
ASSOCIATION OF RELIGIOUS ORIENTATION WITH DEPRESSION, ANXIETY AND 
STRESS AMONG MALE PATIENTS WITH SUBSTANCE USE DISORDER IN PAKISTAN 

ABSTRACT
Religion has been discussed in numerous research studies with 
reference to its significance in mental health outcomes. It has 
gained its attention of researchers due to its pivotal role in the 
lives of human kind.

This study aims to investigate the predictive relationship of 
religious orientation with mental health problems, including 
depression, anxiety & stress in male patients with substance 
use disorder (SUD).

Cross-sectional study. 

Study was carried out from April - July, 2018 in Karachi, 
Pakistan.

The sample included 200 Muslim male patients with SUD. The 
age ranges between 18 to 45 years (M =28.14; SD =6.55) were 
taken from substance use treatment and rehabilitation 
centres located in Karachi, Pakistan, using purposive sampling. 
Personal Information Form and Urdu translations of the scales, 
including Muslim Attitude towards Religion Scale (MARS)1 and 
Depression Anxiety and Stress Scale (DASS-21)2 were used to 
conduct this study. 

Results revealed a significant association of religious 
orientation with the variables of psychological distress, i.e., 
depression (adj R2=.994, F (4, 196) =5424.24, P < .01), anxiety 
(adj R2=.97, F (4,196) =1309.5, P <.01), and stress (adj R2=.991, 
F (4,196) =3854.25, P< .01).

Religion has a significant role in the wellbeing of its believers 
and specifically among patients with SUD. Present findings 
also show that religious orientation has a noteworthy 
contribution to psychological distress, such as “depression”, 
“anxiety” and “stress” in male patients with SUD. Substance 
use treatment practitioners may develop interventions by 
considering the cultural and religion aspect for better 
treatment outcome and to improve their wellbeing. Further, 
religious orientation may serve as an important variable to 
have better treatment outcomes, and to address mental 
health issues which may also improve their wellbeing. 

Anxiety; Depression; Outcome Assessment, Health Care; 
Psychological Distress; Rehabilitation Centres; Substance-
Related Disorders.
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INTRODUCTION
Religion has attracted scholars from different fields, and it has 
a significant role in shaping the individual's life. It also has a 
substantial effect on mental health, and scholars in the 

3Western world are taking an interest in studying religion.  This 
is an intricate and broader subject and it needs to be studied in 
a refined way to purify the mind, and to improve the way of life 

4of its believers. Researcher  defined religion as “norms, values 
or a way of life of an individual or community for spiritual 
guidance for day-to-day life.” It is further explained that 
religion instils optimistic belief in individuals, and assures them 
of reason for their existence in this temporary world. 

5In 1967, researchers  categorised “religious orientation” into 
two classes (i.e., intrinsic & extrinsic). According to authors, a 
person with “intrinsic religious orientation” is one who finds 
real inspiration in religion, and considers others' needs as less 
vital and meaningful. Further, it was found that a person with 
intrinsic religious orientation exercises religion for his/her 

6safety/refuge, and conviviality.  With intrinsic religious 
orientation, an individual sacrifices his/her own needs and 
feels himself or herself close to God. Individuals with intrinsic 
religious orientation have higher level of wellbeing than 

7individuals with extrinsic religious orientation.  These views 
show that both intrinsic and extrinsic religious orientation has 
a significant role in shaping the lives of individuals.

