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Abstract 

This study shows that God representation types are associated with levels of personality 
organization and religious orthodox culture. Among samples of psychiatric patients (n = 136) 
and non-patients (n = 161) we found associations between the psychotic, borderline and 
neurotic personality organization continuum, and Passive-Unemotional, Negative-
Authoritarian and Positive-Authoritative God representation types, respectively. Both patients 
and non-patients reported positive God representations, but only non-patients and neurotic 
personality organization patients reported an integrated God object-relation. For persons with 
structural personality pathology, the relationship with God can be a struggle and might have a 
defensive and/ or compensating function. We end with suggestions as to how the results might 
be of use in working therapeutically with God representations.  
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In this chapter, we continue our former study about empirically derived God representation 
types (Schaap-Jonker, van der Velde, Eurelings-Bontekoe, & Corveleyn, 2017), by studying 
whether God representation types can be distinguished by personality organization and
religious culture. In the former study, we identified three types of God representations among 
a sample of psychiatric patients and a non-patient sample (see Figure 1 in chapter 5). The first 
type was called a Positive-Authoritative God representation (49.3% of patients, 67.1% of non-
patients), with positive and guiding aspects being more pronounced in the profile than negative 
or distressing aspects. The second type was called a Passive-Unemotional representation 
(10.3% of patients, 32.9% of non-patients), with passive aspects being more pronounced in the 
profile than active ones, and negative and positive emotions both being relatively low. The third
type showed a dominance of negative and punishing aspects, and was therefore called a 
Negative-Authoritarian God representation. It was present only among psychiatric patients 
(characterizing 40.4% of them), and was associated with high levels of psychological distress 
and low mood. The Negative-Authoritarian representation was overrepresented among 
Orthodox-Reformed patients as compared to other denominations.  

We do not know why specific subgroups report specific types of God representations. 
In this study, we will investigate the associations between God representations, personality 
organization and religious culture, to better understand the psychological and cultural 
correlates of the diverse types of God representations. 

Conceptually, God representations are mental representations of an individuals’ 
relationship with God or the divine, that have an affective, implicit component (often called 
God image) and a cognitive, explicit component (often called God concept) (Schaap-Jonker et 
al., in review; Hall & Fujikawa, 2013; Davis, Moriarty & Mauch, 2013). God representations 
originate and function in the context of the individual’s psychological state, personality, and
interacting with the world (Rizzuto & Shafranske, 2013; McDargh, 1986). From a 
psychodynamic perspective, a God representation can be conceptualized as an object relation, 
which comprises a representation of the self, a representation of the other (namely God/ the 
divine), and the linking affect that dominates the relationship between self and other (Rizzuto 
& Shafranske, 2013; Rizzuto, 1979; Jones, 1991; cf. Kernberg, 2016). In this way, God
representations form relational structures that affect current and future interactions in the 
religious/ spiritual domain and can be considered as conceptually related to the psychodynamic 
construct of personality organization. 

Personality organization (PO) is a central construct in the personality model of Otto F. 
Kernberg (Kernberg 2016; Kernberg & Caligor, 2005; for an empirical review, see Koelen et al., 
2012). Consistent with renewed efforts to personalize mental health care by taking person 
factors as a context for interpreting symptoms (cf. DSM-5 Alternative Model of Personality 
Disorders, American Psychiatric Association, 2013; Ozomaro, Wahlestedt, & Nemeroff, 2013), 
Kernberg proposes that the quality of affective, implicit mental representations of the self 
being in relationships with others constitute self (identity) and interpersonal functioning. 
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Kernberg (e.g. Kernberg & Caligor, 2005) distinguishes three types of personality organization
(PO) on a continuum from most vulnerable to relatively more stable, i.e. psychotic, borderline 
and neurotic PO. Patients with a psychotic PO (PPO) suffer from distorted reality testing. As a 
result of genetic vulnerabilities, early problematic relationships with caregivers, and trauma 
these patients have an inability to differentiate between self (inner world) and others (outer 
world) and to deal effectively with distressing, negative affects. Consequently, many suffer 
from paranoid ideas and/ or hallucinations. In addition, this lack of differentiation between self 
and others (i.e., distorted reality testing) is expressed in severe identity diffusion and primitive 
defense mechanisms.  

