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ABSTRACT

Objective: Patients with bipolar disorder are
prone to suicidal behavior, yet possible protective
mechanisms are rarely studied. We investigated

a possible protective role for moral or religious
objections to suicide against suicidal ideation
and attempts in depressed bipolar patients.

Method: A retrospective case control study of

149 depressed bipolar patients (DSM-/II-R criteria)
in a tertiary care university research clinic was
conducted. Patients who reported religious
affiliation were compared with 51 patients without
religious affiliation in terms of sociodemographic
and clinical characteristics and history of suicidal
behavior. The primary outcome measure was the
moral or religious objections to suicide subscale
of the Reasons for Living Inventory (RFLI).

Results: Religiously affiliated patients had more
children and more family-oriented social networks
than nonaffiliated patients. As for clinical variables,
religiously affiliated patients had fewer past

suicide attempts, had fewer suicides in first-degree
relatives, and were older at the time of first suicide
attempt than unaffiliated patients. Furthermore,
patients with religious affiliation had comparatively
higher scores on the moral or religious objections
to suicide subscale of the RFLI, lower lifetime
aggression, and less comorbid alcohol and
substance abuse and childhood abuse experience.
After controlling for confounders, higher aggression
scores (P=.001) and lower score on the moral or
religious objections to suicide subscale of the RFLI
(P<.001) were significantly associated with suicidal
behavior in depressed bipolar patients. Moral or
religious objections to suicide mediated the effects
of religious affiliation on suicidal behavior in

this sample.

Conclusions: Higher score on the moral or
religious objections to suicide subscale of the RFLI
is associated with fewer suicidal acts in depressed
bipolar patients. The strength of this association
was comparable to that of aggression scores and
suicidal behavior, and had an independent effect.
A possible protective role of moral or religious
objections to suicide deserves consideration in the
assessment and treatment of suicidality in bipolar
disorder.
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Religious and/or spiritual beliefs and coping have been reported to
be of importance to patients with bipolar disorder.! Bipolar patients
are prone to suicidal behavior, and there is a growing literature on suicide
risk factors in bipolar patients. However, reports on possible protective
factors against suicidal behavior in this population are scarce.

In this context, moral or religious objections to suicide have been
reported to be inversely associated with suicidal behavior in depressed
patients® and in patients with cluster B personality disorder® in cross-
sectional studies. Prospective studies have also shown a protective effect
of moral or religious objections to suicide on suicidal behavior.*

On the other hand, social support has been ranked as the most impor-
tant contributing factor to good quality of life in bipolar patients, even
beyond the effects on mental health itself.’ Family interventions have
been found to hasten episode recovery and delay recurrences among
adults with bipolar disorders.® We have reported that depressed patients
with religious affiliation had more cohesive family-related social net-
works, reflected by more time spent with first-degree relatives.” However,
a computer-assisted literature review uncovered no studies of the effect of
religious affiliation on suicidal behavior in bipolar disorder.

We hypothesized that (1) religiously affiliated bipolar patients would
report more moral or religious objections to suicide and less suicidal
behavior and (2) religiously affiliated bipolar patients would have more
family-related social networks. Furthermore, in keeping with the liter-
ature,>” we also examined whether having children and the extent of
family-related social network are associated with less suicidal behavior
in religiously affiliated bipolar patients.

METHOD

Two hundred patients who met DSM-III-R criteria® for a bipolar dis-
order, depressed phase, were enrolled. The mean + SD age of the sample
was 35.6 £ 10.9 years, 59.5% were female, and 78.3% were white. Twenty-
three patients (11.5%) were included in a previous study of religious
affiliation and suicidal behavior.? Patients were recruited at the New York
State Psychiatric Institute and Western Psychiatric Institute and Clinic
(Pittsburgh, Pennsylvania). Exclusion criteria included current substance
or alcohol abuse, neurologic illness, or other active medical conditions.
All patients gave written informed consent for the study as required by
the Institutional Review Boards.

