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Abstract

:

Objective: To examine the effect of religion on negative attitudes and beliefs about suicide. Methods: We use data from a large nationwide survey conducted in Hungary covering more than 3000 individuals. Suicide-related stigmas are captured with three Likert-type measures that we combine into an overall indicator. Religion is measured by denomination (Catholic vs. Protestant) and church attendance (at least weekly vs. never or less than weekly). We employ logistic regression and the SPSS statistical software. Results: People attending religious services frequently have greater odds of stigmatizing self-killing than those reporting no or infrequent attendance. Compared to Protestants, Catholics are significantly less condemning of suicide. The two measures of religion also work in tandem, with denomination modifying the impact of church attendance. In particular, while church attendance strongly increases the odds of negative attitudes among Catholics, it has practically no effect among Protestants. Discussion and Conclusions: The results presented are in keeping with our expectations and suggest that a social climate that stigmatizes suicide without providing for people a strong community network that pressures individuals toward conforming to fundamental moral principles can be especially harmful for mental health.
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This paper addresses the intersection of three topical areas that have, thus far, received relatively little scholarly attention. While the literature on religion and suicide is vast (for recent reviews, see Lawrence et al. 2016; Gearing and Alonzo 2018), as is the literature on the effect of stigma on various mental health problems, including self-killing (e.g., Sudak et al. 2008; Clement et al. 2014; Schomerus et al. 2014; Bernardo and Pinna 2017; Goodwill and Zhu 2020), only a handful of studies have looked at all three aspects simultaneously and examined how negative religious stereotypes affect the risk of self-killing (e.g., van den Brink et al. 2018; Caplan 2019; Mason 2021). The research reported in this article seeks to redress this imbalance of attention by using data from a nationwide survey conducted in Hungary. In more substantive terms, our work intends to contribute to the line of theoretical and empirical inquiries that focus on the relative importance of social and cultural factors in explaining religious differences in suicide. Mainly due to the overarching influence of Émile Durkheim’s legacy, studies in this field (e.g., Pescosolido 1994; Stack and Kposowa 2011) have commonly emphasized the role that social integration plays in saving individuals from killing themselves and have regarded the norms, values, and general world views that are characteristic of various denominations as only of secondary relevance. Building on our earlier research on this topic (Hegedűs 2019), we aim to provide a more balanced and nuanced conception of this issue, paying due attention to the cultural aspects of religions and, what is at least as crucial, emphasizing their interaction with embeddedness in the church community.



1. Background and Previous Research


Research on religion and suicide dates back to the 19th century and has been greatly inspired by Émile Durkheim’s seminal book, published in 1897 (Durkheim [1897] 1951). Durkheim’s central concept was social integration, which he also relied on to explain why Protestants are more prone than Catholics to take their life. In his view, the main causal factor was not that various religions have different norms, values, and beliefs but rather that they have different degrees of social cohesion. As he wrote, “The details of dogmas and rites are secondary. The essential thing is that they be capable of supporting a sufficiently intense collective life” (Durkheim [1897] 1951, p. 170).



Later research largely followed Durkheim in emphasizing the importance of people’s attachment to the church community, while downplaying the role of cultural factors. Social and emotional support deriving from membership in a dense network of fellow affiliates was generally regarded as the main causal force that keeps believers from taking their life. The chief advocate of this view was Bernice Pescosolido who maintained that “[t]he protective power of religion depends on the ability of religious networks to provide a source of support on which individuals can draw during difficult times” (Pescosolido 1994, p. 272). While Pescosolido attempted to translate Durkheim’s ideas into the language of modern network analysis, Stack and Kposowa (2011) tried to refine those ideas by disentangling the various aspects of the effect of integration, distinguishing, among other things, the impact of the moral community, which affects co-religionists and non-co-religionists alike, from that of the religious network, which is mainly confined to members of the same religion (Stack and Kposowa 2011, p. 294). Although this work has substantially advanced Durkheim’s legacy, it has still largely remained within the confines of the traditional integration perspective.