Patients with a borderline PO (BPO) have better reality testing, although situational 
stress can decrease this capacity. Their core pathology is identity diffusion, i.e. the difficulty to 
integrate positive and negative experiences of self and others into stable, more or less 
consistent representations (Kernberg & Caligor, 2005). Insecure early attachment experiences 
are important to the pathogenesis of this pathology. As a result of identity diffusion borderline 
patients are inclined to get involved in misunderstandings and conflicts with others; they 
predominantly use primitive defense mechanisms that hamper integration (i.e., splitting 
operations; cf. Bateman & Fonagy, 2016, on insecure inner working models of attachment and 
limited mentalizing capacities). Together with the PPO, persons with BPO are said to suffer from 
structural personality pathology (cf. DSM-5 cluster A and B personality disorders; APA, 2013). 
These patients need a supportive, structuring kind of psychotherapy (Gabbard, 2014; 
McWilliams, 2011).  

The relatively most stable patients have a neurotic PO, which is characterized by well-
developed reality testing, identity integration as opposed to identity diffusion, and the use of 
primarily mature defense mechanisms (i.e., repression). They can profit from a relatively more 
interpretive, confrontational approach in psychotherapy (e.g. Gabbard, 2014; McWilliams, 
2011). It should be noted, that all psychiatric patients can be categorized in one of the three 
PO’s.  

Psychodynamic processes in the individual are rooted in past and present cultural 
contexts (cf. Bornstein, 2015), therefore religious culture is an important variable to take into 
account when studying religious experience (Ashton & Lee, 2013; Hill & Pargament, 2003). God 
representations are closely associated with culturally based beliefs (e.g. in transcendent reality, 
afterlife, and issues of morality) and behaviors (e.g. church visits and participation in religious 
study groups). For example, Eurelings-Bontekoe and Luyten (2010) found, among patients, that 
growing up in an Orthodox-Reformed environment had an inhibitory effect on the expression 
of antisocial behaviour among those with an impulsive (low level BPO) temperament (Eurelings-
Bontekoe & Luyten, 2010). Although many studies suggest that representations of God as ruling 
and punishing are associated with psychopathology, these representations have also been
found to be closely associated with Orthodox-Reformed Christianity in the Netherlands 
(Eurelings-Bontekoe & Schaap-Jonker, 2010; Schaap-Jonker, Eurelings-Bontekoe, Zock, & 
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Jonker, 2008; cf. Schaap-Jonker et al., in review). Furthermore, religious culture seems to inhibit 
the experience and expression of anger towards God, as this is not an acceptable emotion for 
many orthodox Christians (Exline & Grubbs, 2011).  

There are numerous studies of God representations in relation to psychological and 
psychopathology variables. In general, authoritarian, punishing and/ or distant God 
representations are related to psychopathology and common among psychiatric patients (e.g. 
Schaap-Jonker, Egberink, Braam, & Corveleyn, 2016; Silton, Flannelly, Galek, & Ellison, 2014). 
Negative God representations seem to be particularly associated with personality pathology 
(Schaap-Jonker, Eurelings-Bontekoe, Zock, & Verhagen, 2002). From a clinical psychodynamic 
perspective, several authors suggest that patients with psychotic PO/ psychotic vulnerability 
experience God as passive and unsupportive, and the world as full of (supernatural) dangers 
(Bodisco Massink, 2004; Meissner, 1991). Many patients with BPO experience an instable 
relationship with God, whom they experience as powerful and unreliable (Bodisco Massink, 
2004; Cecero, 2002; Gravitt, 2013), and sometimes use religion as a license for non-conformity 
and impulsive behavior (Bodisco Massink, 2004). Neurotic PO patients will often feel guilty, 
imperfect and insecure towards a God whom they perceive as demanding and ruling/ punishing 
(Bodisco Massink, 2004; Meissner, 1991). Empirical studies among non-psychiatric samples 
show associations between self and parent images, and God representations (Reinert & 
Edwards, 2014; Buri & Mueller, 1993). Healthy psychological functioning is associated with 
loving and supportive God representations (Hall & Edwards, 2002; Brokaw & Edwards, 1994; 
Benson & Spilka, 1973), and more adaptable (less rigid) God representations (Eurelings-
Bontekoe et al., 2005), compatible with object relations theory. To date, however, there are 
only a few empirical studies among patients that focus on associations between God 
representations and object relations functioning. These studies (Prout, Ottaviano, Taveras, 
Sepulveda, & Torres, 2016; Prout, Cecero, & Dragatsi, 2012; Tisdale et al., 1997), that focused, 
respectively, on psychotic and inpatient depressed persons, suggest that experiencing God as 
supportive is mediated by higher levels of object relations functioning. 