DSM-III-R Axis I psychiatric disorders were diagnosed based on the
Structured Clinical Interview for DSM-III-R (SCID)? and confirmed by
consensus conference led by experienced MD- or PhD-level research cli-
nicians. The presence or absence of personality disorders was determined
by assessing Axis II personality pathology with the Structured Clinical
Interview for DSM-III-R (SCID-II).? Psychiatric symptoms were assessed
with the Global Assessment Scale (GAS) (excluding the suicide item),'°
the 17-item Hamilton Depression Rating Scale (HDRS-17),!! the Beck De-
pression Inventory (BDI),' the Beck Hopelessness Scale,' and the Young
Mania Rating Scale (YMRS).!* The presence and severity of psychosis were
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evaluated in the current episode by using the Brief Psychiat-
ric Rating Scale.!® Lifetime aggression was measured using
the Brown-Goodwin Aggression Inventory (BGAI),'® hos-
tility using the Buss-Durkee Hostility Inventory (BDHI),"”
and impulsivity using the Barratt Impulsivity Scale (BIS).'8
Stressful life events were assessed using the St Paul-Ramsey
Scale (SPRS).!? The Reasons for Living Inventory (RFLI),?
which consists of 6 subscales (survival and coping beliefs,
responsibility to family, child-related concerns, fear of
suicide, fear of social disapproval, and moral or religious
objections to suicide), was administered to assess protective
factors. The survival and coping beliefs subscale consists
of 24 items that assess coping potential (ie, “I believe I can
find solutions to my problems”; “T am too stable to kill my-
self”) as well as positive attitudes toward the future and life.
The responsibility to family subscale consists of 7 items, eg,
“My family depends upon on me and needs me”; “I love
and enjoy my family too much and could not leave them.
The child-related concerns subscale consists of 3 items, eg,
“I want to watch my children as they grow” The fear of sui-
cide subscale consists of 7 items, eg, “I am afraid of death”;
“I am afraid of the ‘actual’ act of killing myself (the pain,
blood, violence).” The fear of social disapproval subscale
consists of 3 items, eg, “Other people would think I am weak
and selfish”

The moral or religious objections to suicide subscale
of the RFLI was used to assess moral and religious objections
to suicide. This subscale consists of 4 questions that reflect

traditional religious beliefs®’: “I believe only God has right

to end a life”; “My religious beliefs forbid it”; “I am afraid of
going to hell”; and “I consider it morally wrong.”

Social network assessment was made using the “signifi-
cant others” items from our baseline demographic form,
which inquire about the persons with whom the subject
spends most time and how much time they spend together.
This item reflects 2 important characteristics of social
network, eg, frequency of contact and network composi-
tion.?! We dichotomized the variable “significant others” as
family-related social network (spouse, mother, father, sib-
ling, offspring, grandparent, other relatives) and nonfamily
social network (roommate, friend, fiancée, other).

Lifetime history of suicide attempts was obtained using
the Columbia Suicide History Form.!? A suicide attempt was
defined as a self-destructive act with at least some intent to
end one’s life. The highest level of suicidal ideation in the
2 weeks prior to baseline assessment was measured using
the Scale for Suicidal Ideation.?? The Beck Lethality Rating
Scale?® was used to measure the degree of medical dam-
age caused by each suicide attempt. The degree of suicide
intent for the suicide attempt was rated with the Suicide
Intent Scale.*

Statistical Methods

Patients who endorsed religious affiliation and those who
did not were compared in terms of demographic and clinical
variables using x* statistics for categorical variables and ¢ test
statistics for continuous variables. A logistic regression with
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demographic variables that differed significantly between
the 2 groups as independent variables and suicide attempt
as dependent variable was performed. Similarly, a logistic
regression analysis included all clinical variables that differed
significantly between religiously affiliated and nonaftfiliated
subjects as the independent variables and suicide attempt as
the outcome variable. A final model was subjected to logistic
regression, with suicide attempt as the outcome variable and
religious affiliation as the independent variable controlling
for moral or religious objections to suicide and significant
demographic variables selected in the first logistic regres-
sion as well as clinical variable selected with the second
logistic regression.

To investigate whether moral or religious objections to
suicide mediate the relationship between suicidal behav-
ior and religious affiliation, we used an established 3-step
procedure.>?® First, we investigated whether religious af-
filiation was associated with moral objections to suicide.
Second, we determined whether moral objections to suicide
were associated with suicide attempt after religious affilia-
tion was controlled for statistically. Finally, we examined
the bivariate association between religious affiliation and
suicide attempt and whether the magnitude of this asso-
ciation was reduced when moral objections to suicide were
controlled for statistically. If all 3 conditions were met, it
could be inferred that moral objections to suicide medi-
ate the association between religious affiliation and suicide
attempt. Subsequently, demographic and clinical correlates
of moral or religious objections to suicide were calculated
using ¢ tests and Pearson correlations. Pearson correlations
were additionally performed in order to assess the relation-
ship between moral or religious objections to suicide and
suicide-related variables in patients who were not religiously
affiliated.

RESULTS

One hundred forty-nine of the patients (74.5%) reported
religious affiliation and 51 patients (25.5%) did not. Among
the patients who reported religious affiliation, the specific
denominations endorsed were Catholicism (42.3%, n=63),
Protestantism (18.1%, n=27), Judaism (18.8%, n=28), and
other (20.8%, n=31). There were 135 patients (67.5%) with
a lifetime history of a suicide attempt. One hundred ten
patients (56.1%) had a history of past comorbid alcohol
and/or substance abuse, and 65 (38.7%) had a comorbid
cluster B personality disorder.

