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Abstract

Background: There are a wide number of assessments suggesting that being a member
of a religious community inhibits adolescents’ risky behaviours and, consequently, can
act as a protective factor against the consumption of smoking substances.

Methods: We have analysed a structured questionnaire answered by 1935
adolescents from Tarragona (Spain).

Results: We have found that variables linked to family were the principal explanatory
factors of adolescents’ smoking habits. Living with two parents was a protective factor
against tobacco and cannabis use since its Incidence Rate Ratio (IRR) was clearly below
1 (p<0.01). So, whereas living with one parent showed an IRR>1 (p<0.05), adolescents
that live without parents presented an IRR close 2 (p<0.05 for tobacco and p<0.01 for
cannabis). However, having a religious confession also influence smoking substance
use in adolescents (IRR close to 0.85 with p<0.01).

Conclusion: We found a clear preventive effect in belonging to a religious community.
Moreover, this protective effect was less intense, but not statistically significant, for
Catholics than for members of other confessions.
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Introduction

The relationship between religious beliefs and
risk taking behaviours has been found significant in
young people.!>** Religious communities make up
social networks that act as role models, provide
social and emotional support, and promote the use of
free time engaging in safe activities.* Religious
practices influence actions and attitudes of persons,

including those of adolescents, thereby facilitating
the transmission of usually healthy lifestyles®S, that
following WHO foundational document must enable
“a state of complete physical, mental, and social
well-being and not merely the absence of disease or
infirmity.” Bartkowski & Xu® indicated that, for
example, regular attendance at religious services in
disadvantaged neighbourhoods generated social
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links that reinforced educational values and
achievement-minded orientations. Therefore, these
same patterns may act as an inhibitor of risk
behaviours such as substance abuse or violence.'

Religion has proven to be a protective factor
against the use of tobacco and drugs by helping
teenagers belonging to religious communities to
internalize messages that discourage their use as
shown by empirical research.”$-10.11

However, theoretical gaps and contradictory
findings about whether belonging to a religious
community has a deterrent effect on substance use
has also been highlighted.> Although not
mainstream, significant research exists that has
reported a weak or null influence of religion on drug
use. This research has covered cocaine,'? tobacco,
and illegal drug use.'*! On the other hand, the
capability of religion to inhibit can depend on
gender!®! or ethnic differences.!® The literature has
also reported that not all religions have the same
protective capability.  While there are reports
indicating that Christians consume more tobacco
than Muslims,'” other authors have found differences
in protective capacity between religions or these
effects to be very limited.!"!° There are even reports
that have shown that some kinds of spirituality were

Table 1. Ttems of the survey used in this paper

inhibitors but facilitators

19,20,21

not of marijuana
consumption.

The aim of this research is to test the impact of
being a member of a religious community on the use
of tobacco and cannabis by adolescents. We used a
sample of 1935 teenagers of Tarragona (Spain). Our
research answered the following two questions: Is
religion protective against smoking habits? If so, do
different religions in the sample have equal

protective power?

Materials and Methods

This study used a Planet Youth survey. Data
come from a structured questionnaire answered by
secondary school students of Tarragona that were
born in 2001 (12.3%), 2002 (42.7%), or 2003 (45%).
Gender distribution was 46.74% boys and 53.26%
girls. The number of interviews was 1,935, and the
sample error was 1.8% for a confidence level of 95%
and p=q= 0.50. The data were collected between
February and March 2019. The questions used in
this paper are in Table 1 and the frequencies of
responses in every item in Table 2 created using
SPSS 20 statistical package.

Output questions Answers

How much have you smoked cigarettes/cannabis, on 1= Never

average, during the last 30 days? .
2=*1-2 times”
3=“3-5 times”
4= “6-9 times”

5=%10-19 times”

6=“20-39 times”
7= “40 times or more”

Input questions Answers
Gender 0=Boy,
1=Girl

2=0ther/prefer no answering

Are both your parents born abroad?

0=No
1=Yes
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Cultural status
Q1= What is your mother studies level?
Q2= What is your father studies level?