Hypotheses 
The main aim of the present study is to investigate to what extent levels of personality 
organization and orthodox religious culture explain differences between God representation 
types. We hypothesize that among patients the Passive-Unemotional, Negative-Authoritarian
and Positive-Authoritative God representation types will show correspondence to the 
psychotic, borderline and neurotic PO levels, respectively. In addition, we aim to study 
associations between aspects of God representations, personality organization, positive and
negative affect, and religious orthodox culture. First, we hypothesize that anxiety, anger, and 
passivity towards God are associated most strongly with levels of PO among patients, and most 
strongly with affect among non-patients. Second, we hypothesize that among both groups 
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religious orthodoxy is associated positively with anxiety towards God, and negatively with anger 
towards God. 

Method 

Participants 
From 2010 to 2012 we gathered data from 297 persons (cf. Schaap-Jonker et al., in review). 
Psychiatric patients (n = 136; 45.8%) were recruited from various inpatient and outpatient units 
of two mental health care institutions in the center and the North of the Netherlands. Eleos 
Mental Health Care has a focus on Reformed Christians, whereas Dimence Mental Health Care 
is a general institution. 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). 
Therapists of the mental health care institutions distributed an inviting letter among patients 
who suffered from personality disorders, anxiety disorders, or mood disorders. The researchers 
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. Healthy controls (n = 161; 54.2%) were recruited by sending people from 
the general population the information letter, and asking them to send it 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. 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. Concerning demographic characteristics, 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.  
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Instruments 
QGR. The Dutch Questionnaire of God Representations is a frequently used self-report measure 
of God representations which has been validated and for which different normative data are 
available for use in clinical practice (Schaap-Jonker et al., 2008, 2016). With 33 5-point Likert-
type items it aims to measure two dimensions, each consisting of three subscales: feelings 
experienced in relation to God (Positive Feelings, 9 items, patient α = .95, non-patient α = .94; 
Anxiety, 5 items, patient α = .89, non-patient α = .80; Anger, 3 items, patient α = .80, non-
patient α = .61) and cognitions about God’s (not-)acting (Supportive Actions, 10 items, patient 
α = .95, non-patient α = .97; Ruling/Punishing Actions, 4 items, patient α = .77, non-patient α =
.90; Passivity, 2 items, patient α = .72, non-patient α = .79). Thus, internal consistency of the 
QGR subscales was good to excellent, except for the Anger subscale among the non-patients, 
which was acceptable (α = .61).  