In the health-related concerns religious beliefs and religious 
orientation is considered to play a pivotal role.  Researchers 
found the religious orientation to be positively associated with 

8health outcomes,  religion and spirituality shows greater 
9association with mental as well as physical health.  There is 

robust evidence which demonstrates that religious 
commitment has a significant contribution to reduce 
psychological distress than those who are less committed to 

10religion. Study findings by researchers  found that young 
people committed to religious affairs have a chance to 

10experience less anxiety.  This was further explained that 
religious beliefs create a sense of safety and establish a mental 
composure. It cultivates hope by creating a sense of power and 
control to cope with anguishes and pain and motivates the 

11believers to live life with hope.  In addition to this, it is 
considered to be important to provide direction and meaning 

12in life and meaning of existence.  
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13Gartner and colleagues  and further Koenig along with 
14Larson  studies religion regarding different ages and 

socioeconomic status beyond the differences of religions and 
found that it has a significant impact despite different 
backgrounds. Mental health issues are common among 
patients with Substance Use Disorders. Researchers put forth 
that psychological distress and drug-related disorders are 
closely linked with each other, which creates the burden on 

15,16society.  Due to stigma and fear of being labelled with 
addiction, people with SUD are more likely to face difficulty in 
availing proper services, which is again linked with their high 
level of distress. However, based on the review of clinical and 

17mental health researches on faith, researcher  came to a 
conclusion that religion has a protective role and it can reduce 
psychological distress and improve wellbeing. Research shows 
that strong religious beliefs are considered to play a protective 
role against adverse health conditions like problems related to 
substance use. It has also been studied that adolescents with 
strong religious orientation, compared to ones with low in 
religious orientation, have less consumption of alcohol and 

18other drugs.  Similar findings were extracted in study of 
adolescents who are more likely to attend religious places, like 
church and are less likely to use smoking compared to those 

19who are not attending such places.  Recently, Khan and 
20colleagues  found a significant association of meaning in life 

with mental health problems (i.e., stress, anxiety & 
depression) in SUD. Moreover, findings highlighted the 
importance of high religious orientation with reduction of drug 

21usage and risky activities like sexual activities.  Similar findings 
22were shown by the study of Omari and associates,  indicating 

religious affiliation and involvement to be linked with less 
likely engagement in unhealthy habits including alcohol and 
other drug use. Further the significance of religion in the areas 
of health was highlighted and stated that religion discourages 
its believer's involvement in drug use and its affiliation reduces 

23substance use.  Thus, religion is considered as one of the 
buffering factors against mental health issues including 
substance use, and it protects people against the precarious 

24environment.

Researchers have found that religion helps its believers in 
17getting rid of emotional distress.  Other studies explored 

strong religious belief and involvement most likely results in 
25diminutions of trauma symptoms.

Association of religion with mental health has been found in 
the western literature, and researchers have found the role of 
religion on well-being. In Pakistan, previously, researchers 
have found the significant association of mental health 
problems, i.e., depression, anxiety and stress with the well-

26 27 being of patients with SUD,  with emotion regulation.
28However, in Islamic countries such literature is limited.  Due 

to the dearth of research in this important domain, present 
study was planned to understand the role of religious 
orientation in patients with SUD in the local context. Keeping 
in view the literature related to significance of religious 
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orientation in general, and in SUD in particular, current 
research aims to explore the predictive relationship of 
religious orientation, with the variable of anxiety, depression 
and stress in adult males with SUD in Pakistani context. Drugs 
not only affect the individual using them, but also affect the 
social fabric of individuals such as their family including 
children, and they are negatively affected by their loved ones' 

29drug use.  Findings may also be beneficial to identify these 
variables as protective factors against SUD and to cope with 
the psychological distress. Thus incorporation of religious 
orientation in the practice by the professionals may help to 
understand the problem from different perspectives and to 
address the issues with such strategies where applicable. 

A total of 200 adult males (using poly drug) with ages between 
18 to 45 years (M= 28.14, SD= 6.55) seeking treatment from 
four treatment and rehabilitation facilities for SUD (i.e., Al Haq 
Centre, Parvarish Recovery Centre & Addicare Treatment and 
Rehabilitation Centre) were recruited for this study. From each 
centre, on an average forty patients were recruited.    

Inclusion/exclusion criteria
Only those patients were included who completed 21 days in 
rehabilitation/hospital setting. Those who were able to 
understand and comprehend instructions were included. 
Those who are not with comorbid serious mental health issues 
(i.e., psychosis). Further, patients with minimum age of 18 and 
maximum age of 45 were included. 

