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CHAPTER 1
GOD REPRESENTATIONS AND
MENTAL HEALTH:
GENERAL INTRODUCTION AND
EXPLORATION OF THE FIELD

Chapter 1

In recent years, there has been an increased scientific and clinical interest in the relationships
between religion and spirituality (R/S) and mental health. More specifically, the potential of R/S
to promote or damage mental health has received increased attention, both in the context of
scientific research and clinical practice (Aten, O’Grady & Worthington, 2012; Griffith, 2010;
Koenig, King & Carson, 2012; Weber & Pargament, 2014). Although studies examining R/S and
mental health generally show positive associations, the relationship seems complex and more
differentiated among and between various subgroups: often the link between R/S and mental
health is positive but weak, sometimes it is stronger, but sometimes it is negative. Attempting
to account for these differences, Granqvist (2014) argues that three types of moderators
qualify the link between religion and mental health, namely 1) aspects of R/S, 2) aspects of
mental health, and 3) contextual factors. While relational aspects of religion (e.g. belief in a
personal, loving God) seem to be most strongly linked to mental health, the opposite is equally
true: relational aspects of mental health (e.g. the need for reparation or transformation of
mental representations that result from experiences of having been insensitively cared for by
parents or significant others) are most consistently linked to religion. Contextual factors such
as level of stress or unavailability of a comforting and supportive social environment also have
influence on the strength of the associations between R/S and mental health.
Given the complexities, differentiation, and moderation, several authors insist on
studies with more sophisticated methodology, greater discrimination between different
cultures and traditions, and greater integration of theoretical or even theological contributions
to this area (Dein, Cook & Koenig, 2012; Exline, 2013; Granqvist, 2014). This dissertation in
psychology of religion aims to make a modest contribution to these three points.
God representations and mental health: a perspective of multiplicity
Relational aspects of religion are at the center stage of this thesis. I will focus on
representations of God/ the divine, which can be defined as the mental representations of the
perceived relationship of the individual to God/ the divine. These mental representations
reflect the personal meaning that God/ the divine has for an individual and show who the God
who is believed in is for the individual – or who is not believed in, or is wrestled with or doubted
on (or what the higher power which is believed in is or is not for the individual) and have a
multidimensional and multifaceted nature (Davis, Moriarty & Mauch, 2013; Hall & Fujikawa,
2013; Jones, 2007; Rizzuto, 1979). In this context, God representations can be viewed as
representations of the ‘source’ of R/S with highly explanatory power: insight into God
representations leads to understanding why people engage in specific religious behaviors such
as participating in religious services and/or performing religious rituals, or why people cope
with problems and make meaning of difficult situations from a religious framework in the way
they do (Koenig, King, Carson, 2012 p. 308). In other words, insight into God representations
gives insight into the meaning of religious life and religious behavior (Tisdale et al., 1997).
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Main question of the current project is how multiple aspects of God representations
are related to and qualified by mental health (or mental illness) and whether God
representations of psychiatric patients are qualitatively different from those in a community
sample, i.e. without a reported psychiatric diagnosis. Before the various subprojects will be
described, the theoretical framework that is used in the current project will be outlined.
God representations from a relational theoretical framework
The study of representations of God/ the divine has a long tradition within psychology of
religion. Already in 1910, Sigmund Freud argued in Leonardo da Vinci that a personal God is,
psychologically speaking, nothing else than an exalted father. By that, he meant that the desire
for a protecting and almighty father is the (illusionary) origin of belief in God. Ana-Maria
Rizzuto, a psychoanalyst who belonged to the British object relations school, wrote The Birth
of the Living God (Rizzuto 1979), in which she described the process of ‘the formation of the
God representation during childhood and its modifications and uses during the entire course
of life’ (Rizzuto, 1979, p. 41). Since then, many books and articles on God representations have
been published, from developmental and psychodynamic perspectives within psychology such
as attachment theory (AT) (e.g. Granqvist, Mikulincer, Gewirtz & Shaver, 2012) and object
relations theory (ORT) (e.g. Jones, 2007), but also from social, cognitive, evolutionary and
neuropsychological perspectives (e.g. Barrett & Zahl, 2013; Exline, Park, Smyth & Carey, 2011;
Kapogiannis, Barbey, Su, Zamboni, Krueger & Grafman, 2009).
In this study, God representations will be investigated from a relational theoretical
framework to which both (psychodynamic) ORT and AT contribute. Common to these two
approaches is a relational metapsychology, which emphasizes that people develop in the
context of, and are fundamentally motivated by significant emotional relationships. Thus,
human beings, who are relational by nature, are constantly involved in a pattern of
relationships that becomes increasingly complex and reaches maturity via diverse stages.
Interpersonal experiences in early interactions are internalized, and these mental
representations – which are named ‘object relations’ within ORT and ‘internal working models’
(IWM) within AT – form a relational structure or relational style which comprises implicit
relational knowledge of ‘how to be with someone’ and functions as a template for future
interactions. Thus, early patterns of relating are repeated and in some sense become fixed
throughout life, affecting actual and future relational experiences. Disturbances in these
relationships can be developmentally mapped and may lead to pathologies. Healthy and
pathological aspects of early relationship patterns can be examined through patients’ reactions
to their therapists (Fonagy & Target, 2003 pp. 107-109; Granqvist & Kirkpatrick, 2016; Hall,
2013). Of course, ORT and AT are different on various aspects (Granqvist, 2006; Rizzuto, 2006),
but convergences are greater than divergences. Therefore, several authors combine ORT and
AT in a fruitful way in their work, also in the study of R/S and God representations (e.g. Fonagy,
2001; Hall, 2003; Hall & Fujikawa, 2013; cf. Davis, Moriarty & Mauch, 2013).
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Early relational experiences with parents and significant others, which are reflected in
representations of the relationship between self and other (ORT) and in IWM’s (AT) contribute
to the formation of God representations, as the individual’s general implicit relational
knowledge also affects her/his perceived relationship to God and its representations. Initially,
this formation takes place on an implicit level of awareness, as the infant does not yet know
consciously who or what is God. Consequently, in this early preverbal stage, object
representations are mainly affect-laden, with primary-process subcortical brain emotion
systems (such as seeking, anger, fear, care, sadness and play) largely functioning outside of
conscious awareness (Davis, Moriarty & Mauch, 2013; Hall & Fujikawa, 2013; Rizzuto, 1979; cf.
Davis & Panksepp, 2011; Schaap-Jonker, 2008 pp. 124-125).
By participating to the social environment and religious culture the child discovers the
word ‘God’ and acquires a language to put his or her unconscious image of significant others
and of God into words (Aletti, 2005; Hall & Fujikawa, 2013; cf. Vergote, 1997). In this way, a
conceptual and cognitive understanding of God/ the divine is added to the implicit
objectrelational representations through a process of religious socialization, with the latter
functioning as a filter in the process of acquisition and interpretation of religious beliefs and
narratives. These cognitive aspects of God representations are more belief-laden and cortically
dominant; they predominantly function at an explicit, verbal and conscious level.
The development of God representations implies that God representations comprise
both implicit internal working models to God or object relations between God and the self in
the perceived relationship to God (which is also called the ‘God image’; mainly affective), and
a set of explicit beliefs about this God (to which is also referred as the ‘God concept’;
predominantly cognitive) (Davis, Moriarty & Mauch, 2013; Hall & Fujikawa, 2013; cf. Rizzuto,
1979). At the same time, however, relational and emotional understandings of God may also
function on an explicit level of awareness, and conceptual and cognitive understandings of God
on an implicit one. By implication, God representations are multidimensional and multifaceted
processes: cognitive and affective aspects are dynamically interrelated, interacting on both an
implicit and explicit level of awareness (Davis, Moriarty & Mauch, 2013; Hall & Fujikawa, 2013;
cf. Zahl & Gibson (2012), who refer to explicit cognitive understandings of God as ‘doctrinal’
God representations, in contrast to experiential ones, which involve explicit emotional
understandings of God).
Studying God representations within the framework of relational psychology means a
focus on relational spirituality, in other words, on the experiential side of people’s ways of
relating to God. Although psychologists of religion are interested in representations of God as
they exist in the minds of individuals, and not in theological truth or metaphysics (cf. Zahl, Sharp
& Gibson, 2013), a relational psychological approach is closely linked to, and may even interact
with theological approaches from various religions that focus on the relationship or the bond
between God and humankind (remember that the word ‘religion’ has its origins in the Latin
verb ‘religare’, which means ‘to bind together’). In diverse religious traditions the language of
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a relational spirituality can be found, for example in the (Protestant) Christian definition of
spirituality as ‘the process of becoming fully human by transcending one’s self in the context of
relationship with God and the Christian community’, in the Buddhists prayer ‘I take refuge in
the Buddha…’, or in the collectivistic relational focus that characterizes Judaism (Augustyn, Hall,
Wang & Hill, 2017; Sandage, Jankowski, Crabtree & Schweer, 2015). Although psychological
and theological approaches need not be integrated, these different approaches may interact
in a critical dialogue and enrich each other, resulting in a deeper understanding of the content
and functioning of God representations (cf. Cresswell, 2014).
Conceptualization, operationalization and measurement of God representations
Although Rizzuto (1979) already clearly distinguished between the God image and the God
concept, the multiple terms that refer to aspects of the personal God of an individual have been
mixed up (cf. Hill & Hood, 1999 ch. 11, who discuss Rizzuto’s questionnaire about the God
image under the heading ‘God concept scales’). In scientific literature, the term God image has
received a broader meaning and has been used synonymously with the term God
representation for a long time (cf. Van der Lans, 2001 p. 357). However, during the last decade
conceptualization and operationalization have been made more distinct and precise (Davis,
Moriarty & Mauch, 2013; Hall & Fujikawa, 2013), and psychology of religion fits (recent)
literature about mental representations from other psychological disciplines, such as cognitive
and social psychology. In this context, more recent literature on God representations reflects
greater awareness that God representations are not static entities or ‘things’, but dynamic,
multifaceted states, which are context-sensitive reconstructions in a connectionist memory
system. These representational states interact on different levels of awareness and involve
multiple codes of information processing (Hall, 2003; Zahl, Sharp & Gibson, 2013; cf. Bucci,
1997; Smith & Conrey, 2007).
For quite a long time, the measurement of God representations has focused on explicit
God representations, which were tapped through self-report measures. For instance, Benson
and Spilka (1973) examined with their Loving and Controlling God Scales God representations
in relation to self-esteem and locus of control, and Lawrence (1997) developed the quantitative
God Image Inventory and God Image Scales which measure aspects of God representations
such as ‘presence’, ‘challenge’, ‘benevolence’, and ‘providence’ (see Hill & Hood, 1999 ch. 11
for other measurement instruments; see also Schaap-Jonker, 2008 p. 144). Interesting in
Lawrence’s approach is that the focus not only is on attributes or characteristics of God (such
as God’s benevolence), but also on the experience of the individual (experience of God’s
presence, for instance). In this way, more rational and more experiential aspects of God
representations come together. God representations are also involved in measures on
attachment to God, as they focus on the dynamic interaction between God and self. One of
these instruments is the Attachment to God Inventory (AGI), which measures the avoidance of
intimacy and anxiety about abandonment (Beck & McDonald, 2004). To tap more implicit
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aspects of God representations and to measure aspects of God representations more
indirectly, reaction time and judgment speed experiments have been performed (Gibson, 2007;
Yarborough, 2009) and other measures such as the Inclusion of Other in the Self Scale (to
measure the overlap of the self-representation and God representation; Hodges, Sharp, Gibson
& Tipsord, 2013) and felt figures (to measure the experienced closeness of God; Cassibba,
Granqvist & Costantini, 2013) have been used. The debate on measurement is still going on,
with arguments for qualitative and mixed method studies (Davis et al., 2016), and the use of
self-report measures as indicators of implicit processes (Hall, Fujikawa, Halcrow & Hill, 2009).
Of course, each approach has its own advantages and disadvantages, but a conceptualization
of God representations as dynamic, multidimensional and multifaceted states, at least asks for
the measurement of multiple dimensions, with precise instructions (Gibson, 2007; Zahl, Sharp
& Gibson, 2013).
Importance of religious culture
The emphasis on mental health in association with God representations positions this thesis
more in the field of clinical psychology of religion than of a cultural psychology of religion.
However, the religious culture is of vital importance for the subject, as religious patterns of
thinking, experiencing and acting are created, adopted and promulgated within the context of
religious culture. God representations reflect religious beliefs and experiences, which are
always about something or someone (namely God/ the divine), and one cannot study God
representations without considering what culturally specific systems, as bearers of religious
traditions, (also) constitute the content of these representations (Belzen, 2010; Cresswell,
2014; McLean, Cresswell & Ashley, 2016). In other words, an individual’s religious beliefs and
religious experience, which are reflected in cognitive and affective aspects of God
representations, are simultaneously highly personal and highly cultural, as ‘no one can be an
original, except on the basis of a tradition’ (Winnicott, 1967/ 1971 p. 99). Empirical research
supports the role of religious culture in the formation and functioning of God representations
(e.g. De Roos, Iedema & Miedema, 2001; Eurelings-Bontekoe, Hekman- Van Steeg & Verschuur,
2005; Noffke & McFadden, 2001).
The current study is performed within the Netherlands, among samples that were
religious for the greater part; many participants are Protestant Christians to whom religion is
highly salient. As only twenty-five percent of Dutch inhabitants consider themselves to be
Christians, and fourteen percent are theistic believers, our samples were not representative for
Dutch religious context, which is quite diverse and ranges from secular and agnostic to
orthodox ways of believing (Bernts & Berghuis, 2016). However, there are good reasons to
examine the associations between God representations and mental health within samples in
which religious believers are explicitly represented. Hvidt and colleagues (2017) distinguish two
opposite epidemiological tendencies in research on religion and health. The first tendency (or
form) concerns religious belief that is marked by restfulness (‘restful religiosity’) and is adopted
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as personal volition and value through internalization processes that are typified by
identification. In contrast, the second tendency/ form is characterized by an increasing reliance
on religion during crisis (‘crisis religiosity’) and is provoked by stress or group pressure, being
internalized by introjection. Hvidt and colleagues presume that the more secular a given
population or society is, with low degrees of religious belief, practice and importance, the more
likely it would be that crisis religiosity becomes the predominant epidemiological force in crosssectional research; consequently, forms of restful religiosity could not be detected anymore in
a secular context. Thus, to gain insight into the full variety of aspects of God representations,
as well as their origins and functioning, researchers should select samples in which respondents
with both restful and crisis religiosity are probably represented. It is plausible that our samples
meet this expectation.
Structure of the present dissertation

Aim of the current dissertation is to examine the relationship between God representations
and mental health with sensitivity for different (sub)cultures and religious traditions from the
theoretical framework of relational psychology. The project consists of several subprojects, in
which measurement, multiplicity and differentiation, and the meaning of religious culture are
important topics. Now, an overview of the various chapters will be given.
To be able to study God representations and mental health in the Netherlands, we need
a valid and reliable measurement instrument. Starting point are Murken’s Skalen zur Religiösen
Beziehung [Scales of religious relationship] (Murken, 1998; Murken, Möschl, Müller & Appel,
2011) a self-report questionnaire which taps the mental representations underlying how
people experientially relate with their God and how they cognitively or doctrinally view this
God (or divine power) by measuring feelings towards God/ the divine) and perceptions of Gods
acting/ the working of divine power). These scales are translated and validated among people
from to the general population and people with a psychiatric diagnosis, belonging to various
Christian subcultures. In this way, the Dutch Questionnaire of God Images (QGI) (later:
Questionnaire of God Representations (QGR) – see chapter 3) is developed (chapter 2; SchaapJonker, Eurelings-Bontekoe, Jonker & Zock, 2008). Subsequently, the QGI is examined and
refined by means of an item response theory (IRT) analysis, to be better able to discriminate
among respondents on the basis of their mental health status, differentiating between
emotional and cognitive aspects of God representations. IRT modeling gives more insight into
the functioning of individual items and scales, the relation between construct scores (in our
study God representation scores) and item endorsement, and the functioning of individual
items among different samples. Hence, IRT analysis enables us to examine whether items on
God representations have a qualitatively different meaning for groups that differ on mental
health status. On the basis of the results of the IRT analysis, a shorter version of the
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questionnaire is developed, which can be applied in (epidemiological) survey studies (chapter
3; Schaap-Jonker, Egberink, Braam & Corveleyn, 2016).
God representations have been studied in relation to several types of psychiatric
disorders, such as depression (e.g. Braam et al., 2008) and personality pathology (e.g. SchaapJonker, Eurelings-Bontekoe, Verhagen, & Zock, 2002). This thesis expands these studies by
investigating aspects of God representations in relation to a specific type of psychopathology,
namely autism spectrum disorders (ASD) (chapter 4; Schaap-Jonker, Sizoo, Schothorst-Van
Roekel & Corveleyn, 2013). Impairment of relational capacities and a higher level of stress
characterize ASD. By implication, it can be assumed that God representations make use of
processes that are thought to be limited or delayed in case of ASD, and differences can be
expected between God representations of those with and those without ASD. In the first
decennium of the 21st century, when the current study was developed and conducted, no
other empirical study had been done in which individuals with ASD themselves were asked
about their religiousness in general and God representations in particular to test this
assumption.
In chapter 5 and 6 the question of meaning and multiplicity is pursued from a personoriented approach. Aim is to identify different types of God representations among diverse
subgroups of psychiatric patients and non-patients. Thus, focus is not so much on how different
aspects of God representations are related to different aspects of mental health, as in the study
on God representations and ASD (variable-oriented approach), but rather on how different
aspects of the God representations are interrelated (or configured) and function within
individuals, and whether mental health status is associated with qualitatively different types of
God representations (chapter 5; Schaap-Jonker, Van der Velde, Eurelings-Bontekoe &
Corveleyn, 2017). Subsequently, we examine the associations between different types of God
representations, personality organization, and religious culture, to gain more insight into
psychological and cultural factors that are related to diverse types of God representations
(chapter 6; Van der Velde, Schaap-Jonker, Eurelings-Bontekoe & Corveleyn, submitted). In
chapter 7, conclusions will be drawn, results will be discussed and related to the field of
psychology of religion, and recommendations for follow-up studies and for clinical practice will
be given.
This dissertation is a collection of papers that I have written in close conjunction with
some colleagues in the field. They represent a part of the moving train of research on God
representations and its applications, and we hope that they contribute to this interesting
scientific field and clinical practice.
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Chapter 2

Abstract
This article presents the Dutch Questionnaire God Image (QGI), which has two theory-based
dimensions: feelings towards God and perceptions of God’s actions. This instrument was
validated among a sample of 804 respondents, of which 244 persons received psychotherapy.
Results showed relationships between the affective and cognitive aspect of the God image. The
God image of psychiatric patients had a more negative and threatening nature than the God
image of the non-psychiatric respondents. Also, religious culture appeared to affect the God
image.
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Recent empirical research on the image of God (Braam et al., 2008; Eurelings-Bontekoe,
Hekman-Van Steeg, & Verschuur, 2005; Schaap-Jonker, Eurelings-Bontekoe, Verhagen, & Zock,
2002) used the Dutch Questionnaire God Image (QGI) (in Dutch: Vragenlijst Godsbeeld, VGB),
a translation and adaptation of Sebastian Murken’s scales of God relationships (Skalen zur
religiösen Beziehung), which he in turn borrowed from Petersen (1993) (Murken, 1998, pp. 96,
105–108, 198, 199).1 The present paper presents the theoretical basis of the Dutch
questionnaire, as well as the psychometric qualities of the final version. Moreover, it addresses
the role of mental health and religious culture regarding the image of God.
The development of theories about images of God started with Freud, who stated that
a personal God is, from a psychological point of view, nothing but an exalted father (Freud,
1910, 1913). A new push came from the work of Ana-María Rizzuto (1979). Rizzuto
distinguishes the God image from the God concept. The God image has, in her view, a
predominant affective quality, whereas the God concept has a predominant rational/cognitive
quality. Together, these two form the God representation. In her work, she mainly deals with
the experiential aspect of the God representation and concentrates on the image of God, which
is grounded in the early interactions between the infant and its parents and is rooted in the
unconscious. However, as Aletti (2005, pp. 4, 9, 14, 15) rightly stresses, it is incorrect to confine
the God image to the unconscious representation of God, because it is culture and religion that
give a name—on a conscious level—to the object of the nameless desire which emerges from
the non-specific relational representations which take place in the unconscious. In other words,
the God image is only on a cultural and conscious level related to God and God-talk. Moreover,
in the light of modern theories of both cognition and emotion, which point to the
interrelatedness of these phenomena (e.g., Frijda, 1986; Solomon, 1976; cf. Hill & Hood, 1999a,
pp. 1017, 1018; Williams, Watts, MacLeod, & Mathews, 1997, pp. 2, 3; Zeelenberg & Aarts,
1999), the sharp distinction between affect laden God image and the cognitive God concept is
not tenable as well. It seems more adequate to speak of an interaction between the cognitive
and affective aspect of the God representation, because both elements influence each other:
an individual’s thoughts of God, containing some experience, have effects on their experiences
of God, while experiences of God affect the cognitions about God (cf. Hoffman, 2005, pp. 133,
134). Tentative results of an empirical study point to this interrelationship as well (Hoffman,
Jones, Williams, & Dillard, 2004).

The text of the original article started as follows: “This article is a sequel to articles that have been published in earlier issues
of this journal on empirical research on the image of God (Braam et al., in press; Eurelings-Bontekoe, Hekman-Van Steeg, &
Verschuur, 2005; Schaap-Jonker, Eurelings-Bontekoe, Verhagen, & Zock, 2002). These studies used the Dutch Questionnaire
God Image (QGI) (in Dutch: Vragenlijst Godsbeeld, VGB), a translation and adaptation of Sebastian Murken’s scales of God
relationships (Skalen zur religiösen Beziehung), which he in turn borrowed from Petersen (1993) (Murken, 1998, pp. 96, 105–
108, 198, 199).”
1
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Currently, in scientific literature, the term God image is used as synonymous with the
term God representation (Van der Lans, 2001, p. 357) and has taken on a broader meaning
than originally in Rizzuto’s (1979) theory. In this article, the God image also has this broader
meaning. On the one hand, it comprises one’s emotional understanding of God, which reflects
subjective experiences of God and is developed through a relational, and initially unconscious,
process in which parents and significant others play a part. Simultaneously, it contains one’s
cognitive understanding of God, namely the rational, more objective part of the God
representation, which is based on what a person learns about God in propositional terms,
which in turn is related to the doctrines that are taught and found within the family and the
(local) religious culture (cf. Hoffman, 2005 p. 133; Hoffman et al., 2004; Meissner, 1990 p. 111;
Murken, 1998 p. 48). Thus, the God image has both affective and cognitive, unconscious and
conscious, subjective and objective, as well as individual and cultural aspects (cf. SchaapJonker, 2006).
Although the God image has a long tradition from a theoretical perspective, the
measurement thereof is still in its earlier stages (Hoffman, Grimes, & Acoba, 2005). A
complicating factor is that there turns out to be no common language to express the God
image. Many people in Western Europe distance themselves from traditional and personal
images of God in favour of abstract and impersonal images, speaking about God in indefinite
and desubjective terms; what God does is more important than what/who God is (Van der Lans,
2001 p. 348; Janssen, de Hart, & Gerardts, 1994; Pieper & Van der Ven, 1998; Van der Ven &
Biemans, 1994). Religious and non-religious people, however, differ substantially in this regard.
Another complicating factor is that it is not the actual God image that is measured by a selfreport method, but only its conscious perception or representation; respondents only express
what they are able and want to communicate about their God image on a conscious level (cf.
Hoffman et al., 2005 p. 7).
Although there are already many instruments that intend to measure the meaning and
understanding of God (Hill & Hood, 1999b), most of them do not fit with an object relations
approach, which is the theoretical background of the God image, and the only one that does,
namely the God Image Inventory, suffers from psychometric problems (Lawrence, 1997).
Furthermore, in the Dutch language, there is only one validated measurement instrument,
namely the questionnaire on God images of the Nijmegen Institute for Studies in Empirical
Theology (Hutsebaut, 2001; Pieper & Van der Ven, 1998, pp. 66–68; Van der Ven & Biemans,
1994, pp. 66–68). Unfortunately, this questionnaire ignores the affective-relational aspect of
the God image, and the theoretical, dogmatic model on which it is based is not confirmed by
empirical results (Hutsebaut, 2001 p. 376; cf. Schaap-Jonker, 2004, p. 139; Van der Lans, 2001,
p. 356). In contrast, the affective-relational aspect is central in the QGI.
Questionnaire God Image
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The QGI examines an individual’s feelings towards God and perceptions of God’s actions. The
first dimension consists of two scales, namely positive and negative feelings (e.g., security,
anger). In Petersen’s original study, feelings towards God clustered into three scales:
security/closeness, feeling rejected, and anxiety and guilt (Murken, 1998, p. 96). The dimension
‘‘God’s actions’’ has three scales: supportive actions, ruling and/or punishing actions, and
passivity; passivity implies God doing nothing. Examples of the items of these dimensions are
the statements ‘‘God comforts me’’ (supportive actions), ‘‘God exerts power’’ (ruling/punishing
actions), and ‘‘God leaves people to their own devices’’ (passivity). Several items were added
to the original scales, such as items tapping feelings of respect and shame, and items tapping
perceptions of God’s challenging behaviour (‘‘God wants me to achieve all I can in life’’ and
‘‘God doesn’t want me to ask too many questions’’; Lawrence, 1997). The QGI is unique among
scales that measure the God image in its assessment of respondent’s feelings towards a God
that they may conceive as either personal or impersonal (cf. Riegel & Kaupp, 2005 p. 105). Thus,
individuals with both personal and impersonal God images can complete this part of the
questionnaire. The same applies to the second part that concentrates on God’s behaviour and
function, and does not give a decision on God’s ontology. The QGI consists of (very) short items
and may be used in both non-religious and religious populations. Previous studies yielded
promising results regarding the psychometric properties of the instrument (Schaap-Jonker et
al., 2002; Eurelings-Bontekoe et al., 2005; Braam et al., 2007). Because it captures both the
affective and cognitive aspects of the God image and thus the object-relational nature thereof
(cf. Jones, 1991, pp. 13, 15), the QGI seems to be a suited instrument to measure the God
image.
Primary aim of the study and hypotheses
The primary aim of this study was to develop a reliable and valid (Dutch) questionnaire that fits
the theoretical framework as outlined above and that can be used in both a scientific and
diagnostic or therapeutic context. The two theory-based affective and cognitive dimensions
were maintained, in order to connect to previous work with this questionnaire (Murken, 1998;
Petersen, 1993). We investigated the factor structure of the dimensions and their psychometric
qualities. Furthermore, interrelations between the different aspects of the God image and
between the God image and religious variables were studied. Finally, we studied the role of
mental health and religious culture. We hypothesized that the affective and cognitive
dimension of the questionnaire would be interrelated. In addition, our hypothesis was that the
God image would be associated with religious context and mental health. More particularly,
we expected that the God image would be more negative among more orthodox religious
individuals than among more liberal individuals, and that the God image would be more
negative among those suffering from mental-health problems than among respondents
without these problems.

