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Abstract. Substance use is a common problem among South African youth.  We 
conducted this study to determine whether religious beliefs influenced substance 
use among South African youth. We conducted a cross sectional study of 704 
students from five high schools in South Africa. We used a questionnaire to as-
sess self reported substance use and religious beliefs among the study subjects. 
We used binary logistic regression analysis to evaluate the relationship between 
the subjects’ religious beliefs and substance use. Thirty-six point six percent of 
students reported being very religious. More female students reported being very 
religious than male students (p=0.039). Fifty-four percent of students had ever 
consumed alcohol. Comparing alcohol and drug use between religious and non-
religious students, it was found that alcohol and drug use were more common 
among non-religious students (28.3%, 30.4%) than very religious students (8.4%, 
11.5%) (p<0.05). Those who considered themselves religious had lower odds of 
substance use. Religious beliefs had an influence on substance use among South 
African youth in our study. 

Keywords: students, protective factor, religiosity, substance use, South Africa

is a common problem (Palen et al, 2009). 
A national Youth Risk Behavior Survey 
conducted in 2002 found 12.5% of high 
school students began drinking alcohol by 
age 12 years and 25% of students in grades 
8-11 engaged in binge drinking (Reddy  
et al, 2003). Reddy et al (2003) found 13% 
of students in these grades had tried mari-
juana. Peltzer and Ramlagan (2009) found 
alcohol use ranged from 21.5% to 62% dur-
ing 1993-2006 and binge drinking ranged 
from 14% to 40%. Alcohol abuse can cause 
social problems, such as accidents and 
injuries, violence, illegal drug use, school 
failure, risky sexual behavior and abuse 
among adolescents (Schneider et al, 2007). 

Religious beliefs have been shown 
to have preventive and health protective 

INTRODUCTION

Substance use of alcohol, drugs and 
tobacco is associated with morbidity, 
mortality violence, tuberculosis, and HIV/
AIDS in South Africa (Taylor et al, 2003; 
Parry et al, 2004; Simbayi et al, 2004; Sitas 
et al, 2004; Schneider et al, 2007; Seedat  
et al, 2009; van Zyl Smit et al, 2010). In 
South Africa, alcohol is responsible for 
7% of all deaths (Schneider et al, 2007). 
Among South African youth, substance use 
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benefits (Astrow et al, 2001). Religious 
beliefs may have an effect on risk-taking 
behavior (Atkins et al, 2002). Studies have 
shown the importance of religious social-
ization on children’s behavior and the role 
of religious parents, parental practices, and 
the quality of the parent-child relationship 
(Lees and Horwath, 2009). A number of 
studies have found religious beliefs to act 
as a protective factor against substance 
use and other health risk behavior (Cot-
ton et al, 2006; Sinha et al, 2007; Wallace  
et al, 2007; Schlundt et al, 2008). Bartowski 
et al (2008) found beliefs and religious pa-
rental practices may be protective against 
adolescent behavioral problems. Some 
studies have reported a negative associa-
tion between fewer religious beliefs and 
greater risk of drug and alcohol use during 
adolescence (Knight et al, 2007; Turner-
Musa and Lipscomb, 2007). Indicators of 
religious beliefs, such as being a member 
of a religious denomination, attending 
religious services and having personal 
devotions were inversely associated with 
alcohol consumption and/or illicit drug 
use (Miller et al, 2000). While adolescents 
may turn to substance use in stressful situ-
ations, praying, as a way of coping, may be 
associated with lower levels of substance 
use (Piko, 2001).

Wallace and Williams (1997) devel-
oped a model that suggests children 
internalize religious beliefs and attitudes 
as a part of their ongoing socialization 
and the family plays a crucial role in this 
process. The role of religion in supporting 
a healthy lifestyle and reducing substance 
use has important potential for preventing 
disease. A good preventive health strategy 
should make consider the protective ef-
fects of religion at an early age. Studies of 
the protective factors of religious beliefs in 
preventing adolescent substance use are 
important. There has been little research 

regarding the effect of religion on sub-
stance uses among adolescents in South 
Africa. This study aimed to investigate 
the relationship between having religious 
beliefs (how religious they are) and its ef-
fect on alcohol and drug use among South 
African adolescents. 