Ethical Considerations
Researchers took every step to follow the research ethics. 
Confidentiality of the information was ascertained and 
participants' respect and dignity was maintained. Further, 
researchers ensured the security and flexibility of timing.  

Socio Demographic Information Form
Personal information was obtained through sections, 
including the age, education and marital status. Further 
academic qualification, area of residence, family related 
information like income and earning members were also taken 
into consideration. Drugs related information consisted of 
drug of choice, drug inception, history related to interval or 
reversions were considered important. Moreover, a history of 
medical illness, drug use in family etc. was gathered.   

Muslim Attitude towards Religion Scale (MARS)
The MARS1is a rating scale with 14 items. It is related to 
Muslim's interpretation of the applicability of the religion in 
life. It is about the belief of affirmative consequences of being 
Muslim or level of involvement in the religious practices, thus 
representing personal declaration to Islam. This scale is a 5-

METHOD
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Table 1

Descriptive statistics of the demographic characteristics of 

patients receiving treatment for SUD.

Table 2 

Multiple regression analysis for the predictive association of 

religious orientation and Depression in patients receiving 

treatment for SUD

Table 3

Multiple regression analysis for the predictive association of 

religious orientation and anxiety in patients receiving 

treatment for SUD

point rating scale with a score ranging from 1 “strongly agree” 
to 5 “strongly disagree”. Few sample items are “Allah helps 
me;” the five prayers help me a lot.” It is highly correlated with 

5intrinsic and extrinsic religious orientation scale.  This scale 
has a Cronbach's coefficient alpha of 0.78. Cronbach's alpha 
for the Urdu version of MARS is 558, and the test retest 
reliability is .9430.

Depression Anxiety and Stress Scale-Short Form (DASS-21)
This is a self-report inventory developed by Lovibond and 
Lovibond2 and translated by Shahzad and colleagues. This is a 
21 item self-reporting tool with three sub domains including 
Depression, Anxiety, and Stress. It is a 4-point “Likert scale” in 
which “not at all” is scored as 0 and “all the time” as 3, and each 
subscale has 7 items., for depression sample items procedure 
is silent about mode of data collection are “I felt downhearted 
and blue”, and “I felt I wasn't worth much as a person”. 
Similarly, for anxiety subscale, the items are; “I was aware of 
dryness of my mouth” and “I experienced trembling (e.g. in the 
hands)”, and for stress “I found it hard to wind down”, and “I 
tended to over-react to situations”. The possible score ranges 
from 0 to 63. Higher score indicates higher levels of 
depression, anxiety, and stress. The Cronbach alpha for the 
Urdu version of DASS-21 is .94, for subscales i.e., Depression= 
.85, Anxiety=.90, and Stress = .84, respectively. Similarly, the 
test retest reliability for DASS-21 is 73, Depression = .82, 
Anxiety = .89, and Stress = 87, respectively. 

The study procedures and material were accepted by the 
Ethical Review Committee of Institute of Clinical Psychology, 
University of Karachi (ref. NO:ICP-1(101)/5800, dated: 11-01-
2024). To recruit the sample, researchers identified the drug 
addiction treatment and rehabilitation centres. The 
authorities of those centres were contacted to get formal 
permission along with the research protocols for data 
collection. After obtaining permission, researchers 
approached the patients with SUD and they were briefed 
about the aims and objectives of the study and took informed 
consent from each participant in written form. After taking 
written informed consent from participants, researchers then 
approached only those who met the pre-requisite criteria; 
they were then briefed and guaranteed the safety of their 
information, data and confidentiality and privacy of 
participants. Data were collected through in-person 
interviews. After building rapport with the participants, a 
Personal Information Form was filled, followed by the 
administration of MARS and DASS-21. All the participants were 
thanked for their willingness to be part of the research study.