23

Chapter 2

Method

Procedure
The QGI was distributed among churchgoers and persons who received therapy in mentalhealth-care institutions. With the permission of the church council or the board of the parish
or congregation, the questionnaires and information letters about the aim of the study were
handed out in church buildings; after two weeks, the completed questionnaires were collected
in the same locations. Persons receiving psychotherapy were approached and informed by their
therapists. Also, these participants received information about the aim of the study,
questionnaires, and self-addressed envelopes.
Participants
A total of 804 individuals participated in the study, 351 males (44%) and 446 females (56%),
ranging in age from 16 through 93 years (M = 47, SD = 18 ); 7 subjects did not report their sex
and 244 persons received psychotherapy. The sample included 104 Roman Catholics (13%),
150 (19%) Evangelicals or Baptists, 216 (27%) ‘‘mainstream’’ members of the Protestant Church
of the Netherlands, 175 (22%) conservatives within the Protestant Church of the Netherlands
(see Blei, 2006 pp. 83, 118), and 130 participants (16%) belonging to an orthodox-reformed
church; a further 29 (4%) participants reported a minority denomination or did not provide
data. Sixty-seven percent of the subjects had a partner, and the remaining subjects were living
alone. Educational level was low (a minimum of eight years of education) in 29% of the cases,
middle (a minimum of 12 years of education) in 30% of the cases, and high (a minimum of 18
years of education) in 40% of the cases.
Instruments
First, respondents were asked to complete the QGI with its questions about feelings towards
God (‘‘When I think of God, I experience .. .’’) and perceptions of God’s behaviour (‘‘God...’’).
Instructions emphasized that the items concerned the respondent’s own experience and view
(‘‘Please indicate to what extent these statements reflect who/what God is for you...’’). In
addition to the QGI, a scale measuring religious saliency, that is the extent to which religious
faith is meaningful to the individual, was administered (four items, α = 0.85; cf. Jonkers & van
Rheenen, 1999, p. 153; Eisinga, Felling, Peters, Scheepers, & Schreuder, 1992, p. 24).
Furthermore, respondents were asked about religious denomination, frequency of church
attendance, as well as demographic variables such as age, sex, and educational level. Answers
were scored on a 5-point scale, ranging from absolutely not applicable (1) to completely
applicable (5).
Statistical analyses
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Following the original German list, the two dimensions were maintained because of our
theoretical conceptualization of the God image. Principal-component (with Varimax Rotation,
Eigenvalue > 1, factor loadings > 0.40, communalities > 0.40) and reliability analyses were
conducted to identify a valid and reliable factor structure within each dimension. First, items
with extreme skewness were omitted (such as hate, which was absolutely rejected by 88% of
the respondents, as indicated by a score of 1). Besides Principal-Component Analysis (PCAs) for
the total group, PCAs were also carried out for the normal and patient subgroup separately, in
order to investigate whether the factor structures of the dimensions were invariant across both
psychiatric patients and non-patients. Items in the solutions of the total group which were not
found in the solution of either the normal or patient subgroup were omitted. Based on the final
factors, scales were constructed by totaling the ratings on the items that loaded on a factor.
Internal consistencies were measured by Cronbach’s a, representing the lower limit of
reliability.
The interrelations of the various God image scales were investigated in a second-order
PCA. The associations between the God image scales and religious variables were investigated
using Pearson’s product moment correlation coefficients. Furthermore, partial correlations
were calculated. Correlation coefficients < 0.20 are not reported. All reported correlations were
significant with p < 0.0001. MANCOVA was done to investigate multivariate associations
between religious denomination and respondent subgroup (normals or patients), on the one
hand, and the God image on the other, with gender and age as the covariates. This was followed
by univariate analyses, namely (non-parametric) Kruskal–Wallis tests and Mann–Whitney tests.
Unless otherwise noted, results of these tests are significant with p < 0.0001, r showing the
effect sizes. In order not to capitalize on chance, α (Type-I error) was set at 0.001; results with
higher p values are not reported.
Results

Factor structure and reliability
Dimension 1. Affective dimension. Regarding the affective dimension, a PCA including all
respondents finally resulted in three factors, explaining 66.4% of variance (Table I). The first
factor, which explains 33.4% of variance, represents positive feelings towards God (nine items,
α = 0.93). The second factor, explaining 21.0% of variance, can be labelled as an anxiety factor
(five items, α = 0.94). The third factor, which explains 12.0% of variance, is an anger factor
(three items, α = 0.75).
Dimension 2. Cognitive dimension. Concerning the cognitive dimension, a PCA in the total
group yielded three factors, explaining 67.5% of variance (Table II). The first factor, which
explains 40.6% of variance, can be labelled as a supportive factor, referring to comforting and
reinforcing actions of God (10 items, α = 0.94). The second factor, explaining 16.5% of variance,
represents ruling and punishing behaviour of God (four items, α = 0.79). The third factor, which
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Table I. Varimax-rotated components of feelings towards God.
Security
Component
1
2
3
h2
Security
0.88
0.78
Love
0.84
0.72
Affection
0.81
0.66
Thankfulness
0.80
0.67
Closeness
0.79
0.65
Trust
0.77
0.64
Solidarity
0.77
0.61
Satisfaction
0.73
0.55
Respect
0.65
0.47
Fear of being punished
0.86
0.76
Fear of being not good enough
0.83
0.73
Fear of being rejected
0.79
0.72
Uncertainty
0.79
0.68
Guilt
0.77
0.59
Anger
0.85
0.75
Disappointment
0.77
0.69
Dissatisfaction
0.65
0.61
Notes: Extraction method: Principal-Component Analysis. Rotation method: varimax with Kaiser
normalization. Rotation converged in five iterations.
Table II. Varimax-rotated components of perceptions of God’s actions.
Security
Component
1
2
3

h2

God comforts me
0.85
0.73
God gives me security
0.85
0.73
God guides me
0.84
0.77
God gives me strength
0.83
0.73
God protects me
0.82
0.75
God is unconditionally open to me
0.79
0.63
God frees me from my guilt
0.76
0.63
God lets me grow
0.74
0.58
God has patience with me
0.73
0.61
God is trustworthy
0.71
0.55
God punishes
0.82
0.69
God exerts power
0.77
0.65
God rules
0.77
0.68
God sends people to hell
0.73
0.54
God leaves people to their own devices
0.85
0.77
God lets everything take its course
0.85
0.77
Notes: Extraction method: Principal-Component Analysis. Rotation method: varimax with Kaiser
normalization. Rotation converged in four iterations.
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explains 10.4% of variance, is a passivity factor, reflecting people’s perceptions that God does
nothing (two items, α = 0.71).
For the non-clinical subgroup, a PCA concerning the dimension of God’s actions resulted
in four factors, namely a supportive, ruling/punishing, passivity, and challenge factor. However,
a challenge factor was not included in the solution of either the total group or the patient
subgroup.
Interrelations of the QGI-scales
Despite Varimax rotation, the three scales which resulted from the factors of the first
dimension were significantly interrelated. Correlations are represented in Table III. In the total
group, Positive Feelings were negatively associated with Anxiety (r = -0.20) and Anger (r = 0.35). Anxiety and Anger were correlated as well (r = 0.50; correlation corrected for attenuation
based on the reliability coefficients of these scales = 0.60). The scales of the second dimension
were also significantly interrelated. Supportive Actions correlated with Ruling/Punishing
Actions (r = 0.36) and with Passivity in a negative way (r = -0.37). Ruling/Punishing Actions was
negatively associated with Passivity (r = -0.21). Moreover, the two dimensions were
interrelated as well. Positive Feelings strongly correlated with Supportive Actions (r = 0.78) and
correlated negatively with Passivity (r = -0.31). Anxiety was associated with Ruling/Punishing
Actions (r = 0.40), while Anger was related to Passivity (r = 0.24) and to Supportive Actions in a
negative way (r = -0.27). The correlation between Anxiety and Anger hardly influenced the
interrelations of Anxiety and Ruling/Punishing Actions as well as Anger and Passivity, as partial
correlations demonstrate (rang-pas.anx = 0.42; rang-pas.anx = 0.29; rang-pas.anx = -0.26).
To investigate multivariate associations of the six scales which measure the God image, a
second-order PCA was conducted in the non-clinical subgroup using the six scales as variables.
This PCA yielded two factors, which explain 66.5% of variance (see Table IV). The first factor,
explaining 41.0% of variance, represents the image of a loving God, who also sets the rules. The
second factor, which explains 25.6% of variance, reflects a threatening image of God. Each
factor captures both affective and cognitive aspects of the God image. In the psychiatric
subgroup, the picture was slightly different. PCA in this subgroup yielded two factors, as Table
V shows, explaining 65.3% of variance. Both factors have a negative nature. The first factor,
Table III. Interrelations between different QGI scales
POS
ANX
ANG
SUP
RULP
PAS
Positive Feelings
1
-0.201
-0.354
0.781
---0.307
Anxiety
-0.201
1
0.500
--0.398
--Anger
-0.354
0.500
1
-0.269
--0.236
Supportive Actions
0.781
---0.269
1
0.355
-0.371
Ruling/punishing actions 0.164
0.398
--0.355
1
-0.205
Passivity
-0.307
--0.236
-0.371
-0.205
1
Notes: Correlations are significant at the 0.0001 level (two-tailed). Only significant correlations are included.
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Table IV. Multivariate associations of God image’s aspects in the nonclinical subgroup.
Component
1
Supportive actions
Positive feelings
Passivity
Anxiety
Anger
Ruling/punishing actions

h2

2

0.896
0.852
-0.650

0.810
0.738
0.429
0.735
0.631
0.649

0.851
0.702
0.540

0.598

Notes: Extraction method: principal-component analysis. Rotation method:
varimax with Kaiser normalization. Rotation converged in three iterations.

Table V.

Multivariate associations of God image’s aspects in the clinical subgroup.
Component
1
-0.855
-0.839
0.730
0.610

Positive feelings
Supportive actions
Anger
Anxiety
Ruling/punishing actions
Passive acting

h2

2

0.733
0.766
0.542
0.724
0.672
0.481

0.593
0.818
-0.589

0.366

Notes: Extraction method: principal-component analysis. Rotation method:
varimax with Kaiser normalization. Rotation converged in three iterations.
Table VI.
scales.

Interrelations between religious salience, frequency of church attendance, and the QGI

Religious salience
Frequency of
church attendance

Positive
feelings

Anxiety

Anger

Supportive
actions

Ruling/punishing
actions

Passivity

0.594
0.301

–
–

0.202
–

0.659
0.414

0.316
0.448

-0.281
-0.305

Notes: Correlations are significant at the 0.0001 level (tw o-tailed).

which explains 41.3% of variance, is characterized by an absence of positive feelings and
perceptions regarding God, as well as a presence of negative feelings. The second factor,
explaining 24.0% of variance, represents the image of an actively dominating God, who
provokes anxiety. In contrast to the results in the non-psychiatric subgroup, the rulingpunishing aspect of the God image significantly loaded only on the second factor. Thus, the
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image of God as a ruler or punisher has a negative affect tone among psychiatric patients (Table
V).
Interrelations of the God image, religious saliency, and frequency of church attendance
Religious saliency was strongly correlated to positive feelings towards God (r = 0.59) and the
perception of God’s behaviour as supportive (r = 0.66), as Table VI shows. Likewise, it was
associated with the perception of ruling/punishing behaviour (r = 0.32), and inversely with
Anger (r = -0.20) and Passivity (r = -0.28). Thus, the more religious faith was significant to
people, the more they experienced positive feelings towards God, and the less they were angry,
perceiving God’s behaviour as supportive and dominating, rather than passive. Church
attendance was associated with the God image as well. Those who go to church twice a week
experienced more positive feelings towards God (r = 0.30) and perceived God’s behaviour more
as supportive (r = 0.40) and ruling/ punishing (r = 0.45) instead of passive (r = -0.31) than those
who were less regular churchgoers. However, all correlations between frequency of church
attendance and God image scales disappeared after adjustment for religious saliency, except
the correlation of church attendance and ruling/ punishing behaviour (r = 0.31). Maybe those
who attend divine service twice a week — generally those who belong to the conservative
movement within the Protestant Church of the Netherlands, the Orthodox- Reformed
congregations, and those who are Baptist — do so because they feel obliged to do so by a God
they perceive as a ruler or punisher, rather than out of religious salience.
Multivariate associations between the God image and mental health, religious denomination,
gender, and age
MANCOVA was conducted to determine the impact of mental health (normal or psychiatric
subgroup), religious denomination, gender and age (covariates) on the God image. A main
effect of all independent variables except gender appeared, indicating differences in God image
between respondents of the normal and the patient group (Wilk’s lambda = 0.89, F(6,659) =
13.02, p < 0.0001), of distinct religious denominations (Wilk’s lambda = 0.68, F(24,2300) =
11.05, p < 0.0001), and of various ages (Wilk’s lambda = 0.95, F(6,659) = 5.44, p < 0.0001).
Furthermore, there was one significant interaction effect (Wilk’s lambda = 0.92, F(24,2300) =
2.27, p < 0.0001), indicating that the association between God image and religious
denomination was not the same for people in the normal or patient subgroup. However, Box’s
test was significant, and groups were differing in size, as a result of which we were not sure
that covariance matrices were homogeneous. Therefore, follow-up analyses were done by
using the (non-parametric) Kruskal–Wallis test, with gender and age being omitted.
Respondents belonging to either the non-clinical or clinical subgroup differed in God
image concerning positive feelings towards God (H(1) = 23.38), anxiety (HANX(1) = 85.36), anger
(H(1) = 116.39) and perceptions of God’s behaviour as ruling/punishing (H(1) = 17.42, p <
0.0001). Mann–Whitney tests revealed that patients experienced less positive feelings (U =
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49753, r = -0.17) and more anxiety (U = 38436, r = -0.33) and anger (U = 34516, r = -0.38)
towards God, perceiving God’s acting more as ruling/punishing (U = 51427, r = -0.15) than those
of the non-clinical subgroup.
Religious denomination significantly affected all six scales measuring the God image
(HPOS(4) = 56.44, HANX(4) = 113.46, HANG(4) = 21.39, HSUP(4) = 120.92, HRULP(4) = 282.12, HPAS(4)
= 41.33, p < 0.0001). Figure 1, which represents mean item scores on the different scales, shows
this effect.
From Figure 1 we supposed that Roman Catholic and Mainstream Protestant
respondents do not significantly differ in God image. Tests proved this assumption to be correct
for the most part, and showed only a significant difference for passivity (U = 8180, p < 0.001, r
= -0.19), which indicated that Roman Catholics perceived God’s behaviour more as passive than
those who were Mainstream Protestant. Henceforth, Roman Catholic and Mainstream
Protestant respondents were collapsed into one sample, and other denominations were
compared with them. Results showed that, in comparison with Roman Catholic and
Mainstream Protestant people, Protestant-Conservatives experienced significantly more
positive feelings towards God (U = 20794, r = -0.17) and more anxiety (U = 17463, r = -0.28).
They perceived God’s behaviour more as supportive (U = 15510, r = -0.33), less as
ruling/punishing (U = 8486, r = -0.55 and less as passive (U = 19543, r = -0.23. Likewise,
Orthodox- Reformed people experienced more anxiety (U = 8428, r = -0.46) and anger (U =
15190, r = -0.20), perceiving God’s acting more as ruling/punishing (U = 3598, r = -0.64) and as
less passive (U = 15491, r = -0.18) than those who were Roman Catholic or Mainstream
Protestant. Comparing Evangelicals and Baptists to Roman Catholic and Mainstream Protestant
respondents, results showed that the former group experienced more positive feelings towards
God (U = 14326, r = -0.29) and perceived God more as supportive (U = 9784, r = -0.45), more
5
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Protestant-conservative
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Orthodox-reformed
Evangelical/Baptist
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Figure 1. God image in different religious denominations: mean item scores. POS:
positive feelings; ANX: anxiety towards God; ANG: anger towards God; SUP:
supportive actions; RULP: ruling/punishing actions; PAS: passivity.
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as ruling/pushing (U = 10195, r = -0.44) and less as passive (U = 19452, r = -0.11). When the
Protestant-Conservative group was compared with the Orthodox-Reformed group, the latter
turned out to experience less positive feelings (U = 7535, r = -0.24), more anxiety (U = 7669, r
= -0.26), and more anger (U = 8040, r = -0.23). They perceived God’s behaviour less as
supportive (U =8202, r = -0.20) and more as ruling/punishing (U = 7241, r = -0.27). A comparison
between the Protestant-Conservative respondents and those who were Evangelical/Baptist
showed that the latter experienced less anxiety towards God (U = 9752, r = -0.19) and perceived
God more as supportive (U = 8864, r = -0.24). Those who were Orthodox-Reformed experienced
less positive feelings towards God (U = 5185, r = -0.36) and more anxiety (U = 5124, r = -0.40)
than the Evangelical/Baptist group. The Orthodox- Reformed respondents perceived God’s
behaviour as less supportive (U = 5194, r = -0.38) and more as ruling/punishing (U = 4735, r = 0.42) than the Evangelicals and Baptists.
In general, the greatest effect sizes were found concerning the perception of God as a
ruler and/or punisher, with Orthodox-Reformed respondents scoring most highly, followed by
those who are Protestant-Conservative and Evangelical/ Baptist, as Figure 1 shows. In the total
group, ruling/punishing behaviour was associated with anxiety. This also applied to the
Protestant-Conservative group (r = 0.28). However, among those who are Orthodox-Reformed
or Evangelical/ Baptist, this association did not exist.
Correlations between age and the various aspects of the God image showed that older people
experienced less anxiety (r = -0.32) and anger (r = -0.27), and perceived God’s actions less as
ruling/punishing (r = -0.34) than younger people. After controlling for anxiety, the correlation
between age and ruling/punishing behaviour of God decreases (r = -0.23), while the correlation
between age and anger disappears.
Discussion and conclusions

The data structure of the two dimensions of the QGI, which results in the scales positive
feelings, anxiety, anger, supportive actions, ruling/punishing actions, and passivity, shows
similarities to Petersen’s (1993) original structure, but deviates from other studies (EurelingsBontekoe et al., 2005; Murken, 1998). The difference in sample may account for this
phenomenon. In comparison with the studies mentioned, the present study has the most
diverse respondent group, regarding religious culture as well as mental health, which may
cause more error variance. Furthermore, the final Dutch version contains fewer items than the
original German version. Reliabilities (internal consistencies) of the scales are generally good.
In accordance with our hypothesis, the first affective dimension and the second, more
cognitive, dimension were interrelated. The God image therefore seems to contain both
affective and cognitive elements, which are interrelated. This supports the conceptualization
of the God image as both affective and cognitive, as outlined in the theoretical part of the
Introduction.
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The God image is associated with mental health. Patients reported more negative and
less positive characteristics of their God image, and they experienced considerably more
anxiety and anger towards God. This is in line with results of other studies (Brokaw & Edwards,
1994, pp. 353–354; Schaap-Jonker et al., 2002). Furthermore, their God image is predominantly
negative (see Table V). A remarkable detail is that only in the normal subgroup was a challengefactor found, which, for that reason, was not maintained. Apparently, patients do not
experience religious faith as a challenge; regarding the field of tension between comfort and
challenge (cf. Glock, Ringer, & Babbie, 1967), they prefer the pole of comfort, searching for it.
To allow for the pole of challenge, it should be taken into consideration to supplement the QGI
with a challenge scale in a non-clinical population. In therapeutic or pastoral work with
psychiatric patients, the challenge aspect of religion can be discussed, and the negative nature
of the God image can be addressed by psychodynamic or cognitive techniques (cf. Moriarty,
2006).
The God image generally correlated with religious saliency, church attendance and
religious denomination in line with our hypotheses, which is an indication of construct validity.
The image of God as a ruler/punisher needs clarification, as the meaning of this image is
affected by religious denomination and mental health. God’s behaviour is perceived as more
dominating by those who report more positive and less negative feelings towards God and who
perceive God’s behaviour more as supportive, and by those who are more orthodox or
conservative. Although ruling/punishing behaviour is generally associated with anxiety, this
does not apply to those who belong to an Orthodox-Reformed or Evangelical/Baptist
denomination. Thus, to these people, the image of God as a judge is not necessarily
threatening. Rather, theology of these denominations, in which God is seen as someone who
notices every sin and who will judge every man by his works at the Last Judgement, may
account for this image (cf. Schaap-Jonker et al., 2002, pp. 67–68). Results of the second-order
PCA, showing a relation between both ruling/punishing aspects of God and positive feelings
towards God, supports this interpretation. However, the image of God as a judge is related to
positive feelings only among non-patients. In contrast, patients experience the ruling/punishing
aspects of the God image as threatening, with feelings of fear and anger. A follow-up study
needs to examine the interaction effect of religious denomination and psychopathology. In this
sample, subgroups were too small to be investigated further on this topic. Another topic which
should be addressed in follow-up studies is the assessment of the God image of persons who
come from religious traditions other than Christian, and of believers who identify themselves
as spiritual, but not related to a specific religious tradition. This research will be carried out in
the near future.
In conclusion, results suggest adequate psychometric properties of the QGI. Moreover,
the God image seemed to be affected by mental health and religious culture, implying that the
questionnaire may be used for scientific as well as diagnostic and therapeutic purposes. The
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first author can be asked for a Dutch version of the questionnaire, as well as a manual with
normative data.
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Chapter 3

Abstract

The Dutch Questionnaire of God Representations (QGR) was investigated by means of item
response theory (IRT) modeling in a clinical (n = 329) and a nonclinical sample (n = 792). Through
a graded response model and IRT-based differential functioning techniques, detailed item-level
analyses and informa- tion about measurement invariance between the clinical and nonclinical
sample were obtained. On the basis of the results of the IRT analyses, a shortened version of
the QGR (S-QGR) was constructed, consisting of 22 items, which functions in the same way in
both the clinical and the nonclinical sample. Results indicated that the QGR consists of strong
and reliable scales which are able to differentiate among persons. Psychometric characteristics
of the S-QGR were adequate.
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Religion/spirituality is operationalized along numerous dimensions (e.g. Stark & Glock, 1968)
and measured in multiple ways (e.g., Fetzer Institute, 2003; Hill & Hood, 1999). One aspect of
religiousness is the God representation, which refers to an individual’s mental representations
of the individual’s personal God or to the meanings which God/the divine have to a person
(Rizzuto, 1979; Moriarty & Hoffman, 2007; Schaap-Jonker, 2008). God representations may
comprise both traditional, personal and theistic representations and impersonal, abstract
representations (van Laarhoven, Schilderman, Vissers, Verhagen, & Prins, 2010; van der Lans,
2001).
As a core aspect of religiousness that is intertwined with psychic experience and life
history, God representations give insight into the affective quality of the relationship with
God/the divine and the meaning of religious behavior (Tisdale et al., 1997, p. 228). Several
measurement instruments have been developed to measure representations of God, among
which the Questionnaire of God Representations (QGR; Gibson, 2007; Murken, Möschl, Müller,
& Appel, 2011; Schaap-Jonker, Eurelings-Bontekoe, Zock, & Jonker, 2008; Sharp et al., 2013).
The QGR has frequently been administered among both clinical groups (i.e., different samples
of [psychiatric] patients, both ambulatory patients and inpatients) and nonclinical groups (i.e.,
samples of individuals without any [psychiatric] diagnosis, belonging to the general population).
In this article, the Dutch version of the QGR is examined and refined by means of an item
response theory analysis because there is a need for self-report measures of God
representations that can discriminate among respondents on the basis of their mental health
status, differentiating between emotional and cognitive God representations. Furthermore,
there is a need for a shorter version of the QGR, which can be applied in (epidemiological)
survey studies.
Item response theory
Like many questionnaires which assess religiousness and spirituality constructs (Hall, Reise, &
Haviland, 2007), the QGR has never been examined from the perspective of item response
theory (IRT), which is now the dominant psychometric theory underlying scale development
and analysis (de Ayala, 2009; Embretson & Reise, 2000). In contrast to classical test theory and
factor analytical approaches, IRT modeling provides detailed item-level analysis, which gives
more insight into the functioning of individual items and scales and about the relation between
construct scores (in this study God representation scores) and item endorsement. In addition,
IRT analyses enable the comparison of the functioning of individual items among different
samples, giving insight into the meaning that an item has for different groups. In this way, it is
possible to compare the God representation scores of psychiatric patients to the scores of
individuals without any psychiatric diagnosis. In this journal, Hall, Reise, & Haviland (2007) have
applied IRT analysis to the Spiritual Assessment Inventory. However, they conducted their study
only among one sample of undergraduate students attending Christian colleges and
universities.
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Questionnaire of God Representations: multi-dimensional operationalization from a relational
perspective
The Questionnaire of God Representations (Murken et al., 2011; Schaap-Jonker et al., 2008)
covers two dimensions, namely the feelings someone experiences in relationship with God/the
divine and the beliefs on God’s actions or the divine power. In this way, the list functions as an
operationalization of a relational view that understands God representations as comprising
both emotional aspects (“heart knowledge” or experiential representations) and cognitive
aspects (“head knowledge” or doctrinal representations; cf. Zahl & Gibson, 2012; see also
Davis, Moriarty, & Mauch, 2013; Hall& Fujikawa, 2013). This view implies that there is no such
thing as one uniform and consistent God representation. Instead, God representations are
multi-dimensional processes, emotional and cognitive understandings of God/the divine being
dynamically interrelated, and diverse internal and external contextual factors activate different
aspects of God representations (Rizzuto, 1979; Schaap-Jonker et al., 2008; Zahl & Gibson,
2012).
From a relational theoretical perspective, which combines insights from attachment
theory and object relations theory, one’s emotional understanding of God, or God image, is
assumed to reflect subjective experiences of God/the divine (e.g., experiences that are
characterized by trust, thankfulness, fear, or disappointment) and is developed through a
relational, and initially subconscious, process to which parents and significant others make
important contributions (Davis et al., 2013; Hall & Fujikawa, 2013; Hoffman, 2005; Jones, 2007;
Rizzuto, 1979; for an overview of models inspired by psychodynamic theory see Corveleyn,
Luyten, & Dezutter, 2013). Early interactions with parents are generalized and represented in
a preverbal way as “ways of being-with” (Stern, 2000, p. xv), resulting in a characteristic mode
of relating or attachment style (Bartholomew & Horowitz, 1991; cf. Davis et al., 2013). The
resulting relational and emotional representations of God function as internal working models,
guiding and integrating a person’s embodied, emotional experiences in relationship with God,
usually at an emotional, implicit, and largely nonverbal level, outside of conscious awareness
(Davis et al., 2013; Hall & Fujikawa, 2013).
One’s cognitive understanding of God, or God concept, is based on what a person learns
about God in propositional terms. This is related to the doctrines that are taught and found
within the family and the (local) religious culture (e.g., God as the ground of being; SchaapJonker et al., 2008; cf. Rizzuto, 2006). By implication, these cognitive representations are more
belief-laden and cortically dominant, in contrast to emotional understandings of God, which
tend to be more affect-laden and subcortically dominant. However, these two types of God
representations influence each other; as the internalization of beliefs and doctrines on God
occurs in a relational, affect-laden context, a person learns about God in an interpretative and
selective way (Aletti, 2005; Schaap-Jonker, 2008).
The QGR has frequently been used in empirical studies in Germany (e.g. Murken, 1998;
Zwingmann, Müller, Körber, & Murken, 2008; Zwingmann, Wirtz, Müller, Körber, & Murken,
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2006), Belgium (Dezutter, Luyckx, Schaap-Jonker, Büssing, & Hutsebaut, 2010), the Netherlands
(Braam, Mooi, Schaap-Jonker, van Tilburg & Deeg, 2008; Braam, Schaap-Jonker et al., 2008;
Eurelings-Bontekoe, Hekman-Van Steeg & Verschuur, 2005; Schaap-Jonker, EurelingsBontekoe, Verhagen, & Zock, 2002; Schaap-Jonker, Eurelings-Bontekoe, Zock, & Jonker, 2007;
Schaap-Jonker et al., 2008; Schaap-Jonker, Sizoo, Schothorst-van Roekel & Corveleyn, 2013),
United Kingdom and Canada (Nguyen, 2014). Overall, the list has adequate psychometric
properties, according to classical test theory. The structure of the questionnaire, which consists
of five different scales (see next), was confirmed by a confirmatory factor analysis (Murken et
al., 2011). As a self-report instrument, the questionnaire measures the respondents’ chronically
accessible representations of God; in other words, the participants report their representations
of God which are most readily and consistently activated (cf. Gibson, 2007).
In earlier publications, the instrument was named Questionnaire of God Images (QGI)
because this translated the original Dutch terms to the closest literal meaning. However, since
the list does not measure the (implicit) God image in a strict sense (cf. Davis et al., 2013), but
intends to tap self-reported mental representations underlying how people experientially
relate with their God and how they doctrinally view this God (or divine power), we have
changed the name of the instrument. In accordance with recent publications (e.g. Davis et al.,
2013; Zahl & Gibson, 2012), we will refer to it as the Questionnaire of God Representations
(QGR) from now on.
Aims of the study
The aims of the present study are threefold. We want to assess (a) whether respondents who
differ in terms of mental health status used the QGR items in divergent ways and (b) which
items in each scale provide relatively more information about the construct that the scale
intends to measure. In this way, we obtain more information about the construct validity of the
QGR scales. Consequently, we are able to discern how the QGR can be used among various
populations, and this information can be used for the construction of a shortened version of
the QGR that can be applied among different populations for research purposes (e.g., survey).
Hence, the final aim of this study is (c) to present this shortened version of the QGR (S-QGR),
consisting of items which function in the same way in both nonclinical and clinical groups and
measure the content of God representations adequately. To make this shortened version more
fit for inclusion in larger epidemiological studies, in which only a minimum of items on
religion/spirituality are allowed, we decided that a subscale should consist of three to five
items.
Method