Comparison of Bipolar Patients
With and Without Religious Affiliation

The affiliated and nonatftiliated groups did not differ in
terms of age, sex, race, education, income, or marital sta-
tus. Religiously affiliated patients had more children and
reported a more family-oriented social network reflected
in more time spent with first-degree relatives (Table 1).
However, logistic regression revealed that neither variable,
parental status nor social network composition, predicted
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Table 1. Demographic Characteristics of 200 Bipolar Patients
With and Without Religious Affiliation

Bipolar Bipolar
With Without
Religious  Religious
Affiliation  Affiliation  Statistical P
Characteristic (n=149) (n=51) Test Value
Age, mean=SD, y 36.2+11.0 34.3+10.7* t;=1.0 298
Women, n (%) 92(61.7) 27(52.9) x4=12 269
Education, mean+SD,y  15.1+2.6° 151423  £4,=-0.10  .900
Annual income, $ 21,923.50°  19,479.604 t133=0.60 517
White, n (%) 107 (78.7)  37(78.7)  x*,=0.00 .995
Currently married vs 37 (24.8) 10 (19.6) X’1=5.7 448
other possibilities,
n (%)
With children 59 (41.8) 8(157) x4=113 .001
Family-oriented social 82 (66.1) 10 (24.4) x*=21.8 <.001

network, n (%)
an=50. Pn=145. ‘n=136. In=49.

suicide attempt (OR=0.74; 95% CI, 0.35-1.5; P=.423; and
OR=0.57;95% CI, 0.27-1.2; P=.146; respectively).

Patients in the religiously unaffiliated group were more
likely to have a history of past suicide attempt and more
past suicide attempts and were more likely to have first-
degree relatives who had committed suicide than religiously
unaffiliated patients. There were no differences in the level
of suicidal ideation, suicide intent, or lethality of suicide
attempt in the 2 groups (Table 2).

From a clinical standpoint, there were no differences be-
tween groups in the level of self-reported depression (BDI),
clinician-rated depression (HDRS-17), hopelessness (Beck
Hopelessness Scale), adverse life events (SPRS), global func-
tioning (GAS), severity of manic symptoms (YMRS), or cluster
B personality disorder comorbidity (Table 2). Higher lifetime
aggression (BGAI), but not impulsivity (BIS) and hostility
scores (BDHI), were found in the unaffiliated group. Further-
more, a history of past substance use disorder and a history
of childhood abuse were more common in the religiously
unaffiliated group (see Table 2). Affiliated and unaftiliated
bipolar patients did not differ on perceived reasons for living
(RFLI) in general nor on survival and coping beliefs, respon-
sibility to family, fear of suicide, and fear of social disapproval
subscales of RFLL In contrast, more child-related concerns
and moral or religious objections to suicide were reported by
affiliated subjects (see Table 2). Religiously affiliated subjects
also had a later age at onset of mania and a later age at hos-
pitalization for any reason as well as a trend for earlier onset
of major depression, compared to nonaffiliated subjects (see
Table 2). Logistic regression revealed that lower score on the
moral or religious objections to suicide subscale of the RFLI
and higher lifetime aggression were associated with signifi-
cantly lower probability of suicide attempt (OR =2.5 for every
5-point decrement in moral or religious objections to sui-
cide; 95% CI, 1.4-4.5; P<.003; and OR = 1.6 for every 5-point
increment in the BGAI score; 95% CI, 1.02-3.7; P=.045)
in our sample of bipolar patients, whereas history of past
combined alcohol and substance use, childhood abuse, child-
related concerns, age of first hospitalization for any reason,
and age of first manic episode were not.
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Relationship Between Religious Affiliation,
Moral or Religious Objections to Suicide,
and Suicide Attempt Status

A final model was tested with suicide attempter status as the
outcome variable and religious affiliation, moral or religious
objections to suicide, parental status, and family-oriented
social network as the independent variables, while control-
ling for lifetime aggression. Logistic regression showed that
lower score on the moral objections to suicide subscale of the
RFLI and higher lifetime aggression levels were significantly
associated with suicide attempt, whereas religious affiliation
per se was not (Table 3). Indeed, moral or religious objec-
tions to suicide mediated the association between religious
affiliation and suicide attempt, as all 3 stipulated conditions
(see Method) were met: first, religious affiliation was signifi-
cantly associated with moral objections to suicide (OR=1.1;
95% CI, 1.08-1.2; Wald x*=15.2; P<.001); second, moral ob-
jections to suicide were significantly associated with suicide
attempt when religious affiliation was controlled for statisti-
cally (OR=1.6;95% CI, 1.2-2.1; Wald y*=9.9; P=.002); third,
the significant bivariate association between religious affili-
ation and suicide attempt did not remain significant when
moral objections to suicide were controlled for statistically
(OR=0.66; 95% CI, 0.27-1.5; Wald x*>=0.85; P=.356).

In further analyses, we investigated demographic and clin-
ical variables correlated with moral or religious objections to
suicide. Statistically significant correlations are presented in
Table 4. We reconducted the final logistic regression includ-
ing all the variables except moral or religious objections to
suicide, given the observation that moral or religious objec-
tions to suicide are correlated with some of the other variables
in the model. Aggression scores were the only significant pre-
dictor, suggesting that moral or religious objections to suicide
are indeed the relevant protective factor (complete analyses
available upon request).