MATERIALS AND METHODS

Research design and sampling
We conducted a cross-sectional sur-

vey among adolescents aged 16-18 years 
from five high schools in the Emawaleni 
District of KwaZulu-Natal (KZN) during 
2007. 
Research instrument 

The study subjects were asked to com-
plete a self-administered questionnaire in 
English, which is the medium of instruc-
tion at the studied schools.  Since English 
is not the primary language of many of the 
students, elementary English was used to 
ensure comprehension.  The questionnaire 
was pre-tested for its appropriateness, 
and validity in a pilot study of 90 high 
school students at a school not included 
in the study. The questionnaire contained 
items related to socio-demographics of 
the adolescent, including age, gender and 
religious affiliation. Questions regarding 
the subjects’ alcohol and drug use or non-
use were included. 
Ethical considerations

Ethical clearance for the study was 
obtained from the Biomedical Research 
Ethics Committee of the Nelson R Man-
dela School of Medicine, University of 
KwaZulu-Natal, South Africa. Permis-
sion was obtained from the Provincial 
Department of Education and Principals 
of the participating schools. An informa-
tion sheet about the aims of the study 
was sent home to the subjects’ parents or 
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guardians and written informed consent 
was obtained prior to participation in 
the study. Ethical issues, such as volun-
tary participation, confidentiality and 
anonymity of the data, were explained 
to parents/guardians as well as to the 
subjects. Written informed consent was 
obtained from the subjects prior to filling 
out the questionnaires. All questionnaires 
were completed anonymously. 
Data collection

Of the 1,227 students asked to partici-
pate in the study, 887 (66%) gave informed 
consent and participated. The study was 
completed with permission of the prin-
cipals and educators at each school. The 
questionnaires took 45 minutes to complete 
and were given directly to the researcher.  
Seven hundred four students completed 
the questionnaire. The study was con-
ducted during January - April 2007. 
Data analysis

Questionnaire data were entered into 
Microsoft Excel 2003 and imported into 
SPSS version 17.0.1 (IBM, Armonk, NY) 
for analysis. The results were summarized 
using descriptive statistics: mean (SD) or 
medians (range) for continuous variables 
and percents for categorical variables. 
The chi-square test was used to find as-
sociations between substances used and 
religious beliefs. Binary logistic regression 
analysis was carried out to find bivariate 
relationships between the subject’s reli-
gious background and their substance 
use. Logistic regression analysis with odds 
ratios (OR) and 95% confidence intervals 
(CI) were calculated. An OR >1.0 indicated 
a positive association between the factor 
of interest and the baseline odds; a value 
<1.0 indicated an inverse (protective) 
effect. The CI was used to evaluate if a 
statistically significant relationship was 
present for the OR. All other statistical 

tests were performed using two-sided 
tests with p<0.05 indicating significance. 

RESULTS

Seven hundred four subjects partici-
pated in the study, a response rate of 57.4% 
of those invited to participate; 59.8% were 
female. Forty-six point two percent were 
African, 27.8% were Indian, and 26% 
were White. The languages spoken were 
English (45.0%), Zulu (43.8%), Afrikaans 
(9.1%) and other (2.1%). The religions rep-
resented were Christian (77.8%), Hindu 
(17.8%), Muslim (1.7%), Jewish (0.3%), 
and other (0.3%). Thirty-six point six 
percent of subjects said they were very 
religious, 57.2% somewhat religious and 
6.1% not religious at all. 