IPO-NL. The Dutch Inventory of Personality Organization (IPO-NL; Berghuis et al., 2009) 
is a translation of the Inventory of Personality Organization that was developed by Kernberg 
and Clarkin (Lenzenweger et al., 2001). It has 83 items that can be scored on a 5-point Likert
scale, ranging from “never true” to “always true.” Test-retest reliability is very good. The 
instrument was shown to have both good discriminant and convergent validity. There are five 
subscales: Identity Diffusion (21 items, patient α = .89, non-patient α = .89), Primitive Defenses 
(16 items, patient α = .85, non-patient α = .84) and Impaired Reality Testing (20 items, patient 
α = .87, non-patient α = .87), Aggression (18 items, patient α = .75, non-patient α = .56), and 
Low Moral Values (11 items, patient α = .73, non-patient α = .72; including 3 items from the 
three primary scales). Following Berghuis et al. (2009), we deleted item 21 from the Low Moral 
Values subscale after observing a very low and negative Corrected Item-Total Correlation. 
Internal consistency was good to excellent, however in the present study the Aggression 
subscale among the non-patients had poor internal consistency (α = .56). 

PANAS. The Dutch Positive and Negative Affect Schedule (Peeters, Ponds & Vermeeren, 
1996) distinguishes Positive Affect (PA, 10 items, patient α = .85, non-patient α = .81) and 
Negative Affect (NA, patient α = .88, non-patient α = .82) as different dimensions (Watson, Clark 
and Tellegen, 1988), PA being characterized by high levels of energy, concentration and
pleasurable engagement with the environment, low levels indicating sadness and lethargy, and
NA being perceived of as a factor of general distress, items pertaining to feelings of anger, 
shame and anxiety, low levels indicating a state of calmness. Items are rated on a 5-point Likert 
scale, options ranging from “very slightly or not at all” to “extremely.” 

Orthodox religious culture. Orthodox-Reformed churches in the Netherlands have two 
church services on a Sunday. Frequency of church attendance on a Sunday can be presumed
to be a behavioral measure of personal adherence to orthodox religious culture. In the previous 
study (Schaap-Jonker et al., in review), membership of an Orthodox-Reformed denomination 
and religious saliency were shown to be associated with types of God representations.  
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Statistical analysis 
As a preliminary analysis of the data, we conducted hierarchical multiple regression analyses 
(HMRA, method: Enter), taking each of the six QGR subscales as dependent variables. HMRA 
allows a step-by-step analysis of the relative importance of demographic variables (step 1: 
gender and age), positive and negative affect (step 2: PANAS subscales), personality 
organization (step 3: IPO-NL subscales), and orthodox religious culture (step 4: twice-Sunday 
church attendance vs. lower frequency) in predicting God representation aspects (QGR 
subscales). All analyses were conducted separately for the patient and non-patient samples, 
because God representations have been shown to have different characteristics among 
patients and non-patients (e.g. Schaap-Jonker et al., 2016; Schaap-Jonker et al., 2017). 

Second, in our primary analysis we conducted a descriptive discriminant analysis with 
the IPO-NL and PANAS subscales as grouping variable and God representation subgroup as 
outcome variable, to study to what extent personality organization and affect differentiate 
between God representations. There are five subgroups, because we expected God 
representation types to have different levels of personality organization between patients (3 
subgroups; Positive-Authoritative, Passive-Unemotional and Negative-Authoritarian patient 
types) and non-patients (2 subgroups; Positive-Authoritative and Passive-Unemotional non-
patient types). Descriptive discriminant analysis is a procedure similar to multivariate analysis 
of variance, however instead of conducting post hoc multiple comparisons after a significant F-
test the same multivariate algorithms are used to generate insight into the way in which the 
different outcome variables co-operate in separating the groups, and thus into the underlying 
dimensions of the data (Field, 2013, p. 659; Huberty & Morris, 1989).  

Finally, we conducted HMRA’s with two new patient subgroups, namely those with a 
Negative-Authoritarian and Passive-Unemotional type versus those with a Positive-
Authoritative type (secondary analyses). 

Results 

Hierarchical multiple regression analysis 
HMRA’s were conducted using bootstrapping, to increase the accuracy and generalizability of 
the regression models (cf. Field, 2013, p. 350). Slight deviations from normality and some 
heteroscedasticity were observed, as well as possible multivariate outliers. However, Cook’s 
distances were all well below 1. Of note, variance of all IPO-NL and PANAS subscales was larger 
in the patient group. See Table 1 and Table 2 for the b and β weights, 95% confidence intervals 
and standard errors of statistically significant predictors for each QGR subscale.  