Statistical Analysis
To get the statistical picture of data, Statistical Package for 
Social Sciences (SPSS-V.22) was used. Descriptive statistics was 
applied to analyse socio-demographic information of the 
participants. The Multiple linear regression model was used to 
study the association of the variables in participants with SUD. 

Procedure
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Table 4
Multiple regression analysis of the predictive association of 
religious orientation and stress in patients receiving 
treatment for SUD 

Dependent Variable: Stress
b. Predictors: (Constant), Muslim Practice, Personal Help, 
Muslim Worldview MARS Total

The findings of the study show a negative predictive 
association of religious orientation and depression in patients 
with SUD (adj R2=.994, F (4, 196) =5424.24, p < .01), anxiety 
(adj R2=.97, F (4,196) =1309.5, p < .01(, and stress (adjR2=.991, 
F (4,196) =3854.25, p< .01).  These findings are supported by 
other studies which emphasise religion to have significant 
preventive factors, which plays a buffering effect against 

32depression in people using drugs or substance.  It is further 
explained that the existence of religious beliefs is one of the 
integral factors to get social support and consequently a 

24person enjoys an enhanced mental health and wellbeing.  In 
connection to these findings, previous literature also shows 
that religious involvement and attendance at religious places 

33is one correlate of low levels of anxiety.  This could give them a 
sense of relief when they approach their creature to help them 
resolve their issues.  

A strong belief in faith or a religion is a source of hope and 
which reduces the risk of distress. Such associations are 
explained by Tataro and associates34 by describing the 
relationship between prayer and forgiveness and a low level of 
reactivity to cortisol. Spirituality and religiosity were 
considered to be a fundamental aspect in relapse prevention 
of substance use disorders35. In substance use problems, 
people usually cannot accept it as an illness. Rather, it is 
considered an issue of character and for which the sufferer is 
always blamed and hence these issues are tabooed and 
stigmatised. In such circumstances, getting help and support 
for the issues from such a society is very challenging. 

DISCUSSION

Journal of Pakistan Psychiatric Society

Therefore, in cultures like Pakistan, religious belief and 
practices are the major coping mechanisms against such 
issues. It is largely because Identifications help from a 
superpower in very demanding circumstances and a belief that 
high powers other than themselves can direct and create order 

36in their life inculcate confidence and safety.  The focus of 
several studies on religious belief and spirituality signifies the 
protective role of religion in treatment and relapse 

37prevention.  Rugs Summing up the findings of previous 
studies which found that religious orientation is highly 
associated with both physical and mental wellbeing among 
people9. These findings are a valuable addition to the 
literature in the local context to be used to enhance treatment 
outcomes and improve the wellbeing of patients with SUD. It 
should be noted that practising could be one of important 
domains in people's life but practising religion with 
understanding is significant, incorporating its guidelines that 
has been established for its followers, and applying its essence 
in daily practices.   

As far as the limitations of present research are concerned, 
there are few things which need to be improved in future 
research. For generalisability of the findings, a large size of 
sample is recommended. Representation of both male and 
female population is highly recommended for future research 
by including samples from different religious backgrounds and 
comparing it to see its influence on wellbeing. Utilisation of 
qualitative research design can give more accurate and 
comprehensible findings in the future research.  

The present study determined the impact of religious 
orientation on mental health issues, including “depression, 
anxiety and stress” among patients receiving treatment for 
their issues related to SUD. The results highlight the 
importance of religious orientation in the psychological and 
mental wellbeing of an individual with SUD. It is a fact that 
people around the globe more or less inclined themselves 
towards their religious beliefs to help themselves cope with 
unavoidable and demanding circumstances of life; therefore, 
incorporation of this important aspect of life has remarkable 
advantages in the improvement of psychological health. For 
most people, religion embedded in itself several solutions to 
the problems and inculcated hope to fight with them, resulting 
in lower levels of mental health problems. 