Moreover, in order to investigate the possible signifi-
cance of moral or religious objections to suicide in patients
who reported no religious affiliation (n=51), we conducted
additional analyses. Of 7 suicide-related variables in our study
(lifetime suicide attempt, number of past suicide attempts,
suicidal ideation, lethality of suicide attempt, suicide intent,
suicide in first-degree relatives, and age at time of first suicide
attempt), only the number of past suicide attempts was sig-
nificantly inversely related to moral or religious objections to
suicide (R=-0.317, n=44, P=.036), whereas no statistically
significant associations existed between moral or religious
objections to suicide and other suicide-related variables.

DISCUSSION

Religiously affiliated bipolar patients in our study had
fewer past suicide attempts than unaffiliated patients. In
accordance with previous reports,? the inverse relation-
ship between the religious affiliation and suicide attempt
was not due to religious affiliation per se but rather to the
moral or religious objections to suicide that have been
identified as an active component of the effect of religious
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Table 2. Suicide History and Comorbidity in 200 Bipolar Patients With and Without Religious Affiliation

Bipolar With Religious Bipolar Without Religious
Affiliation (n=149) Affiliation (n=51)
Value® n Value® n Statistical Test P Value
Suicide-related variables
Lifetime suicide attempt, n (%) 94 (63.1) 41 (80.4) ¥1=52 .023
Scale for Suicidal Ideation score 10.8+£10.3 121 11.8+£11.0 38 t157=—0.50 .633
Suicide in first-degree relatives, n (%) 4(2.8) 7 (14.0) Y1=8.7 .003
No. of suicide attempts 1.6+1.8 149 2.3+2.0 51 togg=-2.1 .034
Age at time of first suicide attempt, y 24.5+11.6 94 20.4+9.6 41 t133=-2.0 .047
Beck Lethality Rating Scale score 33+19 91 32+19 41 t130=0.25 .806
Suicide Intent Scale score 16.1£5.6 91 17.0£5.5 41 t130=—0.91 363
Clinical variables related to the course of bipolar disorder
No. of major depressive episodes 17.3+28.2 132 22.7+32.1 48 ti7zg=—1.1 275
No. of manic episodes 9.9+£22.0 130 15.8+30.9 47 ti3=—1.2 235
Age at first manic episode, y 25.3+10.6 89 20.3+6.6 30 tgo=2.4 .004
Age at first major depressive episode, y 21.2+11.2 126 17.6+5.5 47 ti;=1.9 .054
Age at first hospitalization for bipolar disorder, y 29.9+11.7 114 25.8+11.2 32 tyy=1.7 .082
Age at first hospitalization (for any reason), y 29.1+11.4 94 243+9.6 41 ts;5=2.3 .028
No. of hospitalizations 3.7+6.7 131 2.7+4.7 44 t173=0.94 351
Psychopathology
Beck Depression Inventory score 249+11.1 97 28.2+12.9 33 tg=-14 .160
Hamilton Depression Rating Scale (17-item) score 18.5+6.8 143 18.6+6.6 50 t191=—0.10 901
Beck Hopelessness Scale score 10.8+6.0 134 10.7+6.3 47 t179=0.10 902
Young Mania Rating Scale (total) score 6.25+8.1 63 3.8£5.2 28 t;;=1.7 .090
Brief Psychiatric Rating Scale score 37.4+10.2 103 342472 32 t133=1.6 .098
Global Assessment Scale (w/o suicide) score 45.8+12.3 86 47.1£13.9 33 t117=—0.50 613
Barratt Impulsivity Scale score 59.5+18.5 126 62.6+20.6 43 t167=—0.90 .360
Buss-Durkee Hostility Inventory score 39.8+12.9 122 40.0+12.0 43 t163=—0.10 924
Brown-Goodwin Aggression Inventory score 20.1+£6.2 137 22.1£6.0 48 tg5.1=—1.9 .049
Cluster B personality disorders, n (%) 43 (35.8) 22 (45.8) Y1=14 229
Past combined substance and alcohol abuse, n (%) 72 (49.7) 38 (74.5) ¥1=9.5 .002
Adverse life events
Childhood abuse, n (%) 60 (44.1) 31(63.3) ¥1=5.28 .022
St. Paul Ramsey Scale score (adverse life events) 4.1+1.1 124 4.1+1.0 48 t170=0.20 .839
Possible protective factors
Reasons for Living Inventory, total score 154.9+46.3 121 143.5+£45.3 44 tez=14 .160
Survival and coping beliefs score 80.1+£31.2 122 80.0+28.6 44 t164=0.01 992
Responsibility for family score 27.3+£10.3 123 25.1+£11.0 44 tes=1.2 226
Child-related concerns score 9.8+6.1 122 7.2+5.6 41 t;4=2.5 014
Fear of suicide score 19.8+8.3 121 17.3+7.5 44 hez=1.7 .090
Fear of social disapproval score 7.81£4.6 122 7.1£4.6 44 t164=0.76 447
Moral or religious objections to suicide score 11.2+6.7 123 6.4+3.7 44 t137=5.9 <.001
Values are presented as mean + SD unless stated otherwise.
gfﬁhaﬁon. Indeed, mgral or r§11g10u§ (?bJectlons tF) su'1c1d'e Were  ople 3. Logistic Regression With Suicide Attempt as
independently associated with suicidal behavior in bipolar  pependent Variable
patients in our study, and the odds of suicide attempt dou- Independent Variable OR  95% CI p
bled with every 5-point decrease on the moral or religious Religious affiliation 11 04-33 819
objections to suicide score. Of note, higher scores on the  With children L0 04-27 910
moral or religious objections to suicide subscale of the RFL] ~ Family-oriented social network Lo 0428989
Lifetime aggression (BGAI)® 1.6 1.3-2.5 .001
were associated with fewer past suicide attempts, even in  Moral or religious objections to suicide” 20 14-31 <001