Participants
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A total of 1,121 respondents were included in this study. They participated in one of the studies
of Schaap-Jonker et al. (Schaap-Jonker, Eurelings-Bontekoe et al., 2007, 2008; Schaap-Jonker,
Sizoo, Schothorst-van Roekel, & Corveleyn, 2013; random sampling within subgroups of
psychiatric patients, and people belonging to the general population) or Braam, Mooi et al.
(Braam, Schaap- Jonker et al., 2008; community study among elders), which were mentioned
earlier. All participants of those studies who completed the QGR entirely were included, except
those who used only the first answer category (“not at all applicable”), often defining
themselves as atheists. 792 persons belonged to the nonclinical sample. The number of persons
that received psychotherapy or other mental health care was 329. Characteristics of the two
separate samples are shown in Table 1. Most respondents were female, in middle age, and
belonged to a Protestant denomination. On average, they were regular churchgoers to whom
religion was highly salient.
Measurement instruments
Questionnaire of God Representations. The Dutch QGR contains 33 items which are divided into
two dimensions. The dimension “feelings towards God” consists of three scales, namely
Positive Feelings towards God (e.g. thankfulness, love; POS), Anxiety (ANX), and Anger (ANG)
Table 1
Characteristics of nonclinical and clinical sample (N=1121)
Nonclinical sample
(n = 792)
Variable
%
Range M
Female
Age
Marital status
No partner
With partner
No partner anymore
Education
Low (minimum of 8 years)
Average (minimum of 12 years)
High (minimum of 18 years)
Missing
Religious affiliation
Non-affiliated
Protestant
Roman Catholic
Other
Frequency of church attendance
Religious saliency
1
n = 730
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SD

54.2

Clinical sample
(n = 329)
%
Range M

SD

67.8
16-93

46.4

18.7

27.8
65.4
6.9

38.0
52.0
9.7

11.1
33.0
52.0
3.9

13.3
50.5
34.6
1.5

1.6
75.5
12.6
10.2

1.2
83.0
7.3
8.5
1-4
4-20

3.3
16.01

1.2
4.2

17-88

36.5

13.3

1-4
4-20

3.2
16.0

1.2
3.8
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towards God. The dimension “God’s actions” has three scales: Supportive Actions (SUP), Ruling
and/or Punishing Actions (RULP), and Passivity (PAS); passivity implies that God does not act.
Answers are scored on a five-point scale, ranging from not at all applicable (1) to completely
applicable (5). In a validation study, psychometric qualities of the QGR appeared to be adequate
(Schaap-Jonker et al., 2008). Normative data are available for psychiatric outpatients (clinical
data) and the general population (nonclinical data), and for respondents of diverse religious
denominations (Schaap-Jonker & Eurelings-Bontekoe, 2009). Of the Dutch measurement
instruments which address religiousness, the QGR is the only one which provides normative
data.
Exploratory factor analyses of the data of the current sample on the dimensions of
feelings towards God/the divine and perceptions of or beliefs on God’s actions/divine power
yielded comparable results as the analyses that were reported by Schaap-Jonker et al. (2008)
and, hence, will not be reported here.
Positive and Negative Affect Schedule. For a first exploration of the validity of the shortened
scales (see next), a subsample of 471 persons, with 145 psychiatric patients (i.e., clinical
subsample) and 326 persons belonging to the nonclinical sample, also completed the Dutch
Positive and Negative Affect Schedule (PANAS), a self-report instrument that was developed by
Watson, Clark, and Tellegen (1988) and measures affective state. Positive Affect (PA)
represents the extent to which a person feels enthusiastic, active, energetic, and alert, being
pleasurably engaged with the environment. Negative Affect (NA) is a general factor of
subjective distress, with high NA subsuming feelings of guilt, fear, hostility, and nervousness,
as well as anger, contempt, and disgust. A Dutch version of the PANAS was provided by Peeters,
Ponds, Boon-Vermeeren, Hoorweg, Kraan and Meertens (1999), who found the PANAS scores
to be a reliable and valid instrument. Normative data are available for nonclinical and clinical
groups (Peeters et al., 1999).
Analyses
Graded response model (GRM). The basic idea behind IRT models is that psychological
constructs are not directly observable (i.e., latent) and that only through the manifest
responses of persons to a set of items knowledge about these constructs can be obtained (e.g.,
Embretson & Reise, 2000; Sijtsma & Molenaar, 2002). The structure in the manifest responses
is explained by assuming the existence of a latent trait, denoted by the Greek letter θ. The
parametric graded response model (GRM; Samejima, 1969, 1997) was applied in this study to
obtain more detailed information about the measurement precision of the QGR scales across
the latent trait continuum. Ordered response categories, such as Likert-type rating scales like
the QGR can be analyzed by the GRM. In the GRM, items are described by a discrimination
parameter (a; usually with numerical values between 0.5 and 2.5) and two or more location
parameters (b; usually with numerical values between -2.5 and +2.5). The magnitude of the
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discrimination parameter reflects the degree to which the item is related to the underlying
latent trait and can differentiate among persons with different trait levels. High a values mean
that the response categories accurately differentiate among trait levels (e.g., between persons
who have a high level of extraversion and persons who have a low level of extraversion). The
spacing of the ordered response categories along the θ scale is reflected by the location
parameters. Therefore, the number of response categories minus 1 is the number of location
parameters per item; thus, in our analysis, 5 – 1 = 4. These location parameters bm locate the
point at the latent trait continuum where there is a 50% chance of responding in category m or
higher. Thus, a θ value higher than bm indicates that those respondents have more than a 50%
chance of responding in category m or higher. These a and bm parameters together determine
the probability of a participant to respond in a particular response category. The probabilities
of responding in a particular response category conditional on θ are described by the category
response functions. Figure S1, which can be found as supplemental online material, displays
the category response function for item 1 of the SUP scale for the clinical sample, as an
illustration.2 The a value of an item determines the steepness of the lines. Because of the high
â value for item 1 of the SUP scale, the functions are steep. Items with lower a values have less
steep functions. The difficulty parameters determine the distance between the different lines.
We used the program IRTPRO 2.1 (Cai, Thissen, & du Toit, 2011) to estimate the item
parameters for both groups and to link them to a common metric. In this way the item
parameters can be compared. The nonclinical group was used as the reference group and the
clinical group as the focal group. In general, the majority (for example, native speakers, or the
group with the highest test score) is chosen as the reference group and the minority as the
focal group (for example, non-native speakers, or the group with the lowest test score; e.g.,
Stark, Chernyshenko, & Drasgow, 2004). All IRT analyses were performed separately for each
QGR scale.
Item and test information. The item information indicates the amount of psychometric
information an item provides at each latent trait level and is a function of the discrimination
parameter and the probabilities of responding in a certain category. The higher the
discrimination parameter (the steeper the category response functions), the more
psychometric information an item provides. Individual item information functions can be added
across items on a common scale to the test information function, because of the local
independence assumption of IRT models. The test information function indicates the amount
of psychometric information a test provides at each latent trait level. This psychometric
information (both at the item and test level) is related to the measurement precision; the
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All supplemental online material is included at the end of this chapter, after the references.
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higher the psychometric information, the higher the measurement precision. The standard
error of measurement of the latent trait score is inversely related to the square root of the
item/test information. The standard error of measurement is 1/√10 = .32 when the information
value is equal to 10 for a certain latent trait level.
Shorter version of the QGR. One of the aims of this study is to construct a shorter version of the
QGR, that could be used in both a clinical and nonclinical sample. This means that the items
should be invariant across groups. One way to investigate measurement invariance is to apply
IRT-based differential functioning (DF) techniques. A popular method to detect DF is the
likelihood ratio test (LRT; Thissen, Steinberg, & Wainer, 1988, 1993), using the constrained
baseline approach in which all other items are used as anchor items (i.e., items which are
invariant across groups). Inflated Type I error rates are a large drawback of this approach (e.g.,
Kim & Cohen, 1995; Woods, 2009) because items that are functioning differently across groups
are also used as anchor items. Therefore, several researchers have tried to come up with a
method to empirically select anchor items. In their overview of those different methods, Meade
and Wright (2012), based on simulated data, recom- mended using the LRT based “maxA5”
approach that uses the five nonsignificant DIF items with the highest discrimination parameters
as anchor items. Egberink, Meijer, and Tendeiro (2015) investi- gated whether the “maxA5”
approach could be successfully applied using empirical data. Their results showed that the
“maxA” approach proposed by Lopez Rivas, Stark, and Chernyshenko (2009) and recommended
by Meade and Wright (2012) can only be used when investigating DF in smaller samples, like
our sample, and not in larger samples. Egberink et al. (2015) also concluded that it is difficult
to recommend a fixed number of anchor items.
Since our aim is to construct a shorter version of the QGR that can be used in both
clinical and nonclinical samples (i.e., invariant across groups) and not to provide a full DF report,
we use what is known from the DF literature to our advantage. Researchers generally agree
that the “maxA” approach is an appropriate way to select anchor items (i.e., items that are
invariant across groups). Therefore, we start by conducting a LRT with the AOAA (all-others-asanchors) approach, which can be done in IRTPRO. From the nonsignificant items, we select the
preferred number of items with the highest discrimination parameter for the shorter version.
When discrimination parameters have approximately the same value, it will be decided which
items will form the shorter scale based on the content of the items.
To explore the validity of the S-QGR, Pearson correlations were computed between the
PANAS scales on the one hand and the QGR and S-QGR scales on the other, for both the clinical
and nonclinical groups. We assume the S-QGR to be a valid abbreviation of the QGR if the
shortened scales show the same correlational pattern with the PANAS as the original scales.
The strongest associations are expected between the affect scales (PA, NA) and the feelings
dimension (S-)POS, and (S-)ANX of the (S-)QGR.
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Results

Descriptive statistics
Table S1, which can be found as supplemental online material, depicts the mean item scores,
item-test correlations, coefficient alpha, and Guttman’s lambda-2 for the nonclinical and
clinical samples. The mean item scores are very high for the POS and SUP scale in both samples,
which indicates that most persons report positive feelings towards God and judge God’s actions
as supportive. The spread in the mean item scores for these two scales is small, which could
suggest that persons find it hard to distinguish between these items. The largest differences in
mean item scores are found for the ANX scale, which indicates that psychiatric patients report
more anxiety feelings towards God compared to non-patients. There are also differences in
reliability for both samples, as reflected in different values of the item-test correlations,
coefficient alpha, and Guttman’s lambda-2. However, reliability of all scales is good (i.e., λ2/α is
around .80 or higher), except for the two shortest scales, ANG and PAS. All scales have relatively
high item-test correlations. These results indicate that the items in each scale form a scale and
that they are related to each other. In general, reliability is lower for the data of the psychiatric
patients, with the exception of the ANX and ANG scale.
Due to the small number of items per scale, the ANG and PAS scale are not considered in the
following IRT analyses.
IRT analyses
Item and model fit. Before applying the IRT model, some basic assumptions were checked and
item and model fit were evaluated. Monotonicity was checked by inspecting the item step
response functions (ISRFs) in the computer program MSP5 for Windows (MSP5; Molenaar &
Sijtsma, 2000). Inspection of the ISRFs showed that all ISRFs were increasing (i.e., no violations),
meaning that persons with higher trait levels are more likely to respond in a higher answer
category. Like Hall et al. (2007) stated, “Given the very specific and narrow content of the SAI
(Spiritual Assessment Inventory) scales and the relatively small number of items on four of the
five scales, unidimensionality is almost certain” (p. 165). Given the similarity between the SAI
and the QGR in terms of number of items and narrow content, the same reasoning counts for
the unidimensionality of the QGR. Furthermore, previous factor analytic research with the QGR
(e.g., Schaap-Jonker et al., 2008) showed five distinctive unidimensional scales; the same
results were found for the samples used for this study.
As suggested by Tay, Meade, and Cao (2015), we used the S-χ2 statistic (Orlando &
Thissen, 2000, 2003) provided by IRTPRO to evaluate the item-fit. In terms of interpretation,
Tay et al. (2015) suggested, “For good model-fit, we expect that most items would exhibit
nonsignificant p values (p > .05)” (p. 20). This is especially true for the clinical sample, suggesting
good model-fit. The values of the item-fit statistics for the nonclinical sample were somewhat
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lower, but for most items p > .01, suggesting moderate fit (with the exception of the SUP scale
with p > .05 for most items).
To evaluate model fit, Tay et al. (2015) suggested using the M2 statistic (MaydeuOlivares & Joe, 2005, 2006) provided by IRTPRO, with p > .05 and the accompanying RMSEA
close to zero interpreted as good model-fit. For all scales in both groups, p = .0001 and .04 ≤
RMSEA ≤ .06 for the M2 statistic. These results are similar to the example provided in the user’s
guide of IRTPRO, namely p < .05 and RMSEA close to zero, suggesting “some lack of fit . . .
however the associated RMSEA value (0.06) suggests this may be due to a limited amount of
“model error”; there must be some error in any strong parametric model.” (Tay et al., 2015).
Furthermore, Tay et al. (2015) noted that more research is needed to determine which
combination of p-value and RMSEA indicates good fit, when using the M2 statistic. This
recommendation for caution and more research was shared by Maydeu-Olivares (2013) who
noted that “such well-fitting applications are rare, and they are more common when binary
items are used and when educational contents are measured” (p. 98). At this point it is not
clear why that is the case and therefore more research is needed to answer those questions.
Also, Thissen (2013) concluded that the interpretation and meaning of different goodness-offit statistics is not complete.
Considering the caution of interpreting the fit statistics and given our research question,
we concluded that the different results with regard to the IRT assumptions and the fit indicators
overall suggested an acceptable fit of our data with the used IRT model.
Estimated item parameters. The estimated item parameters (and their standard errors) for the
POS, ANX, SUP and RULP scales are displayed in Table S2, which can be found as supplemental
online material. A first observation is that a similar pattern in estimated item parameters is
visible for both the nonclinical and clinical groups, namely (very) high discrimination
parameters (i.e., â > 2.0) and difficulty parameters mostly at one end of the scale. The high â
parameters may point at item content redundancy, which is asking the same question twice.
For example, items 6 (“security”) and 7 (“love”) of the POS scale have high item parameters,
which might suggest that the two concepts of security and love are interpreted as being the
same. However, since the constructs that are measured with the QGR are so-called narrowband measures, the items with the highest item discrimination parameters can also be seen as
the “core” items of the construct, especially because the difficulty parameters of those highly
discriminating items are approximately similar. This means that those items are clustered
together at approximately the same area of the latent trait continuum. This feature could be
helpful in constructing a shorter scale.
The difficulty parameters at one end of the scale might indicate that the different parts
of the God image, although assumed dimensional, are so-called “quasi-traits.” These are traits
that are defined at one end of the latent trait scale. Reise and Waller (2009) mentioned that
many psychological constructs are possible “quasi-traits,” for example, aggression, self-esteem,
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and spirituality. The POS and SUP scale for both groups seem to be defined at the left end of
the scale. The 𝑏"3 parameter values are located around θ = −0.5, which means that persons with
θ values somewhat below the mean have more than a 50% chance of responding in category 3
or higher. The 𝑏"4 parameter values are even located around 0 < θ < 0.5, which means that
persons with a mean score have more than a 50% chance of responding in category 4 or higher.
The opposite pattern can be found for the ANX scale, which suggests that this scale is defined
at the right end of the latent trait scale. The RULP scale seems to be an exception and seems
more dimensional; the difficulty parameters are located at both ends of the latent trait scale.
For example, for item 1 from the RULP scale for the psychiatric patients group the difficulty
parameters range from 𝑏"1 = −0.96 and 𝑏"4 = 1.08, which means that persons with a score around
one standard deviation below the mean have a more than 50% probability of responding in
category 1 or higher, while persons with a score around one standard deviation above the mean
have a more than 50% probability of responding in category 4 or higher.
An explanation for the pattern in the difficulty parameters for the POS and SUP scale
may be that most persons in the general population and the psychiatric patients group report
positive feelings towards God and perceive God’s actions as supportive. With regard to the ANX
scale, the explanation may be the opposite: that most persons report, in line with their
experiences, low levels of anxiety towards God. Furthermore, the pattern in the difficulty
parameters for the RULP scale might indicate that the answers from both persons from the
nonclinical and clinical samples are situated around the middle of the scale, meaning that they
might have a more neutral perception with regard to God’s actions as ruling and/or punishing.
Information values and measurement precision. Figure 1 displays the test information functions
for the POS, ANX, SUP, and RULP scales for both groups. For the POS, SUP and RULP scale the
highest information is located at the lower trait levels for both groups, that is, between scale
scores θ" = −1.5 and 0. For the ANX scale, the opposite pattern can be seen for both groups; the
highest information being located at the higher trait levels, that is, between θ" = 0 and 2. In line
with this, the item location parameters (see Table S2) are situated at the lower ranges for the
POS, SUP, and RULP scales and at the higher ranges for the ANX scale. Furthermore, note that
the maximum test information is very high for the longer scales (i.e., around 27 for the POS
scale and around 40 for the SUP scale). These two scales have some items with very high
discrimination parameters (i.e., â > 4), resulting in high item information values for those items.
Figure S2, which can be found as supplementary online material, displays the item information
functions for two of those items. In the nonclinical sample, item 6 of the POS scale has â = 4.82
and item 8 of the SUP scale has â = 5.01. Furthermore, since item information can be added up
to test information, for those two scales the measurement precision is very good for θ" values
between −1.5 and 0.
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Shorter version of the QGR
The results of the LRT statistics with the AOAA approach (the complete output can be obtained
from the authors) showed that all items of the ANX and RULP scale were identified as
nonsignificant DF items (i.e., p > .01). So, all of the items could be used in the shorter scale. But
since we would like to shorten the scale as much as possible, to make it more fit for inclusion
in larger epidemiological studies, we checked whether some of the items performed differently
within its scale, but the same in both groups. On the ANX scale, items 4 (“uncertainty”) and 5
(“guilt”) have lower discrimination parameters and somewhat lower item-test correlations. An
explanation could be found in the content of the items, as they do not measure anxiety or fear
in a strict sense, as items 1, 2, and 3 do, but are related aspects of anxiety. Inspection of the
item information functions showed that the functions were flat for items 4 and 5 compared to
the functions of items 1, 2 and 3. Because those items do not seem to add much information
(and therefore measurement precision), as they seem to be measuring different aspects of
anxiety feelings, and because this pattern can be seen in both groups, we decided to remove
items 4 and 5 from the ANX scale. On the RULP scale, a similar pattern can be seen with item 4
(“hell”) for both groups, namely a lower discrimination parameter, a lower item-test
correlation, seemingly a different aspect of the construct and also different difficulty
parameters. Therefore, we decided to remove item 4 from the RULP scale, which does not
detract from its content.
For the POS scale, the results from the LRT statistics with the AOAA approach showed that
seven out of the nine items were identified as nonsignificant DF items (p > .01). Only items 3
and 5 were identified as DF items. Since we would like to shorten the scales maximum by half,
we selected the five nonsignificant DF items with the highest discrimination parameters for the
shorter version. Those are items 1, 2, 6, 7 and 9. From the perspective of the content, the
combination of these items makes sense because they seem to measure the “purely” affective
items, which tap the attachment relationship (closeness, affection, love). This is discussed next
in more detail.
For the SUP scale, the results from the LRT statistics with the AOAA approach showed
that only five out of the 10 items were identified as nonsignificant DF items (p > .01). Since we
would like to shorten the scales maximum by half, we selected those five items (i.e., items 3, 6,
7, 8, and 10), which are representative for the content of this subscale, for the shorter version.
Subscales and items of the S-QGR are shown in Table 2.
DF using gender as manifest grouping. The results from additional DF analyses for the general
population using gender as manifest grouping showed that for both the original scales and the
shorter version of the scales, none of the items showed significant DIF (i.e., p > .01) with regard
to gender. These analyses were only performed for the general population because the sample
sizes for the males and females were large enough in this population to perform parametric IRT
analyses (i.e., n > 300) but not in the clinical population.
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Table 2 Items of the shortened version of the Questionnaire of God Representations (S-QGR)
S-POS
thankfulness

S-ANX
fear of being
punished

S-ANG
anger

closeness

fear of being not
good enough

disappointment

security

fear of being
rejected

dissatisfaction

love
affection

S-SUP
God has
patience with
me
God frees me
from my guilt

S-RULP
God punishes

God protects me

God rules

God exerts
power

S-PAS
God leaves
people to their
own devices
God lets
everything take
its course

God guides me
is
unconditionally
open to me

Note. S-POS = Positive feelings towards God; S-ANX = Anxiety towards God; S-ANG = Anger towards God; S-SUP =
Supportive actions; S-RULP = Ruling and/or punishing actions; S-PAS = Passivity

Reliability. The shorter version of the QGR contains 22 instead of 33 items. In Table S3, which
can be found as supplemental online material, item-test correlations and coefficients alpha
and Guttman’s lambda2 are depicted.
Validity. To explore the validity of the S-QGR in comparison to the original questionnaire,
Pearson correlations with the PANAS were calculated in two subsamples, which are depicted
in Table S4, which can be found as supplementary online material.
For most scales of the QGR and the S-QGR, the variations in correlational pattern
regarding the relationships with Positive Affect and Negative Affect are minimal. This
correspondence suggests that the original and the abbreviated scales are equally adequate in
tapping the underlying quasi-traits which form the God representation. As we expected,
strongest associations were found between the affective scales and the scales which tap
feelings towards God. Perceptions of God (“beliefs regarding God’s actions”) were not related
to affective state in this sample, in line with our theoretical model, which points to religious
culture as a source for doctrinal God representations (i.e., God concepts; see Davis et al., 2013).
In this context, there was one exception: for psychiatric patients, higher scores on Positive
Affect were related to higher scores on Supportive Perceptions of God’s behavior.
Discussion and conclusions

The Dutch QGR was investigated by means of IRT modeling, providing detailed item-level
analyses which give insight into the information value and measurement of the various items
and into the way in which the items are used among the clinical and nonclinical subgroup.
Results indicate that the QGR consists of strong and reliable scales which are able to
differentiate among persons. Reliability coefficients are sufficient for the smallest scales and
good for the others; in case of POS and SUP, reliability is extremely high, and the high estimated
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item parameters indicate item content redundancy. This implies that these scales measure a
latent (quasi) trait with a relatively narrow scope.
In addition, results point to differences between the two subgroups in perceptions and
experiences of positive feelings towards God and representations of God’s actions as
supportive, as there are not only differences in scores but also in how items are associated with
a scale. These differences can be explained by their content in relation to the respondent’s
different mental health status. For example, the “trust” item of the POS scale functions in a
different way among the two subsamples. In the case of psychiatric patients, it is possible that
trust is experienced as the opposite of distrust, which is often deeply rooted in their minds,
being related to traumatic experiences and other accompanying negative feelings; this
interpretation could be examined in follow-up studies. For non-patients, trust may be
experienced as a separate category, which is not directly linked to its opposite. For the latter,
it is often less difficult to trust another person or God as an ultimate Other than for the former.
In the SUP scale, the item “God comforts me” may reflect different views on comfort.
Psychiatric patients report to experience less comfort in the religious domain than nonpatients. Struggling with difficult personal circumstances, they often expect comfort in a quite
concrete way, sometimes hoping for a direct intervention of God. In contrast, for non- patients
comfort is a less vital and urgent issue, which, consequently, has a more abstract character. In
line with this, the item “God lets me grow” may be interpreted differently within the nonclinical
and clinical sample. While non-patients may think of self-actualization (Maslow, 1943) or selfrealization (Erikson, 1958), for psychiatric patients, these identity-related understandings may
be outside their scope, as they are often struggling to keep their head above water and to cope
with their disorder.
In the S-QGR, non-significant DF items with high information values were included.
When we regard these items from a relational theoretical perspective that builds on
attachment and object relations theories (Davis et al., 2013; Hall & Fujikawa, 2013; Jones, 2007;
Rizzuto, 1979), these items fit exactly into this relational perspective. The content of the various
scales reflects an attachment relationship with God, which may be characterized by closeness,
love, and affection to a supporting, patient, and protecting God who is unconditionally open
and/or by feelings of fear of being rejected or punished by a God who judges and exerts power
and/or by angry and disappointed feelings because of a God who does not care, leaving people
to their own devices.
In this article, we performed an IRT analysis of the QGR comparing two groups according
to their mental health status. However, other factors may affect the way in which people
understand and use items of this questionnaire. For example, religious denomination is an
important factor as well, as we know from other studies (e.g. Schaap-Jonker et al., 2008).
Therefore, more research is also needed in this regard. Follow-up studies should explicitly take
into account the religious background of participants, as Protestants to which religion is fairly
(or highly) salient are overrepresented in the current sample.