0= Basic
1= Secondary
2= Graduate or beyond

Family configuration: I live with (please, choose the answer
that suit you best)

1= Mother and father equally

2= Mother but not father

3= Father but not mother

4= Mother and her partner

5= Father and his partner

6= Grandparents and mother/father
7= Only grandparents

8=I live with my friends

9=1 live my own

10=1live in different arrangements

Family support:
Q1=How easy or hard would it be for you to receive the
following from your parents/legal guardians? - Caring and

1= Very difficult
2= Rather difficult
3= Rather easy

warmth 4= Very easy

Q2=How easy or hard would it be for you to receive the

following from your parents/legal guardians? - Discussions

about personal affairs

Q3=How easy or hard would it be for you to receive the

following from your parents/legal guardians? - Advice about

your studies

Q4=How easy or hard would it be for you to receive the

following from your parents/legal guardians? - Advice about

other issues (projects) of yours

Q5=How easy or hard would it be for you to receive the

following from your parents/legal guardians? - Assistance

with other things

What religious community do you belong to? 1=Catholic
2=Lutheran
3=Muslim
4=Orthodox
5=Baptist
6=Other

7=I do not belong to any religious community

Table 2. Frequencies of the responses to the items

OUTPUT VARIABLES
Answer Tobacco use Cannabis use
1=Never 73.8% 65.0%
2=“1-2 times” 5.4% 7.4%
3=3-5 times” 3.0% 4.1%
4= “6-9 times” 5.8% 2.8%
5=“10-19 times” 2.5% 3.0%
6=“20-39 times” 1.2% 2.1%
7= “40 times or more” 1.0% 5.7%
Failed/refused to answer 7.4% 10.0%

INPUT VARIABLES

Variable Responses (frequency)
Gender Boys (46.7%); Girls (52.3%)
Parents Both parents were born abroad (18%); At least one parent was born in Spain

(70.6%); Failed/refused to answer (3.5%)
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Cultural status
0l1 (Mother)

0?2 (Father)

Family arrangement
Family Support
QI (Caring and warm)

0?2 (Discussions about
personal affairs)

03 (Advice about the
studies)

04 (Advice about other
issues of yours)
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Basic (15%); Secondary (34.3%); Graduate or beyond (26.7%); Failed/refused to
answer (24%)

Basic (15.2%); Secondary (33%); Graduate or beyond (23%); Failed/refused to
answer (28.8%)

Lives with both parents (75.1%); Lives with one parent (20.2%); Other status (3%);
Failed/refused to answer (1.7%)

Very difficult (2.4%); rather difficult (8.4%); rather easy (26%); very easy
(60.4%); Failed/refused to answer (2.8%)

Very difficult (12.6%); rather difficult (26.7%); rather easy (31.7%); very easy
(26.3%); Failed/refused to answer (2.7%)

Very difficult (6.6%); rather difficult (12.1%); rather easy (30.1%); very easy
(48.2%); Failed/refused to answer (3%)

Very difficult (6.2%); rather difficult (16.2%); rather easy (31.3%); very easy
(43.3%); Failed/refused to answer (3%)

05 (Assistance with other

Very difficult (5.6%); rather difficult (11.8%); rather easy (31.4%); very easy

things) (48.2%); Failed/refused to answer (3%)

Religious community

Catholic (34.4%); Lutheran (2.3%); Muslim (5.9%); Orthodox (1.6%);

Baptist/Other (3%); I do not belong to any religious community (51.4%);
Failed/refused to answer (1.4%)

Those questions concerning substance
consumption are by Bartkowski & Xu’, whereas
to measure family support we used questions
proposed in Hwang & Awkers.??> Regarding
ethical approval, (1) all participants and their
legal guardians were informed about the study
and procedure; (2) anonymity of the data
collected was ensured at all times; (3) voluntary
completion of the questionnaire was taken as
consent for the data to be used in research, and
the participants’ informed consent was implied
by their completing the survey. Teachers
supervised the surveyed adolescents (if they and
their legal guardians agreed) to be sure the
questions were understood. Researchers were
unable to link specific respondents with a given
observation. The parents of the participants
were informed about the study, and in those
educational centres where it was deemed
necessary, parents gave written consent. The
study was authorized by the ethics committee of
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the researchers’ institution, as it met the Official

College of Psychologists of Spain and Belmont

report.