Long as Durkheim’s shadow has been, however, some recent studies departed from the dominant paradigm and provided evidence suggesting that norms, values, and broader world views peculiar to various denominations may crucially contribute to religious differences in suicide and other mental health problems. Schwadel and Falci (2012), for example, looked at the joint impact of church attendance and religious traditions and found a significant interaction effect, with frequent attendance decreasing mental health for evangelical Protestants but not for members of other denominations. This result made sense given that the values and beliefs prevailing among evangelical Protestants tend to give rise, as the authors noted, to “a lack of control and a sense of helplessness”, thus diminishing people’s “ability to cope with stress” (p. 23). Our latest research (Moksony and Hegedűs 2019) also pointed in this direction, showing, among other things, that attachment to the church community has opposite effects for Catholics and Protestants. While in the first group the risk of suicide declined with increasing levels of attendance, in the second, strong embeddedness in the network of fellow affiliates made believers more, rather than less, likely to take their life. This finding was understandable against the backdrop of the broader cultural differences between the two religions, with Protestants typically having a less cheerful view of the world and a more anxious stance to life (see Greeley 1989; Torgler and Schaltegger 2014; Becker and Woessmann 2011, 2015).



Studies such as those just mentioned have, overall, made a rather compelling case for the necessity of taking cultural factors seriously into account when explaining religious variations in self-killing. While these factors obviously are quite diverse and numerous, stereotyped social attitudes and beliefs about suicide are certainly among the most crucial. Very often, these attitudes and beliefs are negative, such as when taking one’s life is seen as a sign of cowardice, in which case we have what are generally called stigmas.1



Stigmas are of different kinds and may have different effects. One distinction is that between experienced and anticipated stigma, the former referring to actual encounters with stigmatizing attitudes and behaviors (Simonsen et al. 2019) and the latter to expectations of stigma experiences happening in the future (Kane et al. 2019); for a cross-national survey of these two forms of stigma, see Thornicroft et al. (2009). Another distinction, which is perhaps of more immediate relevance for our study, is that between public and self-stigma, the former referring to negative attitudes and beliefs prevailing in the population at large and the latter to the internalization of those attitudes and beliefs by the individuals who possess the stigmatized characteristics (Corrigan and Rao 2012; Coleman et al. 2017).2 This second distinction is especially relevant for the present article because our study is based on data from a large-scale nationwide public opinion survey, which is mainly suitable to capture public stigmas, with self-stigmas generally being more accessible to other forms of data collection, such as interviews. (On the issue of self-stigma and mental health problems, including suicide, see e.g., Rüsch et al. 2010; Corrigan and Rao 2012; Rimkeviciene et al. 2015).



The impact of stigma, whether public or internalized, may differ depending on the particular underlying causal mechanism (see Figure 1). On the one hand, negative attitudes may act as normative constraints, keeping people from engaging in behaviors that are deemed socially undesirable. Moral objections to suicide, for instance, have been shown to exert such a restraining effect (Lizardi et al. 2008; van den Brink et al. 2018). On the other hand, stigmas may also have deleterious consequences, potentially triggering, rather than preventing, deviant acts of various kinds. One way this can happen is that negative stereotyped beliefs may deter those in need from seeking help (Corrigan 2004; Schomerus et al. 2010; Clement et al. 2014; Reynders et al. 2015). Another way in which stigmas might increase the risk of mental health problems, including suicide, is that negative attitudes frequently contain causal attributions that blame sufferers for their condition (Rüsch et al. 2010; Caplan 2019).



The harmful effect of stigma has been demonstrated in a cross-sectional study by Schomerus et al. (2014), where low levels of social acceptance of persons with mental health problems were associated with high suicide rates across 25 European countries. Some results from an earlier study of ours (Moksony 1998) also pointed in this direction, showing that certain negative attitudes toward suicide are more prevalent in regions with high rates of this form of deviant behavior. Comparing Hungarians living in regions with highly different suicide rates, we found that those from the southeast, where suicide traditionally is more common, were more likely to say they would strongly object to the suicide of a close relative being reported in the media. Additionally, they were more likely to regard this form of deviant behavior as a sign of cowardice, although this difference was statistically significant in rural areas only.