52

Item Response Theory analysis of the QGR

As a self-report instrument, the QGR only provides insight into the God representations
that respondents want to communicate on a conscious level, measuring explicit God
representations, which are the God concepts and God images that are most readily and
consistently activated (Gibson, 2007; Hall & Fujikawa, 2013; Sharp et al., 2013). By implication,
QGR data do not measure implicit God representations; to measure the God representations
on a more implicit and largely nonverbal level, outside of conscious awareness, other measures
are needed (cf. Hall & Fujikawa, 2013; Sharp et al., 2013). Furthermore, data might have been
prone to social desirability bias. However, in an earlier study on God representations in which
respondents were asked for their personal and normative God representations, respondents
showed no influence of social desirability, freely reporting discrepancies between what they
personally wanted to say and what they should say according to social or religious norms and
contexts (Schaap-Jonker et al., 2007). Therefore, we assume that most Dutch respondents in
an anonymous research context express their explicit God representations in a relatively free
way. Regrettably, we were not able to include data regarding social desirability in our analyses,
as all data have been collected in several earlier studies which did not provide room for validity
scales.
In sum, the Dutch QGR has adequate psychometric characteristics. The original version
can be used for scientific research within one population and for diagnostic and therapeutic
purpose, tapping a wide range of feelings and perceptions or beliefs regarding God or the
divine. The S-QGR is a reliable abbreviation of the QGR, which can be included in survey studies
which compare different samples or in epidemiological studies with limited space. Differences
in mean scores between the nonclinical and clinical group argue for separate norm groups,
which will be provided in a revised manual of the QGR and S-QGR (Schaap-Jonker, EurelingsBontekoe & Egberink, 2015; for the problem of commingled samples, consisting of respondents
from multiple populations, see Waller, 2008). More research with this abbreviated instrument
is needed, especially on its validity; the first explorations are encouraging.
This article shows the value of analyzing a questionnaire which assesses a religious
construct by means of IRT modeling, leading to more insight into the way in which the scales
and items are used and understood among different samples. As a result, religiousness and
spirituality will be measured in a more precise and sensitive way, both in a research context
and in applied contexts such as psychotherapy, spiritual care, or pastoral counseling. As such,
the article could be interpreted as a recommendation for more psychometric research from
the IRT perspective within the psychology of religion and spirituality.
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Supplemental online material
Table S1. Descriptive statistics for the non-clinical and clinical sample (QGR)
Nonclinical sample (n = 792)
Item
POS1
POS2
POS3
POS4

a

b

λ" / α

POS5
POS6
POS7
POS8
POS9

Clinical sample (n = 329)

M
4.00
3.59
3.97
4.03

rit
.83
.79
.83
.65

3.53
3.90
4.04
3.76
3.64

.71
.86
.83
.76
.80

.94/.94
ANX1
ANX2
ANX3
ANX4
ANX5

b

M
3.78
3.40
3.71
4.00

rit
.79
.80
.75
.57

3.25
3.58
3.81
3.54
3.51

.77
.84
.81
.74
.76

2.53
2.89
2.57
3.06

.76
.74
.79
.62

2.93

.69

2.54
1.96
2.06

.62
.58
.55

.94/.94
1.70
2.00
1.77
2.54

.66
.71
.73
.56

2.14

.62

.84/.84
ANG1
ANG2
ANG3

a

λ" / α

.89/.88
1.80
1.41
1.50

.53
.55
.49

SUP1

4.05

.87

3.97

.81

SUP2
SUP3
SUP4
SUP5
SUP6

4.10
4.23
3.92
4.39
3.79

.86
.83
.83
.84
.81

4.09
4.38
3.97
4.37
3.82

.83
.75
.75
.68
.74

SUP7
SUP8
SUP9
SUP10

4.01
3.93
3.86
4.17

.87
.87
.85
.82

4.09
3.95
3.70
4.18

.83
.83
.79
.68

.70/.70

.75/.75

.97/.97

.94/.94

RULP1

2.74

.72

3.25

.64

RULP2
RULP3
RULP4

3.56
3.40
2.23

.72
.70
.56

3.90
3.62
2.77

.59
.61
.52

1.74

.62

1.79

.52

1.90

.62

2.00

.52

.84/.84
PAS1
PAS2
.76/.76

.78/.78

.68/.68

Note. M = mean item score; rit = item-test correlation; POS = Positive feelings towards God; ANX = Anxiety
towards God; ANG = Anger towards God; SUP = Supportive actions; RULP = Ruling and/or punishing actions; PAS
a
b
= Passivity. = Guttman’s lambda-2. = coefficient alpha.
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Table S2. Estimated item parameters for the non-clinical and clinical samples
Non-clinical sample
Clinical sample
Item
POS1
POS2
POS3
POS4
POS5
POS6
POS7
POS8
POS9

ANX1
ANX2
ANX3
ANX4
ANX5

SUP1
SUP2
SUP3
SUP4
SUP5
SUP6
SUP7
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𝑎&

𝑏"1

𝑏"2

𝑏"3

𝑏"4

𝑎&

𝑏"1

𝑏"2

𝑏"3

𝑏"4

3.54

-1.89

-1.39

-0.65

0.27

3.23

-2.08

-1.44

-0.61

0.27

(0.22)

(0.10)

(0.07)

(0.05)

(0.05)

(0.31)

(0.14)

(0.10)

(0.07)

(0.08)

3.27

-1.80

-1.07

-0.19

0.78

3.50

-1.80

-1.05

-0.20

0.66

(0.19)

(0.09)

(0.06)

(0.05)

(0.06)

(0.33)

(0.12)

(0.08)

(0.07)

(0.10)

3.59

-2.10

-1.41

-0.63

0.39

3.01

-2.35

-1.39

-0.43

0.31

(0.22)

(0.10)

(0.07)

(0.05)

(0.05)

(0.28)

(0.17)

(0.10)

(0.07)

(0.09)

1.81

-2.33

-1.83

-0.91

0.26

1.69

-2.61

-1.96

-1.01

0.03

(0.12)

(0.14)

(0.11)

(0.07)

(0.06)

(0.18)

(0.24)

(0.17)

(0.10)

(0.10)

2.29

-1.82

-1.18

-0.18

0.96

3.02

-1.92

-0.97

0.00

0.90

(0.14)

(0.10)

(0.07)

(0.05)

(0.07)

(0.28)

(0.13)

(0.08)

(0.08)

(0.11)

4.82

-1.74

-1.23

-0.52

0.36

4.52

-1.83

-1.16

-0.36

0.41

(0.33)

(0.09)

(0.06)

(0.04)

(0.05)

(0.46)

(0.12)

(0.08)

(0.06)

(0.08)

3.98

-1.87

-1.26

-0.61

0.14

3.80

-2.06

-1.31

-0.62

0.19

(0.26)

(0.09)

(0.07)

(0.05)

(0.05)

(0.39)

(0.14)

(0.09)

(0.06)

(0.08)

2.71

-1.92

-1.32

-0.41

0.67

2.84

-2.09

-1.21

-0.34

0.56

(0.16)

(0.10)

(0.07)

(0.05)

(0.06)

(0.26)

(0.15)

(0.09)

(0.07)

(0.10)

3.23

-1.65

-1.14

-0.30

0.73

2.94

-1.99

-1.20

-0.29

0.61

(0.19)

(0.09)

(0.07)

(0.05)

(0.06)

(0.27)

(0.14)

(0.09)

(0.07)

(0.10)

2.86

0.27

0.98

1.78

2.43

3.15

0.37

0.85

1.53

2.38

(0.22)

(0.05)

(0.06)

(0.09)

(0.15)

(0.38)

(0.09)

(0.08)

(0.09)

(0.12)

3.16

-0.13

0.64

1.40

2.13

2.86

-0.05

0.58

1.27

2.15

(0.23)

(0.05)

(0.05)

(0.07)

(0.12)

(0.31)

(0.11)

(0.09)

(0.09)

(0.11)

3.75

0.14

0.86

1.61

2.26

3.05

0.26

0.90

1.61

2.34

(0.34)

(0.05)

(0.05)

(0.08)

(0.13)

(0.37)

(0.10)

(0.08)

(0.09)

(0.12)

1.66

-0.70

0.04

1.08

2.05

1.62

-0.73

0.24

1.38

2.44

(0.12)

(0.07)

(0.06)

(0.08)

(0.13)

(0.17)

(0.17)

(0.12)

(0.11)

(0.16)

2.07

-0.41

0.53

1.56

2.54

2.02

-0.57

0.38

1.53

2.56

(0.14)

(0.06)

(0.06)

(0.09)

(0.16)

(0.21)

(0.15)

(0.10)

(0.10)

(0.15)

4.31

-1.74

-1.31

-0.71

0.13

3.91

-1.82

-1.15

-0.52

0.12

(0.28)

(0.09)

(0.07)

(0.05)

(0.05)

(0.38)

(0.14)

(0.08)

(0.06)

(0.06)

4.21

-1.84

-1.48

-0.78

0.15

4.65

-1.77

-1.25

-0.60

0.03

(0.27)

(0.09)

(0.08)

(0.05)

(0.05)

(0.48)

(0.13)

(0.09)

(0.06)

(0.06)

3.57

-1.55

-1.34

-0.91

-0.27

3.52

-1.88

-1.53

-0.91

-0.38

(0.25)

(0.08)

(0.07)

(0.06)

(0.05)

(0.38)

(0.15)

(0.11)

(0.07)

(0.06)

3.21

-1.59

-1.29

-0.57

0.28

3.11

-1.82

-1.24

-0.52

0.08

(0.20)

(0.09)

(0.07)

(0.05)

(0.05)

(0.30)

(0.15)

(0.10)

(0.06)

(0.06)

4.10

-1.76

-1.48

-1.04

-0.42

2.75

-2.10

-1.61

-1.01

-0.41

(0.29)

(0.09)

(0.08)

(0.06)

(0.05)

(0.30)

(0.18)

(0.13)

(0.09)

(0.06)

3.47

-1.31

-0.89

-0.43

0.13

3.15

-1.45

-0.99

-0.42

0.10

(0.22)

(0.07)

(0.06)

(0.05)

(0.05)

(0.31)

(0.11)

(0.08)

(0.06)

(0.06)

4.66

-1.66

-1.26

-0.61

0.12

4.66

-1.61

-1.24

-0.57

-0.06

(0.30)

(0.08)

(0.07)

(0.05)

(0.05)

(0.49)

(0.12)

(0.09)

(0.06)

(0.05)
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SUP8
SUP9
SUP10

RULP1
RULP2
RULP3
RULP4

5.01

-1.54

-1.11

-0.51

0.14

4.83

-1.61

-1.16

-0.43

0.11

(0.33)

(0.08)

(0.06)

(0.05)

(0.05)

(0.49)

(0.12)

(0.08)

(0.05)

(0.06)

4.33

-1.55

-1.09

-0.45

0.27

3.83

-1.57

-0.90

-0.25

0.31

(0.27)

(0.08)

(0.06)

(0.05)

(0.05)

(0.36)

(0.12)

(0.07)

(0.06)

(0.07)

3.11

-1.73

-1.41

-0.82

-0.14

2.59

-2.08

-1.46

-0.76

-0.13

(0.20)

(0.09)

(0.08)

(0.06)

(0.05)

(0.26)

(0.18)

(0.12)

(0.08)

(0.07)

2.70

-0.78

-0.17

0.69

1.17

2.62

-0.96

-0.25

0.54

1.08

(0.20)

(0.05)

(0.04)

(0.05)

(0.07)

(0.39)

(0.13)

(0.09)

(0.08)

(0.10)

3.48

-1.11

-0.72

-0.17

0.31

2.52

-0.99

-0.63

-0.16

0.32

(0.29)

(0.06)

(0.05)

(0.04)

(0.04)

(0.34)

(0.14)

(0.11)

(0.09)

(0.08)

3.07

-1.13

-0.69

-0.03

0.54

2.53

-1.02

-0.62

0.17

0.70

(0.23)

(0.06)

(0.05)

(0.04)

(0.05)

(0.34)

(0.14)

(0.11)

(0.08)

(0.08)

1.83

0.07

0.36

1.04

1.41

1.89

-0.22

0.14

0.89

1.27

(0.15)

(0.05)

(0.06)

(0.08)

(0.10)

(0.25)

(0.10)

(0.09)

(0.10)

(0.12)

Note. POS = Positive feelings towards God; ANX = Anxiety towards God; SUP = Supportive actions; RULP = Ruling
and/or punishing actions; standard errors are between brackets.
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Table S3. Descriptive statistics for the non-clinical and clinical samples (S-QGI)
Nonclinical sample
(n = 792)
Item
POS1
POS2
POS6
POS7
POS9

𝜆(a / αb

rit
.82
.78
.86
.82
.78

.93/.93
ANX1
ANX2
ANX3

Clinical sample
(n = 329)
𝜆(a / αb

.92/.92
.69
.71
.71

.84/.84
ANG1
ANG2
ANG3

.76
.77
.73
.87/.87

.53
.55
.49
.70/.70

SUP3
SUP6
SUP7
SUP8
SUP10

.62
.58
.55
.75/.75

.81
.80
.86
.84
.78
.93/.93

RULP1
RULP2
RULP3

.74
.71
.83
.79
.62
.89/.89

.66
.74
.76
.85/.85

PAS1
PAS2

.57
.60
.64
.77/.77

.62
.62
.76/.76

rit
.76
.80
.83
.80
.75

.52
.52
.68/.68

Note. M = mean item score; rit = item-test correlation; POS = Positive feelings towards God; ANX = Anxiety
towards God; ANG = Anger towards God; SUP = Supportive actions; RULP = Ruling and/or punishing actions; PAS
= Passivity. a = Guttman’s lambda-2. b = coefficient alpha.
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Table S4. Pearson correlations between Positive and Negative Affect and four QGR and S-QGR scales

POS
S-POS
ANX
S-ANX
SUP
S-SUP
RULP
S-RULP

Nonclinical group
(n = 326)
PA
NA
.17**
-.12*
.13*
-.12
-.19*
.29**
-.15**
.30**
.05
-.04
.01
-.06
.00
.17*
-.04
.13*

Clinical group
(n = 145)
PA
NA
.29**
-.15
.27**
-.13
-.22**
.43**
-.21*
.39**
.28**
-.13
.28**
-.16
.07
.08
.10
.00

Note. Pearson correlations (two-tailed): ** = p<.001; * = p<0.05. POS = Positive feelings towards God; ANX =
Anxiety towards God; ANG = Anger towards God; SUP = Supportive actions; RULP = Ruling and/or punishing
actions; PAS = Passivity
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Figure S1. Category response functions and item information functions for item 1 (left panel; 𝑎& = 3.91; 𝑏"1 = 1.82; 𝑏"2 = -1.15; 𝑏"3 = -0.52; 𝑏"4 = 0.12) of the SUP scale for the clinical sample

Note. Dashed line is the item information function.
Figure S2. Item information functions for item 6 of the POS scale (left panel) and item 8 of the SUP scale (right
panel) in the nonclinical sample.
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Chapter 4

Abstract
Associations between Autism Spectrum Disorders (ASD) and the image of God were studied
among adult mental health outpatients with ASD (N = 78) and compared to a psychiatric and a
nonclinical norm group. The God image, which refers to the personal meaning that God/the
divine has to the individual, of those with ASD had fewer positive and more negative traits than
the God image of those without ASD. Especially impairments in the social domain of individuals
with ASD were related to more feelings of anxiety toward God and the perception of God as
ruling/punishing, which suggests that difficulties in the social, interpersonal domain and the
accompanying feelings extend into the religious/spiritual domain. Religious saliency particularly
predicted positive aspects of the image of God. This implies that the God image of individuals
with ASD in this sample differs not only according to the degree to which autistic traits are
present but also according to the degree in which religion is an essential factor in their lives.
Implications for clinical care are discussed.
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For many people in this world, religion and spirituality are essential elements of life. Spirituality
and spiritual development are identified as part of children’s and adults’ lives in documents
such as the United Nations (1990) Convention on the Rights of the Child. However, in the
context of Autism Spectrum Disorders (ASD), these issues have hardly received any scientific
attention. An ASD is a developmental psychiatric condition that usually presents in childhood.
In the Diagnostic and Statistical Manual of Mental Disorders (4th ed., text rev. [DSM–IV–TR];
American Psychiatric Association, 2000), ASD is subdivided into autistic disorder, Asperger’s
disorder, and the pervasive developmental disorder not otherwise specified (PDD-NOS). In the
proposed DSM–5, the subclassifications will no longer exist (http://www.dsm5.org). In DSM–
IV–TR ASD is characterized by impairments in three domains: (a) reciprocal social interaction,
(b) communication and imagination, and (c) restricted interests or stereotyped responses. The
prevalence of ASD in childhood and adult populations is estimated to be around 1% (Baird et
al., 2006; Brugha et al., 2011).
There are good reasons to investigate religion and spirituality in relationship to ASD,
given frequent examples of rigid and literal interpretation of religious texts and dogmas,
difficulty with the concept compassion, or complete denial of spirituality in clinical practice.
From a theoretical perspective, there is also ample reason to believe that religion and
spirituality among adults with ASD is worth studying. The words religion and religiosity share
the Latin root religare, which means “to bind together.” The relationship or bond between God
or the divine and humankind is at the core of many religions. However, being-in-relationship as
such can be problematic for individuals with ASD who experience qualitative impairments in
social interaction. Next, the three qualitative impairments that characterize ASD and form
diagnostic criteria according to the DSM–IV–TR are discussed in relationship with religion and
spirituality.
Qualitative impairments in social interaction are reflected in difficulties with
interpreting, predicting, and anticipating the behavior of others. On a cognitive-psychological
level, this is interpreted in terms of a delayed development of a “Theory of Mind” or
“mindblindness” (Baron-Cohen, 1995), which accounts for restricted conceptual understanding
of thought and feeling in the self and in others. Social interactions of individuals with ASD are
also hindered by the fact that emotion perception, understanding, and sharing can be difficult.
Compared to individuals without ASD, people with ASD often experience and express their
emotions in a different way (Vermeulen, 2005). Different types of emotion can be difficult to
distinguish, resulting in any emotion causing a high level of arousal and anxiety, although there
is a lot of variety in the degree to which awareness of thoughts and feelings are limited
between, and even within, individuals with ASD over time. In addition, to those with ASD, it is
difficult to integrate the different perceptions of social interactions, to relate both verbal and
nonverbal communicative expressions, and to take into account the context of these
expressions. This is caused by an impaired central coherence (Plaisted, Saksida, Alcantara, &
Weisblatt, 2003), which involves problems with prereflective integration of different sensory
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perceptions into a meaningful whole. Encountering difficulties in relationships, and
experiencing the world in fragments, devoid of a commonly shared context, individuals with
ASD often have feelings of anxiety, uncertainty, and inadequacy (Bellini, 2004, 2006). Religion
and spirituality may contribute to these feelings, as they are concerned with the experience of
a meaningful whole and being part of something much larger, and as they have a social
dimension, with religious practices, education, and communication regularly taking place
within a community of believers. Religious experience and religious communication also appeal
to emotional experience and expression. In addition, religion and spirituality appeal to Theory
of Mind (Boyd, 2008), especially when they conceptualize God and humankind as partners in a
reciprocal relationship, whose behaviors affect each other.
Qualitative impairments in communication become manifest when those with ASD use
language in a rigid way, for example, by simply repeating the words of others (echolalia), or in
an egocentric way, apart from social convention, and/or detached from any affect. They are
inclined to comprehend symbolic and metaphorical language in an overly literal way and have
difficulty understanding narrative humor (Baron-Cohen, 1997; Happé & Frith, 1996; Martin &
McDonald, 2004; Ozonoff & Miller, 1996). This affects the religious and spiritual life as well,
because religious beliefs and doctrines are often expressed and communicated in symbolic
language, and spiritual experiences are expressed with help of metaphors.
Difficulties with the understanding of symbolic language are related to qualitative
impairments in imagination, the third element of the autistic triad. An impaired imagination is
also visible in repetitive behaviors, a rigid and conservative attitude, and an aversion toward
change (Craig, Baron-Cohen, & Scott, 2001; Turner, 1999). An impaired imagination may
hamper thinking about God as an invisible Other and may also lead to a rigid and dogmatic
religious style with a preference for rituals that are constantly repeated.
Thinking about God and constructing representations of God/the divine is an essential
part of religious life. Hence, the God image or God representation, which refers to the personal
God of the individual or to the meaning that God/the divine has to the individual (Moriarty &
Hoffman, 2007; Schaap-Jonker, 2008), is a core aspect of religiousness. In this study, the God
image is understood as an object relation, which comprises an image of the other (or object,
which is God/the divine in this case), an image of the self in relationship to the other, and a
linking affect that characterizes the relationship between self and other (Rizzuto, 1979; cf.
Kernberg, 2001). In this God object relation, emotional aspects (“heart knowledge”) and
cognitive aspects (“head knowledge”; cf. Gibson, 2007) are dynamically interrelated (SchaapJonker, Eurelings-Bontekoe, Zock, & Jonker, 2008). One’s emotional understanding of God
reflects subjective experiences of God/the divine (e.g., experiences that are characterized by
trust, thankfulness, fear, or disappointment) and is developed through a relational, and initially
subconscious, process to which parents and significant others make important contributions
(Hoffman, 2005; Jones, 2007; Rizzuto, 1979). Early interactions with parents are generalized
and represented in a preverbal way as “ways of being-with” (Stern, 2000, p. xv), resulting in a
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characteristic way of relating. This seems to mediate the relationship between God images and
parental images (Schaap-Jonker, 2008), as is suggested by the complex, indirect relationship
between God images and parental images (Brokaw & Edwards, 1994; Janssen, De Hart, &
Gerardts, 1994; Vergote, 1997) and supported by empirical studies in which individuals with a
secure attachment style have a more loving, benevolent, and protective image of God than
those with an insecure attachment style (Kirkpatrick & Shaver, 1992; cf. Granqvist, Mikulincer,
& Shaver, 2010; Grimes, 2007).
One’s cognitive understanding of God, which forms the rational, more objective part of
the God representation, is based on what a person learns about God in propositional terms.
This is related to the doctrines that are taught and found within the family and the (local)
religious culture (e.g., God as the ground of being; Rizzuto, 2002, 2006; Schaap-Jonker et al.,
2008). Hence, empirical studies report denominational differences concerning the cognitive
aspect of the God image (Eurelings-Bontekoe, Hekman-Van Steeg, & Verschuur, 2005; Noffke
& McFadden, 2001). The culturally transmitted information about God is elaborated in a
personal way, which “constitutes a moment of possible ‘psychological’ evaluation of belief and
non- belief,” and may lead to the “birth of the believing man” (Aletti, 2005, p. 10; cf. Aletti,
1994; Aletti & Ciotti, 2001). Being intertwined with psychic experience and life history, the God
image gives insight into the affective quality of the relationship with God and the meaning of
religious behavior (Tisdale et al., 1997, p. 228).
As a relational process with affective and cognitive aspects, however, the God image
makes use of processes that are thought to be limited or delayed in case of ASD. Difficulties in
social interactions, both in early life and in the present, may result in a less social and less open
relational disposition, which is expressed in feelings of anxiety and uncertainty in relationships
in general, and may affect the God object relation. This is reinforced by an impaired imagination
that results in a more rigid, inflexible attitude in relationships. As mentioned before, this
impaired imagination may hamper thinking about and constructing mental representations of
an invisible Other to whom/which is often referred in symbolic language, but understanding of
symbols and metaphors is difficult because of impairments in communication.
To the best of our knowledge, no empirical studies have been published in international
journals investigating the religious life and religious experience of individuals with ASD.
Searches in databases such as PsycINFO and OvidSP yielded only a few studies on the
religiousness of parents with autistic children (e.g., Coulthart & Fitzgerald, 1999; Gray, 2006;
Ekas, Whitman, & Shivers, 2009) and a study on the integration of faith in the treatment of
children with ASD (Marker, Weeks, & Kraegel, 2007), but none on the religiousness of adults
with ASD. Although spiritual practice and organized religion were addressed in the context of
social challenges and supports (Müller, Schuler, & Yates, 2008) and quality of life (Lee,
Harrington, Louie, & Newschaffer, 2008), the cognitive and affective content of the
religiousness of individuals with ASD have largely been ignored until now. Even in two special
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issues of the Journal of Religion, Disability and Health (2009, Vol. 13, Nos. 1/2) that were
devoted to autism, no empirical study of the faith of people with ASD was reported.
The God image has been studied in relation to mental health, being associated with
personality pathology (e.g., Schaap-Jonker, Eurelings-Bontekoe, Verhagen, & Zock, 2002),
object relations development (Brokaw & Edwards, 1994) and psychiatric disorders in general
(Schaap-Jonker et al., 2008) but was never related to ASD. In the Dutch-speaking regions, only
one study has been published that compares the God image and existential Theory of Mind
between adolescents with and without PDD-NOS (Bouwman & Van der Maten-Abbink, 2008).
Significant results were hardly found, which may be explained by the questionnaires that were
used. The God Image Scales (Lawrence, 1997) that tapped the affective dimension of the image
of God were only formulated in a positive way, which complicates the expression of negative
feelings, and were highly interrelated in three American samples, with intercorrelations ranging
between .71 and .86 (Lawrence, 1997), which could have been an interfering factor in the study
among adolescents with PDD-NOS. In conclusion, there is a lack of knowledge regarding
religious and spiritual issues in ASD.
The aim of the current study, which was conducted in a Christian cultural environment
in the Netherlands, is to gain more insight into the religious life of individuals with ASD,
especially in their image of God. The first research question is: Does the God image of
individuals with ASD differ from the God image of those without ASD? The second research
question is: Are specific autistic traits reflected in particular aspects of the image of God?
Because of the relational impairments in the social domain and the accompanying anxiety in
relationships (as set out previously; see also Bellini, 2004, 2006), our theoretical assumption is
that the God image of individuals with ASD will have a less reciprocal nature, which will be
reflected in less reported positive feelings toward God, fewer perceptions of God’s actions as
supportive, and more passive perceptions as compared to individuals without ASD. In addition,
because we expect that the feelings of anxiety, uncertainty, and inadequacy in the social
domain that are typical of ASD extend into the religious domain, we predict a positive
relationship between the severity of autistic symptoms among individuals with ASD and their
scores on the scales of negative feelings and perceptions toward God. Finally, the rigidity and
preference for structure and stereotype behaviors are hypothesized to be related to strict and
dogmatic aspects in the image of God.
Method

Procedure
One hundred sixty-eight questionnaires, consisting of three measurement instruments (see
next), were distributed among all clients of a Dutch Christian mental health care institution who
were registered with a diagnosis of Autistic Disorder, Asperger’s Disorder, or PDD-NOS. Of
these clients, 102 persons received psychotherapy and 66 persons received supportive
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outpatient care such as sheltered accommodation but were not in a formal psychotherapy
program. The latter group was also invited to participate in an additional interview as part of
the qualitative approach to the subject matter (see next).
The DSM–IV–TR diagnoses of adults were based on clinical assessments by experienced
psychiatrists and psychologists. In the assessments, a Dutch language semistructured clinical
interview (Rimland interview) was used that is based on the Autism Diagnostic Interview
Revised (Lord, Rutter, & Couteur, 1994). In addition, current state assessments and information
from spouses, parents, or other informants were used, including all available documented
information from schools and child psychiatric services concerning the development during
childhood.
The 168 subjects were sent a letter that invited them to participate. The letter also
offered information about the aim of the study and ethical aspects such as anonymity and the
fact that the research was strictly separated from therapy or care. The questionnaires were
returned by mail in a self-addressed envelope.
Measurements Instruments
The God image was investigated by means of the Dutch Questionnaire of God Images (QGI;
Schaap-Jonker et al., 2008). The list contains 33 items and covers two dimensions: feelings
someone has in relationship with God, and the perception of God’s actions. The dimension
“feelings towards God” consists of three scales: Positive Feelings towards God (POS; e.g.,
thankfulness, love; Cronbach’s α = 0.94), Anxiety (ANX; Cronbach’s α = 0.84), and Anger (ANG;
Cronbach’s α = 0.73) towards God. The dimension “God’s actions” has three scales: Supportive
Actions (SUP; Cronbach’s α = 0.94), Ruling and/or Punishing Actions (RULP; Cronbach’s α =
0.52), and Passivity (PAS; Cronbach’s α = 0.76); passivity implies that God does not act. Answers
are scored on a 5-point scale, ranging from 1 (not at all descriptive; “I am never in that position”)
to 5 (completely descriptive; “I am always in that position”). In a validation study, psychometric
qualities of the questionnaire appeared to be adequate (Schaap-Jonker et al., 2008). Normative
data are available for psychiatric outpatients and the general population, and for respondents
of diverse religious denominations (Schaap-Jonker & Eurelings-Bontekoe, 2007).
Autistic traits were measured with the Autism Spectrum Quotient (Dutch; AQ-NL), a
self- report instrument of 50 items (Baron-Cohen, Wheelwright, Skinner, Martin, & Clubley,
2001; Hoekstra, Bartels, Cath, & Boomsma, 2008). This quantitative measure reflects a
continuous approach to autistic traits, from classical autism at the most severe end of the
autistic spectrum, via high-functioning autism, Asperger’s disorder, and PDD-NOS, to the
general population. It consists of five subscales: Social skill, Attention Switching, Attention to
Detail, Communication, and Imagination. Psychometric properties of the AQ-NL are satisfactory
(Hoekstra et al., 2008). For the sake of consistency, participants used the same 5-point scale as
they did in regard of the QGI. Computation of scores of all 50 items of the AQ-NL results in an
“Autism Spectrum Quotient” (AQ). A high AQ score indicates a high autistic load, close to the
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autistic end of the autism spectrum. In the Dutch AQ-study, a higher order factor “Social
Interaction,” which encompasses the subscales Social Skill, Communication, Attention
Switching, and Imagination, and a separate factor called Attention to Detail could be identified.
A high sum score for the factor Social Interaction indicates a high autistic load and implies
difficulties in social situations and communication with others, as well as impaired empathic
abilities. ASD is also associated with a high sum score for the second factor, Attention to Detail,
but this is not specific for ASD (Hoekstra et al., 2008). Because of parsimony, these two factors
were used in the analyses.
To gain more insight into the participants’ religiousness, a five-item scale measuring
religious saliency (i.e., the extent to which religious faith is meaningful to people) was
administered (Eisinga et al., 2002, p. 26). Answers are scored on the same 5-point scale.
Furthermore, respondents were asked about their frequency of church attendance and
frequency of prayer.
Participants
The research group consisted of 78 respondents who returned the questionnaires
anonymously, which implied a response rate of 46.4%. They ranged in age from 19 to 60 years
(M = 34.8, SD = 11.1). Forty-nine individuals were male (64%) and 28 were female (36%); sex
was not reported for one participant. Eleven respondents were diagnosed with Autistic
Disorder (15%), 28 with Asperger’s Disorder (38%), and 35 persons reported PDD-NOS (47%).
Four respondents did not specify their ASD diagnosis. Forty-three respondents belonged to the
psychotherapy subgroup, and the other 35 persons received supportive outpatient care.
Regrettably, we do not have much information about nonresponders. People who refused to
participate in the interview mentioned reasons such as the degree of difficulty of the
questionnaire and/or its theme, or the actual level of stress.
One third of the 78 respondents (33%) were members of congregations that are related
to the pietistic-reformed (“bevindelijke”) tradition. The theology and spirituality of these strict
Calvinists focuses on election and conversion. Twenty-seven percent of the respondents were
members of moderately orthodox, less pietistic congregations, such as the Reformed Churches
in the Netherlands (Liberated); 17% belonged to the Protestant Church in the Netherlands, not
necessarily being orthodox. Fourteen percent of the respondents were evangelical or Baptist,
whereas 8% belonged to another denomination. Information about church affiliation of one
respondent was lacking. There was no significant association between autistic traits and
religious denomination (Schaap-Jonker, Van Schothorst-Van Roekel, & Sizoo, 2012).
Twenty-nine percent of the participants had a partner, whereas 64% had no partner,
and the remaining participants no longer had a partner. Educational level was low (a minimum
of 8 years of education) in 3% of the cases and average in 74% of the cases (a minimum of 12
years of education). It was high in 23% of the cases (a minimum of 18 years of education). Half
of the respondents went to church twice every Sunday (46%), and 31% attended once every
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Sunday. Church services were attended every 2 weeks by 4% , less than once a month by 3%,
and less often than once a month by 12%. Five percent never went to church. Frequency of
church attendance was not related to AQ or diagnosis, as correlations and analysis of variance,
respectively, were not statistically significant. More than half of the respondents prayed several
times a week, 3% did it once a week, 4% were less regular prayers, and 4% never prayed.
Statistical Analyses
For the different scales of the QGI, mean item scores, which are mean scale scores divided by
the number of items of the scale, were calculated, making possible a comparison between
means of scales with a different number of items. T tests were done to assess differences in
means of mean item scores. To assess whether differences between the God image of
individuals with and without ASD are specific for ASD, not reflecting differences between
people with and without any psychiatric disorder, the God image (as QGI-scores) of people with
ASD was compared to the scores in a nonclinical and a psychiatric (non-ASD) norm group, using
independent- samples T tests. Data for these two norm groups had been collected during
earlier studies (Schaap-Jonker & Eurelings-Bontekoe, 2007; Schaap-Jonker et al., 2008). The
nonclinical norm group was adapted to correct for the religious orthodox bias in the autistic
sample by including only the normative data of individuals with a similar religious denomination
as those with ASD in the nonclinical norm group. This means that data of Roman Catholic
individuals were excluded. The clinical norm group needed no adaptation, because orthodox
respondents were well represented in this group. There were no significant differences
between the autistic individuals of the current sample and the psychiatric outpatients of the
norm group regarding religious observance (frequency of church attendance) and religious
saliency. To assess the effects of age and gender on the image of God, a multivariate analysis
of variance was done with gender as fixed factor and age as covariate. Because results were
not significant, age and gender were not included in other analyses.
To investigate the associations between God image and autistic traits, a series of
multiple regression analysis were carried out, with the six scales of the QGI as dependent
variables (method enter). Because in the QGI-validation study (Schaap-Jonker et al., 2008) an
effect of religious background was found, hierarchical multiple regression analyses (HMRA)
were done. In the first step, Social Interaction and Attention to Detail were entered as
psychological variables. In the second step, Religious Saliency was added as a religious variable,
reflecting differences in religious background. Semipartial correlations were also calculated.
Results