Explained variables

TOBACCO/CANNANBIS, are the ordinal
variables in Table 1. As control variables we
consider:

» SEX= Variable that can take 0 (girl) or 1
(boy)

* COUNTRY= Variable is 0 (if two parents
were born abroad) or 1 (otherwise)

* CULT_ST= It is built from normalizing the
sum of responses Q1 and Q2 . CULT ST=
((Q1+Q2)-2)/4

* ONLY ONE P=1Its value is 1 if adolescent
lives only with one of the parents and 0
otherwise.

* NO PAR-= Its value is 1 if teenager does not
live with any parent and 0 otherwise.
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 FAM_SUP= Punctuation for the first factor
in factorial analysis of questions about
family support.

Variables for religiosity

* RELIGIOUS= Its value is 1 if the response is
between 1 and 6 and 0 otherwise.

* CATHOLIC/LUTHERAN/MUSLIM/
ORTHODOX= Its value is 1 if the
adolescent confesses belonging to that
religious community and 0 otherwise.

We ran two truncated Negative Binomial
regressions over TOBACCO and CANNANBIS
by using EViews 11 software. Both regressions
included all control variables. In the first model,
we also included RELIGION as explanatory
variable. In the second model, we removed
RELIGION and included dichotomous variables
linked to concrete confessions.  This last
regression analysis investigated the particular

Table 3. Coefficients of Negative Binomial regressions

influence of each religion on tobacco and
cannabis use and also allowed checking if
different religions in the sample present the
same protection capability. To accomplish this,
we ran a Wald test whose null hypothesis was
that there is no difference between the IRR of
religions and smoking consumption.

Results

In our sample there were 665 Catholics
(34.8%), 44 Lutherans (2.3%), 115 Muslims
(6%), 30 Orthodox (1.6%). 995 adolescents
(52.1%) professed no particular confession. The
FAM_SUP  questionnaire = had  internal
consistency since its Cronbach’s alpha is 0.844.
Factor analysis revealed that the first factor is
enough to represent this variable.

Table 3 shows the results by the adjustment
of regression models.

Input|Output TOBACCO CANNABIS TOBACCO (2) CANNABIS (2)
Constant 2255 2319 2.239** 2.298™*
SEX 1.132" 0.752"* 1.136™ 0.752"*
COUNTRY 0.968 0.849™ 1.004 0.854™
CULT_ST 1.021 0.967 1.014 0.968
ONLY_ONE_P 1.172* 1.226™* 1.175%* 1.230"
NO_PAR 1.998"* 1.623"* 1.968"* 1.609***
FAM_SUP 0.923*** 0.908*** 0.923*** 0.909***
RELIGION 0.844** 0.838**
CATHOLIC 0.863** 0.848**
LUTHERAN 0.634 0.828
MUSLIM 0.630™* 0.745
ORTHODOX 0.740 0.810
R? 0.051 0.075 0.055 0.008
Adjusted R 0.045 0.068 0.046 0.066

Notes: (1) As “*”, “**” and “***” we denote that the coefficient is statistically significant at 0.1, 0.05 and 0.01 level
respectively. (2) Chi-squared statistic for the null hypothesis “coefficients of CATHOLIC, LUTHERAN, MUSLIM and

ORTODOX are not different” in the regression TOBACCO (2) is 4.164 (p=0.244). In the case of CANNABIS (2), Chi squared=

0.566 (p=0.906)..
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Variables related to adolescent family
environment were consistently significant. Not
living with both parents increased the risk of
smoking any substance. So, for ONLY ONE P, the
incidence rate ratio (IRR) was 1.17 and 1.23
(p<0.01) and for NO_PAR, that IRR increased to
1.6-2 (p<0.01 for cannabis and p<0.05 for tobacco).
Perceiving family support also acted as a protective
factor (IRR=0.9-0.92, p<0.01).

