire–Revised (SBQ-R; Osman et al., 2001)
The SBQ-R is a four-item self-report instrument designed to assess suicide-related thoughts and
behaviors with possible scores ranging from 3 to 18. Each item measures a different dimension of
suicidality. Item 1 taps into lifetime suicide ideation and/or suicide attempt (1 point = nonsuicidal
subgroup; 4 points = suicide attempt subgroup). Item 2 assesses the frequency of suicidal ideation
over the past 12 months (1 point = never; 5 points = very often). Item 3 assesses the threat of suicide
attempt (1 point = no threat; 3 points = yes, more than once). Item 4 evaluates self-reported
likelihood of suicidal behavior in the future (0 points = never; 6 points = very likely).
Osman et al. (2001) provided data supporting the usefulness of the SBQ-R as a measure of
suicidal risk. They reported that SBQ-R differentiates between suicide risk and nonsuicidal participants in both clinical and nonclinical samples. The authors also reported good internal consistency
reliability estimates .87 for psychiatric adult inpatient sample and .76 for undergraduate sample. In
the present study, we utilized SBQ-R total scores to assess participants’ suicidality. The Cronbach’s
alpha for the current study was .92.
Center for Epidemiological Studies Depression Scale (Radloff, 1977). The Center for Epidemiological
Studies Depression Scale is a 20-item self-report instrument assessing depressive symptoms. Each
item has four statements, which are scored from 0 to 3, respectively. Total scores are derived by
averaging scores across the 20 items, with higher scores indicating more depressive symptoms.
The internal consistency reliability estimate for this current study was excellent (α = .93).
Social Support Behaviors Scale–Family Support (SSBFM; Vaux, Riedel, & Stewart, 1987)
The Social Support Behavioral Scale is a 45-item self-report instrument designed to assess five modes
of supportive behavior (emotional, socializing, practical assistance, financial assistance, and advice/
guidance). Participants were asked to indicate how likely family members (Family Support subscale)
or friends (Social Support subscale) would be to perform a specific supportive activity. For the
purpose of the current study, we used only the Family Support subscale. Each item is rated on a 5point Likert scale from 1 (no one would do this) to 5 (most family members would certainly do this).
Sample items are “would comfort me if was upset” and “would listen if I needed to talk about my
feelings.” The authors reported a good internal consistency (Cronbach’s α = .85) for several college
samples. The authors also provided evidence of good construct validity. Their study showed that the
Social Support Behavioral Scale is associated with both support network resources and support
appraisal (Vaux & Wood, 1987). The internal consistency reliability estimate for this current study
was excellent (α = .99).
Santa Clara Strength of Religious Faith Questionnaire
The Santa Clara Strength of Religious Faith Questionnaire (SCSRFQ) (Plante & Boccaccini, 1997) is
a 10-item self-report instrument assessing strength of religious faith and engagement with multiple
religious traditions, denominations, and perspectives. Each item is rated on a 4-point Likert scale
from 1 (strongly disagree) to 4 (strongly agree). Sample items are “I look to my faith as a source of
inspiration” and “My faith impacts many of my decisions.” The author (Plante, 2010) reported good
internal consistency and split-half reliability and good validity of the instrument. The internal
consistency reliability estimate for this current study was very good (α = .98).

Results
Preliminary Results
Based on responses to the first item in the SBQR, we found that 66.1% of participants never had
suicide ideation, 20.5% had a brief passing thought of suicide, 3.6% had a suicide plan, and 9.9% had
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Table 1. Means, Standard Deviations, and Intercorrelations of the Main Measures.
Measure
CESD
SBQR
SSBFM
SCSRFQ

M (SD)
.98 (.66)
5.15 (4.33)
3.79 (1.06)
3.03 (.99)

Range
0–3
3–18
1–5
1–4

CESD
—
.56***
–.47***
–.37***

SBQR

SSBFM

SCSRFQ

—
–.49***
–.30***

—
.22*

—

Notes. N = 112. CESD = Center for Epidemiological Studies Depression Scale; SBQR = Suicidal Behaviors Questionnaire–Revised;
SSBFM = Social Support Behaviors Scale: Family Support; SCSRFQ = Santa Clara Strength of Religious Faith Questionnaire.
*p < .05. ***p < .001.

attempted to kill themselves. Men and women did not differ significantly in their suicidal behavior
scores, t(104) = –.73, p = .528 (n = 106; six participants did not disclose their gender). Therefore,
gender and race were not included as covariates in the main analyses. The sample was too small for
comparisons across all racial groups; however, we compared the suicidal behavior scores of African
Americans (the largest racial group; 63.4% of the sample) with those of other participants (combined
into one group). African Americans did not report significantly different suicidal behavior scores
than other participants from other racial backgrounds combined, t(110) = .99, p = .326.
The means, standard deviations, and intercorrelations of the main measures are presented in Table 1.1
Religious faith and family support were both significantly and negatively associated with suicidal behavior,
whereas depressive symptoms were significantly and positively associated with suicidal behavior.