God Image of Individuals With ASD Compared to Those Without ASD
In Table 1 descriptive statistics of the six QGI scales for the current ASD sample are summarized.
Generally, negative feelings toward God (i.e., feelings of anxiety and anger) did not dominate
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Table 1. Descriptive statistics of the QGI-scales
ASD sample
Non-clinical norm group
Psychiatric norm group
(N = 78)
(N = 459)
(N = 240)
M
SD
m.i.s a
M
SD
m.i.s a
M
SD
m.i.s a
nc, p
ANX*, ANG**
POS
27.2
7.6
3.0
36.1
6.2
4.0
32.7
7.8
3.6
ANX
13.8nc
5.1
2.8
10.9
4.4
2.2
14.5
5.7
2.9
ANG
6.4nc
2.7
2.1
4.6
1.9
1.5
6.7
2.6
2.2
SUP
35.2nc, p
8.5
3.9RULP**, PAS**
43.4
6.9
4.3
40.9
8.8
4.1
RULP
14.3nc
3.0
3.6
12.9
4.3
3.2
13.7
4.4
3.4
PAS
3.9nc
2.2
2.0
3.1
2.2
1.6
3.7
2.0
1.9
Note. nc indicates a significant difference between means of the ASD sample and the non-clinical norm group
with p<.001. p indicates a significant difference between means of the ASD sample and the psychiatric norm
group p<.001.
a
M.i.s. = mean item score = mean scale score corrected for the number of items [mean of scale / number of
items of that scale], to compare mean scores of scales with a different number of items
*
p<.005, ** p<.001

the positive ones. T tests show that mean item scores of Positive Feelings towards God were
significantly higher than mean item scores of both Anxiety and Anger towards God, t(73)ANX = 2.22, p < .005; t(74)ANG = -8.45, p < .001. Likewise, (potentially) negative perceptions of God’s
actions did not outweigh positive, supportive ones, as mean item scores of Supportive Actions
were significantly higher than mean item scores of both Ruling/Punishing Actions and Passivity
of God, t(73)RULP = -3.82, p < .001; t(74)PAS =-15.47, p < .001.
Table 1 also shows normative data for the psychiatric and nonclinical norm group. On
average, the God image of individuals with ASD was characterized by fewer positive traits than
the God image of (other) psychiatric patients/clients, as there were significant differences
regarding Positive Feelings towards God, t(125) = 5.40, p < .001, and Supportive Actions of God,
t(306) = 4.93, p < .001. Compared to the nonclinical norm group, the God image of individuals
with ASD was characterized by lower scores on positive feelings, t(89) = 9.53, p < .001, and
supportive perceptions, t(89) = 7.89, p < .001, and higher scores on negative feelings, t(527)ANX
= -5.08, p < .001; t(86)ANG = -5.61, p < .001; ruling/punishing perceptions, t(130) = -3.53, p <
.001; and perceptions of God’s passivity, t(87) = -2.78, p < .01.
Religious Saliency
On average, religious faith appeared to be important to the respondents with ASD in our
sample. The mean score on the scale Religious Saliency among the respondents was 4.01 (SD =
0.96, range = 0–5), which is high compared to a mean score of 2.40 (SD = 1.18) among the
general population in the Netherlands (Eisinga et al., 2002). Religious saliency was not
associated with AQ scores, diagnosis, or frequency of church attendance. It was, however,
related to frequency of prayer (r = .37, p < .01).
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Table 2: Summary of Hierarchical Multiple Regression Analysis for Variables Predicting Various Aspects of the God
image of Individuals with ASD (N = 78)
POSITIVE FEELINGS TOWARDS
B
SE B
β
part
ΔR2
R2
GOD
Step 1
(Constant)
26.47
6.70
Social Interaction
-0.11
0.05
-.26*
-0.25
Attention to Detail
0.38
0.15
.30*
0.28
0.15
0.15
Step 2
(Constant)
0.51
6.33
Social Interaction
-0.11
0.04
-.27**
-0.25
Attention to Detail
0.17
0.12
.13
0.28
Religious Saliency
1.28
0.18
.64***
0.29
0.38
0.53
ANXIETY TOWARDS GOD
Step 1
(Constant)
Social Interaction
Attention to Detail

25.06
0.10
0.04

4.37
0.03
0.10

.37**
.01

0.37
0.03

Step 2
(Constant)
Social Interaction
Attention to Detail
Religious Saliency

29.59
0.11
0.03
-0.21

5.56
0.03
0.10
0.16

.39**
.04
.-.16

0.37
0.03
-0.11

ANGER TOWARDS GOD
Step 1
(Constant)
Social Interaction
Attention to Detail

8.29
0.04
-0.07

2.40
0.02
0.05

.26*
.16

0.25
-0.15

Step 2
(Constant)
Social Interaction
Attention to Detail
Religious Saliency

14.92
0.04
-0.03
-0.32

2.66
0.02
0.05
0.08

.27*
-.06
-.46***

0.25
-0.15
-0.46

SUPPORTIVE ACTIONS OF
GOD
Step 1
(Constant)
Social Interaction
Attention to Detail

39.90
-0.06
0.38

7.67
0.06
0.17

-.13
.28*

-0.25
0.28

Step 2
(Constant)
Social Interaction
Attention to Detail
Religious Saliency

8.44
-0.07
0.17
1.51

6.86
0.04
0.12
0.20

-.15
.12
.69***

-0.12
0.27
0.71

RULING/PUNISHING ACTIONS
OF GOD

0.14

0.14

0.02

0.16

0.09

0.09

0.20

0.29

0.09

0.09

0.45

0.54
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Step 1
(Constant)
Social Interaction
Attention to Detail

20.30
0.06
-0.01

2.63
0.02
0.06

.36**
.01

0.35
0.00

Step 2
(Constant)
Social Interaction
Attention to Detail
Religious Saliency

15.99
0.06
-0.03
0.21

3.17
0.02
0.06
0.09

.35**
-.07
.27*

0.35
0.00
0.27

PASSIVITY OF GOD
Step 1
(Constant)
Social Interaction
Attention to Detail

4.02
0.01
-0.04

2.11
0.02
0.05

.10
-.12

0.10
-0.11

Step 2
(Constant)
Social Interaction
Attention to Detail
Religious Saliency

9.83
0.01
0.00
-0.28

2.35
0.01
0.04
0.07

.12
-.04
-.48***

0.10
-0.11
-0.47

0.13

0.13

0.07

0.20

0.02

0.02

0.21

0.24

*** p < 0.001, ** p < 0.01, * p < 0.05

Associations Between God Image and Autistic Traits
Table 2 shows results of a series of hierarchical multiple regression analyses with each of the
QGI scales as dependent variables and Social Interaction (SI), Attention to Detail (AD) and
Religious Saliency (RS) as predictors.
When SI and AD were entered in the first step of an HMRA, autistic traits accounted for
15% of variance in mean scores of Positive Feelings, F(2, 63) = 5.44, p < .01; with high scores on
SI (β = -.26, p < .05) and AD (β = .30, p < .05) predicting less Positive Feelings towards God.
Adding RS in the second step resulted in a highly significant increase of 38% in the variance
explained, F(3, 62) = 22.91, p < .001 (F change = 49.48, p < .001). In total, 53% of variance was
explained. RS was the most important predictor (β = .64, p < .001). The second predictor was
SI (β = -.23, p < .01). AD was no longer a significant predictor. Thus, as religion was more
important to the respondents, and impairments in the social domain were less, more positive
feelings toward God were experienced.
Concerning Anxiety towards God, SI was the only significant predictor in the first step,
which explained 14% of variance, F(2, 63) = 5.11, p < .01. Entering RS in the second step did not
make a significant contribution (F change, ns). In the final model, 16% of variance was
explained, F(3, 62) = 4.01, p < .05. SI was the only significant predictor (β = .39, p < .001). This
implies that the more individuals experienced difficulties in social situations and
communication with others, having impaired empathic abilities, the more they were afraid of
God.

76

Autism Spectrum Disorders and the image of God

For Anger towards God, autistic traits did not significantly account for explained
variance in the first step. When RS was added, 29% of variance in mean scores of Anger towards
God was explained, F(3, 62) = 8.46, p < .001 (F change = 17.60, p < .001). RS was the best
predictor (β = -.46, p < .001), followed by SI (β = .27, p < .05). Thus, the less religion was
important to people and the more their autistic load, the more they were angry at God.
Supportive Actions of God could not significantly be predicted by autistic traits alone.
When RS was included in the second step, 54% of variance was accounted for, F(3, 62) = 23.95,
p < .001 (F change = 59.72, p < .001). RS was the only significant predictor (β = .69, p < .001).
This means that those who considered religion to be quite essential to their lives perceived
God’s behavior more as supportive and helpful than those who did not.
In the first step of an HMRA, autistic traits predicted 13% of variance in mean scores
concerning the perception of God’s behavior as ruling and punishing, F(2, 63) = 4.45, p < .05.
Entering RS in the second step resulted in a significant increase of 7 % of variance explained,
F(2, 63) = 4.92, p < .01 (F change = 5.24, p < .05), with SI (β = .35, p < .01) and RS (β = .27, p <
.05) being associated with Ruling/Punishing Actions of God. Thus, those with a high autistic
load, religion being an important aspect of their lives, saw God more as a judge than those with
lower scores on SI and RS.
Passivity of God could not be predicted by autistic traits alone. In the final model, 24%
of variance was explained, F(2, 63) = 6.28, p < .05 (F change = 17.05, p < .001). RS was the only
significant predictor (β = -.48, p < .001). This implies that the more people attach importance
to religion, the less they perceive God to be passive.
In Table 2, semipartial correlations between autistic traits and the image of God are
included. SI appeared to be most strongly related to Anxiety towards God (r = .39) and to ruling/
punishing perceptions of God (r = .35). AD was hardly related to the image of God in a significant
way. Highest semipartial correlations between RS and the God image were found regarding
Supportive Actions (r = .71), Passivity (r = -.47), and Anger towards God (r = -.46).
Discussion and conclusions

The central issue of the present study was the God representation of individuals with ASD in
comparison to individuals without ASD and in relation to their specific autistic traits. Although
the sample does not represent the general population, but consists of highly religious
participants, results point to two conclusions. The first conclusion is that there are indications
that the God image of individuals with ASD differs from those without ASD. This image is
characterized by fewer positive and supportive traits than the God image of other psychiatric
patients and “normal” controls, and more negative traits than “normal” controls. This supports
the hypothesis that the God image of people with ASD has a less reciprocal nature than the
God image of people without ASD, especially those without any psychiatric disorder. Individuals
with ASD resemble other psychiatric patients in reporting more negative feelings toward God
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(see also Schaap-Jonker et al., 2002; Schaap-Jonker, Eurelings-Bontekoe, Zock & Jonker, 2007;
Schaap-Jonker et al., 2008), but the report of few positive traits in the God image seems to be
specific to the ASD group. The second conclusion is that in the ASD group, impairments in the
social domain are especially related to more feelings of anxiety toward God and the perception
of God as a judge, which supports the second hypothesis of a positive relationship between the
severity of autistic symptoms among individuals with ASD and their scores on the scales of
negative feelings and perceptions toward God. The third hypothesis is also supported: Autistic
traits are related to perceptions of God as strict, dogmatic, ruling, and punishing. We expected
that the Attention to Detail factor on the AQ, which refers to a perceptual style with a
preference for details and patterns, was also related to these perceptions. However, no
associations were found, which can be explained by the fact that this factor lacks specificity for
ASD (Sizoo et al., 2009).
The ANX scale consists of the items “fear of being punished,” “fear of being not good
enough,” “fear of being rejected,” “uncertainty,” and “guilt.” On an item level, uncertainty had
the strongest association with autistic load. This suggests that the feelings of anxiety toward
God that are experienced by individuals with ASD are an expression of the fear and uncertainty,
which is typical for ASD, implying that difficulties in the social domain extend into the
religious/spiritual domain. The ruling/punishing aspect that characterizes their God image
could be interpreted in a similar way, reflecting a resistance to change and a desire for
unambiguous structure due to a fear of uncertainty.
In this study, fewer positive and more negative traits characterize the God image of
individuals with ASD, especially negative feelings and the image of God as a ruler/punisher
being related to autistic traits. However, this does not mean that positive aspects are simply
lacking in the God representation of people with ASD. Positive feelings and perceptions are also
present in their God representation and do even dominate the more negative ones. This
suggests that individuals with ASD are able to tolerate and express ambivalence, which is
supported in quotations from the qualitative part of this study (Schaap-Jonker & Schothorstvan Roekel, 2009).
Although negative aspects of the God image are related to autistic traits in the current
study, positive traits in the image of God are related to religious saliency. Especially
participants’ perception of God as the one who actively supports and guides them is
predominantly associated with the extent to which religion is important to them. This implies
that the God image of these autistic individuals differs not only according to the degree to
which autistic traits are present but also according to the degree in which religion is an essential
factor in their lives. In this regard, religious saliency may be understood as a measure of
affectively internalized religiosity, which is an intrinsic and essential aspect of an individual’s
life (cf. Allport, 1950; Allport & Ross, 1967). This is the opposite of a religiosity with a more
rational nature, which is the effect of religious socialization and religious culture and may be
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used as a means for one’s own purposes, but which is not personally experienced as valuable
and relevant.
Anger towards God was strongly related to religious saliency among the individuals with
ASD, those with high scores on religious saliency reporting less anger toward God. Only if the
effect of religious saliency was held constant, anger towards God was related to qualitative
impairments in the social domain, more difficulties in the social domain being related to more
angry feelings toward God. During the interviews, respondents expressed their discontent,
asking why God had given them this disorder or did not remove it. These findings correspond
to the positive association that Exline, Park, Smyth, and Carey (2011) found between anger
towards God and holding God responsible, and the negative one between religiosity and anger
towards God.
A limitation of the current study is its relatively small number of participants and the
accompanying low power. Furthermore, this study was conducted among a specific group of
patients, namely, pietistic and/or orthodox reformed individuals, to whom religion is very
relevant. Consequently, the study has an exploratory nature. The associations between God
image and ASD should also be investigated among individuals with other religious backgrounds
(e.g., Roman Catholics, mainline Protestants, Muslims, and Jews) and among individuals with
ASD without a religious affiliation. At present, this study is performed. Finally, in this article the
measurement of ASD is restricted to self-report questionnaires concerning autistic traits,
reflecting one’s conscious self-presentation; because of anonymous participation, we had no
access to Autism Diagnostic Interview Revised data. Hence, data could be biased because of
social desirability. The same applies to the image of God, which is measured only on a
descriptive level. The complexity of this mental representation is not taken into account.
Qualitative measures of the image of God are able to give more insight into both its content
and complexity. Reports on the relationship between ASD and the God image, which include
the measures mentioned, are in preparation. These qualitative results suggest that social
desirability did not play an important part in the participants’ responses, as they discussed both
positive and negative aspects of their religious lives, expressing views that should not be
appreciated within their religious context (Schaap-Jonker & Schothorst-van Roekel, 2009).
Results of this study are relevant from a scientific point of view because they open up a
new field of study and contribute to the study of religion and God representations in relation
to mental health. Moreover, results have clinical relevance, as it is important for professionals
to be aware of the fact that the religion and/or spirituality of clients with ASD may be a negative
factor in their lives, being characterized by fear, uncertainty, and rigidity. Therefore, attention
to religious and/or spiritual matters in general, and the image of God in particular, is both
required and warranted. Professionals should interpret their clients’ difficulties concerning
their image of God in relation to the qualitative impairments in the social, communicative, and
imaginative domain. To adapt to the needs of their autistic clients, professionals should provide
them with clarity and certainty when dealing with religious and/or spiritual issues. Ideally, this
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clarity and certainty should concern both the way in which religious and/or spiritual matters
are communicated and the content of the conversations regarding God/the divine. Both style
and content of communication concerning religion should give clients something to hold on to.
In this context, it is important for professionals to know their clients’ religious frame of
reference and to respect their religiousness. If religion in general and the image of God in
particular are distressing and fear-provoking factors in the client’s psychic life, the challenge is
to contribute to their transformation into supportive and stabilizing factors.
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Abstract

As God representations are multi-facetted psychological processes regarding the personal
meaning of God/ the divine to the individual, this study examines how multiple aspects of God
representations are configured within individuals belonging to a sample of psychiatric patients
or a non-patient sample, and how these configurations are associated with mental health. By
means of cluster analyses, three types of God representations were found: a PositiveAuthoritative one, a Passive-Unemotional one, and, only among psychiatric patients, a
Negative-Authoritarian one. Types of God representations were significantly related to
affective state, as well as religious saliency and religious background. Patients with the negative
type of God representation were more distressed and depressed, and Orthodox-Reformed
patients reported significantly more negative types of God representations than other
protestant patients. This study demonstrates the value of a person-oriented approach, by
showing that scale scores became especially meaningful in the context of the types, which
enables more nuanced distinctions regarding subgroups.
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God representations as multidimensional processes
God representations are mental representations of the individuals’ perceived relationship to
God or the divine. They reflect both subjective experiences of God/ the divine (e.g. experiences
that are characterized by trust, thankfulness, fear or disappointment) and religious beliefs
concerning God/ the divine (e.g. God as the ground of being, a judge, a helping ultimate power)
in a highly personal way. Psychological factors (such as attachment style and personality) and
religio-cultural factors affect the content and structure of God representations. As core aspects
of religiousness, God representations - both traditional, personal and theistic ones, and
impersonal, abstract ones - give a unique insight into the meaning of religious life and religious
behavior (Davis, Moriarty & Mauch, 2013; Hall & Fujikawa, 2013; Hoffman, 2005; Jones, 2007;
Rizzuto, 1979; Schaap-Jonker, Eurelings-Bontekoe, Zock & Jonker, 2008; Laarhoven,
Schilderman, Vissers & Verhagen, 2010).
From a relational theoretical perspective, that combines insights from object relations
theory (ORT) and attachment theory (AT), God representations involve both relational and
emotional understandings of God/ the divine (God images), and conceptual and cognitive
understandings of God/ the divine (God concepts), which both may function on an explicit and
implicit level of awareness (Davis, Moriarty & Mauch, 2013; Hall, 2003; Hall & Fujikawa, 2013;
cf. Rizzuto, 1979). While God images refer to internal working models or object relations of God
and the self in the perceived relationship to God, which are developed through a relational,
and initially subconscious, process to which parents and significant others make important
contributions, God concepts refer to sets of beliefs about this God, which are learned through
a process of religious socialization (Davis, Moriarty & Mauch, 2013; Hall & Fujikawa, 2013; cf.
Rizzuto, 1979). In line with this, emotional understandings of God tend to be more affect-laden
and subcortically dominant and largely function at an implicit and largely nonverbal level,
outside of conscious awareness. In contrast, the cognitive aspects of God representations are
more belief-laden and cortically dominant; they predominantly function at an explicit, verbal
and conscious level (Davis, Moriarty & Mauch, 2013; Hall, 2003; cf. Zahl & Gibson (2012), who
refer to explicit cognitive understandings of God as ‘doctrinal’ God representations, in contrast
to experiential ones, which involve explicit emotional understandings of God). By implication,
there is no such thing as a one-dimensional and consistent God representation; God
representations are multidimensional and multifaceted processes in which cognitive and
emotional aspects are dynamically interrelated, interacting on different levels and being
activated in different constellations. In this way, God representations, like all representations,
are dynamic, context-sensitive reconstructions in a connectionist memory system (Smith &
Conrey, 2007). Thus, distinct aspects of God representations may be dominant or latent within
psychic experience depending on psychological and contextual factors (Rizzuto, 1979; Rizzuto
& Shafranske, 2013; Schaap-Jonker, Eurelings-Bontekoe, Zock & Jonker, 2007; Zahl & Gibson,
2012; cf. Smith & Conrey, 2007). For instance, depressed individuals may experience God more
as absent than as a helping and guiding power, or positive feelings may dominate negative