Bivariate analyses were conducted 
between demographic variables and be-
ing religious (Table 1). Being religious 
was significantly associated with age, sex, 
race, and religion (p<0.05). Younger sub-
jects were more likely to be very religious 
than older subjects (p=0.004). More female 
students described themselves as very 
religious than male students (p=0.039). 
More Indian students were very religious 
than any other racial group (p=0.001). 
Hindu students were more likely to be 
very religious than other religious groups 
(p<0.001) (Table 1).  

Table 2 shows the reported substance 
use among the subjects by levels of being 
religious. Fifty-four percent of subjects 
had ever consumed alcohol. Comparing 
rates of alcohol use and drug use among 
the different levels of being religious, we 
found that alcohol drinking, and drug use 
were more common among non-religious 
subjects  (28.3% and 30.4%, respectively) 
compared to very religious subjects (8.4% 
and 11.5%, respectively) (p<0.05). No sig-
nificant associations were found between 
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Table 1
Association between level of religious beliefs and demographic variables.

Variables Level of religious beliefs by percentage p-value

  Not religious  Somewhat Very 
  at all religious religious 

Age in years    
 16 3.3 53.0 43.7 0.004
 17 8.2 59.6 32.5 
 18 8.0 62.5 29.5 
Gender    
 Female 4.3 57.5 38.2 0.039
 Male 8.8 56.9 34.2 
Race    
 Asian/Indian 3.1 49.0 48.0 0.001
 Black/African 6.2 58.2 35.7 
 White 9.8 64.4 25.8 
Grade    
 11 4.5 54.5 40.9 0.017
 12 7.9 60.3 31.8 
Religious denomination    
 Christian 4.2 60.8 35.0 <0.001
 Hindu 4.8 45.6 49.6 
 Others (Muslim/Jewish/Other) 6.3 68.8 25.0 
 No religion 86.7 13.3 0.0 

levels of religious belief and someone of-
fering the subject their first drink or the 
frequency of alcohol or drug use  during 
the previous month (p>0.05) (Table 2).

Logistic regression analyses were car-
ried out to test for a protective relationship 
between religious protective factors and 
substance use. Belonging to a particular re-
ligious denomination was not significantly 
protective against substance use. However, 
being very religious was associated with 
a lower odds of substance use. Being very 
religious was also associated with a lower 
risk of alcohol and drug use (Table 3). 

DISCUSSION

Substance use among South African 
high school students is a serious public 

health problem. It is important to find 
factors protective against substance use 
(Botvin and Griffin, 2007; Sussman et al, 
2008). Our findings showed being reli-
gious was associated with a lower risk of 
substance use. 

In our study, more girls than boys 
considered themselves very religious, 
similar to a study by Miller and Stark 
(2002). Reasons for this could be religious 
socialization is more common among girls 
or that boys are less likely to follow their 
parents’ religious beliefs (Regnerus and 
Burdette, 2006; Lees and Horwath, 2009). 
Females tend to follow religious guidelines 
more strictly and female religious beliefs 
may be deeper and more church-oriented 
(Roth and Kroll, 2007; Wallace et al, 2007). 
For boys, religious faith may not be as 
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Table 2
Substance use of by level of religious beliefs.

Variables Level of religious beliefs by percentage p-value

  Not religious  Somewhat Very 
  at all religious religious 

Ever drank alcohol
 Never 46.4 50.2 3.4 <0.001
 One or more times 28.3 63.3 8.4 
Who offered alcohol first time    
 Parents/guardians 29.5 59.2 11.3 0.522
 Friends 29.4 61.6 9.0 
 Another person 20.7 73.0 6.3 
 Never been offered 32.4 64.7 2.9 
Frequency alcohol use during past month    
 Every day 25.0 62.5 12.5 0.366
 More than once a week 23.1 61.5 15.4 
 Once a week 29.3 61.6 9.1 
 Once a month 26.5 63.7 9.7 
 None 31.8 65.4 2.8 
Frequency of binge drinking    
 Not at all 31.5 64.9 3.6 0.025
 Once 29.4 55.9 14.7 
 Twice 20.0 72.7 7.3 
 Three  or more times 26.1 60.2 13.6 
Ever used drugs    
 Yes 30.4 58.1 11.5 0.004
 No 38.3 57.0 4.7
Frequency of drug use    
 Once 32.4 58.8 8.8 0.998
 Twice 29.4 58.8 11.8 
 Three times 33.3 55.6 11.1 
 More than three times 29.1 58.2 12.7 

relevant to their everyday activities, since 
being religious may be contrary to a man’s 
traditional provider role (Hunt, 2005). 