Main Results
MacKinnon, Lockwood, and Williams (2004) showed through simulation studies that among several
mediation procedures, bias-corrected bootstrapping produced the highest statistical power and the
lowest Type 1 error rates. Therefore, to test our hypotheses, we used PROCESS (Hayes, 2012), an
SPSS macro that can analyze mediation effects using bias-corrected bootstrapping as well as moderated
mediation models. Following Frazier, Tix, and Barron’s (2004) recommendation, moderation effects
were tested at 1 SD above and below the mean to represent high and low levels of family support,
respectively, and the predictor variables were standardized as z scores to facilitate the of interpretation of
moderation effects. To test for mediation effects, the means of 5,000 estimated indirect effects were
calculated by creating 5,000 bootstrap samples via random sampling with replacement. If the 95%
confidence intervals (CIs) of the indirect effects did not include zero, significant mediation effects
were inferred.
Overall, the model explained 48% of the variance in suicidal behavior (p < .001). The mediation
effect from religious faith to depressive symptoms to suicidal behavior was significant at a low level
of family support (M indirect effect = –.65, SE = .36), 95% CI [–1.68, –.16], and at the mean level of
family support (M indirect effect = –.53, SE = .30), 95% CI [–1.30, –.09]. In contrast, this mediation
effect was not significant at a high level of family support (M indirect effect = –.40, SE = .41), 95% CI
[–1.46, .23], providing evidence that the mediation effect varied as a function of family support.
Hence, religious faith exerted a significant indirect effect on suicidal behavior via lower levels of
depressive symptoms, but only when support from family was low or moderate. Nevertheless, this
moderated mediation effect was not significant (B = .12, SE = .25), 95% CI [–.33, .67]. As shown in
Figure 1, family support also exerted a significant, negative main effect on suicidal behavior. Family
support was not a significant moderator of the path from depressive symptoms to suicidal behavior.
However, family support significantly moderated the direct path from religious faith to suicidal
behavior (see Figures 1 and 2). We use the simple slopes method to probe the nature of this
significant moderation effect (Frazier et al., 2004). At low levels of family support, religious faith
1

The distribution of the SBQR scores demonstrated a slight departure from normality: skewness = 2.72; kurtosis = 6.81. Therefore,
we also reran our main analyses using square root transformed scores for SBQR. The results were substantially similar to those
reported in our main results.
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Figure 2. The relationship between religious faith and suicidal behavior at high versus low levels of family support.

was significantly and negatively related to suicidal behavior (B = –1.37, SE = .53, p = .012). However,
at high levels of family support, religious faith was not significantly associated with suicidal behavior
(B = .52, SE = .45, p = .246). Therefore, religious faith was directly, significantly, and negatively
related to suicidal behavior only at low, not high, levels of family support. Collectively, these findings
provide support for the compensation hypothesis on the moderating role of family support.