87

Chapter 5

feelings such as fear and anger among Evangelicals. God representations may also involve both
aspects, representing an ambivalent or a rich and integrative perspective on God and a mature
personality (cf. Kernberg, 2000).
God representations and mental health
Both ORT and AT emphasize that interpersonal interactions in early infancy become
internalized and form the psychic structure (ORT: configurations of object relations and
accompanying defense mechanisms, AT: attachment styles and internal working models) that
functions as a template (in which the polarity of interpersonal relatedness and self-definition
plays a part) for future interactions and shapes these interactions (Blatt & Levy 2003; Hall,
2003). In this way, the psychic structure also affects the representation of the relationship to
God. Psychopathology is associated with disturbances in (interpersonal) relationships
(regression or fixation to immature or disintegrated object relations and primitive defense
mechanisms (ORT) or insecure attachment styles (AT), which are characterized by anxiety and/
or avoidance). These disturbances are vulnerability factors for configurations of
psychopathology in which either issues of interpersonal relatedness or issues of self-definition
and self-worth are dominant (Blatt & Levy, 2003). In line with this, God representations in the
context of struggling with relatedness or self-worth could also be one-sided, disintegrated or
laden with negative affect (such as anxiety or avoidance) and function in a manner that
corresponds to representations of self and other. It is also possible that they fulfill a
compensating function – or that they are compensating on an explicit level and corresponding
on an implicit one (Granqvist & Kirkpatrick, 2016; cf. Hall & Fujikawa, 2013). In contrast, mental
health could be conceptualized by a balance between interpersonal relatedness and selfdefinition, resulting in personal, interpersonal, and social adaptation, which is reflected in
healthy personality traits, affective state, and well-being, among other things, as well as
integrated, secure God representations in which ambivalence is tolerated (Blatt & Levy, 2003;
Livesley, 2003).
God representations have been investigated in relationship to a wide range of personal
and psychological variables, such as personality and personality pathology (e.g. Greenway,
Milne & Clarke, 2003; Schaap-Jonker, Eurelings-Bontekoe, Verhagen, & Zock, 2002), selfesteem (e.g. Francis, Gibson & Robbins, 2001), depression (e.g. Braam et al., 2014), autism
spectrum disorders (ASD) (Schaap-Jonker, Sizoo, Schothorst-Van Roekel & Corveleyn, 2013),
sexual abuse (e.g. Kane, Cheston & Greer, 1993); happiness and the experience of pain
(Dezutter, Luyckx, Schaap-Jonker, Büssing & Hutsebaut, 2010), gender (e.g. Riegel & Kaupp,
2003), and treatment interventions (e.g. Cheston, Piedmont, Eanes & Lavin, 2003; Thomas,
Moriarty & Anderson, 2011), as well as contextual variables such as religious denomination
(e.g. Noffke & McFadden, 2001; Schaap-Jonker, Eurelings-Bontekoe, Zock & Jonker, 2008).
Results of these studies are mainly in line with the theoretical view as outlined above, although
the relationship between religion and mental health is complex. In general, psychopathology is
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related to more negatively valenced God representations, whereas mental health is related to
more positively valenced God representations, which supports the correspondence hypothesis
(e.g.; Braam et al., 2014; Greenway, Milne & Clarke, 2003; Schaap-Jonker, Eurelings-Bontekoe,
Verhagen & Zock, 2002; Schaap-Jonker, Sizoo, Schothorst-Van Roekel & Corveleyn, 2013).
However, persons suffering from (severe) psychopathology or personality disorders may also
report a positive spirituality and/ or positively valenced experiences in relationship to God,
which supports the compensation hypothesis (Bennett, Shepherd & Janca, 2013; Braam et al.,
2014; Schaap-Jonker, Sizoo, Schothorst-Van Roekel & Corveleyn, 2013).
A person-oriented approach to God representations
Nearly all studies that were mentioned above utilize a variable-oriented approach and examine
different isolated aspects of God representations in association with other variables,
approaching groups of individuals as uniform entities. How the multiple aspects of God
representations are configured within individuals and how these different traits or facets of
God representations function within (subgroups of) individuals has mainly remained outside
the scope of researchers. However, this multidimensional perspective is highly relevant, given
the multifaceted theoretical view on God representations that was outlined above.
In the present study, a quantitative person-oriented approach will be adopted to
investigate the organization and configuration of different aspects of God representations
within individuals belonging to various samples, namely a sample of psychiatric patients and a
non-clinical sample. A person-oriented approach focuses on identifying several subgroups of
individuals within a sample. Subjects with comparable scoring patterns on various scales that
measure God representations are clustered, in such a way that within-group differences in
scoring pattern are minimal and between-group differences in scoring pattern are maximal.
This approach enables identification of rather homogeneous categories of individuals and
making inferences about how these categories typically function. In contrast, within a variableoriented approach, in which sample means of specific variables are typically compared, only
statements about the direction and strength of associations between isolated variables are
allowed. Inter-individual differences are brushed aside because they are considered random,
and thus negligible (Dezutter et al., 2014; Everitt, Landau, Leese & Stahl, 2011; von Eye, Bogat
& Rhodes, 2006). Over the past years, the person-oriented approach has gained popularity in
areas such as developmental psychopathology research (e.g. Bergman, Magnusson & El-Khouri,
2000; von Eye, Bergman, & Hsieh, 2015), psychiatry (Ellis, Rudd, Rayab, & Wehrly, 1996),
personality and identity research (e.g. Schnabel, Asendorpf & Ostendorf, 2002; Luyckx,
Schwartz, Goossens& Pollock, 2008), research on meaning in life (Dezutter et al., 2014) and
religious and spiritual well-being (Unterrainer, Ladenhauf, Wallner-Liebman & Fink, 2011).
Within this approach, the individual is regarded as a living, active, and purposeful person who
functions and develops as a total integrated being. Hence, different aspects or dimensions of
human experience and human existence are not broken up in isolated pieces (variables) which
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are studied as separate entities, but are investigated and understood as a whole, with explicitly
taking into account interactions and bidirectional influences between different aspects (or
components) of personhood, contextual factors, as well as conditional moderation and
mediation effects (Bergman & Andersson, 2010; Bergman & Wångby, 2014; Bergman,
Magnusson & El-Khouri, 2000; Magnusson & Törestad, 1993). In this way, the person-oriented
approach bridges the gap between a nomothetic and ideographic point of view within
psychology, as well as the gap between scientific research and clinical practice. It makes it
easier to understand the clinical relevance of the results of psychological scientific research, as
it focuses on the individual instead of the group, the process instead of static entities (or linear
models), and patterns of information in contrast to single variables (Bergman & Andersson,
2010; Corveleyn, Luyten, & Dezutter, 2013; cf. Molenaar, 2004).
The present study
Focus of the present study is the relationship between types of God representations and mental
health. We want to investigate how various aspects of God representations are interrelated
and configured within individuals in a clinical and non-clinical sample, and how different types
can be understood in terms of psychopathology (i.e. affective state).
On the basis of scientific literature, we expect that (1) a positively valenced type of God
representation will be found, in particular in the non-clinical sample, in which supportive views
of God will be strong and related to positive feelings towards God, and that (2) a negative
configuration will be found, especially among psychiatric patients, in which ruling-punishing
views of God will be related to anxiety and anger towards God.
Although the multidimensionality of God representations has been emphasized by
various authors (Hall & Fujikawa, 2013; Sharp et al., 2013), types of God representations have
yet not been examined in a person-oriented way, as far as we know. Hence, our study gives
more insight into the functioning of different aspects of God representations within (subgroups
of) individuals and, in line with this, into the supporting or hampering role of religion and
spirituality in the context of mental health. By implication, professionals in mental health care,
and spiritual or pastoral care will be able to identify subgroups of patients that share similar
ways of functioning on multiple dimensions of God representations, which may result into
person-sensitive and specific interventions, which fits developments such as personalized
psychiatry (Ozomaro, Wahlestedt & Nemeroff, 2013) and values based practice (Fulford, 2008).
Method
Procedure
Data were collected from 2010 to 2012. Therapists of two institutes for mental health care in
the centre and the North of the Netherlands distributed an inviting letter among patients who
suffered from personality disorders, anxiety disorders, or mood disorders. The researchers
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distributed the same letter among individuals belonging to the general population who did not
have any psychiatric diagnosis. This letter offered information about the aim of the study and
ethical aspects such as anonymity and (for patients) the fact that the research was strictly
separated from therapy. People were asked to complete a questionnaire on the webpage of
the Centre for Religion, Worldview and Mental Health (http://religieggz.dimence.nl) or to fill in
paper questionnaires. Furthermore, people belonging to the general population were asked to
send the information letter to others and to invite them for this study (snowball-sampling
starting at a university and some churches). Because of this type of sampling, and because only
those patients who wanted to participate returned an informed consent form, there is no
information about the response rate.
All participants were asked whether they received psychological treatment, and if yes,
which diagnosis was the reason for treatment. Diagnoses of the clinical sample were verified
and therapists communicated DSM-IV diagnoses of the psychiatric patients (because data were
collected before the introduction of the DSM 5). These diagnoses were based on clinical
assessments by experienced psychiatrists and psychologists (clinical interviews and diagnostic
questionnaires). Patients signed an informed consent form, giving permission that their
therapists informed the researchers about their (main) diagnosis. An approved Medical Ethical
Committee determined that this study did not fall under the scope of the Dutch Medical
Research Involving Human Subjects Act (WMO).
Instruments
The Questionnaire of God Representations (QGR; Schaap-Jonker et al., 2008; 2015; Murken,
Möschl, Müller & Appel, 2011) is a 33-item questionnaire that is frequently used in God
representation research (e.g. Braam et al., 2014; Dezutter, Luyckx, Schaap-Jonker, Büssing &
Hutsebaut, 2010; Schaap-Jonker, Schothorst-van Roekel & Sizoo, 2013). It has two dimensions.
The first dimension concerns the feelings that are experienced in relationship to God/ the
divine (e.g. ‘When I think of God, I experience security’), and includes three scales: Positive
Feelings (POS, 9 items, αcl = 0.95, αn-cl = 0.94), Anger (ANG, 3 items, αcl = 0.80, αn-cl = 0.61), and
Anxiety (ANX, 5 items, αcl = 0.88, αn-cl = 0.80). The second dimension taps perceptions of God’s
actions or divine power (e.g. “God rules”) and consists of three scales: Supportive Actions (SUP,
10 items, αcl = 0.95, αn-cl = 0.97), Ruling/Punishing behavior (RULP, 4 items, αcl = 0.86, αn-cl =
0.90), or Passivity (PAS, 2 items, αcl = 0.72, αn-cl = 0.79) which means that God does not act.
Answers were scored on a five-point Likert scale, ranging from (1) ‘does not apply at all’ to (5)
‘does completely apply’. Psychometric qualities of the questionnaire are adequate and
normative data are available for psychiatric patients and the general population, and for
persons who belong to different religious denominations (Schaap-Jonker & EurelingsBontekoe, 2009). A short version, which was constructed on the basis of IRT-analyses, is also
available (Schaap-Jonker et al., 2015). In the current study, participants were instructed to
indicate to which extent they experienced or recognized the feelings towards God and
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statements about God personally. In this way, their chronically accessible, experiential
representations of God were captured (as shown by Zahl, Sharp and Gibson (2013)) in a general
and overarching way (in contrast to a situation-, context-, or time specific way (cf. Fraley,
Hudson, Heffernan & Segal (2015), who distinguish between general and relationship-specific
attachment representations).
To gain more insight into the respondents’ affective state during the past two weeks,
the Dutch Positive and Negative Affect Schedule (PANAS), a 20 item self-report instrument that
was developed by Watson, Clark, and Tellegen (1988), was administered. Positive Affect (PA,
10 items, α = 0.86) reflects the extent to which a person feels enthusiastic, active, energetic,
and alert, being pleasurably engaged with the environment. Negative Affect (NA, 10 items, α =
0.90) is a general factor of subjective distress, with high NA representing feelings of guilt, fear,
hostility, and nervousness, as well as anger, contempt, and disgust. High scores on NA and low
scores on PA characterize depressive patients, whereas anxiety is related to high NA, but has
an unclear association with PA (Clark & Watson, 1991). The Dutch version of the PANAS is a
reliable and valid measure of the constructs of affective state. Normative data are available for
non-clinical and clinical groups (Peeters et al., 1999).
To measure the extent to which religion is significant in the participants’ daily lives, a 5item scale for religious saliency was used (αcl = 0.93, αn-cl = 0.91; Eisinga et al., 2002 p. 26; Eisinga
et al., 2013). Items include: 'My faith is important to me', and 'If I have to take important
decisions my faith plays an important role'. Answers were scored on a five-point Likert scale,
ranging from (1) ‘does not apply at all’ to (5) ‘does completely apply’. Although this scale is
often used in the Netherlands, also in national surveys, it has not been validated, as far as we
know.
In addition, respondents were asked about their age, gender, marital status, education,
religious denomination, frequency of church attendance, as well as main psychiatric diagnosis.
Statistical analysis
To identify types of God representations, cluster analyses were done. With cluster analysis
techniques, data are summarized meaningfully into a small number of groups (or clusters) of
individuals with maximal in-group resemblance and maximal between-group difference in
terms of scoring patterns (Everitt, Landau, Leese & Stahl, 2011 p. 13). Thus, data are divided
into clusters of individuals (in contrast to factor analysis, which aims to cluster groups of
variables) whose means are most similar to those of one’s own group, and most distinct from
those of other groups (Norušis, 2011). Cluster analyses were conducted separately for the
clinical and non-clinical groups and separately standardized subscale scores were used,
because of differences in means on QGR subscales which were related to mental health (cf.
Schaap-Jonker et al., 2008). Using 150 respectively 50 random case orderings, the optimal start
positions for the k-means algorithm were searched, i.e. the smallest within-cluster sums of
squares. These two optimal start positions were used to conduct the k-means SPSS procedure.
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This procedure was repeated for k = 2 to k = 6. Calinski-Harabasz index values were inspected
to determine the most adequate number of clusters.
To test whether differences in clusters of God representations were related to religious
background and to psychopathology as operationalized in affective state, MANOVAs were
done. As most scales showed non-normal distributions and significant Box’s tests revealed
unequal variance-covariance matrices, indicating multivariate heterogeneity of variances, Roy’s
largest root was used, being a statistic robust to unequal sample sizes. Post hoc multiple
comparisons were performed with the Games-Howell procedure (when comparing three
groups or more), as this generally offers the best performance with unequal sample sizes, when
there is doubt about equal group variances and in case one group is smaller than 50. (Field,
2013 p. 459). Effect sizes are expressed in partial eta squared. Standards for interpreting effect
sizes were: partial η2 = 0.01 = small effect, 0.10 = medium effect, 0.25 = large effect (cf. VachaHaasse & Thompson, 2004).
To investigate internal consistency of the scales that were used, reliability analyses were
done (Cronbach’s α).
Respondents who did not report a specific God representation, scoring ‘1’ (‘not at all
applicable’) on all items of the QGR, were excluded from the analyses, because there was no
variance. Often their response to an open question in the qualitative part of the study was that
God does not exist at all.
Participants
Two hundred ninety-seven persons participated in this study. The non-clinical group consisted
of 161 participants, who did not report any psychiatric diagnosis (54.2%). One hundred thirtysix persons (45.8%) were psychiatric patients (clinical group; both inpatients and ambulatory
patients). The following diagnoses were reported as main diagnoses: depressive disorder (16;
11.8%), anxiety disorder (10; 7.4%), obsessive-compulsive disorder (4; 3%), bipolar disorder (2;
1.5%), ASD (3; 2.2%), adjustment disorder (3; 2.2%), schizophrenia (1; 0.7%), identity or
relational problem (4; 3%), personality disorder (PD) NOS (30; 22.1%), avoidant PD (20; 14.7%),
dependent PD (6; 4.4%), borderline PD (4; 2.9%), and obsessive-compulsive PD (3; 2.2%). Thirty
persons (22%) refused to communicate their diagnosis. Characteristics of the two separate
samples are shown in Table 1. Most respondents were female, in middle age, highly educated,
and belonged to a Protestant denomination. On average, they were regular churchgoers to
whom religion was very salient.
Results

Cluster analysis of QGR
The k-means cluster analyses yielded three clusters in the clinical group and two clusters in the
non-clinical group. Subgroups of patients differed significantly on all QGR subscales. Clusters in
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Table 1: Characteristics of non-clinical and clinical sample (N=297)
clinical sample
(n = 136)
Variable
N
%
M
SD
Female
107
78.7
Age
33.10 11.8
[range: 18-67]
Marital status
No partner
60
44.1
With partner
65
47.8
No partner anymore
10
7.4
Education
Low (minimum of 8 years)
Average (minimum of 12 years)
74
54.5
High (minimum of 18 years)
58
42.6
Missing
4
2.9
Religious affiliation
Roman Catholic
6
4.4
Protestant - Oecumenical
29
21.3
Protestant – Reformed (Calvinistic)
40
29.4
Protestant – Orthodox-Reformed
19
14.0
Protestant – Evangelical/ Baptist
29
21.3
Islam
2
1.5
Buddhism/ other spirituality
4
2.9
No religion
5
3.7
Missing
2
1.5
Frequency of church attendance
Never
8
5.9
Less than once a month
18
13.2
Once a month
10
7.4
Every other week
10
7.4
Once on sunday
45
33.1
Twice on sunday
45
33.1
Religious saliency
20.56 4.54

non-clinical sample
(n = 161)
N
%
M
SD
94
58.4
38.81
15.6
[range: 18-83]
32
117
11

19.9
72.7
6.8

1
30
107
23

.6
18.7
66.4
14.3

4
37
52
13
19
5
15
15
1

2.5
23.0
32.3
8.1
11.8
3.1
9.3
9.3
0.6

9
30
11
12
37
62

5.6
18.6
6.8
7.5
23.0
38.5

20.61

4.75

the non-clinical group differed significantly on all QGR subscales, except for Anger towards God
(F(1, 159) = 0.08, p = .779). To facilitate the interpretation and comparison of configurations
within and across mental health subgroups, average subscale score profiles are represented in
Figure 1.
The clinical and non-clinical group shared two configurations of God representations
with a similar profile. In the first common type (represented in Figure 1 by the lines with black
and white triangles), high levels of Positive Feelings and Supportive Actions were combined
with low levels of negative emotions (Anxiety and Anger towards God) and negative
perceptions of God’s actions or power (Passivity). Perceptions of God as Ruling/Punishing were
also a common aspect for both patients and non-patients with this God representation profile.
Because of the relative importance of positive, supportive as well as ruling/punishing aspects
this God representation profile was labeled as Positive-Authoritative God representation type;
with this term, we parallel concepts of parental styles, authoritative parenting involving a
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POS

ANX

ANG

SUP

RULP

PAS

Note. POS = Positive Feelings; ANX = Anxiety; ANG = Anger;
SUP = Supportive Actions; RULP = Ruling/Punishing Actions; PAS = Passivity.
Positive-Authoritative clinical God image type
Positive-Authoritative non-clinical God image type

(n = 67)
(n = 108)

Passive-Unemotional clinical God image type
Passive-Unemotional non-clinical God image type
Negative-Authoritarian clinical God image type

(n = 14)
(n = 53)
(n = 55)

Figure 1. QGI mean score profiles of clusters.

combination of warm parental support with firm, demanding expectations, in contrast to
authoritarian parenting, which combines high levels of demand with a cold, rigid emotional
tone (Nelson, 2009 p. 247; cf. Baumrind, 1991; Gunnoe, Hetherington & Reiss, 1999). Overall,
this Positive-Authoritative profile was found among 58.9% (n = 175) of participants: 49.3% (n =
67) of individuals in the clinical group and 67.1% (n = 108) in the non-clinical group, which
suggests that this configuration of aspects of God representations was more prevalent among
those without any psychiatric diagnosis, than among the psychiatric patients.
The second type of common God representation profile was characterized by low
scores on QGR scales which measure feelings towards God (both positive and negative) and
perceptions of Supportive Actions and Ruling/Punishing Actions, in combination with high
scores on the Passivity scale; in Figure 1, these configurations are represented by the lines with
black and white squares. This profile was labeled as the Passive-Unemotional God
representation type (compare the uninvolved and permissive parenting style; Baumrind, 1991).
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Of the total group, 22.6% (n = 67) showed this profile, 10.3% (n = 14) of the patients and 32.9%
(n = 53) of the non-patients.
Remarkably, both types of God representations share similar levels of Anxiety and
Anger. However, these negative feelings towards God are combined with different levels of the
other aspects of God representations: the Positive-Authoritative configuration combines a high
level of Anxiety and Anger with higher levels of Positive Feelings towards God, higher levels of
Supportive and Ruling/Punishing Actions, and lower levels of Passivity, as compared to the
Passive-Unemotional God image type.
Whereas these latter two God image profiles were found among both psychiatric
patients and non-patients, one configuration was found among psychiatric patients only,
combining high levels of Anxiety and Anger towards God, high levels of Ruling/Punishing
perceptions, and, in contrast to the Positive-Authoritative type, low levels of Positive Feelings
and Supportive Actions. In Figure 1, the line with tilted black squares represents this
configuration. Because of the combination of high levels of negative emotions and strong
perceptions of Ruling/Punishing Actions this cluster was labeled as the Negative-Authoritarian
God representation type (n = 55; 40.4% of the patients, 0 % of the non-patients, and 18.5% of
the total group). As described above, we parallel authoritarian parenting style with this term
(Nelson, 2009; cf. Baumrind, 1991). Note that the levels of Ruling/Punishing perceptions are
similar to those of the Positive-Authoritative type.
Secondary analyses
In order to gain more insight into the psychological and religious background of the participants
with different types of God representations and to relate the cluster solution to external
criteria, various secondary analyses were done. First, we wanted to know who the patients
were who reported the Positive-Authoritative, Negative-Authoritarian and PassiveUnemotional configurations in terms of affective state. Secondly, we analyzed the relationships
between the religious background of all respondents, in particular religious saliency and
religious denomination, and the God representation clusters.
A MANOVA with Positive Affect and Negative Affect as dependent variables and type of
God representation as between-subject factors (fixed factors, N = 3) showed that patients with
different types of God representations significantly differed in terms of affective state (Roy’s
Largest Root = .13, F(2,133) = 8.46, p < .001, partial η2 = .11). Patients with a PositiveAuthoritative type of God representation reported more Positive Affect (M = 31.79, SD = .78,
95% CI = [30.25, 33.33]) and less Negative Affect (M = 26.90, SD = .93, 95% CI = [25.06, 28.73])
than patients with a Negative-Authoritarian type (MPA = 27.76, SD = .86, 95% CI = [26.06, 29.47];
MNA = 31.66, SD = .1.03, 95% CI = [29.63, 33.68]), the latter being more distressed and
depressed (cf. Clark & Watson, 1991). Norm tables suggest that psychopathology of patients
with a Positive-Authoritative type of God representation is mostly characterized by anxiety
(high NA, average PA), whereas patients with a Negative-Authoritarian type mainly suffer from
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depressive pathology (high/very high NA, low PA) (Peeters, et al, 1999; Clark & Watson, 1991).
Patients with the Passive-Unemotional profile did not differ from those with PositiveAuthoritative and Negative-Authoritarian profiles regarding NA and PA.
Both religious saliency and religious denomination were examined in relation to the
different clusters of God representations. An ANOVA with religious saliency as dependent
variable and five clusters of God representations (three clinical clusters and two non-clinical
ones) as fixed factors was significant (F (4,289) = 89.96, p < .001, partial η2 = .56) and showed
that there were significant differences between all types of God representations with large
effect sizes, except between Passive-Unemotional types and between Positive-Authoritative
types. In general, religion was far less important to respondents who reported a passive type
of God representation than to respondents who reported a positive or negative type. Post hoc
multiple comparisons revealed that participants belonging to the general population with a
Positive-Authoritative type of God representation (M = 23.22, SD = 2.34, 95% CI = [22.77,
23.66], p < .001) scored significantly higher on religious saliency than participants belonging to
the general population with a Passive-Unemotional type of God representation (M = 15.36, SD
= 3.98, 95% CI = [14.26, 16.46], p < .001) or than patients with a Passive-Unemotional type of
God representation (M = 12.00, SD = 5.59, 95% CI = [8.77, 15.23], p < .001). Psychiatric patients
with a Positive-Authoritative type of God representation (M = 22.66, SD = 2.35, 95% CI = [22.08,
23.23], p < .001) also scored significantly higher on religious saliency than patients with a
Passive-Unemotional type (M = 12.00, SD = 5.59, 95% CI = [8.77, 15.23], p < .001), and than
patients with a Negative-Authoritarian type (M = 20.19, SD = 3.54, 95% CI = [19.21, 21.16], p <
.001). Patients with a Negative-Authoritarian type (M = 20.19, SD = 3.54, 95% CI = [19.21,
21.16], p < .001) reported a more significant role of religion in their lives than patients with a
Passive-Unemotional type (M = 12.00, SD = 5.59, 95% CI = [8.77, 15.23], p < .001). These
findings are confirmed by Table 2, which shows that respondents who do not belong to a
monotheistic religion and/or indicate that they are not religious at all predominantly report a
Passive-Unemotional type of God representation. Furthermore, Table 2 points out that,
although patients of all religious denominations report Positive-Authoritative and NegativeAuthoritarian types of God representations, only Orthodox-Reformed patients report more
Negative-Authoritarian than Positive-Authoritative types. Orthodox-Reformed patients do this
significantly more than other protestant patients, with a medium effect (chi square = 9.05, df
= 3; Cramer’s V = .28, p < 0.05).
Both the Positive-Authoritative and the Negative-Authoritarian type of God
representations show high levels of Ruling/ Punishing perceptions of God. To gain more insight
into the nature of this image of God as a judge, the content of the Ruling/Punishing scale (RULP)
was explored in relation to type of God representation by means of a MANOVA, which included
the 67 patients with the Positive-Authoritative type and the 55 patients with the NegativeAuthoritarian type. Type of God representation was the between-subjects factor, with the four
items of the RULP scale as the dependent variables. This MANOVA was significant (Roy’s Largest
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Table 2. Types of God representation and religious denomination for the clinical and non-clinical sample
Types of God representation
Religious
Passive
Positive
Negative
Positive
Passive
denomination
(clinical)
(clinical)
(clinical)
(non-clinical)
(non-clinical)
Roman Catholic
Protestant/Ecumenical
Protestant/Reformed
(Calvinistic)
Protestant/OrthodoxReformed
Protestant/ Evangelical
- Baptist
Islam
Buddhism/Other
spirituality/ No religion
Total

Total

2 (33.3%)
4 (13.8%)
0 (0.0%)

3 (50%)
17 (58.6%)
25 (62.5%)

1 (16.7%)
8 (27.6%)
15 (37.5%)

3 (75%)
19 (51.4%)
50 (96.2%)

1 (25%)
18 (48.6%)
2 (3.8%)

10
66
92

0 (0.0%)

5 (26.3%)

14 (73.7%)

10 (76.9%)

3 (23.1%)

32

0 (0.0%)

15 (51.7%)

14 (48.3%)

17 (89.5%)

2 (10.5%)

48

0 (0.0%)
8 (88.9%)

1 (50%)
0 (0.0%)

1 (50%)
1 (11.1%)

5 (100%)
3 (10%)

0 (0.0%)
27 (90%)

7
39

14 (10.4%)

66 (49.3%)

54 (40.3%)

107 (66.9%)

53 (33.1 %)

294

Root = .12, F(4,117) = 3.49, p < .005). Pairwise comparisons showed that patients significantly
differed on only one item, namely ‘God sends people to hell’. Those with a NegativeAuthoritarian type of God representation (M = 3.38, SD = 1.33, 95% CI = [3.03, 3.74]) scored
significantly higher on this item than those with a Positive-Authoritarian type of God
representation (M = 2.63, SD = 1.43, 95% CI = [2.31, 2.95], p < 0.01).
Discussion and conclusions

K means cluster analyses revealed three types of God representations. Two of them were
common to both patients and non-patients: a Positive-Authoritative type (which comprised
positively valenced feelings and cognitions in relationship to God), and a Passive-Unemotional
type (in which perceptions of God’s passivity dominate in combination with relatively low
scores on the QGR scales which measure feelings towards God). A Negative-Authoritarian type
(in which ruling/punishing perceptions of God are associated with strong anxious and angry
feelings towards God) was observed among psychiatric patients only. More than half of all
participants reported the positive configuration of aspects of their God representations and
this profile seems to be overrepresented in the non-clinical sample. The negative configuration
was only found among the psychiatric group only, although more patients reported a PositiveAuthoritative configuration than a Negative-Authoritarian one. These findings support our
hypotheses and suggest that mental health moderates the interactions between different
aspects of God representations (cf. Granqvist, 2014). Probably, those with mental health
problems experience (or report) more religious struggles and negative feelings towards God.
The Passive-Unemotional type of God representation, which we did not expect in terms of
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hypotheses, seems to be reported mainly by those who are not so highly involved in religion.
Religion is less important to them than to respondents with Positive-Authoritative and
Negative-Authoritarian types of God representations. However, only a small number of people
reported this Passive-Unemotional type of God representation, as most participants were
(female) regular churchgoers to whom religion was an essential element of their lives, and our
clinical and non-clinical subsamples were rather homogeneous in this respect. Thus, the
diversity of the Dutch religious culture, ranging from secularized and agnostic individuals to
highly devoted orthodox-reformed Christians (Bernts & Berghuis, 2016), clearly affected our
results, although our sample was not fully representative for this diversity and results could not
be simply generalized to other samples; in fact, they could predominantly be generalized to
samples of Protestants to whom religion is highly salient. Therefore, future studies should
investigate types of God representations and mental health among more diverse subsamples,
both in terms of gender, age, educational level, religious denomination and religious saliency.
God representations of psychiatric patients: clinical implications and prospects for further study
Psychiatric patients showed Positive-, Negative-, and Passive- types of God representations.
Psychiatric patients with the Positive-Authoritative and Negative-Authoritarian configurations
reported comparable mean scores on the Ruling/Punishing subscale. However, when these
scores are interpreted in the context of the configuration, the meaning of comparable high
scores on Ruling/Punishing seems different. In a positive configuration, God’s ruling/punishing
actions have a supportive connotation. God could be described as the King who rules and
guides, maybe even guaranteeing redemption of evil at the end of time and reward of the good,
which is a comforting belief. This positive idea of God as a ruler was also found in earlier studies
(Braam et al., 2008; Schaap-Jonker et al., 2008). However, in a negative configuration God’s
ruling/ punishing actions are experienced as threatening and oppressing, God being
experienced as a wrathful judge or a dictator, who evokes fear of punishment, rejection or
condemnation, because He may send you to hell. In this study, those who report this type of
God representation also suffer from psychopathology – although the cross-sectional nature of
the study prevents causal interpretations of this association. They also report more negative
affects and less positive affects than patients who report a positive type of God representation,
being more distressed and depressed (cf. Clark & Watson, 1991).
The associations mentioned suggest that the burden these patients have to cope with
is relatively high. Therefore, clinicians should pay attention to the existential and/ or religious
aspects of their patients’ pathology. Exploring patients’ religiousness, they should focus on
types or profiles of God representations, not on single aspects, and discuss them with the
patient in relation to her/his specific context and psychic history, in particular to object
relations and/ or attachment style. In this way, the patient may gain insight into psychological
processes (e.g. projection) and contextual factors that affect her/ his dominant type of God
representation, as well as her/his latent types of God representations. Insight may create a
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‘potential space’ for therapeutic growth and recovery. Change of God representations may be
facilitated by implicit interventions, which indirectly change God representations through
changing self-representations, and explicit interventions, which directly address God
representations (Moriarty, 2007; Rizutto & Shafranske, 2013).
The presence of both these positively and negatively valenced types of religious
experience is in line with empirical literature about the relationship between religion and
mental health. For example, although symptomatology and personality pathology are often
associated with predominantly negatively valenced God representations (Braam et al., 2014;
Schaap-Jonker, Eurelings-Bontekoe, Verhagen & Zock, 2002), God representations may also
remain positive, even in case of psychopathology (Bennett, Shepherd and Janca, 2013). This
observation raises the question whether a positively valenced God representation among
psychiatric patients is similar to that of non-clinical subjects, or is related to or a marker of a
specific type of psychopathology, i.e. schizotypal trait/psychotic vulnerability. In other words,
do these positive experiences in relationship to God have a realistic or a magical nature? In line
with results of Unterrainer and colleagues, who found religious and spiritual well-being (RSWB)
to be significantly associated with magical thinking as an indicator of schizotypy, with RSWB
reflecting both positively and negatively valenced aspects of a schizotypal personality
(Unterrainer, Ladenhauf, Wallner-Liebman & Fink, 2011), it could be that positively valenced
experiences in the perceived relationship to God might be a symptom of projection of magical
wishes into the religious domain, and an expression of intolerance of frustration and
aggression, maybe due to a psychotic personality organization (cf. Kernberg, 1975; Kernberg,
2000). More research is needed in this context to investigate whether positively valenced God
representations of patients differ qualitatively from those of non-patients.
Next, more research is needed on potential pathways through which negative types of
God representations as aspects of religiousness/ spirituality may facilitate or harm mental
health. In this regard, Park & Slattery (2013, p. 549-551) point to positive and negative affect
as potential important pathways, among other things. They indicate that religions often
promote spiritually relevant positive emotions (such as love, thankfulness, comfort and
security), positive affect being related to higher levels of religions and spirituality, and to mental
health and emotional well-being. In contrast, specific types of religion may evoke negative
affect, for example because they stress the sinful nature of human beings, which may lead to
feelings of guilt and fear and may increase the risk of depression and anxiety disorders. In the
current study, causal mechanisms in the relationship between positive and negative affect on
the one hand and types of God representations on the other could not be detected. However,
our results concerning religious background fit Park and Slattery’s assumptions: only the
Orthodox-Reformed patients, who belong to churches in which man’s sinfulness and
unworthiness is stressed, in contrast to God’s holiness and righteousness (cf. EurelingsBontekoe & Schaap-Jonker, 2010) report (far) more the negatively valenced God
representation type than the positive type. However, the number of Orthodox-Reformed
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patients was rather small; hence, further studies should investigate the role of (a strict and
orthodox) religious background among larger (sub)samples.
From an attachment perspective, the Positive-Authoritative, Negative-Authoritarian,
and Passive- Unemotional types of God representations could be associated with a
secure/autonomous attachment style with God, an anxious-ambivalent/preoccupied style, and
an avoidant/dismissive attachment style with God, respectively (Granqvist & Kirkpatrick,
2016). Follow-up studies should examine relationships between attachment styles and types
of God representations in the context of religious background.
Value of a person-oriented approach for the study of God representations
In this study, the value of a person-oriented approach, operationalized by means of cluster
analysis, was demonstrated. Because this approach is more nuanced, enabling refined
distinctions concerning (smaller) subgroups, it is more informative and relevant, both in a
scientific and a clinical context. The different meaning of the ruling/punishing aspect of God
representations in different types that was found in the current study underlines the
importance of this approach. By implication, as a scoring pattern is more informative than a
single scale score, we highly recommend the use of scoring profiles rather than separate scales,
both for scientific research and clinical diagnostics (cf. Eurelings-Bontekoe et al., 2008).
Furthermore, as the person-oriented approach does not only provide a framework for
theoretical conceptualizations, but also for problem formulation, research strategy, research
methodology, as well as for the interpretation of findings (Magnusson 1996), we recommend
the use of this approach for the study of God representations, God representations themselves
being conceptualized as multifaceted and dynamic processes, comprising multiple aspects of
psychic functioning, such as cognitive, affective, developmental, social and cultural processes
(see above; cf. Davis, Moriarty & Mauch, 2013; Hall & Fujikawa, 2013; Rizzuto & Shafranske,
2013). In this regard, the person-oriented approach could not only enrich psychology (of
religion) by bridging the gap between more cognitive oriented explorations of God
representations as cognitive constructs (e.g. Gibson, 2007; Lindeman, Pyysiäinen & Saariluoma,
2002) and more affective, attachment based approaches of God representation development
and dynamics (e.g. Davis, Moriarty & Mauch, 2013), but could also facilitate the articulation of
associations between different psychological disciplines such as developmental, social, clinical
and personality psychology, and psychology of religion.
Strengths and limitations of the current study
Strength of the current study is that it combines data of both psychiatric patients and nonpatients. As such, it extends existent literature on religion and mental health, since many
studies that addressed this relationship examined healthy populations rather than including
samples of respondents who meet diagnostic criteria for mental disorders (Park & Slattery,
2013 p. 541). The results of the present study, showing that the Negative-Authoritarian
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configuration of God representations was observed in the clinical sample only, and that the
Positive-Authoritative configuration of God representations occurs less frequent in patients
than in non-patients, emphasize the necessity of taking into account mental health status in
the study of religion in general and God representations in particular (cf. Granqvist, 2014).
However, the current study only uses self-report data (with no information about response rate
or characteristics of non-responders), and has a cross-sectional design which yields descriptive,
correlational results. The instructions regarding the QGR led to measuring the participants’
chronically accessible experiential God representations on an explicit level. More situation- or
context-specific types of God representations should be addressed in follow-up studies, which
could also use other measures, including implicit and qualitative ones (Davis, et al., 2016; cf.
Smith & Conrey, 2007). Furthermore, the why of the current results could not be explained, as
potential pathways or explanatory psychological processes are not included in the research
design. Therefore, to gain more insight into the associations between religion (or God
representations) and mental health (or symptomatology and personality pathology), follow-up
studies should adopt a longitudinal design, and should include more psychological variables
that could explain the associations. For example, dimensional measures of symptomatology or
personality could lead to a more adequate and refined understanding than only a general
measure as affective state. A paper that addresses more in depth the questions about types of
God representations, personality organization, and mental health is in preparation (Van der
Velde, Schaap-Jonker, Eurelings-Bontekoe & Corveleyn, in preparation).
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Chapter 7