Thus, while designing and implementing interventions in local 
context, clinicians should design individualised treatment 
plans and add this variable if it plays a role in their positive 
treatment outcome and wellbeing.   
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CONCLUSION

CONFLICT OF INTEREST

JOURNAL OF PAKISTAN
PSYCHIATRIC SOCIETY

JPPS
WWW.JPPS .PK

Model Unstandardised
Coefficients

Standardised
Coefficients

95.0% Confidence Interval for B

B Std.
Error

B T Sig Lower
Bound

Uper
Bound

2Adj R
Square

F Sig

January - March 2024                                                                                                                         J Pak Psychiatr Soc Volume 21 Issue 01



PAGE 19

DISCLOSURE

FUNDING

ACKNOWLEDGEMENT

REFERENCES

None

None

We acknowledge all those participants who showed their 

willingness to participate in the study and those institutions 

who allowed us to recruit participants for this study.  

1. Wilde A, Joseph S. Religiosity and personality in a Moslem 

context. PersIndivid Dif. 1997;23(5):899-900. doi: 

https://doi.org/10.1016/S0191-8869(97)00098-6

2. Lovibond PF, Lovibond SH. The structure of negative 

emotional states: comparison of the Depression Anxiety 

Stress Scales (DASS) with the Beck Depression and Anxiety 

Inventories. Behav Res Ther. 1995;33(3):335-343. 

doi:10.1016/0005-7967(94)00075-u

3. Spilka, B. and M. Mullin. 1977. Personal religion and 

psychological schemata: A research approach to a 

theological psychology of religion. Character Potential: A 

Record of Research. 1977; 8(2): 57–66.

4. Shafer AB. Meta-analysis of the factor structures of four 

depression questionnaires: Beck, CES-D, Hamilton, and 

Z u n g .  J  C l i n  P s y c h o l .  2 0 0 6 ; 6 2 ( 1 ) : 1 2 3 - 1 4 6 .  

doi:10.1002/jclp.20213

5. Allport GW, Ross JM. Personal religious orientation and 

prejudice. J Pers Soc Psychol. 1967;5(4):432-443. 

doi:10.1037/0022-3514.5.4.432

6. Brewcynski J, MacDonald DA. Confirmatory Factor 

Analysis of the Allport and Ross Religious Orientation Scale 

With a Polish Sample. Int. J. Psychol. Relig. 2006;16:67-

73.doi: https://doi.org/10.1207/s15327582ijpr1601_6

7. PayneIR, BerginAE, BielemaKA, JenkinsPH. Review of 

Religion and Mental Health: Prevention and the 

Enhancement of Psychosocial Functioning. Prevention in 

H u m a n  S e r v i c e s .  1 9 9 1 ;  9 ( 2 ) : 1 1 – 4 0 .  

https://doi.org/10.1300/J293v09n02_02

8. Belzen JA. Studying the specificity of spirituality: Lessons 

from the psychology of religion. Mental Health, Religion & 

C u l t u r e ,  1 2 ( 3 ) ,  2 0 5 – 2 2 2 .  

https://doi.org/10.1080/13674670802456606

9. Oman D, Thoresen CE. Do Religion and Spirituality 

Influence Health? In: Paloutzian RF, Park CL (Eds.). 

Handbook of the psychology of religion and spirituality. 

New York, NY: Guilford Press; 2005. p. 435–59. 

Journal of Pakistan Psychiatric Society

10. Henry KL, Swaim RC, Slater MD. Intraindividual variability 

of school bonding and adolescents' beliefs about the 

effect of substance use on future aspirations. Prev Sci. 

2005;6(2):101-112. doi:10.1007/s11121-005-3409-0

11. Krause N. Reported Contact with the Dead, Religious 

Involvement, and Death Anxiety in Late Life. Rev Relig Res. 

2011;52(4):347-364.

12. Ellison CG, Burdette AM, Hill TD. Blessed assurance: 

religion, anxiety, and tranquility among US adults. Soc Sci 

R e s .  2 0 0 9 ; 3 8 ( 3 ) : 6 5 6 - 6 6 7 .  

doi:10.1016/j.ssresearch.2009.02.002

13. Gartner J, Larson DB, Allen GD. Religious commitment and 

mental health: A review of the empirical literature. J 

Psychol Theol. 1991:19(1), 6–25.