Discussion
This study was designed to investigate the mediational effect of a model where religious faith,
through a negative association with depressive symptoms, would be related to lower levels of suicidal
behavior among people seeking treatment for substance abuse. In addition, we also postulated that
this indirect (mediation) effect would differ across varying levels of family support. The findings
indicated that depressive symptoms were a significant mediator of the relationship between religious
faith and suicidal behavior. We found a significant inverse relationship between religious faith and
depressive symptoms, as well as a significant positive relationship between depressive symptoms and
suicidal behavior. These findings align with and confirm prior research discussed earlier that
connects depression with suicidal ideation (Bovasso, 2001) and highlight the protective role of
religious faith against depression and suicide (Diaz et al., 2009). Religious faith therefore seems to
provide indirect protection against suicidal behavior by preventing depressive symptoms. This
finding dovetails with a report by the National Center on Addiction and Substance Abuse at
Columbia University (2001) that identified religion and spirituality as some of the important
influences in the prevention and treatment of substance abuse.
Our results also revealed that the mediation effect varied as a function of family support.
Depressive symptoms were a significant mediator of the link between religious faith and suicidal
behavior only at low and moderate, not high, levels of family support. Nevertheless, we did not find
support for a significant moderated mediation effect. In contrast, we detected a significant moderation effect: Religious faith was directly, significantly, and negatively related to suicidal behavior only
at low, not high, levels of family support. These findings have important implications on not only
how religious faith and family support affect suicidal behavior in this population but also how these
two aspects complement each other, especially when one of them is low. Specifically, we found
support for the compensation hypothesis rather than the reinforcement hypothesis. For some
individuals, their religious faith can be conceptualized as a form of interpersonal attachment to a
divine being, which compensates for insecure attachments to other individuals, especially their
caregivers (Granqvist et al., 2010). Therefore, religious faith might be most protective against suicidal
behavior when individuals experience a lack of family support.
As discussed in the literature, family support for people who abuse substances is likely to diminish
over time, due to repulsive behaviors in which those who abuse substance may engage. Studies with
specific racial groups have especially indicated that African Americans have an identity that includes
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religiousness and close relationship with family members. For those who abuse substances, the
benefit of this support may be lacking or minimal, hence they may resort to other negative behaviors
such as suicidality (Duberstein et al., 2004). As our findings suggest, for those with diminished
family support, religious faith may help to prevent suicidal behavior. Perhaps religious faith might
provide individuals a sense of meaning or increased optimism that can be particularly helpful as a
buffer against suicidal behavior when family support is lacking (Salsman, Brown, Brechting, &
Carlson, 2005). Indeed, some of the aspects assessed by the SCSRFQ do indicate faith-related positive
factors such as providing meaning and purpose in life, being a source of comfort, and influencing in
decision making (Plante & Boccaccini, 1997). Furthermore, Plante and Boccaccini did find an
association between strong religious faith and mental health benefits.
The findings support the utilization of interventions that incorporate religious faith and spirituality for individuals presenting with substance abuse problems especially when alienated from
family support. Suggestions provided by the National Center on Addiction and Substance Abuse at
Columbia University (2001) recommended the training of clinicians in utilization of religious and
spiritual resources in the treatment of substance abuse. In addition, awareness by clinicians of some
commonly utilized interventions such as Alcoholic Anonymous and Narcotic Anonymous is important, as these programs normally follow a 12-step structure that has a spiritual perspective
(Alcoholics Anonymous, 2015; Narcotics Anonymous, 2014). It is our opinion that these programs
are beneficial because of both a focus on spirituality and a supportive community where social
connectedness may be achieved. It is therefore important for clinicians and counseling professionals
to become familiar with the philosophies of these programs and determine how they would fit with
clients they refer. Drawing from our findings, professionals serving individuals who abuse substances
can design interventions and preventive services that incorporate religious and family support.
Although our findings support a compensation hypothesis whereby religious faith has a protective
impact on suicidal behavior at lower levels of family support, the lack of support for a reinforcement
hypothesis should not be disregarded. Professionals and service providers to those who abuse
substances should also be aware of the importance of enhancing family support. As noted earlier
in the article, previous research has found that family support is a protective factor against suicide
(Duberstein et al., 2004; Wang et al., 2013). For those already having strong family support,
clinicians should work toward maintaining it due to its positive effect. Specifically identifying the
aspects of family support that contribute to psychological well-being among such clients may help in
formulating interventions for those who lack such support. Besides, the recommendation for
increasing religious faith-based support should not exclude the use of family support in treatment
for substance abuse and prevention of related psychological problems. We want to reiterate,
however, that the use of religiously oriented programs as a protective factor against suicidal behavior
with substance abusers who already enjoy strong family support may not yield any meaningful
change, and other alternative interventions should be explored.
We also recommend several directions for future research. Upcoming research could focus on
identifying other mediators that explain the link between religious faith and suicidal behavior among
individuals with a history of substance abuse. In applying the findings, caution should be taken in
generalizing the results to the whole population of those who abuse substances. A significant number
of the participants in this study had been mandated to attend group treatment by the criminal justice
system due to illegal drug use or DUI charge. The findings would therefore be more applicable to
similar treatment groups. Nevertheless, due to the likelihood of such subjects being alienated from
sources of support due to their criminal behavior, our findings have positive implications in their
treatment process. Future studies could focus on cross-validation analysis to find out if there are
differences between those in intensive group treatment, such as our sample and individuals who are
not in treatment, and individuals at various stages of treatment, as this was not workable for the
open groups at the time of data collection. Also, future studies could be designed to examine
differences by type of substance abused and severity of addiction, as this information was not
accessible to the researchers due to concerns of confidentiality. Another limitation of our study is
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that our sample was not sufficiently large for meaningful racial comparisons. Although we found no
significant differences between the levels of suicidal behavior among African Americans and a
combined group of other races, future research should utilize larger and more racially diverse
samples to identify potential racial disparities in suicidal behavior. Similarly, the majority of
participants reported being affiliated with the Christian religion. The findings on the protective
nature of religious faith may therefore be more applicable to Christians than to individuals of other
faiths. Future studies should use more religiously diverse samples to investigate whether the positive
benefits of religious faith vary across different religious groups; this study focused on the construct of
religious faith as measured by the SCSRFQ (Plante & Boccaccini, 1997). Although our findings
suggest that religious faith is a protective factor against depression and its effect on suicidal behavior,
future studies could also examine other aspects of religiousness, such as participation in religious
activities and organizations.
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