Aim of the present study was to examine the relationship between God representations and
mental health from a relational psychological theoretical framework to which attachment
theory (AT) and object relations theory (ORT) both contribute, with explicit attention to
measurement, multiplicity, and the meaning of religious culture. In this final chapter, results
will be discussed and related to the field of psychology of religion, conclusions will be drawn,
and recommendations for follow-up studies and for clinical practice will be made.
Measurement

Data structure and reliability
Because there was a need for self-report measures of God representations that fit a relational
psychological approach and can be used for persons with and without a psychiatric diagnosis,
the Dutch Questionnaire of God Representations (QGR; earlier: Questionnaire of God Images
(QGI) was developed and tested among various samples, predominantly within a Christian
context. Analysis of data structure yielded six scales, which measure an affective and a cognitive
dimension. Feelings towards God/ the divine are tapped by the scales Positive Feelings (POS),
Anxiety (ANX) and Anger (ANG)), and perceptions of Gods acting/ the working of divine power
are measured by Supportive Actions (SUP), Ruling/ Punishing actions (RULP), and Passivity
(PAS)) (Schaap-Jonker, Eurelings-Bontekoe, Jonker & Zock, 2008). This structure of the
questionnaire was also found in other (mainly German) samples, and was confirmed by a
confirmatory factor analysis (Murken, Möschl, Müller & Appel, 2011). Moreover, the division
of feelings towards God in three scales is in line with other factor analytic studies of emotions
towards God, which suggests that there are three groups or basic emotional tendencies (Exline
et al., 2011; Wood et al., 2008; Zahl, Sharp & Gibson, 2013). The first group of positive emotions
towards God includes affection, love, security, closeness and trust, among other feelings. The
second group consists of negative emotions that concern the self in relation with God, such as
fear of being rejected, fear of being punished, guilt, and uncertainty. The third group consists
of negative emotions directed at God, such as anger, disappointment, and dissatisfaction.
When the QGR-scales which tap these basic emotions towards God are related to
content of the scales which measures perceptions of God’s actions, the scales fit into a
relational psychological perspective: they reflect an attachment relationship with God that may
be characterized by closeness, love and affection to a supporting, patient, and protecting God
who is unconditionally open, and/ or by feelings of fear of being rejected or punished by a God
who judges and exerts power, and/or by angry and disappointed feelings because of a God who
does not care, leaving people to their own devices. The shortened version of the QGR (S-QGR)
that was constructed on the basis of the IRT analyses also comprises these aspects, and includes
exactly the items that mostly reflect aspects of attachment relationships, in which God as an
attachment figure functions as a safe haven and a secure base (Schaap-Jonker, Egberink, Braam
& Corveleyn, 2016).
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Internal consistencies of the various QGR-scales were generally good, which indicates
that the QGR consists of strong and reliable scales that are able to differentiate among persons.
In case of POS and SUP, reliability was extremely high, and item content redundancy was
indicated. By implication, shortening of these scales did not result in any significant loss of
information, as these scales measure a latent (quasi) trait with a relatively narrow scope
(Schaap-Jonker, Eurelings-Bontekoe, Jonker & Zock, 2008; Schaap-Jonker, Egberink, Braam &
Corveleyn, 2016).
The QGR is one of the few R/S questionnaires with normative data (and until now, as
far as we know, the only one in the Dutch language area which investigates both positively and
negatively valenced aspects of religiousness, with providing normative data for diverse religious
denominations; cf. Vries-Schot, Pieper & Van Uden, 2012), and is therefore not only usable in
scientific research, but also in clinical practice (Schaap-Jonker & Eurelings-Bontekoe, 2009).
Measurement and mental health
Mental health is related to the measurement of God representations. Not only do psychiatric
patients score higher on negatively valenced (ANX, ANG) and lower on positively valenced (POS,
SUP) aspects of God representations, but the meaning and interpretation of some specific
items measuring aspects of God representations and their association with a scale seem
different for psychiatric patients in comparison with persons without any known psychiatric
diagnosis (Schaap-Jonker, Egberink, Braam & Corveleyn, 2016). Patients seem to experience
and perceive some aspects of God representations differently, as items such as trust,
satisfaction, comfort, strength, growth and trustworthiness functioned in a different way for
patients and non-patients (see chapter 3). This suggests that mental health is not only related
to the content of God representations in a quantitative way (differences in scores, which were
also found in the study on God representations and autism spectrum disorders (ASD) (chapter
4), but also in a qualitative way: results suggest that God representations of patients and nonpatients are qualitatively different (differences in meaning and interpretation). Results of the
cluster analysis study (chapter 5 and 6) support this (see below). To gain more insight into these
qualitative differences and the meaning and interpretations of items of the QGR, more research
is needed. How simply items are worded, their meaning is not unequivocal, and sometimes
researchers should ask supplementary open questions, in order that participants can express
the meaning that items or constructs have to them. Thus, the qualitative difference asks for
mixed method studies, in which quantitative self-report measures are complemented with
qualitative measures and interview data (Davis et al., 2016).
Limitations of measurement with the QGR
As a self-report instrument, the QGR measures explicit God representations, which are the God
concepts and God images which are most readily and consistently activated; it only provides
insight into the God representations that respondents can and want to communicate on a
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conscious level (Gibson, 2007; Hall & Fujikawa, 2013; Sharp et al., 2013). The QGR is not the
most appropriate instrument to measure implicit God representations; for the investigation of
God representations on a more implicit and largely nonverbal level, outside conscious
awareness, other measures are needed (cf. Hall & Fujikawa, 2013; Sharp et al., 2013). However,
several authors argue that ‘self-report measures can be seen as indicators of implicit aspects
of experience’ (Hall, Fujikawa, Hallcrow & Hill, 2009 p. 237) and mention that self-report
measures are regarded as ‘convenient surface indicators of differences in [..] cognitions,
emotions and behavioural tendencies which are partly unconscious…’ (Shaver & Mikulincer,
2002 p. 137). A prerequisite to see self-report measures as valid indicators of implicit processes
is that their relationship to implicit measures can be empirically supported. There are some
studies that examine aspects of God representations more implicitly (e.g. Gibson, 2007; Sharp,
Rentfrow & Gibson, 2017; Yarborough, 2009). In the study of Yarborough (2009), a judgment
speed measure and God Adjective Checklist were both used to investigate God representations
in relation to depression. Results indicated that depressed Christians were slower to access
positive aspects of God representations, and reported experiences of God as both less positive
and more negative than nondepressed Christians. This suggests correspondence between
results of the self-report questionnaire and results of the implicit measure. By implication, the
self-report measure could be regarded as an indicator of the implicit aspects of God
representations. However, judgment speed measures have limitations too, and the debate on
measurement instruments is still going on. Not only are implicit - explicit correlations of
psychological measures generally small (see for instance De Cuyper et al., 2017), but God
representations as dynamic processes vary over time and situations, being often situation- and
context specific, which complicates adequate measurement (see below; cf. Davis, Moriarty &
Mauch, 2013; Fraley, Hudson, Heffernan & Segal, 2015; Smith & Conrey, 2007). Moreover,
implicit and explicit dimensions may have a tense relationship, as there are variations in valence
(positive - negative) and in degree of integration, which also affects measurement (Hall &
Fujikawa, 2013; these authors state that attachment styles may predict the nature and degree
of discrepancy – integration between implicit and explicit layers of God representations).
Therefore, more research is needed.
Multiplicity
God representations are conceptualized as dynamic, multidimensional and multifaceted
mental states, which are context-sensitive reconstructions in a connectionist memory system
(Hall, 2003; Zahl, Sharp & Gibson, 2013; cf. Smith & Conrey, 2007). Therefore, God
representations were conceptualized on the basis of multiple aspects and measured with six
scales (see above).
Multiplicity and mental health
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The different dimensions and aspects of God representations are related to mental health. In
general, psychopathology is associated with more negative and less positive feelings in
relationship to God. In addition, more psychiatric complaints are also related to higher scores
on the Ruling/ Punishing scale (Schaap-Jonker, Eurelings-Bontekoe, Jonker & Zock, 2008;
Schaap-Jonker, Van der Velde, Eurelings-Bontekoe & Corveleyn, 2017). In line with this, specific
psychiatric disorders are related to specific aspects of God representations. Various studies
with the QGR add more details to the multiplicity of God representations in relation to mental
health. In comparison to persons with another psychiatric diagnosis or without any diagnosis,
persons with ASD report more anxiety in relationship with God and more Ruling/ Punishing
perceptions of God’s actions, with less positive feelings and supportive perceptions (SchaapJonker, Sizoo, Schothorst-Van Roekel & Corveleyn, 2013). This anxiety towards God seems to
be characterized by uncertainty, which suggests that the anxiety that these persons experience
in the social domain extrapolates to the religious domain (Schaap-Jonker, Schothorst-van
Roekel & Sizoo, 2012). In contrast, God representations of those who suffer from depressive
symptoms are particularly typified by feeling abandoned by God, with negatively valenced
feelings towards God being related to depression. Although depressive persons also report
Positive Feelings towards God, results suggest that depression is primarily associated with
representations of a passive, detached God who does not take care and makes people feel
forsaken and alone (Braam et al., 2014; Van Vliet, Schaap-Jonker, Jongkind, Van der Velde &
Van den Brink, in press). The more persons suffer from personality disorders, the more they
report anxiety and anger in relationship to God. In comparison with those with other
symptoms, patients suffering from personality pathology with cluster A symptoms experienced
God more as detached and passive, while those with cluster C symptoms mainly experience
God as a judge (Schaap-Jonker, Eurelings-Bontekoe, Verhagen & Zock, 2002). On a structural
level, types of God representations are also related to personality pathology. Among psychiatric
patients, the Negative-Authoritarian God representation type was particularly associated with
a borderline personality organization (BPO), the Passive-Unemotional type with psychotic
personality organization (PPO), and the Positive-Authoritative type with neurotic personality
organization (NPO). Thus, at least in our sample, BPO patients, who have difficulty to integrate
positive and negative experiences of self and others into stable, more or less consistent
representations and suffer from identity diffusion, report a threatening and harsh God
representation type, in which negatively valenced aspects of God representations (ANX, ANG,
RULP) are dominant and positively valenced aspects (POS, SUP) are less prominent. More
vulnerable patients in our sample, functioning at the psychotic border, report a passive and
detached type of God representation (PAS). In contrast, the relatively most stable patients with
a NPO are the ones who predominantly report a type of God representation in which positively
valenced (POS, SUP) and limited aspects (RULP) are integrated (Van der Velde, Schaap-Jonker,
Eurelings-Bontekoe & Corveleyn, submitted for publication).
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Cluster analyses show that the God representations of psychiatric patients are
qualitatively different from non-patients: while a Positive-Authoritative and a PassiveUnemotional type of God representation were found among both subgroups, a NegativeAuthoritarian type of God representation was only found among psychiatric patients (SchaapJonker, Van der Velde, Eurelings-Bontekoe & Corveleyn, 2017). This corresponds to results of
earlier studies, in which psychiatric patients experienced God more as punishing, harsh, and
wrathful than non-patients (Brokaw & Edwards, 1994; cf. Stålsett, Engedal, & Austad, 2010).
Interestingly, the multivariate associations of aspects of God representations that we examined
in the QGR-development and validation study (Schaap-Jonker, Eurelings-Bontekoe, Jonker &
Zock, 2008), are only partly in line with the recently found clusters. The first factor that SchaapJonker et al. (2008) found in the non-clinical sample exactly corresponds to the PositiveAuthoritative type found in de Schaap -Jonker et al. 2017 study, but the second factor in the
non-clinical sample reflects a threatening type of God representation, which is similar to the
Negative-Authoritarian type that was found only among psychiatric patients in the recent
study. Among the psychiatric patients, only factors with a negative nature were found, with the
most important factor reflecting an absence of positively valenced feelings and perceptions
regarding God, and a presence of negative feelings, and only in the second factor a ruling/
punishing, anxiety- and anger-provoking dimension (Schaap-Jonker, Eurelings-Bontekoe,
Jonker & Zock, 2008). However, results are not entirely comparable because of different
methods of analysis, and the role of religious culture should be taken into account as well,
which implies that more research is needed.
The qualitative difference between patients and non-patients does not only concern
their God representations in general, but also specific aspects of God representations, as a
qualitative difference between positively valenced aspects of God representations among
persons with and without psychopathology was found. Only among non-patients and relatively
more stable patients these positive aspects were part of an integrated God representation or
God object relation. Patients with structural personality pathology did report some positive
feelings towards God, but negative affects (Negative-Authoritarian type) and experiencing
distance in relation to God (Passive-Unemotional type) were dominant (Van der Velde, SchaapJonker, Eurelings-Bontekoe & Corveleyn, submitted for publication). Moreover, among patients
with structural personality pathology, more positive feelings were related to more distress,
which suggest that these positive feelings have a compensating nature and function as a
defense mechanism, probably in an idealizing, magical or depersonalizing manner (Van der
Velde, Schaap-Jonker, Eurelings-Bontekoe & Corveleyn, submitted for publication; cf. Goodman
& Manniere, 2008; Granqvist & Kirkpatrick, 2016).
Future studies should replicate the qualitative differences in God representations
between patients and non-patients and explore the degree to which types of God
representations are typical for psychiatric patients in general, or specific to particular groups of
patients. Recently, a cluster analysis of the God representations of depressive patients yielded
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both a Positive-Supportive and a Passive-Distressing type of God representation. While the
former was largely similar to the Positive-Autoritative type, the latter did not correspond to the
Negative-Authoritarian type, because it was not characterized by high scores on
ruling/punishing aspects of God representations, but by high scores on Passivity, Anxiety, and
Anger, expressing the experience of feeling forsaken and abandoned by God (Van Vliet, SchaapJonker, Jongkind, Van der Velde & Van den Brink, in press; these two negatively valenced types
of God representations parallel the distinction that Exline, Grubbs and Homolka (2015) made
between perceptions of God as cruel or as distant). Thus, our findings and the findings of Van
Vliet and colleagues suggest that types of God representations should be investigated in
relationship with specific types of psychopathology, or, taking into account comorbidity and
problems with existing diagnostic (heterogeneous) categories, dimensions of psychopathology
(cf. Kotov et al, 2011; Wright et al., 2013). In this way, both researchers and clinicians gain more
insight into the unique religious experiences, beliefs, and religious struggles of patients with
types of psychiatric disorders, and into the diversity and multiplicity of God representation
types (cf. Exline, Grubbs and Homolka (2015), who found that perceptions of God as cruel were
related to feelings of anger toward God and fear about God’s anger or disapproval, whereas
perceptions of God as distant were particularly associated with doubts about God’s existence).
Multiplicity and multidimensionality
New in the study of God representations, both from a national and international perspective,
was the person-oriented approach, which focuses on scoring patterns within groups and
profiles or types of God representations, rather than on isolated aspects of God
representations. This more comprehensive approach fits the multidimensional
conceptualization of God representations, as discussed in chapter 1. Results show that this
person-oriented approach has added value in the study of God representations: although single
QGR-scale scores are useful for examining God representations and (types of)
psychopathology, a scoring pattern or scoring profile is more informative (cf. Jongkind, Van den
Brink, Schaap-Jonker, Van der Velde & Braam, 2018). The findings about the Ruling/ Punishing
scale most strongly show this added value. To interpret the meaning of the Ruling/ Punishing
aspect in the God representations of psychiatric patients, the combination with other aspects
turned out to be essential. Ruling/ Punishing perceptions of God’s behavior that are associated
with Supportive perceptions and Positive Feelings reflect a stabilizing and supporting type of
God representation (‘God as a King who rules, takes care of you and controls everything, even
when you yourself have no control, with rewarding the good and punishing the bad’; cf.
Khenfer, Roux, Tafani & Laurin, 2017). In contrast, Ruling/ Punishing Perceptions that go
together with less Supportive perceptions and a lot of Anxiety (and Anger) imply a threatening
representation of God as a harsh Judge who may punish and/ or condemn you, sending you to
hell (Schaap-Jonker, Van der Velde, Eurelings-Bontekoe & Corveleyn, 2017). Although religious
culture is also important for the interpretation of the Ruling/ Punishing scale (see below),
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results suggest that the multidimensionality of God representations is crucial in understanding
the meaning of both aspects and types of God representations. Follow-up studies should take
into account these multiplicity and multidimensionality of God representations, both in their
focus and method.
The Positive-Authoritative and Negative-Authoritarian types of God representations
reflect a caring and judging dimension, respectively. In the former type, these dimensions are
integrated and balanced, whereas the judging dimension dominates in the latter, provoking
anxiety. The caring and judging dimensions correspond to the respectively maternal and
paternal aspects of God representations that were reported in the seminal work of Vergote and
colleagues (Vergote, 1997; Vergote & Tamayo, 1981). In their studies among different samples
(of students, delinquents, and schizophrenic patients) in diverse cultures, Vergote and
colleagues found that affective availability was the quality that was mostly viewed as typically
maternal, while power and law primarily qualified the representation of the father as a cultural
construct. In the representations of God, both maternal and paternal qualities were present.
Like the mother, God was seen as unconditionally available and present, but God’s love was
also associated with paternal demands, as law, power, and knowledge typified representations
of God as well (Vergote, 1997 pp. 218-232; Vergote & Aubert, 1972). The similarities between
Vergote’s findings on God representations with maternal and paternal qualities and our results
on the Positive-Authoritative type of God representations, which was present in both a clinical
and non-clinical sample, suggest that, to a certain degree, this type is a universal one (within
the context of a monotheistic religion), and could be found across samples and cultures,
although it is remarkable that in a recent American study among Christians (community sample)
a Principal Component Analysis showed that the benevolent and authoritarian dimensions of
God representations were relatively independent (Johnson, Okun and Cohen, 2015; cluster
analysis on these data could provide more insight into the degree to which these dimensions
are related and integrated for these respondents, with taking into account (developments in)
religious culture). More research is needed in this context, also in samples of psychiatric
patients, as the Negative- Authoritarian type of God representation with its harsh and punishing
characteristics seems atypical for a community sample. Within a theological discourse, the
psychological categories of acceptance/ love and judgment have analogies to categories as law
and grace, and a critical dialogue between psychology (of religion) and theology could give
more insight into the origins, functioning, and meanings of the various types of God
representations, also in the context of religious faith and religious practices.
Multiplicity and types of moderators: the strength of associations
According to Granqvist (2014), the strength of the relationships between religion/ spirituality
and mental health is moderated by 1) aspects of religion, 2) aspects of mental health, and 3)
contextual factors (see chapter 1): when relational aspects of religion, relational aspects of
mental health, and contextual factors such as levels of stress or unavailability of a supportive
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social environment are object of study, stronger associations are found between R/S and
mental health than with general measures of R/S and mental health. A recent meta-review on
God representations and mental health of Stulp and colleagues (under review) confirms the
moderating effect of God representations as relational aspects of religion: effect sizes for the
associations between God representations and mental health were nearly medium (r = .25 to r
= .30), which are stronger than the generally found effect sizes. The correlations and effect
sizes in our studies also range from nearly medium to even above medium; for example, in the
ASD-study partial correlations between Social Interaction, which reflects a relational aspect of
psychopathology, and aspects of God representations range from .25 (or -.25) to .37.
Associations between personality organization and aspects of God representations were even
stronger, with standardized beta coefficients3 increasing to .45. The strength of associations
underlines the relevance of a relational framework for the study of religion and mental health,
in which human beings are assumed to be relational by nature. In this context, God
representations, which reflect the experienced or perceived relationship with God, can be
viewed as core aspects of religiousness, and, therefore, should be at center stage in scientific
research and clinical practice within the context of Western monotheistic religions (cf. Koenig,
King & Carson, 2012 p. 308).
Limitations concerning multiplicity of God representations and mental health and suggestions
for further research
In all the studies that are part of the current dissertation project, the participants’ chronically
accessible experiential God representations on an explicit level were measured in a general and
overarching way. However, within our relational theoretical framework, God representations
are conceptualized as multidimensional and multifaceted processes, which are dynamic,
context-sensitive reconstructions in a connectionist memory system. This conceptualization
implies that the degree to which dimensions are present or dominate psychic experience may
vary across situations, context, and/ or time. Results of a recent study in which the QGR was
administered show that God representations can be primed by prayer, and that positively
valenced God representations, which have been made cognitively (and affectively) accessible,
enhance interpersonal trust – which is also relevant in the context of mental health (MeijerVan Abbema & Koole, 2017). These results confirm our theoretical view on God representations
and suggest that aspects or dimensions of God representations can be made more dominant
in psychic experience by specific interventions or situational or contextual factors. Hence, in

Standardized beta coefficients can be transformed into estimates of correlation coefficients with the formula r = β + 0,5λ
where λ = 0 when β is negative, and λ = 1 when β is nonnegative (Stulp et al, under review)
3

141

Chapter 7

follow-up studies, more situation- or context-specific types of God representations should be
addressed, with modified instructions for completing the QGR (Zahl, Sharp and Gibson, 2013;
cf. Fraley, Hudson, Heffernan & Segal (2015), who distinguish between general and
relationship-specific attachment representations; see also Smith & Conrey, 2007). In this
regard, Smith and Conrey (2007) mention three features of the context that are important to
the content and strength of the representations we activate (and I will apply these features to
the study of God representations between brackets): group memberships (do I belong to God
or His chosen people?), interpersonal relationships (affective quality of the experienced
relationship with God); internal states, including active goals and motives, but also affective
states and moods (motives for religious faith; goals regarding faith development, which may
comprise personal goals such as self-development, and religious goals, for instance a
theocentric attitude). When these contextual factors are involved or even manipulated in
follow-up studies, more insight will be gained into the nature (and function) of God
representations as dynamic, situation- and context specific processes.
All studies with the QGR that investigate God representations in relation to mental
health, being discussed above, are cross-sectional studies, who do not provide insight into
causal relationships. Although there are various theoretical models of causal pathways for
mental health and religion (e.g. Koenig, King & Carson, 2012 p. 308; Park & Slattery, 2013), the
studies that are discussed above can neither support nor contradict these models. Therefore,
follow-up studies should have a longitudinal design and examine causal pathways. They should
also address the question whether and when positively and negatively valenced (types of) God
representations precede, accompany or follow positive mental health (well-being, hope/
optimism, meaning/ purpose, adaptation) or negative mental health (psychopathology).
Interestingly, in other studies on R/S and mental health, the religious/ spiritual variable
preceded or predicted later mental health, and not vice versa: among orthodox Jews, negative
religious coping was a predictor of future depression (Pirutinsky, Rosmarin, Pargament &
Midlarsky, 2011), and meaning in life was a predictor of less future depressive symptoms
among Belgian chronic pain patients (Dezutter, Luyckx & Wachholtz, 2015). Both from a
scientific and clinical view, causal relationships between God representations and mental
health are highly relevant and deserve attention in further research.
Another interesting question for further research concerns the changeability and
stability of types of God representations, both in a non-clinical and clinical context, which was
not investigated in the current studies. There are indications that God representations continue
to evolve and that personal and communal experiences, life stages and developmental
changes, psychotherapeutic treatment, and social context may affect God representations (e.g.
Cheston, Piedmont, Eanes & Lavin, 2003; Chuckwu & Rauchfleisch, 2002; Silverman, Johnson
& Cohen, 2016; Tisdale et al., 1997; Thomas, Moriarty, Davis & Anderson, 2011). However,
more research is needed, also because most studies on the effect of treatment on God
representations offer only pilot data and lack a control group. From a clinical perspective, we
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want to know whether changes in God representations precede or follow changes in
psychopathology, and whether it adds any value in terms of recovery and treatment result
when God representations are direct focus of attention in psychotherapy.
The degree of stability and changeability of God representations might vary among
specific aspects of God representations. In an exploratory study among psychiatric and
addicted patients, Van Welie (2017) found that Anxiety towards God and Passivity were most
sensitive to change over a period of three months; for the other QGR-scales no significant
differences between pre- and posttest scores were found. In this context, it could be relevant
that God representations are studied in relation to both trait and state aspects of psychological
functioning (Stulp et al., under review); specific aspects of God representations may function
like (more stable) traits and other ones like (more variable) states. More research is needed in
this regard.
In the current dissertation, the presence or absence of psychopathology was an
important operationalization of mental health, as well as the degree to which specific
psychiatric symptoms or pathological defense mechanisms were present or absent. However,
mental health is more than the absence of psychiatric symptoms or psychiatric disorders, and
also involves positive dimensions such as psychological well-being, hope and optimism,
meaning and purpose, and coping, adaptation and resilience (cf. Koenig, King & Carson, 2012 p
308). Recent developments towards a more recovery-oriented mental health care system
highlight these positive dimensions of mental health, arguing that recovery goes beyond relief
or remission of psychiatric symptoms and outcome of treatment, and is more concerned with
a sense of meaning in life and personal comfort (Van Gestel- Timmermans, Van den Bogaard,
Brouwers, Herth & Van Nieuwenhuizen, 2010; Rudnick, 2013). Follow-up studies should
address these dimensions of mental health in relation to God representations.
Meaning of religious culture