First, we conducted hierarchical HMRA’s among the patient sample (Table 1). In the 
HMRA with the QGR subscale Positive Feelings as the dependent variable, PANAS (step 2) and
IPO-NL (step 3) explained variance, but not demographic variables (step 1) and religious 
orthodoxy (step 4). In step 3, the variance accounted for (VAF) increased with 12%, F(9, 126) = 
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Table 1. Significant predictors of QGR subscales, clinical group (based on 1000 bootstrap samples). 
Dependent b, 95% CI SE B Β P Adj. R2 

Positive Feelings * Constant 27.11 8.77 .005 
[8.47, 43.28] 
PANAS - POS 0.34 0.13 .26 .006 
[0.08, 0.59] 
IPO – RT 0.37 0.13 .41 .004 
[0.10, 0.62] 
IPO – AG -0.45 0.16 -.33 .008 .17 
[-,0.76, -0.14] 

Anxiety ** Constant 10.16 4.16 .020 
[2.35, 18.15] 
PANAS - NEG 0.27 0.06 .40 .001 .19 
[0.14, 0.39] 

Supportive Actions Constant 32.75 9.44 .001 
[13.35, 52.18] 
Gender 5.38 2.57 .24 .040 
[0.51, 10.39] 
PANAS - POS 0.33 0.14 .24 .017 
[0.06, 0.61] 
IPO - AG -0.43 0.17 -.30 .019 
[-0.76, -0.09] 
Reli. orthodoxy 4.11 1.60 .21 .019 
[0.79, 7.16] .17 

* Model shown is from step 3, as adding religious orthodoxy did not improve prediction. 
**  Model shown is from step 2, as adding religious orthodoxy did not improve prediction. 

4.09, p < .001, F Change = 3.80, p = .003. High levels of Impaired Reality Testing (β = .41, p =
.004) and Positive Affect (β = .26, p = .012), and low levels of Aggression (β = -.33, p = .007) 
predicted more Positive Feelings towards God (Adj. R2 = .17). For Anxiety, only the PANAS 
explained a significant amount of variance. Step 2 significantly increased the VAF with 18%, F(4, 
131) = 8.69, p < .001, F Change = 14.62, p < .001. High levels of Negative Affect (β = .40, p <.001) 
predicted more Anxiety towards God (Adj. R2 = .19). In the HMRA with Supportive Actions steps 
2, 3 and 4 were significant. Interestingly, the addition of religious orthodoxy in step 4 made low 
levels of Low Moral Values disappear as a predictor, and female gender appeared as a predictor 
for the first time. Step 4 increased the VAF with 4%, F(10, 125) = 3.73, p < .001, F Change = 
6.33, p = .013. Low Aggression (β = -.30, p = .019), female gender (β =  .24, p = .040), and higher 
levels of Positive Affect (β = .24, p = .017) and religious orthodoxy (β= .21, p = .019) predicted
more Supportive Actions of God (Adj. R2 = .17). The QGR subscales Anger, Ruling/Punishing 
Actions and Passivity were not predicted significantly by the regressions of IPO-NL, PANAS and
religious orthodoxy among the patients. 

Second, HMRA’s were conducted using the non-patient group (Table 2). Steps 2, 3 and
4 with Positive Feelings were significant. Step 4 increased the VAF with 6%, F(10, 150) = 4.42, 
p < .001, F Change = 12.24, p < .001. In the final model low levels of Identity Diffusion (β = -.37, 
p = .013), and higher Positive Affect (β = .24, p = .009) and religious orthodoxy (β = .29, p < .001) 
predicted more Positive Feelings towards God (Adj. R2 = .18). For Anxiety, all steps were 
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Table 2.  Significant predictors of QGI subscales, non-clinical group (based on 1000 bootstrap samples). 
Dependent b 95% CI SE B β p Adj. R2 
Positive Feelings Constant 26.73 [10.26, 42.36] 8.18 .004 