How do the various causal mechanisms outlined above bear on the relationship between religion and the stigmatization of suicide? Based on our earlier research (Moksony and Hegedűs 2019) as well as some recent studies on the multifaceted role that interpersonal ties play in the causation of suicide and other forms of deviant behavior (e.g., Schwadel and Falci 2012; Abrutyn and Mueller 2014, 2016; Mueller et al. 2015; Mueller and Abrutyn 2016), we expect that in different religious cultures, as represented by different denominations, negative attitudes operate through different causal channels. In particular, among Protestants, they mainly work as stigmatizing causal attributions that attack core personality characteristics and challenge the self as a whole, rather than specific behaviors. In addition, they largely function as a sort of personal burden and, thus, their influence is less dependent on interaction with fellow affiliates. Among Catholics, in contrast, negative attitudes work more as normative constraints imposed on people’s actions, with believers faithfully accepting and following the moral principles prevailing in the church community. This implies that for stigmas to fully exert their effect, deeper social embeddedness and stronger ties to co-religionists are now needed.



The distinction made by psychologists Helen Block Lewis and June P Tangney between shame and guilt might help understand how negative attitudes work differently for Protestants and Catholics.3 While shame, according to Lewis, is “directly about the self…, [i]n guilt, the self is not the central object of evaluation, but rather the thing done or undone is the focus” (Lewis 1971, quoted by Tangney et al. 1996, p. 1257; emphasis in the original). Thus, although negative feelings are implicated in both, in guilt, those feelings pertain to specific deeds or events, whereas in shame, they are more pervasive and attack one’s whole identity (Dearing et al. 2005). As a result, shame tends to be more destructive than guilt and may increase the risk of various mental health problems more, including suicide.



The importance of the shame–guilt distinction lies in the fact that it provides a conceptual framework that helps understand how apparently similar negative attitudes might have different psychological and mental health effects depending on whether they categorically condemn one’s entire personality or work more as normative constraints imposed on one’s behavior. This distinction, thus, allows us to go beyond a simplified conception of stigmas and enables a more nuanced approach to the phenomenon of stigmatization.



How does the shame–guilt distinction relate to the different ways negative attitudes exert their impact in various religious cultures? Among Catholics, those attitudes work more like guilt and, thus, they are less destructive and are more “likely to motivate the individual in a positive direction” (Dearing et al. 2005, p. 1393). Among Protestants, in contrast, negative attitudes are more similar to shame in that they attack the core of one’s self and call into question one’s whole identity. This difference may also partly explain the observation made by Durkheim and corroborated by a number of later research, including ours (Moksony and Hegedűs 2019), that Protestants are more prone than Catholics to take their life.




2. Data and Methods


The data used in our research came from the 1994 wave of a large nationwide survey called the Hungarian Panel Study. Repeated yearly from 1992 to 1997, this omnibus survey was based on a representative sample of the Hungarian population, and its 1994 wave covered 3766 individuals. Using financial support received from the Hungarian Scientific Research Fund, we appended our attitude questions to the core body of the questionnaire. At the time of data collection, there was no need for an ethical approval.



While fairly old, the data set used in our study had several advantages that made it especially suitable for our purposes. First, it contained rich information on both respondents’ religiousness and their attitudes about suicide, thus allowing us to examine the relationship between the two in sufficient detail. Second, the sample was not only considerably larger than those commonly found in the literature but also had the benefit that it represented the general population, while the data used in other studies on this topic often pertain to more specialized groups, such as depressed patients or college students, which may restrict the external validity of the results.4



We employed three Likert-type measures with five levels each to capture negative attitudes and beliefs about suicide. The first asked respondents if they agree with the statement that suicide is a sign of cowardice. The second asked them if they would object to the suicide of a close relative being reported in the media. Finally, the third asked them if they think suicidal individuals are completely different from the rest of the population. Due to their highly skewed distributions, we combined these three measures into a single dichotomous variable that distinguished respondents choosing the most stigmatizing response category from those selecting more tolerant options.