Girls were more exposed than boys to tobacco
(IRR=1.17-1.23 with p<0.05) and boys than girls to
cannabis (IRR=0.732, p<0.01). Having both parents
of immigrant status may have been a protective
factor against cannabis consumption (IRR=0.854,
p<0.05), but this variable did not influence tobacco
use. Parents’ cultural status did not contribute
towards an explanation for the use of substances.

We found that belonging to any religious
community was protective.  For the variable
RELIGION, we fit IRR=0.838-0.844 (p<0.01).
Likewise, all IRRs of CATHOLIC/ LUTHERAN/
MUSLIM/ORTHODOX are always under 1.

By analysing the value of IRRs of assessed
religions, we concluded that they were greater for
Catholicism than for other confessions. So,
Catholicism might have a poorer inhibition effect
toward assessed smoking substances. On the other
hand, IRR of Catholics is unique with a statistical
significance consistently below 1 for both tobacco
and cannabis smoking (p<0.01). Wald test on the
equality of coefficients linked to concrete religions
cannot reject either for tobacco or for cannabis and
that the protective capability of religions in our
sample is the same.

Discussion

Results suggest that religion serves as a
protective factor for teenagers against tobacco and
cannabis consumption and that the practice of any of
the four tested religions has the power to inhibit
smoking. Therefore, our findings are consistent with
the mainstream of the literature on the topic.'!?
Despite the finding that only the Catholic religion
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was associated with a statistically significant IRR
under 1, other religions (Muslim, Lutheran, and
Orthodox) present an IRR lower than that of the
Catholic religion. It could be suggestive of a
difference between religions in the inhibitory power
against smoking as it is found in Hussein ef al.!
However, the failure of Wald tests to show the
significance of that difference might be due to low
number of non-Catholics in the survey.

We have also checked that boys are more
exposed to cannabis use whereas girls are more
likely to use tobacco. This fact is in accordance with
studies showing that gender is a relevant variable to
explain substance use.>''?>  We found that the
configuration and support of the family are decisive
factors to inhibit smoking habits.>!?2  On the
contrary, we have not found relevant cultural status
of parents to prevent smoking tobacco and cannabis,
which contradicts some findings.>!!'* Likewise, as
in other literature,'*'® we have detected relevant
cultural and ethnic differences to explain cannabis
consumption, but this finding does not follow for
tobacco.

The findings in this paper reinforce studies
which report that belonging to a religious community
provides a social capital that prevents substance use.
Among public health policymakers, it is generally
agreed that engaging in activities in secular
environments, such as academic clubs and sports
teams, have an inhibitory capacity. However, this
does not always follow when it comes to activities in
religion-based networks. Health authorities should
be made aware that conducting activities in religious
settings can also be an invaluable way to limit
substance use among young people.

This study has several limitations. As we
mentioned earlier, the number of responses from
non-Catholic religious teenagers is low, and
hypothesis tests on specific religions may therefore
lack statistical power. Moreover, since the survey is
not longitudinal, the robustness of its results may be
limited over time. Other experiments or further
information that could strengthen this paper include
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gathering a larger cohort and conducting the survey
in geographical areas with different religious
distributions or socioeconomic characteristics. We
should point out, however, that since Tarragona’s
economy is based on services and the chemical
industry, our sample may be representative of similar
Western European cities but not, for example, of
Spanish rural areas.

In this paper, we have analysed how
adolescents’ feelings of belonging to a religious
community influence their smoking of substances.
However, this analysis involves a rough
representation of religiosity that does not take into
account its multiple nuances. Further research into
which dimensions of religion are really protective
and which ones provide better and more sustainable
results than social or community services should be
conducted. We also believe it would be useful to
investigate the role of gender and analyse how it
relates to the influence of religion in this area.
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