In our study a large number of sub-
jects described themselves as “somewhat 
religious” or “not religious at all”. An 
Iranian study of male adolescents found 
61.6% reported themselves as having 
weak religious beliefs (Farhadinasab et al,  
2008). A Hungarian study among high 
school students also reported similar find-

ings (Kovacs et al, 2011). Being religious is 
complex and has a significant association 
with psychopathology (Kendler et al, 2003). 

Being a member of a particular reli-
gious denomination was not significantly 
associated with substance use among our 
subjects.  This finding is similar to a study 
among Hungarian high school students 
(Kovacs et al, 2011). This suggests being a 
member of a religious denomination does 
not play an important role in determining 
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Table 3
Logistic regression analyses of relationship between religious variables and substance 

use.

  Ever drank alcohol Drank alcohol past month Ever used drugs
  OR (95% CI) OR (95% CI) OR (95% CI)

Independent variable
 No religion 1.00 1.00 1.00
 Christian 1.37 (0.44-4.32) 0.45 (0.05-3.78) 0.59 (0.19-1.81)
 Hindu 1.97 (0.59-6.58) 0.28 (0.03-2.54) 0.89 (0.27-2.92)
 Jewish/Muslim 1.12 (0.25-5.05) 0.15 (0.01-1.83) 0.53 (0.10-2.82)
Level of religious beliefs   
 Not religious at all 1.00 1.00 1.00
 Somewhat religious 0.46 (0.20-1.05) 0.25 (0.06-0.97)* 0.44 (0.21-0.95)*
 Very religious 0.21 (0.09-0.49)* 0.23 (0.06-0.95)* 0.33 (0.15-0.73)*

*p<0.05.   

adolescent substance use. This finding 
also suggests that even if an adolescent 
does not outwardly practice their reli-
gion, their value system does influence 
negative behaviors (Piko and Fitzpatrick, 
2004). Values do play an important role 
in adolescent substance use and religion 
encourages health-promoting practices 
(Reifman et al, 2001).

The fundamental reason for conduct-
ing this study was to determine if being 
religious plays a protective role against 
adolescent substance use. Our study found 
a high prevalence of current alcohol and 
drug use and a high percentage of ever 
having used alcohol or drugs. Our study 
findings showed being religious plays a 
protective role against adolescent sub-
stance use. These results are similar to 
those of many other studies (Piko and Fitz-
patrick, 2004; Ritt-Olsen et al, 2004; Cotton 
et al, 2006; Sinha et al, 2007; Wallace et al, 
2007; Schlundt et al, 2008). Miller et al (2000) 
also reported inverse relationship between 
being religious and substance abuse.  

There were some methodological 
limitations of this study worth noting.  

This was a cross sectional study with 
self-reported history of substance use.  
We could not identify a causal relation-
ship or other variables which could have 
influenced the results of this study. The 
participants in this study were selected 
through non-probability purposive sam-
pling. The study was carried out among 
only fluent English speaking adolescents 
from selected schools and the participants 
were not offered the opportunity to com-
plete the questionnaire in their primary 
language. Despite these limitations, the 
present study makes an important contri-
bution to the current literature by drawing 
attention to the role of a potential protec-
tive factor in lowering adolescent sub-
stance use among South African youth. 
Therefore, these findings are particularly 
valuable for substance use preventive 
health efforts in this population. 