bipolar patients who reported no religious affiliation.

Furthermore, we found moral or religious objections to
suicide to be correlated to several demographic variables,
such as having more children and family-related social
network. It was also associated with the following clinical
variables: less suicidal ideation, impulsivity, cluster B person-
ality disorder, and comorbid alcohol and substance misuse,
as well as more reasons for living on subscales other than
moral or religious objections to suicide. These variables are
all well-known risk/protective factors for suicidal behavior.
These associations warrant further investigation.

Little is known about coping and especially about religious
coping in bipolar patients. Certain religious activities, such as
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2The OR reported is for a 5-point increase on the BGAIT scale.

The OR reported is for a 5-point decrease on the moral or religious
objections to suicide subscale of the Reason for Living Inventory.

Abbreviations: BGAI = Brown-Goodwin Aggression Inventory, OR =odds
ratio.

group prayer, have been reported to be associated with better
medication compliance in bipolar patients.! However, some
of those patients also report conflicts between medical advice
and religious/spiritual beliefs or practice.! Moreover, during
manic states, patients may experience confusion regarding
the boundary between their religious convictions versus
hyperreligiosity associated with their condition,' a key issue

J Clin Psychiatry72:10, October 2011



Religious Beliefs in Bipolar Disorder

Table 4. Statistically Significant Demographic and Clinical Correlates of Moral or Religious
Objections to Suicide (mediator of religious affiliation) in 200 Bipolar Patients

Statistical
r(n) Mean +SD Test P Value
Demographic variables
No. of children 0.187 (163) .017
Family-oriented social network t139=3.8 <.001
Yes 11.50+6.6
No 7.60+5.1
Suicide-related variables
Lifetime suicide attempt hes=—3.9  <.001
Yes 8.61£5.8
No 12.58+6.7
Suicidal ideation -0.183 (136) .033
No. of suicide attempts -0.313 (167) <.001
Clinical variables
Cluster B personality disorder fag=-2.1 .030
Yes 7.96+5.5
No 10.26£6.5
Past combined substance and alcohol abuse tigz=—2.06 .040
Yes 9.02+6.1
No 11.08 +6.6
No. of manic episodes 0.178 (149) .030
Age at first major depressive episode 0.247 (149) .002
Barratt Impulsivity Scale -0.173 (158) .030
RFLI subscales (other than moral or religious objections to suicide) ~ 0.525 (165) <.001
Survival and coping beliefs 0.361 (166) <.001
Responsibility for family 0.232 (167) .003
Child-related concerns 0.238 (163) .002
Fear of suicide 0.302 (302) <.001
Fear of social disapproval 0.403 (166) <.001

Abbreviation: RFL = Reason for Living Inventory.

for clinical management. Of interest, bipolar patients in our
study who reported more moral or religious objections to
suicide also had significantly more past manic episodes.

A higher proportion of the social network of religiously
affiliated bipolar patients consisted of family members, and
they did have more children than the nonaffiliated patients.
However, contrary to our hypothesis, neither family-oriented
social network nor parental status was significantly related
to suicidal behavior in our study. This was true even when
we reconducted the final logistic regression excluding moral
or religious objections to suicide as an independent variable,
given the possibility that moral or religious objections to sui-
cide scores may share some variance with these 2 variables.
Nonetheless, others have reported evidence for the positive
effect of family interventions and support on the recovery of
bipolar patients.%**27

Religiously affiliated bipolar patients in our study had
lower aggression levels, and aggression is a well-known
risk factor for suicidal behavior.28-3° Consistent with pre-
vious findings,” less aggression was significantly associated
with fewer suicidal acts. Furthermore, although unrelated
to past suicidal acts in our study, religiously affiliated bipo-
lar patients had significantly lower prevalence of comorbid
alcohol and substance abuse, which is consistent with pre-
vious reports about religious individuals.>*! Notably, in a
longitudinal study, a history of alcohol abuse predicted sui-
cide in bipolar patients.*?