PANAS - POS 0.38 [0.11, 0.67] 0.14 .24 .009 
IPO - ID -0.31 [-0.56, -0.09] 0.12 -.37 .013 
Religious orthodoxy 4.98 [2.60, 7.21] 1.25 .29 .001 .18 

Anxiety Constant 9.89 [3.76, 16.03] 3.15 .001 
Age -0.04 [-0.07, -0.01] 0.02 -.16 .027 
IPO - PD 0.21 [0.04, 0.39] 0.09 .39 .016 
Religious orthodoxy 3.12 [1.82, 4.44] 0.65 .40 .001 .30 

Anger* Constant 2.80 [-1.16, 6.08] 1.84 .129 
Age 0.02 [0.00, 0.03] 0.01 .14 .046 
IPO - ID 0.08 [0.01, 0.15] 0.04 .45 .029 
IPO - AG -0.11 [-0.20, 0.01] 0.05 -.20 .041 .21 

Supportive Actions Constant 52.30 [32.60, 73.43] 10.49 .001 
Religious orthodoxy 10.62 [7.45, 13.78] 1.56 .47 .001 .24 

Ruling/Punishing Constant 26.19 [18.57, 34.05] 3.83 .001 
Gender -2.02 [-3.35, -0.74] 0.69 -.19 .005 
Age -0.10 [-0.15, -0.04] 0.02 -.28 .001 
PANAS - POS -0.15 [-0.27, -0.03] 0.06 -.15 .019 
IPO - PD 0.31 [0.12, 0.51] 0.10 .41 .001 
IPO - AG -0.40 [-0.67, -0.12] 0.14 -.26 .003 
Religious orthodoxy 5.85 [4.40, 7.25] 0.70 .54 .001 .44 

Passivity Constant 4.48 [0.22, 8.89] 2.20 .047 
Religious orthodoxy -1.60 [-2.27, -0.88] 0.34 -.37 .001 .17 

* Model shown is from step 3, as adding religious orthodoxy did not improve prediction 

significant. Step 4 increased the VAF with 12%, F(10, 150) = 7.75, p < .001, F Change = 26.55,  p 
< .001. Lower age (β = -.16, p = .027), Primitive Defenses (β = .39, p = .016) and religious 
orthodoxy (β = .40, p < .001) predicted more Anxiety towards God (Adj. R2 = .30). After adding 
religious orthodoxy in step 4, interestingly, male gender (in step 3: β = -.19, p = .014) and
Negative Affect (in step 3: β = .24, p = .020) disappeared as significant predictors. In the HMRA 
for Anger, steps 2, 3, 4 were significant but religious orthodoxy was not in itself a significant 
predictor and others lost predictive power. Step 3 led to a 15% increase of VAF, F(9, 151) = 
5.64, p < .001, F Change = 6.15, p < .001. High levels of Identity Diffusion (β = .45, p = .029) and
low levels of Aggression (β = -.20, p = .041) predicted more Anger towards God (Adj. R2 = .21). 
Additionally, higher age (β = .14, p = .046) became a predictor, and Negative Affect (step 2: β =
.28, p = .002) was no longer a predictor. Steps 1 and 2 of Supportive Actions were not 
significant, and low levels of Identity Diffusion (β = -.37, p = .041) and Aggression (β = -.28, p =
.048), and male gender (step 3: β = -.18, p = .026), lost all predictive power when religious 
orthodoxy (β = .47, p < .001) was added (R2 Change = .17, F(10, 150) = 6.15, p < .001, F Change= 
35.67, p < .001; Adj. R2 = .24). In the  HRMA for Ruling/Punishing Actions steps 1, 3 and 4 were 
significant (step 4: R2 Change = .22, F(10, 150) = 13.64, p < .001, F Change = 62.16, p < .001). In
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step 4, high religious orthodoxy (β = .54, p < .001), Primitive Defenses (β = .41, p < .001), and
lower age (β = -.28, p < .001), lower levels of Aggression (β = -.26, p = .003) and Positive Affect 
(β = -.15, p = .019), and male gender (β = -.19, p = .005) predicted Ruling/Punishing Actions of 
God (Adj. R2 = .44). Religious orthodoxy had a significant impact, making low Identity Diffusion, 
which was a strong predictor in step 3 (β = -.32, p = .038), disappear. Low Positive Affect first 
became a predictor in step 4, and male gender was a strong predictor in the first steps (step 3: 
β = -.38, p < .001), but lost much predictive power in step 4. For Passivity, only step 4 led to a 
significant 11% increase of VAF, F(10, 150) = 4.30, p < .001, F Change = 19.34, p < .001. Lower 
religious orthodoxy (β = -.37, p < .001) predicted Passivity of God (Adj. R2 = .17). 