Our data suggest being religious is 
protective against substance use among 
South African adolescent students. The 
role of being religious should be included 
in preventive health programs, family 
lives and religious communities. School 
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preventive health programs should in-
clude this factor in their programs. Further 
studies are needed to verify our results 
and determine specific factors about being 
religious that affect behavior. This data is 
important for South Africa where adult 
and adolescent substance abuse rates are 
high and create multidimensional social 
and health problems.

ACKNOWLEDGEMENTS

The authors wish to thank the schools’ 
management teams for their support with 
the study. No funding was received for the 
study. The authors declare they have no 
conflicts of interest.

REFERENCES

Astrow AB, Puchalski CM, Sulmasy DP. Reli-
gion, spirituality, and health care: social, 
ethical, and practical consideration. Am J 
Med 2001; 110: 283-7.

Atkins LA, Oman, RF, Vesely SK, Aspy CB, 
McLeroy K. Adolescent tobacco use: the 
protective effects of developmental assets. 
Am J Health Promotion 2002; 16: 198-205.

Bartowski JP, Xu X, Levin, ML. Religion and 
child development: evidence from the 
early childhood longitudinal study. Soc 
Sci Res 2008; 37: 18-36.

Botvin GJ, Griffin KW. School-based programs 
to prevent alcohol, tobacco and other drug 
use. Int Rev Psychiatr 2007; 19: 607-15.

Cotton S, Zabracki K, Rosenthal SL, Tsevat J, 
Drotar D. Religion/spirituality and ado-
lescent health outcomes: a review. J Adolesc 
Health 2006; 38: 472-80.

Farhadinasab A, Allahverdipour H, Bashirian S, 
Mahjoub H. Lifetime pattern of substance 
abuse, parental support, religiosity, and 
locus of control in adolescent and young 
male users. Iranian J Public Health 2008; 
37: 88-95.

Hunt S. Religion and everyday life. London/

New York: Routledge, 2005.
Kendler KS, Liu XQ, Gardner CO, McCulloghe 

ME, Larson D, Prescott CA. Dimensions of 
religiosity and their relationship to lifetime 
psychiatric and substance use disorders. 
Am J Psychiatry 2003; 160:  496-503.

Knight JR, Sherritt L, Harris SK, et al. Alcohol 
use and religiousness/spirituality among 
adolescents. South Med J 2007; 100: 349-55.

Kovacs E, Piko BF, Fitzpatrick KM. Religiosity 
as a protective factor against substance use 
among Hungarian high school students. 
Subst Use Misuse 2011; 46: 1346–57.

Lees J, Horwath J. “Religious parents . . . 
just want the best for their kids”: Young 
people’s perspectives on the influence of 
religious beliefs on parenting.  Child Soc 
2009; 23: 162-75.

Miller AS, Stark R. Gender and religiousness: 
can socialization explanation be saved? 
Am Soc 2002; 107: 1399-423.

Miller L, Davis M, Greenwald S. Religios-
ity and substance use and abuse among 
adolescents in the National Comorbidity 
Survey. J Am Acad Child Adolesc Psychiatry 
2000; 39: 1190-97.

Palen LA, Smith EA, Caldwell LL, Mathews 
C, Vergnini T. Transitions of substance 
use and sexual intercourse among south 
african high school students. Subst Use  
Misuse 2009; 44: 1872-87.

Parry C, Morojele NK, Saban A, Flisher AJ. Brief 
report: Social and neighborhood correlates 
of adolescent drunkenness: a pilot study in 
Cape Town, South Africa. Adolesc J 2004; 
27: 369-74.

Peltzer K, Ramlagan S. Alcohol trends in South 
Africa. J Soc Sci 2009; 18: 1-12. 

Piko B. Gender differences and similarities in 
adolescents’ ways of coping. Psychol Rec 
2001; 51: 223-35.