14. Koenig HG, Larson DB, Larson SS. Religion and coping with 

ser ious  medica l  i l lness .  Ann Pharmacother .  

2001;35(3):352-359. doi:10.1345/aph.10215

15. French MT, Dunlap LJ, Zarkin GA, McGeary KA, McLellan 

AT. A structured instrument for estimating the economic 

cost of drug abuse treatment. The Drug Abuse Treatment 

Cost Analysis Program (DATCAP). J Subst Abuse Treat. 

1997;14(5):445-455. doi:10.1016/s0740-5472(97)00132-

3

16. Rice RE. Media appropriateness: Using social presence 

theory to compare traditional and new organizational 

media. Hum Commun Res. 1993;19(4):451-484.

17. Levin J. Religion and psychological well-being and distress 

in Israeli Jews: findings from the Gallup World Poll. Isr J 

P s y c h i a t r y  R e l a t  S c i .  2 0 1 1 ; 4 8 ( 4 ) : 2 5 2 - 2 6 1 .

18. Booth BM, Curran GM, Han X. Predictors of short-term 

course of drinking in untreated rural and urban at-risk 

drinkers: effects of gender, illegal drug use and psychiatric 

comorbidity. J Stud Alcohol. 2004;65(1):63-73. 

doi:10.15288/jsa.2004.65.63

19. Amey CH, Albrecht SL, Miller MK. Racial differences in 

adolescent drug use: the impact of religion. Subst Use 

M i s u s e .  1 9 9 6 ; 3 1 ( 1 0 ) : 1 3 1 1 - 1 3 3 2 .  

doi:10.3109/10826089609063979

20. Khan MA., Shahzad S, Bano N, Bano Z, & Siddiqui M. 

Exploring the association of meaning in life with 

psychological distress in male patients with substance use 

disorder in pakistan. J Pak Psychiatr Soc.2023;19(04).

21. Wills TA, Gibbons FX, Gerrard M, Murry VM, Brody GH. 

Family communication and religiosity related to 

substance use and sexual behavior in early adolescence: a 

test for pathways through self-control and prototype 

perceptions. Psychol Addict Behav. 2003;17(4):312-323. 

doi:10.1037/0893-164X.17.4.312

JOURNAL OF PAKISTAN
PSYCHIATRIC SOCIETY

JPPS
WWW.JPPS .PK

January - March 2024                                                                                                                         J Pak Psychiatr Soc Volume 21 Issue 01



PAGE 20

22. Al-Omari H, Hamed R, Abu Tariah H. The Role of Religion in 

the Recovery from Alcohol and Substance Abuse Among 

Jordanian Adults. J Relig Health. 2015;54(4):1268-1277. 

d o i : 1 0 . 1 0 0 7 / s 1 0 9 4 3 - 0 1 4 - 9 8 6 8 - 5

Al-Omari H, Hamed R, Abu Tariah H. The Role of Religion in 

the Recovery from 

23. Terry JD, Smith AR, Warren et al. Incorporating Evidence-

Based Practices into Faith-Based Organization Service 

Programs. Journal of Psychology and Theology. 

2 0 1 5 ; 4 3 ( 3 ) : 2 1 2 - 2 2 3 .  

https://doi.org/10.1177/009164711504300306

24. Edlund MJ, Harris KM, Koenig HG, et al. Religiosity and 

decreased risk of substance use disorders: is the effect 

mediated by social support or mental health status?. Soc 

Psychiatry PsychiatrEpidemiol. 2010;45(8):827-836. 

doi:10.1007/s00127-009-0124-3

25. Watlington CG, Murphy CM. The roles of religion and 

spirituality among African American survivors of domestic 

violence. J  Cl in Psychol.  2006;62(7):837-857. 

doi:10.1002/jclp.20268

26. Shahzad S, Jones H, Begum N, Zia A. Urdu Translation and 

Adaptation of WHO-5 Wellbeing Index in patients with 

Substance Use Disorder in Pakistan. Journal of Substance 

U s e . 2 0 2 1 ; 2 6 ( 6 ) : 1 - 5 .  

https://doi.org/10.1080/14659891.2021.2006338.