Taken together, among patients Positive Feelings towards God were predicted by high 
levels of Impaired Reality Testing and Positive Affect, and low levels of Aggression. Anxiety 
towards God was predicted by Negative Affect, but not by PO. Supportive Actions of God were 
predicted by low levels of Aggression, high levels of Positive Affect, religious orthodoxy, and 
female gender. In the non-patient sample, Positive Feelings towards God were predicted by 
high levels of Positive Affect and religious orthodoxy, and low levels of Identity Diffusion. 
Anxiety was predicted by high levels of Primitive Defenses and religious orthodoxy, as well as 
lower age. Anger towards God was predicted by high levels of Identity Diffusion, higher age, 
and low levels of Aggression. Ruling/Punishing Actions of God were predicted by high levels of 
religious orthodoxy, Primitive Defenses, and low levels of Aggression, low levels of Positive 
Affect, as well as lower age and male gender. Among non-patients, Supportive Actions 
(positive) and Passivity of God (negative) were only predicted by religious orthodoxy. Thus, 
religious orthodoxy predicted scores on all QGR subscales among non-patients, except Anger. 
Adding religious orthodoxy in the equation in general resulted in the disappearance of other 
predictors. 

Discriminant analysis 
We performed a descriptive discriminant with the IPO-NL and PANAS subscales as grouping 
variable and QGR subgroup as outcome variable, to study if and to what extent levels of 
personality organization explain differences between God representation types. Cook’s and
Leverage values indicated no multivariate outliers for the combination of the seven IPO-NL and 

Table 3. Positions of QGR clusters on discriminant functions 

QGR cluster 

Discriminant function 

Borderline PO Psychotic Borderline PO 

Positive-Authoritative (patient) 0.51 0.26 
Positive-Authoritative (non-patient) -0.82 0.08 
Passive-Unemotional (patient) 0.67 -0.59 
Passive-Unemotional (non-patient) -0.67 -0.26 
Negative-Authoritarian (patient) 1.47 -0.07 

Note. Unstandardized canonical discriminant functions evaluated at group means. 
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Figure 2. Combined-groups plot of QGR cluster positions on discriminant functions 

Positive-Authoritative patient God image type (n = 67) 
Positive-Authoritative non-patient God image type (n = 108) 
Passive-Unemotional patient God image type (n = 14) 
Passive-Unemotional non-patient God image type (n = 53) 
Negative-Authoritarian patient God image type (n = 55) 
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PANAS subscales. Because Box’s test indicated multivariate heterogeneity of variances (p <
.001) and cluster sizes were unequal, we used Wilk’s Lambda MANOVA test statistic (cf. Field,  
2013, p. 643): Λ = .52, F(28, 1033) = 7.41, p < .001. Classification results indicated that, on the 
basis of two meaningful discriminant functions, which together explained 98.1% of IPO-NL and
PANAS variance, 50.2% of the respondents could be grouped into their particular QGR 
subgroup. This is an indication of the predictive value of PO and affectivity, because by-chance-
accuracy would assign only 25.2% of the cases to their correct QGR subgroup.  