Of interest, bipolar patients with and without religious
affiliation in our study did not differ on other well-known
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risk factors for suicidal behavior, such as level of self-
perceived and clinical depression, hopelessness, and impul-
sivity. Indeed, they also had a comparable level of suicidal
ideation, although the 2 groups significantly differed in terms
of past suicidal acts. We previously suggested® that low score
on the moral or religious objections to suicide subscale of
the RFLI might be one link between the presence of sui-
cidal ideas and engagement of suicidal acts. Indeed, unlike
religious affiliation, high score on the moral or religious
objections to suicide subscale of the RFLI was associated
with lower suicidal ideation and lower impulsivity level in
our study.

Significantly later onsets of mania, suicidal behavior,
and hospitalization were found in bipolar patients with reli-
gious affiliation in our study. Although the literature on this
topic is sparse, our findings about later onset of disorders
and later utilization of health services could be related to
the reported greater social support through the family and/
or community in religious individuals.*> However, a reverse
relationship is also possible, ie, that earlier onset and more
severe illness may adversely affect the development of social
relationships. In this context, it has been reported that reli-
gious individuals may feel less need for professional help due
to the social support they receive®* and may have less need
for inpatient psychiatric care and less use of acute psychiatric
inpatient services.>* Frequent attenders of religious services
have also been reported to have shorter length of the index
hospital stay.® Furthermore, higher levels of religiousness
and spirituality, regardless of religious affiliation, appear to
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be related to better compliance.** However, not all studies
agree, and Moss et al*® reported that degree of religious
practice does not affect length of time to first treatment
and hospitalization for psychotic patients. Another expla-
nation for later onset of suicidal behavior and mania could
be a lower rate of childhood abuse in religiously affiliated
patients in our study, as abuse seems to be associated with
earlier age of the first suicide attempt and earlier onset of
bipolar disorder.3”:*8

Earlier, we proposed®® the inclusion of the 4 questions
of moral objections to suicide subscale of the RFLI in
clinical assessment and treatment interventions for sui-
cidal patients. Suicidal behavior is characterized through
internal struggle and interplay of conflicting motivations.*’
Optimism and religious values have considerable weight in
suicide contemplation,?® and the moral or religious objec-
tions to suicide subscale of RFLI is considered to reflect
religious beliefs.?’ Therefore, the assessment of moral or
religious objections to suicide in clinical settings could
help to estimate the orientation toward living,*’ an impor-
tant part of the assessment of suicidal risk. For religiously
affiliated individuals, moral or religious objections to
suicide may be a powerful tool in coping with suicidal
behavior. As for patients without moral or religious objec-
tions to suicide, attention should be paid to other possible
protective factors, the importance of which should be
stressed in management and prevention of suicidal be-
havior. In this context, the presence of children has been
reported to be protective against suicide’; also protective
are perceived social support,*'=#3 social connectedness,**44
problem-solving confidence,* higher future orientation for
depressed older adults,* and perceived reasons for living
for depressed women.*

In conclusion, despite comparable level of depression,
hopelessness, impulsivity, and suicidal ideation, religiously
affiliated depressed bipolar patients had fewer past suicidal
acts than unaffiliated patients in our study. Moral or reli-
gious objections to suicide were an active component of the
protective effect of religious affiliation and independently
associated with suicidal behavior. Furthermore, moral or
religious objections to suicide are correlated with several
risk/protective factors for suicidal behavior. This study is
consistent with our previous findings for religiously affili-
ated depressed, mostly unipolar patients.” Besides affective
disorders, there are some reports about the association of
religion and suicidal behavior in other psychiatric disorders.
In a study by Huguelet et al,! a quarter of subjects with other
psychiatric morbidity (schizophrenic, schizoaffective, and
nonpsychotic patients) acknowledged a protective role of
religion against suicide, mostly through its ethical condem-
nation and religious coping. Furthermore, in patients with
alcohol use disorder, lower score on the moral objections to
suicide subscale of the RFLI was reported to be associated
with their higher level of suicidal ideation.* However, the
literature on this topic is scarce. Further studies are needed
to investigate the protective role of religious beliefs against
suicide in different psychiatric conditions.
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Limitations

This is a retrospective case-control study and prospective
studies are needed to conduct a definitive study of the effect of
moral and religious objections to suicide on suicidal behavior
in bipolar patients. Our assessment of religiosity was based on
presence or absence of religious affiliation (denomination).
Other measures of intrinsic and extrinsic religiosity and infor-
mation on frequency of service attendance were not available.
Furthermore, the level of perceived religiosity might vary
throughout different phases of bipolar disorder. Moreover,
although the sample size in each group was most likely large
enough for stability of the logistic regression findings, we did
not have enough subjects to separate the sample based on
qualitative covariates significantly associated with religion to
check the model in each subgroup. Finally, underreporting of
suicide attempts is possible in religiously affiliated patients.