27. Shahzad S, Bano N, Begum N, Jones HE. Cultural 

Adaptation and Validation of the Urdu Version of the 

Cognitive Emotion Regulation Questionnaire (CERQ) in 

Male Patients With Substance Use Disorders (SUDs) in 

Pakistan.  Front  Psychiatry .  2022;13:812075.  

doi:10.3389/fpsyt.2022.812075

28. LeondariA,Gialamas V. Religiosity and psychological well-

be ing .  Internat iona l  Journa l  o f  Psychology .  

2 0 0 9 ; 4 4 ( 4 ) : 2 4 1 – 2 4 8 .  

doi:https://doi.org/10.1080/00207590701700529

29. Zia A, Shahzad S. Depression and perceived attachment of 

adolescents with fathers having substance-abuse 

disorder. J Pak Med Assoc. 2019;69(12):1855-1859. 

doi:10.5455/JPMA.15016

30. Bareera Saeed ZHK. Psychometric properties of the Urdu 

version of the Muslim Attitude toward Religion Scale 

(MARS), Muslim Spiritual Attachment Scale (M-SAS) and 

Muslim Experiential Religiousness Scale (MER). 

Multicultural Education. 2021;7(12):258.

Journal of Pakistan Psychiatric Society

32. Swendsen JD, Merikangas KR. The comorbidity of 

depression and substance use disorders. Clin Psychol Rev. 

2000;20(2):173-189. doi:10.1016/s0272-7358(99)00026-

4

33. Hertsgaard D, Light H. Anxiety, depression, and hostility in 

rural women. Psychol Rep. 1984;55(2):673-674. 

doi:10.2466/pr0.1984.55.2.673

34. Tartaro J, Luecken LJ, Gunn HE. Exploring heart and soul: 

effects of religiosity/spirituality and gender on blood 

pressure and cortisol stress responses. J Health Psychol. 

2005;10(6):753-766. doi:10.1177/1359105305057311

35. Dossett W,Metcalf-White L. Religion, Spirituality and 

Addiction Recovery: Introduction. Implicit Religion: 

Religion, Spirituality and Addiction Recovery. 

2019;22(2):95–100.

36. McClure PK. Recovering Theism: Three Biographical Case 

Studies in Alcoholics Anonymous. Implicit Religion. 

2 0 1 9 ; 2 2 ( 2 ) : 1 2 2 - 3 9 .  

doi: https://doi.org/10.1558/imre.37830

37. Sliedrecht W, de Waart R, Witkiewitz K, Roozen HG. 

Alcohol use disorder relapse factors: A systematic review. 

P s y c h i a t r y  R e s .  2 0 1 9 ; 2 7 8 : 9 7 - 1 1 5 .  

d o i : 1 0 . 1 0 1 6 / j . p s y c h r e s . 2 0 1 9 . 0 5 . 0 3 8

AUTHOR(S) CONTRIBUTION / UNDERTAKING FORM

JOURNAL OF PAKISTAN
PSYCHIATRIC SOCIETY

JPPS
WWW.JPPS .PK

COPYRIGHT
Copyright ©2024 JPPS. Published by Pakistan Psychiatric Society. Re-use permitted under CC BY-NC. 
http://creativecommons.org/licenses/by-nc/4.0/This is an open access article distributed in accordance 
with the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which permits others to 
distribute, remix, adapt, build upon this work non-commercially, and license their derivative works on 
different terms, provided the original work is properly cited, appropriate credit is given, any changes 
made indicated, and the use is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

January - March 2024                                                                                                                         J Pak Psychiatr Soc Volume 21 Issue 01


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6