The main independent variable was religion, which we captured with two measures. The first was church attendance, which separated those who said they attend religious services at least once a week from those who reported no or infrequent attendance. The second was denomination, which was based on asking people about the faith they were christened into and distinguished the two religions prevailing in Hungary, Catholics and Protestants.5 (These two groups accounted for 95 percent of our sample; the remaining 5 percent, which contained people of other faiths and those of no religion, were excluded from the analysis.)



Given the binary nature of the dependent variable, we used logistic regression and the SPSS statistical software to examine the effect of religion on suicide-related negative attitudes.




3. Results


We first looked at the additive effect of the two measures of religion, each entered in the regression as 0–1 dummy variables. On the church attendance dummy, people attending religious services at least once a week were coded 1, whereas those reporting no or infrequent attendance were coded 0. On the denominations dummy, we coded Catholics 1 and Protestants 0. The dependent variable was also dichotomous, with respondents choosing the most stigmatizing option coded 1 and those selecting milder alternatives coded 0. Results are shown in Table 1, where logistic regression coefficients and their antilogarithms are reported. Given the use of 0–1 dummy coding, the antilogarithms of the coefficients can directly be interpreted as odds ratios.



As can be seen, Catholics have significantly less stigmatizing attitudes, with the odds of selecting the most negative response category being 18.6 percent smaller among them than among Protestants. The effect of church attendance is also significant, with people attending religious services at least weekly being more condemning of self-killing than those reporting no or infrequent attendance. In particular, as shown by the odds ratio, the odds of selecting the most negative response category was about 50 percent greater in the first group than in the second.



Earlier, we made a distinction between Protestants and Catholics in terms of how negative attitudes and feelings about suicide might exert their impact. One key difference mentioned was that while for Protestants, the influence of those attitudes and beliefs is less dependent on interaction with fellow affiliates, for Catholics, a strong attachment to the church community is typically required for stigmas to have their full effect. This suggests that the frequency of church attendance, which we can use as an indicator of the degree of embeddedness in the network of co-religionists, differentially affects the two denominations: it strongly increases the chance of stigmatization among Catholics but has only small, or even no, effect among Protestants.



To check this expectation, we ran separate logistic regressions for the two denominations using church attendance as an independent variable. The results, shown in Table 2, support our prediction. For Catholics, the coefficient for the church attendance dummy is positive and statistically significant, indicating that in this group, strong attachment to the church community does indeed increase stigmatization. As can be seen from the odds ratio (1.607), the odds of selecting the most negative response category is about 60 percent greater among those attending religious services at least weekly than among those reporting no or infrequent attendance. The picture is quite different for Protestants, where church attendance is practically of no relevance (the odds ratio is very close to 1, the value indicating no effect).




4. Discussion and Conclusions


This paper reported results from a study that examined a topic that has thus far received relatively little attention. While much research has been devoted to the impact of religion on the risk of suicide, and considerable work has been conducted on how stigmatization affects those suffering from mental health problems of various kinds, the intersection of religion, stigma, and suicide has seldom been the focus of empirical inquiry, especially that of quantitative nature. Our aim was to partially fill this gap by using data from a large-scale survey that included information both on religious behavior and suicide-related negative attitudes and has covered the entire general population of Hungary, rather than being confined to specialized groups, such as patients or college students.



All in all, the findings presented have shown that religion plays a significant role in shaping attitudes about suicide. Attachment to the church community has turned out to be one important factor, with individuals attending religious services at least weekly being much more condemning of this form of deviance than those reporting no or infrequent attendance. Another factor of great relevance was denomination, with Catholics exhibiting significantly less stigmatizing attitudes than Protestants. Finally, we also found the two measures of religion to work in tandem, with denomination modifying the impact that embeddedness in the religious community has on people’s views and beliefs about suicide. In keeping with our expectations, church attendance significantly increased the odds of negative attitudes for Catholics, while it had practically no effect for Protestants.