Piko BF, Fitzpatrick KM. Substance use, religi-
osity, and other protective factors among 
Hungarian adolescents. Addict Behav 2004; 
29: 1095-107.

Reddy SP, Panday S, Swart D, et al. Umthenthe 



Religious Beliefs on suBstance use among HigH scHool students

Vol  46  No. 2  March  2015 353

Uhlaba Usamila: The South African Youth 
Risk Behaviour Survey 2002. Cape Town: 
South African Medical Research Council, 
2003.

Regnerus M, Burdette A. Religious change and 
adolescent family dynamics. Sociol Quart 
2006; 47: 175-94.

Reifman A, Barnes GM, Dintcheff BA, Uhteg 
L, Farrell MP. Health values buffer social 
environmental risks for adolescent alco-
hol misuse. Psychol Addict Behav 2001; 15: 
149-250.

Ritt-Olson A, Milam J, Unger JB, et al. The pro-
tective influence of spirituality and “health 
as a value” against monthly substance 
use among adolescents varying in risk. J 
Adolesc Health 2004; 34: 192-9.

Roth LM, Kroll JC. Risky business: assessing 
risk preference explanations for gender 
differences in religiosity. Am Sociol Rev 
2007; 72: 205-21.

Schlundt DG, Franklin MD, Patel K, et al.  Re-
ligious affiliation, health behaviors and 
outcomes: Nashville REACH 2010. Am J 
Health Behav 2008; 32: 714-24.

Schneider M, Norman R, Parry C, Bradshaw D 
Plüddermann A; the South African Com-
parative Risk Assessment Collaborating 
Group. Estimating the burden of disease 
attributable to alcohol use in South Africa 
in 2000. S Afr Med J  2007; 97: 664-72. 

Seedat M, Van Niekerk A, Jewkes R, Suffia S, 
Ratele K. Violence and injuries in South 
Africa: prioritizing an agenda for preven-
tion. Lancet 2009; 374: 1011-22.

Simbayi L, Kalichman SC, Jooste S, Mathiti V, 
Cain D, Cherry C. Alcohol use and sexual 

risks for HIV infection among men and 
women receiving sexually transmitted in-
fection clinic services in Cape Town, South 
Africa. J Stud Alcohol 2004; 65: 434-42.

Sinha JW, Cnaan RA, Gelles RJ. Adolescent 
risk behavior and religion: findings from 
a national study. J Adolesc 2007; 30: 231-49.

Sitas F, Urban M, Bradshaw D, Kielowski D, 
Bah S, Peto R. Tobacco attributable deaths 
in South Africa. Tob Control 2004; 13: 396-9.

Sussman S, Skara S, Ames SL. Substance use 
among adolescents. Subst Use Misuse 2008; 
43: 1802-28.

Taylor M, Jinabhai, CC, Naidoo K, Kleinschmidt 
I, Diamini SB. An epidemiological perspec-
tive of substance use among high school 
pupils in rural KwaZulu-Natal. S Afr Med 
J  2003; l93: 136-40.

Turner-Musa J, Lipscomb LS. Spirituality and 
social support on health behaviors of 
African American undergraduates. Am J 
Health Behav 2007; 31: 95-501.

Van Zyl Smit RN, Pai M, Yew WW, et al. Global 
lung health: the colliding epidemics of 
tuberculosis, tobacco smoking, HIV and 
COPD. Eur Respir J  2010; 35: 27-33.

Wallace Jr JM, Williams DR. Religion and ado-
lescent health-compromising behavior. In: 
Schulenberg J, Maggs JL, Hurrelmann K, 
eds. Health risks and developmental tran-
sitions during adolescence. Cambridge: 
Cambridge University Press, 1997: 444-69.

Wallace JM, Jr, Yamaguchi R, Bachman JG, 
O’Malley PM, Schulenberg JE Johnston 
LD. Religiosity and adolescent substance 
use: the role of individual and contextual 
influences. Soc Problems 2007; 54: 308-27.