Author affiliations: Department of Molecular Imaging and
Neuropathology, Columbia University, and New York State Psychiatric
Institute, New York (Drs Dervic, Baca-Garcia, Galfalvy, Mann, and
Oquendo); Department of Psychiatry, Faculty of Medicine and Health
Sciences, United Arab Emirates University, Al Ain, United Arab Emirates
(Dr Dervic); Jimenez Diaz Foundation University Hospital, Autonoma
University of Madrid, Madrid, Spain (Drs Carballo and Baca-Garcia);
and Division of Child and Adolescent Psychiatry, Western Psychiatric
Institute and Clinic, University of Pittsburgh Medical Center, Pittsburgh,
Pennsylvania (Dr Brent).

Potential conflicts of interest: None reported.

Funding/support: This study was supported by National Institute of
Mental Health grants MH48514, MH59710, MH 62185, and AA15630 and
the Nina Rahn Fund.

REFERENCES

1. Mitchell L, Romans S. Spiritual beliefs in bipolar affective disorder: their
relevance for illness management. J Affect Disord. 2003;75(3):247-257.

2. Dervic K, Oquendo MA, Grunebaum ME, et al. Religious affiliation and
suicide attempt. Am ] Psychiatry. 2004;161(12):2303-2308.

3. Dervic K, Oquendo MA, Currier D, et al. Moral objections to suicide:
can they counteract suicidality in patients with cluster B psychopathology?
J Clin Psychiatry. 2006;67(4):620-625.

4. Lizardi D, Currier D, Galfalvy H, et al. Perceived reasons for living at index
hospitalization and future suicide attempt. ] Nerv Ment Dis. 2007;
195(5):451-455.

5. Michalak EE, Yatham LN, Kolesar S, et al. Bipolar disorder and quality
of life: a patient-centered perspective. Qual Life Res. 2006;15(1):25-37.

6. Miklowitz DJ, Axelson DA, Birmaher B, et al. Family-focused treatment
for adolescents with bipolar disorder: results of a 2-year randomized trial.
Arch Gen Psychiatry. 2008;65(9):1053-1061.

7. Qin P, Mortensen PB. The impact of parental status on the risk of com-
pleted suicide. Arch Gen Psychiatry. 2003;60(8):797-802.

8. Spitzer RL, Williams JBW, Gibbon M, et al. Structured Clinical Interview
for DSM-III-R. Patient Edition (SCID-P). Washington, DC: American
Psychiatric Press; 1990.

9. Spitzer RL, Williams JBW, Gibbon M. Structural Clinical Interview for
DSM-III-R Personality Disorders (SCID-II). Washington, DC: American
Psychiatric Press: 1990.

10. Endicott ], Spitzer RL, Fleiss JL, et al. The global assessment scale: a
procedure for measuring overall severity of psychiatric disturbance.
Arch Gen Psychiatry. 1976;33(6):766-771.

11. Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry.
1960;23(1):56-62.

12. Beck AT, Ward CH, Mendelson M, et al. An inventory for measuring de-
pression. Arch Gen Psychiatry. 1961;4:561-571.

13. Beck AT, Weissman A, Lester D, et al. The measurement of pessimism: the
Hopelessness Scale. ] Consult Clin Psychol. 1974;42(6):861-865.

14. Young RC, Biggs JT, Ziegler VE, et al. A rating scale for mania: reliability,
validity and sensitivity. Br ] Psychiatry. 1978;133(5):429-435.

15. Overall JE, Gorham DR. The Brief Psychiatric Rating Scale.
Psychol Rep. 1962;10(3):799-812.

16. Brown GL, Goodwin FK. Human aggression and suicide. Suicide Life
Threat Behav. 1986;16(2):223-243.

17. Buss AH, Durkee A. An inventory for assessing different kinds

J Clin Psychiatry 72:10, October 2011



of hostility. ] Consult Psychol. 1957;21(4):343-349.

Religious Beliefs in Bipolar Disorder

Psychol Med. 2007;37(6):839-847.