This interaction effect between denomination and church attendance gains additional weight when viewed against the backdrop of the traditionally higher suicide rate for Protestants (Durkheim [1897] 1951; Becker and Woessmann 2018; Moksony and Hegedűs 2019). Taken together, these two results suggest that a social climate that stigmatizes suicide without providing for people a strong community network that pressures individuals toward conforming to fundamental moral principles can be especially harmful for mental health.6



4.1. Potential Avenues for Intervention


Although our work is mainly sociological in nature, the findings presented in this article also have implications for clinical practice and prevention efforts. From earlier studies (e.g., Stangl et al. 2019; Stuber et al. 2008) we know that people at risk are, in their fear of being stigmatized, more likely to avoid contacts with their broader social environment, which, in turn, may further weaken their abilities to seek help, thus diminishing the chances of successful intervention. Our results also point in this direction, highlighting the importance of supportive social relationships and emphasizing that in order for normative regulation not to be destructive, it should be embedded in a living network of ties among fellow affiliates. Another suggestion that we can make based on our work and that also seems important for prevention is that when formulating negative moral judgements, church communities should focus on the behavior to be avoided, rather than condemning one’s whole personality.




4.2. Limitations


No research, of course, can ever be complete, and ours is no exception. One limitation of our study is its focus on Western religions. Broadening the scope of the analysis to cover non-Western religions, such as Islam or Buddhism, would permit us to check the generalizability of our findings. Another factor that restricts the strength of our conclusions is that the data used in our research were rather old. Repeating the analysis with more recent data would certainly add to the credibility of the results presented in this article. Finally, while our study was confined to attitudes toward suicide, future investigations should also include suicidal behavior itself, which would allow a more direct analysis of the causal mechanisms underlying the relationship between religious stigma and suicide.
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Notes


	
1

	

The APA Dictionary of Psychology, for example, defines stigma as a “negative social attitude attached to a characteristic of an individual that may be regarded as a mental, physical, or social deficiency” (https://dictionary.apa.org/stigma, accessed 28 July 2021). The term sometimes is interpreted more broadly, covering not only negative attitudes but also various forms of discriminative behavior (Thornicroft et al. 2009).






	
2

	

Separating public from self-stigma is not always easy, though, since the two are mutually related to each other. This mutual relatedness issue essentially plagues the whole field of suicide research, such as when trying to separate physical from mental health symptoms (see Costanza et al. 2020).






	
3

	

We realized the bearing of the shame–guilt distinction on the different ways negative attitudes work for Catholics and Protestants while reading a paper by Teodóra Tomcsányi (Tomcsányi 2003), so we owe an indirect debt to her in this respect. It should also be noted that we use the shame–guilt distinction as a heuristic device and will, therefore, not go into the intricacies of this issue.






	
4

	

For a good overview of the kind of samples used in the literature on stigma, religion, and suicide, see Table 1 in van den Brink et al. (2018).






	
5

	

“Protestant”, actually, is an umbrella term that covers two groups, the Reformed Church and the Lutheran Church. These two groups made up 23.4 and 2.6 percent of our sample, respectively, Catholics representing the largest share with 68.7 percent.






	
6

	

While a direct empirical test of this idea is yet to be done, our earlier analysis of data from the European Values Study has already shown that people in Hungary are generally rather condemning of suicide, while at the same time having a fairly high risk for this form of deviant behavior (Hegedűs 2019).
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Figure 1. Possible causal mechanisms underlying the effect of stigma on suicide. 
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Table 1. Additive effect of denomination and church attendance on negative attitudes about suicide. Logistic regression results.
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	Variables
	Regression Coefficient
	Odds Ratio





	Denomination a
	−0.206 *
	0.814



	Church attendance b
	0.403 **
	1.497



	Constant
	0.838
	2.312







* p < 0.05; ** p < 0.01; a reference: Protestant; b reference: no or infrequent attendance.
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Table 2. Interaction effect of denomination and church attendance on negative attitudes about suicide. Logistic regression results.
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Variables

	
Catholics

	
Protestants




	
Coefficient

	
Odds Ratio

	
Coefficient

	
Odds Ratio






	
Church attendance a

	
0.474 *

	
1.607

	
0.097

	
1.102




	
Constant

	
0.624

	
1.867

	
0.859

	
2.360








* p < 0.01. a reference: no or infrequent attendance.
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