God representations are not only related to psychological variables and mental health, but also
to religious culture. Respondents belonging to different religious denominations (Roman
Catholic, Mainstream Protestant, Protestant-Conservative, Orthodox-Reformed and
Evangelical/Baptist) reported different scores on the six scales of the QGR (Schaap-Jonker,
Eurelings-Bontekoe, Jonker & Zock, 2008); other studies also found associations between
religious background and dimensions of God representations (e.g. Eurelings-Bontekoe,
Hekman-Van Steeg & Verschuur, 2005; Noffke & McFadden, 2001; Silverman, Johnson &
Cohen, 2016). However, when we examined both mental health and an orthodox religious
(Protestant) culture in relation to aspects of God representations, among psychiatric patients
only perceptions of God’s actions as supportive were associated with religious culture, with
more orthodox Protestant patients scoring higher on this scale (Van der Velde, Schaap-Jonker,
Eurelings-Bontekoe & Corveleyn, submitted for publication). In a previous study among patients
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with a personality disorder, we also found only one cognitive aspect related to religious culture:
Orthodox patients reported more Ruling/ Punishing perceptions than other patients, with no
differences in aspects of personality pathology (Schaap-Jonker, Eurelings-Bontekoe, Verhagen
& Zock, 2002). In contrast, among respondents without any reported psychiatric diagnosis, the
more orthodox respondents scored higher on all aspects of God representations than those
who were not orthodox, except on Anger (no significant association) and Passivity, on which
they scored lower, viewing God as less passive and more involved (Van der Velde, SchaapJonker, Eurelings-Bontekoe & Corveleyn, submitted for publication). In another study with the
QGR, orthodox reformed non-patients experienced more anxiety and anger towards God than
Pentecostal non-patients, and this effect was not mediated by personality or psychological
distress: negative feelings towards God were best predicted by psychological distress, and
church denomination appeared to be the second best predictor (Eurelings-Bontekoe, HekmanVan Steeg & Verschuur, 2005).
Taken together, results suggest that both psychological experience and religious culture
are related to God representations, but that in case of psychopathology, many variations in
God representations that are related to religious culture disappear, especially in feelings
towards God; perceptions of God’s actions seem to be more robust in this regard. It could be
that the psychological distress that accompanies psychiatric disorders diminishes the effect of
religious culture on God representations. The difference between feelings towards and
perceptions of God can be explained within a relational theoretical framework, as cognitive
understandings of God seem to be more learned by head and the emotional understandings
are more learned by heart. The latter largely have their origins within individuals’ object
relations and internal working models, which are often colored by negative experiences in early
relationships and negative affect in case of psychopathology. Other studies are largely in line
with this interpretation, and suggest that especially the perceptions of God’s actions as ruling/
punishing/ judging have little association with psychiatric symptomatology or state of mind
(Flannelly, Galek & Koenig, 2010). In a recent meta-review, Stulp and colleagues (under review)
found that the dimension of God control, which corresponds to the ruling/ punishing
dimension, has a neutral affective quality, which could point to cultural factors. Johnson and
colleagues (2015) reported that authoritarian representations of God were not related to
attachment style with God, in contrast to benevolent representations of God, which were
associated with a secure attachment style (although attachment to God was measured in a very
limited way). However, the picture seems to be more complex, as our recent findings suggest
that religious culture is related to both ruling/ punishing perceptions and feelings towards God:
on the level of the clusters, Orthodox protestant patients report significantly more NegativeAuthoritarian than Positive-Authoritative types of God representations than patients of other
denominations (Schaap-Jonker, Van der Velde, Eurelings-Bontekoe & Corveleyn, 2017). For
these patients, the Ruling/Punishing aspect of the God representation is mainly related to
anxious and angry feelings towards God; for Orthodox Protestants in general, high scores on
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Ruling/ Punishing perceptions of God are not necessarily associated with anxiety (SchaapJonker, Eurelings-Bontekoe, Jonker & Zock, 2008). In a previous study, orthodox patients with
ASD also reported more anxiety towards God, which was related to feelings of guilt, besides
the feelings of anxiety and uncertainty in relationship with God that all ASD patients reported
(Schaap-Jonker, Schothorst-van Roekel & Sizoo, 2012). These complexities ask for more
research in which both psychological and cultural dimensions are investigated; longitudinal
studies on the interaction effects of religious culture and mental health are needed.
The importance of religion in daily lives (religious saliency) may vary across religious
(sub)cultures. For example, while church involvement and a positive identification with the
church and its taught faith is low among Dutch Roman Catholics, Dutch orthodox protestants
score highly on these parameters, with a high score on church attendance and prayer (cf.
Schaap-Jonker, Eurelings-Bontekoe, Jonker & Zock, 2007; Sengers, 2005). In three of our
studies, the importance of religion was measured. In general, the higher individuals scored on
religious saliency, the more positively valenced aspects of God representations were present
(Schaap-Jonker, Eurelings-Bontekoe, Jonker & Zock, 2008); this also applied to respondents
with ASD (Schaap-Jonker, Sizoo, Schothorst-Van Roekel & Corveleyn, 2013). In addition,
religious saliency was related to more ruling/ punishing perceptions of God, less perceptions of
God’s passivity, and less anger (Schaap-Jonker, Eurelings-Bontekoe, Jonker & Zock, 2008).
Associations with type of God representation had the same direction. On average, respondents
with high scores on religious saliency, both patients and non-patients, reported a PositiveAuthoritative type of God representation, and those with low scores reported a PassiveUnemotional type. Patients with a Negative-Authoritarian type of God representation reported
lower mean scores on religious saliency than patients with a Positive-Authoritative type, but
higher than patients with a Passive-Unemotional type (Schaap-Jonker, Van der Velde, EurelingsBontekoe & Corveleyn, 2017). Thus, God representations do not only differ to the degree to
which certain psychological characteristics or aspects of mental health are present, but also to
the degree to which religion is an essential factor in people’s lives, which is an aspect of religious
culture. The more religion is important and salient to people, the more they experience
positively valenced aspects of God representations, and reflect ‘rest-religiosity’ (Hvidt,
Hvidtjørn, Christensen, Nielsen & Søndergaard, 2017), even when they suffer from psychiatric
disorders. These findings support the difference that Hvidt and colleagues (2017) make
between religious and secular societies regarding the two opposing epidemiological forces of
restful and crisis religiosity and the implications for sample selection and inclusion of religious
respondents (see chapter 1).
Limitations
The current study was performed among Dutch religious individuals. Most of them were
Protestants, and religion was highly salient to them, on average. However, the Dutch religious
context is quite diverse and ranges from secular and agnostic to orthodox ways of believing,
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with people reporting personal, nonpersonal and unknowable God representations
(Laarhoven, Schilderman, Vissers & Verhagen, 2010; Van der Lans, 2001). Only twenty-five
percent of Dutch inhabitants consider themselves to be Christians, and fourteen percent are
theistic believers (Bernts & Berghuis, 2016). Although there were good reasons to focus on
these specific religious samples, as was explained in chapter 1, it is obvious that this bias limits
the generalizability of our results. It is interesting to examine associations between God
representations and mental health among respondents with other religious backgrounds or
belonging to other religious (sub)cultures. From empirical studies on prayer we know that also
less religious or nonreligious people in the Dutch and Belgian secularized societies still practice
praying (Bänziger, Janssen & Scheepers, 2008; Dezutter, Luyckx, Schaap-Jonker, Büssing&
Hutsebaut, 2010). Although the extent to which God representations are involved varies across
different forms of prayer, results show that these praying activities have a function for mental
health that is associated to religious coping and meaning making (see also Bänziger, Van Uden
& Janssen, 2008). It would be interesting to explore God representations and their functions
for mental health within more secularized samples and among people who belong to different
religious traditions. Stulp and colleagues (under review) argue that the study of God
representations should be reduced to theistic religions. However, in my opinion, the way in
which people relate to and represent the divine or the sacred could be investigated in nontheistic religious contexts too (see also chapter 1; cf. Augustyn, Hall, Wang & Hill, 2017). The
affective quality of this way of relating could be measured with the QGR-dimension of feelings
towards God. Whether the dimension of perceptions of God’s actions is adequate to tap
perceptions of the working of a divine power should be determined on the basis of the
theological characteristics of the non-theistic religion concerned.
Towards an applied psychology of religion: recommendations for clinical practice
Pargament and colleagues (2013) stress that psychology of religion should not only be a
science, but also an empirically based applied field. Religion and spirituality (R/S) can be both a
source of problems, leading to other psychological, social, and physical problems, as well as a
source of solutions to problems, offering people pathways to reach their destinations and tools
for making meaning of struggles with human limitations and finitude. Therefore, R/S issues –
and, thus, God representations - deserve attention in mental health care, also because
interventions in which R/S are integrated have shown promising results (Griffith, 2010; MurraySwank & Murray-Swank, 2013; Weber & Pargament, 2014; cf. Rosmarin, Pargament, Pirutinsky,
& Mahoney, 2010). In this context, Pargament and colleagues (2013) recommend that
researchers focus on specific forms of R/S within specific cultures and context, rather than
studying R/S in general, and choose research methodologies that make it easier to translate
scientific results to professional contexts. Results of our studies could be applied to clinical
practice, with implications for assessment and treatment in mental health care. Not only
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mental health care professionals, but also spiritual caregivers and pastors or pastoral
counselors may find it useful to explore and work with the content, function and dynamics of
God representations in relation to mental health.
Assessment of God representations
During the diagnostic stage of treatment, clinicians may explore to what extent positively
valenced (types of) God representations (or benevolent God representations) are present, to
examine the degree to which God representations function as ‘religious resources’ that provide
comfort and support and can be important adjuncts to the treatment process. Clinicians may
also explore to what extent negatively valenced (types of) God representations, which indicate
religious struggles, are present or could be made present in psychic experience (cf. Phillips &
Stein, 2007). The QGR can be used as a diagnostic instrument in this regard. Norm groups are
available for mental health status and different religious backgrounds (Schaap-Jonker &
Eurelings-Bontekoe, 2009). A scoring file to calculate scale scores, mean item scores for each
scale, and to create profiles (graphics) of all mean items scale scores is provided (SchaapJonker, 2017). It is important to note that client’s formulations and interpretations of their
feelings and perceptions in relationship to God could be different from those of their therapists
or caregivers (cf. Schaap-Jonker, Egberink, Braam & Corveleyn, 2016). Therefore, clinicians
should investigate the meaning that clients’ words or responses have and ask for explanation,
examples of situations, and contexts. In addition to self-report or survey instruments, other
instruments can be used to assess God representations, such as sentence completion tests,
which provide qualitative data (e.g. the God Image Sentence Blank; Moriarty, 2006). As a
projective test, these tests may also give insight into more implicit dimensions of God
representations (Moriarty & Davis, 2012). Moriarty (2006) also describes a God image
assessment interview, which gives specific information on God representations in the context
of the client’s personal and spiritual history.
As described earlier, instructions of diagnostic measures could be modified to gain
insight into different dimensions or types of God representations. To assess implicit dimensions
of God representations with the QGR, measurement instructions should not reflect the
question: ‘how do you experience or perceive God’, but ‘how does God experience or perceive
you?’. Answers on the latter question reveal specific self-representations, and God
representations that are complementary to these self-representations can be viewed as
indications of implicit dimensions of God representations. For instance, when a client who
stresses God’s love and mercy on an explicit level is asked how God sees her, she may give
answers that reflect anxiety for abandonment and guilt. These answers reflect implicit
dimensions of God representations with demanding and unsafe aspects.
God representations in therapy
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Various therapeutic approaches can be used when clinicians give attention to God
representations in the context of treatment, and several resources are available. For example,
in the ‘God Image Handbook’, specific interventions are described on the basis of attachment
therapy, time-limited dynamic psychotherapy, rational emotive behavior therapy and other
therapeutic approaches (Moriarty & Hoffman, 2007; cf. Moriarty & Davis, 2012). From a
relational theoretical framework, dynamic-interpersonal approaches seem most appropriate,
especially for complex or chronic difficulties regarding God representations (cf. Moriarty &
Davis, 2012). Within these approaches, the focus is on experience, and corrective emotional
experiences and insights into relational maladaptive patterns are regarded as means to achieve
change in interpersonal patterns (Alexander & French, 1946; Levenson, 1995). In the context
of God representations, this means that the client gains new experiences and understandings
of self and therapist during therapy, which may be generalized to new experiences and
understandings of self and God representation. For example, the acceptance, empathy and
compassion of the therapist, which the client learns to internalize during therapy, and that form
the basis of new, security-based self-representations, may symbolize the acceptance, empathy
and compassion of the God who is believed in, and may result in more benevolent and
supportive God representations (Moriarty, 2006; Moriarty & Davis, 2012). Thus, just like
negative interpersonal experiences during early adulthood may have resulted in negatively
valenced (types of) God representations new, positive interpersonal experiences may affect
religious experiences and perceptions in the context of therapy (cf. Rizutto, 1979). To bring
about changes into representations of God, (problematic) themes in God representations can
be related to repetitions of these themes in the therapeutic relationship, and in a client’s
current and past relationships (cf. Strength’s (1998) square of a person which expands
Menninger’s (1958) triangle of person; see also Stålsett, Engedal, & Austad, 2010). Techniques
such as internalization through transference and interpretation, and identification and address
of defense mechanisms that (also) play a part in relationship with God may be used, which may
lead to shifts in implicit relational knowledge and representations (Moriarty, 2006; cf. Jones,
1991; Lyons-Ruth et al., 1998). However, shifts in implicit relational knowledge and
representations often take a lot of time, which is at odds with trends in mental health care
towards more short-term treatments. Therefore, provision of new experiences and
understandings of self and other, which may be generalized to new experiences and
understandings of self and God representations, could also be regarded as a challenge for
pastoral care for and religious communities, in which, from a theological perspective, human
qualities of a pastor or church member might not only symbolize, but even represent God’s
actions or character (cf. Immink’s (2005) remarks on the performative dimension in religious
communication).
Cognitive-behavioral approaches, which address the maladaptive schemas or core
beliefs that give rise to and maintain difficulties, can also be applied to God representations,
especially when they are used in ways that involve both cognition and emotion, and include
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experiential techniques (Moriarty & Davis, 2012). In the clinical literature, automatic thought
interventions, schema interventions, cognitive error interventions, imaginary techniques, and
bibliotherapy are described (Moriarty, 2006; Moriarty & Davis, 2012; Thomas, Moriarty, Davis
& Anderson, 2011), which each aim to provide a corrective emotional experience in
relationship with God. It hardly needs saying that treatment should fit the specific pathology of
clients, both regarding content (e.g. feelings of being abandoned by God in case of depression,
and feelings of anxiety and uncertainty in case of autism) and approach (cf. recommendations
of Van der Velde and colleagues (submitted) for PPO/ BPO/ NPO). With regard to approach,
Rizzuto (2017) points to the importance of the mentalizing function: conscious mentalization is
a prerequisite for ‘a sense of representingness’ (Bogdan, 2005), and for understanding the
symbolic and referential nature of God representations (cf. Schaap-Jonker, 2011; SchaapJonker & Corveleyn, 2014). To facilitate change in a client’s God representations, clinicians
should avoid a one-size-fits-all approach. Instead, they should select those formats, approaches
and techniques from a variety of psychotherapeutic approaches and techniques that are most
likely to unravel the different dimensions of the client’s God representations and their
psychological origins and functions. In this way, they may contribute to new perspectives,
insights, meanings and hope in clients’ experienced relationships with God (cf. Moriarty &
Davis, 2012; Pruyser, 1986).
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SUMMARY

Summary

In recent years, there has been an increased scientific and clinical interest in the relationships
between religion and spirituality (R/S) and mental health. Although studies examining R/S and
mental health generally show positive associations, the relationship seems complex and more
differentiated among and between various subgroups: often the link between R/S and mental
health is positive but weak, sometimes it is stronger, but sometimes it is negative. The link
between religion and mental health seems to be moderated by aspects of R/S, aspects of
mental health, and contextual factors, with relational aspects of religion (e.g. belief in a
personal, loving God) being most strongly linked to mental health, and relational aspects of
mental health being most consistently linked to religion. Contextual factors, such as the level
of stress, also have influence on the strength of the associations between R/S and mental
health.
Given the complexities, differentiation, and moderation, aim of the current dissertation in
psychology of religion was to examine the relationship between God representations and
mental health from a theoretical framework of relational psychology, to which attachment
theory and object relation theory both contribute, with sensitivity for different (sub)cultures
and religious traditions. Main question was how multiple aspects of God representations are
related to and qualified by mental health (or mental illness) and whether God representations
of psychiatric patients are qualitatively different from those in a community sample, i.e. without
a reported psychiatric diagnosis. The project consisted of several subprojects, in which
measurement, multiplicity and differentiation, and the meaning of religious culture were
important topics.
In chapter 1, a general introduction into the field of God representations and mental health is
given from the framework of a relational psychology of religion, with attention to
conceptualization and operationalization of God representations, and the role of religious
culture.
Chapter 2 reports the development and validation of the Dutch Questionnaire of God
Images (QGI) (later: Questionnaire of God Representations (QGR). To be able to study God
representations and mental health in the Netherlands, we needed a valid and reliable
measurement instrument. Starting point were Murken’s Skalen zur Religiösen Beziehung
[Scales of religious relationship], a self-report questionnaire which taps the mental
representations underlying how people experientially relate with their God and how they
cognitively or doctrinally view this God (or divine power) by measuring feelings towards God/
the divine, and perceptions of Gods acting or the working of divine power. These scales were
translated and validated among people from the general population and people with a
psychiatric diagnosis, belonging to various Christian subcultures. Analysis of data structure
yielded six scales, which measure an affective and a cognitive dimension. Feelings towards God/
the divine were tapped by the scales Positive Feelings (POS), Anxiety (ANX) and Anger (ANG)),
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and perceptions of Gods acting/ the working of divine power were measured by Supportive
Actions (SUP), Ruling/ Punishing actions (RULP), and Passivity (PAS).
In chapter 3, the QGI was examined and refined by means of an item response theory
(IRT) analysis, to be better able to discriminate among respondents on the basis of their mental
health status, differentiating between emotional and cognitive aspects of God representations.
IRT modeling gives more insight into the functioning of individual items and scales, the relation
between construct scores (in our study God representation scores) and item endorsement, and
the functioning of individual items among different samples. Hence, IRT analysis enabled us to
examine whether items on God representations had a qualitatively different meaning for
groups that differ on mental health status. On the basis of the results of the IRT analysis, a
shorter version of the questionnaire was developed, which can be applied in (epidemiological)
survey studies.
God representations have been studied in relation to several types of psychiatric
disorders, such as depression and personality pathology. In chapter 4, these studies are
expanded by investigating aspects of God representations in relation to a specific type of
psychopathology, namely autism spectrum disorders (ASD). Impairment of relational capacities
and a higher level of stress characterize ASD. By implication, it could be assumed that God
representations make use of processes that are thought to be limited or delayed in case of ASD,
and differences could be expected between God representations of those with and those
without ASD. In the first decennium of the 21st century, however, when the current study was
developed and conducted, no other empirical study had been done in which individuals with
ASD themselves were asked about their religiousness in general and God representations in
particular to test this assumption. Results showed that, in comparison to persons with another
psychiatric diagnosis or without any diagnosis, persons with ASD reported more anxiety in
relationship with God and more Ruling/ Punishing perceptions of God’s actions, with less
positive feelings and supportive perceptions. The more autistic traits were reported, the more
anxiety towards God and ruling/punishing perceptions were reported.
In chapter 5 and 6 the questions of meaning and multiplicity were pursued from a personoriented approach. In chapter 5, aim was to identify different types of God representations
among diverse subgroups of psychiatric patients and non-patients. Thus, focus was not so much
on how different aspects of God representations were related to different aspects of mental
health, as in the study on God representations and ASD (variable-oriented approach), but
rather on how different aspects of God representations were interrelated (or configured) and
function within individuals, and whether mental health status was associated with qualitatively
different types of God representations. Cluster analyses showed that the God representations
of psychiatric patients were qualitatively different from representations of non-patients: while
a Positive-Authoritative and a Passive- Unemotional type of God representation were found
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among both subgroups, a Negative-Authoritarian type of God representation was only found
among psychiatric patients.
Subsequently, in chapter 6 we examined the associations between different types of
God representations, personality organization, and religious culture, to gain more insight into
psychological and cultural factors that were related to diverse types of God representations.
Among psychiatric patients, the Negative-Authoritarian God representation type was
particularly associated with a borderline personality organization (BPO), the PassiveUnemotional type with psychotic personality organization (PPO), and the Positive-Authoritative
type with neurotic personality organization (NPO).
In chapter 7, conclusions were drawn, results were discussed and related to the field of
psychology of religion, and recommendations for follow-up studies and for clinical practice
were given.
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In de afgelopen jaren is de aandacht voor de relaties tussen religie en spiritualiteit (R/S) en
geestelijke gezondheid toegenomen, zowel vanuit wetenschappelijk als vanuit klinisch
perspectief. Hoewel studies naar R/S en geestelijke gezondheid over het algemeen positieve
verbanden laten zien, zijn deze verbanden complex en liggen ze gedifferentieerd binnen tussen
verschillende subgroepen. Vaak zijn de associaties tussen R/S en geestelijke gezondheid positief
maar zwak, soms zijn deze sterker, maar soms zijn ze ook negatief. De relatie tussen religie en
geestelijke gezondheid lijkt gemodereerd te worden door aspecten van R/S, aspecten van
geestelijke gezondheid, en door contextuele factoren, waarbij relationele aspecten van religie
(zoals bijvoorbeeld geloof in een persoonlijke, liefhebbende God) het sterkst verbonden zijn
met geestelijke gezondheid, en relationele aspecten van geestelijke gezondheid het meest
consistent samenhangen met religie. Contextuele factoren zoals het stressniveau beïnvloeden
de sterkte van de associaties tussen R/S en geestelijke gezondheid eveneens.
Vanwege de hierboven beschreven complexiteiten, differentiatie, en moderaties is het doel
van deze godsdienstpsychologische dissertatie om de relatie tussen godsrepresentaties, als
relationele aspecten van religie, te onderzoeken in relatie tot geestelijke gezondheid. Dit
gebeurt vanuit een relationeel-psychologisch theoretisch kader, waaraan de
gehechtheidstheorie en objectrelatie theorie beide bijdragen, en met sensitiviteit voor
verschillende (sub)culturen en religieuze tradities. Centrale vraag is hoe meerdere aspecten
van godsrepresentaties gerelateerd zijn aan en gekwalificeerd worden door mentale
gezondheid (of psychische ziekte) en of godsrepresentaties van psychiatrische patiënten
kwalitatief verschillen van de representaties van mensen in steekproef vanuit de algemene
bevolking, dus zonder psychiatrische diagnose. Het project bestaat uit verschillende
deelprojecten, waarin het meten van, de meervoudigheid en differentiatie van, alsook de
betekenis van de religieuze cultuur voor godsrepresentaties belangrijke aandachtspunten zijn.
In hoofdstuk 1 wordt een algemene introductie in het veld van godsrepresentaties en
geestelijke gezondheid geboden vanuit het perspectief van een relationele
godsdienstpsychologie. Aan de orde komen onder meer de conceptualisering en
operationalisering van godsrepresentaties en de rol van de religieuze cultuur.
Hoofstuk 2 doet verslag van de ontwikkeling en validering van de Nederlandse
Vragenlijst Godsbeeld (VGB) (later: Vragenlijst Godsrepresentaties). Om godsrepresentaties en
geestelijke gezondheid in Nederland te kunnen onderzoeken, was een valide en betrouwbaar
meetinstrument nodig. Uitgangspunt hiervoor vormde Murken’s Skalen zur Religiösen
Beziehung, een self-report vragenlijst die de mentale representaties meet die onderliggend zijn
aan de manier waarop mensen zich gevoelsmatig verhouden tot God en de wijze waarop ze
deze God (of goddelijke macht) zien vanuit cognitief of leerstellig perspectief. Daarvoor worden
respondenten zowel bevraagd over hun gevoelens ten opzichte van God/ het goddelijke, als
over hun percepties van Gods handelen of de werking van een goddelijke macht. De schalen
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zijn vertaald en gevalideerd bij mensen vanuit de algemene bevolking en mensen met een
psychiatrische diagnose die tot verschillende Christelijke subculturen behoorden. Analyse van
de datastructuur leverde zes schalen op, die een affectieve en cognitieve dimensie meten.
Gevoelens ten opzichte van God werden gemeten door de schalen Positieve Gevoelens (POS),
Angst (ANG), en Boosheid (BOO), en percepties van Gods handelen of de werking van een
goddelijke macht werden gemeten door Ondersteunend Handelen (OSH), Heersend/ Straffend
Handelen (HSH), en Passiviteit (PAS).
In hoofdstuk 3 wordt de VGB nader onderzocht en verfijnd door een item respons
theorie (IRT) analyse, om daardoor beter onderscheid te kunnen maken tussen respondenten
op basis van hun mentale gezondheid, waarbij gedifferentieerd wordt tussen emotionele en
cognitieve aspecten van godsrepresentaties. IRT modellen geven inzicht in het functioneren
van individuele items en schalen, de relaties tussen construct scores (in onze studie
godsrepresentatie scores) en item endorsement (mate waarin items bevestigend beantwoord
worden), en het functioneren van individuele items binnen verschillende steekproeven. Met
behulp van IRT analyse kunnen we dus onderzoeken of items over godsrepresentaties een
kwalitatief andere betekenis hebben voor groepen die verschillen met betrekking tot
geestelijke gezondheid. Op basis van de resultaten van de IRT analyses is een verkorte versie
van de Vragenlijst Godsbeeld ontwikkeld, die gebruikt kan worden in (epidemiologische) survey
studies.
Godsrepresentaties zijn onderzocht in relatie tot diverse psychiatrische stoornissen,
zoals depressie en persoonlijkheidspathologie. In hoofdstuk 4 wordt de studie van godsbeelden
en autisme spectrum stoornissen (ASS) hieraan toegevoegd. Beperkingen van relationele
capaciteiten en hogere stressniveaus kenmerken ASS. We kunnen daarom veronderstellen dat
godsrepresentaties gebruik maken van processen die hoogstwaarschijnlijk beperkt of vertraagd
ontwikkeld zijn bij ASS, en daarom kunnen verschillen in godsrepresentaties verwacht worden
tussen mensen met en zonder ASS. In het eerste decennium van de eenentwintigste eeuw,
toen deze studie opgezet en uitgevoerd werd, was er echter nog geen empirisch onderzoek om
deze assumpties te testen waarin mensen met ASS zelf bevraagd werden over hun religiositeit
of geloofsbeleving in het algemeen en godsrepresentaties in het bijzonder. Resultaten lieten
zien dat mensen met ASS meer angst in relatie tot God rapporteerden en meer heersend/
straffende percepties van Gods handelen, met minder positieve gevoelens en ondersteunende
percepties dan mensen met een andere psychiatrische diagnose of zonder diagnose. Hoe meer
autistische trekken gerapporteerd werden, des te meer angst ten opzichte van God en
heersend/straffende percepties gerapporteerd werden.
In hoofdstuk 5 en 6 worden de vragen naar betekenis en meervoudigheid benaderd vanuit een
persoonsgeoriënteerde benadering. In hoofdstuk 5 was het doel om verschillende typen
godsrepresentaties te identificeren bij diverse subgroepen van psychiatrische patiënten en
niet-patiënten. De focus lag dus niet zozeer op hoe verschillende aspecten van
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godsrepresentaties gerelateerd waren met verschillende aspecten van mentale gezondheid,
zoals in de studie over godsrepresentaties en ASD (variabele-georiënteerde benadering), maar
meer op hoe verschillende aspecten van godsrepresentaties onderling verbonden waren (of
geconfigureerd) en functioneerden binnen individuen, en of mentale gezondheid samenhing
met kwalitatief verschillende typen godsrepresentaties. Cluster analyses lieten zien dat de
godsrepresentaties van psychiatrische patiënten kwalitatief verschillend waren van de
representaties van niet-patiënten: waar een positief-autoritatief en een passief-emotieloos
type godsrepresentaties bij beide subgroepen gevonden werden, werd een negatief-autoritair
type godsrepresentatie alleen bij psychiatrische patiënten gevonden.
Vervolgens onderzochten we in hoofdstuk 6 de associaties tussen verschillende typen
godsrepresentaties, persoonlijkheidsorganisatie, en religieuze cultuur, om meer inzicht te
krijgen in de psychologische en culturele factoren die verbonden zijn met diverse typen
godsrepresentaties. Bij psychiatrische patiënten bleek het negatieve-autoritaire type
godsrepresentatie vooral verbonden te zijn met een borderline persoonlijkheidsorganisatie
(BPO), het passief-emotieloze type met een psychotische persoonlijkheidsorganisatie (PPO), en
het positief-autoritatieve type met een neurotische persoonlijkheidsorganisatie (NPO).
In hoofdstuk 7 worden conclusies getrokken, resultaten bediscussieerd, en verbonden met het
veld van de godsdienstpsychologie. Ook worden aanbevelingen gegeven voor vervolgstudies
en voor de klinische praktijk.

164

DANKWOORD

Dankwoord
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relationeel, en zoals Donald W. Winnicott stelt dat ‘there is no such thing as a baby, only a
nursing couple’, zo is er ook geen promovendus zonder ‘maturational environment’.
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