18. Barratt ES. Factor analysis of some psychometric measures of impulsive- 33. Walls CT, Zarit SH. Informal support from black churches and the
ness and anxiety. Psychol Rep. 1965;16:547-554. well-being of elderly blacks. Gerontologist. 1991;31(4):490-495.
19. Oquendo MA, Halberstam B, Mann JJ. Risk factors for suicidal behav- 34. Koenig HG, McCullough ME, Larson DB. Handbook of Religion
ior: utility and limitations of research instruments. In: First MB, ed. and Health. New York, NY: Oxford University Press; 2001.
Standardized Assessment for the Clinician. Washington, DC: American 35. Koenig HG, Larson DB. Use of hospital services, religious attendance,
Psychiatric Press; 2003:103-130. and religious affiliation. South Med J. 1998;91(10):925-932.
20. Linehan MM, Goodstein JL, Nielsen SL, et al. Reasons for staying alive 36. Moss Q, Fleck DE, Strakowski SM. The influence of religious affiliation
when you are thinking of killing yourself: the reasons for living inventory. on time to first treatment and hospitalization. Schizophr Res. 2006;
J Consult Clin Psychol. 1983;51(2):276-286. 84(2-3):421-426.
21. Lin N, Ye X, Ensel WM. Social support and depressed mood: a structural 37. Slama E, Courtet P, Golmard JL, et al. Admixture analysis of age
analysis. ] Health Soc Behav. 1999;40(4):344-359. at first suicide attempt. J Psychiatr Res. 2009;43(10):895-900.
22. Beck AT, Kovacs M, Weissman A. Assessment of suicidal intention: the 38. Garno JL, Goldberg JE, Ramirez PM, et al. Impact of childhood abuse
Scale for Suicide Ideation. J Consult Clin Psychol. 1979;47(2):343-352. on the clinical course of bipolar disorder. Br J Psychiatry. 2005;186(2):
23. Beck AT, Beck R, Kovacs M. Classification of suicidal behaviors, I: quanti- 121-125.
fying intent and medical lethality. Am J Psychiatry. 1975;132(3):285-287. 39. Lizardi D, Dervic K, Grunebaum ME, et al. The role of moral objections
24. Beck RW, Morris JB, Beck AT. Cross-validation of the Suicidal Intent to suicide in the assessment of suicidal patients. J Psychiatr Res. 2008;
Scale. Psychol Rep. 1974;34(2):445-446. 42(10):815-821.
25. Kenny DA, Kashy DA, Bolger N. Data analysis in social psychology. 40. Brown GK, Steer RA, Henriques GR, et al. The internal struggle
In: Gilbert D, Fiske ST, Lindzey G, eds. Handbook of Social Psychology. between the wish to die and the wish to live: a risk factor for suicide.
New York, NY: McGraw-Hill; 1997:233-265. Am ] Psychiatry. 2005;162(10):1977-1979.
26. Miklowitz DJ. The role of the family in the course and treatment 41. Chioqueta AP, Stiles TC. The relationship between psychological buffers,
of bipolar disorder. Curr Dir Psychol Sci. 2007;16(4):192-196. hopelessness, and suicidal ideation: identification of protective factors.
27. Morris CD, Miklowitz D], Waxmonsky JA. Family-focused treatment Crisis. 2007;28(2):67-73.
for bipolar disorder in adults and youth. J Clin Psychol. 2007;63(5): 42. Rowe JL, Conwell Y, Schulberg HC, et al. Social support and suicidal
433-445, ideation in older adults using home healthcare services. Am J Geriatr
28. Mann JJ, Waternaux C, Haas GL, et al. Toward a clinical model of suicidal Psychiatry. 2006;14(9):758-766.
behavior in psychiatric patients. Am ] Psychiatry. 1999;156(2):181-189. 43. Kaslow NJ, Sherry A, Bethea K, et al. Social risk and protective factors
29. Grunebaum ME Ramsay SR, Galfalvy HC, et al. Correlates of suicide for suicide attempts in low income African American men and women.
attempt history in bipolar disorder: a stress-diathesis perspective. Suicide Life Threat Behav. 2005;35(4):400-412.
Bipolar Disord. 2006;8(5 Pt 2):551-557. 44. Donald M, Dower J, Correa-Velez I, et al. Risk and protective factors
30. Baca-Garcia E, Oquendo MA, Saiz-Ruiz J, et al. A pilot study on for medically serious suicide attempts: a comparison of hospital-based
differences in aggression in New York City and Madrid, Spain, and with population-based samples of young adults. Aust N Z ] Psychiatry.
their possible impact on suicidal behavior. J Clin Psychiatry. 2006;67(3): 2006;40(1):87-96.
375-380. 45. Hirsch JK, Duberstein PR, Conner KR, et al. Future orientation and
31. Huguelet P, Borras L, Gillieron C, et al. Influence of spirituality and suicide ideation and attempts in depressed adults ages 50 and over.
religiousness on substance misuse in patients with schizophrenia or Am ] Geriatr Psychiatry. 2006;14(9):752-757.
schizo-affective disorder. Subst Use Misuse. 2009;44(4):502-513. 46. Richardson-Vejlgaard R, Sher L, Oquendo MA, et al. Objections to sui-
32. Dutta R, Boydell ], Kennedy N, et al. Suicide and other causes cide among depressed patients with alcohol use disorders. ] Affect Disord.
of mortality in bipolar disorder: a longitudinal study. 2009;117(3):197-201.
J'Clin Psychiatry 72:10, October 2011 PSYCHIATRIST.COM 1396



	Table of Contents