The first discriminant function explained 92.5% of the variance (canonical R2 = .45) 
originating from IPO-NL and PANAS, and significantly differentiated between the clusters, Λ =
.52, χ2(28) = 191.32, p < .001. The structure matrix showed correlations above .40 between this 
function and Negative Affect (r = .87), Identity Diffusion (r = .61), Positive Affect (r = -.58), 
Primitive Defenses (r = .49) and Aggression (r = .45). This function reflects aggression in the 
context of identity diffusion and was therefore labeled “Borderline PO” (cf. the factor General 
Personality Pathology, Berghuis et al., 2009). Inspection of the discriminant function combined-
groups plot (see Table 3 and Figure 2) showed that this function discriminated particularly 
between the patient and non-patient clusters, non-patients scoring negatively on this function, 
and patients scoring positively. The Negative-Authoritarian QGR subgroup, displayed by far the 
highest levels of BPO characteristics. The Passive-Unemotional subgroup was second, followed
by the Positive-Authoritative subgroup. This suggests that those patients with a Positive-
Authoritative QGR profile are relatively the most stable patients, i.e. those with neurotic or high 
level BPO. 

The second discriminant function accounted for 5.6% of the variance (canonical R2 =
.05) originating from IPO-NL and PANAS, but could not differentiate between clusters by itself 
(Λ = .94, χ2(18) = 18.70, p = .411). However, it did have meaning in combination with the first 
function. (Negative) correlations with this variate were above .40 for Aggression (r = -.55) and
Impaired Reality Testing (r = -.50). Keeping in mind that this function depends on the first one, 
it seems to reflect characteristics of a specific subgroup of borderline patients, namely those 
with what has been called ‘psychotic borderline’ pathology (Grinker, Werble & Drye, 1968, pp. 
83-85; ‘low borderline’ PO level, Kernberg & Caligor, 2005, pp. 134-135). Of all BPO patients, 
they are the most vulnerable to experience temporary distortions of reality testing during 
stressful situations (cf. DSM-5 Borderline Personality Disorder criterion 9 - transient, stress-
related paranoid ideation or severe dissociative symptoms - and Personality Disorder cluster A 
criteria of distorted cognitions and perceptions, APA, 2013). These patients are furthermore 
characterized by high levels of anger and aggression, in contrast with psychotic PO patients 
who are unable to deal with negative affects, and defensively regress to primitive idealization
and positive symbiotic fantasies (Kernberg, 1976; Diguer et al., 2001). As a result of these 
considerations, the second discriminant function was labeled “Psychotic Borderline PO.” The 
patient Passive-Unemotional type has a positive score on the general Borderline PO function 
and a low score on the negatively directed Psychotic Borderline PO function, which probably 
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means that individuals in this group are most resembling of psychotic borderline PO patients. 
See Table 3 and Figure 2. 

Secondary analyses 
We had not expected such a strong association between Positive Feelings towards God and
distorted Reality Testing among the total patient sample (β = .41, p = .004). Therefore, we 
decided to do a follow-up HRMA for Positive Feelings on the basis of the QGR patient 
subgroups. As indicated, those patients in the Positive-Authoritative QGR subgroup (n = 67) 
seem to be relatively the most stable in terms of PO. This was labeled Group 1. In contrast, 
those patients in the Negative-Authoritarian and Passive-Unemotional QGR subgroups seem to 
function on a BPO level, including lower level, psychotic borderline functioning. This was 
labeled Group 2 (combined n = 69). In both HMRA’s, step 2 (Positive Affect and Negative Affect) 
led to a significant increase of variance accounted for (VAF), whereas step 3 (PO) or step 4 
(religious orthodoxy) did not. Among Group 1, the significant VAF increase in step 2 was 15%, 
F(4, 62) = 2.94, p = .027, F Change = 5.41, p = .007. Lower levels of Negative Affect predict 
higher levels of Positive Feelings towards God (β = -.34, p = .008) among the patients with a 
Positive-Authoritative God representation. Among Group 2, VAF in step 2 increased 
significantly with 14%, F(4, 64) = 4.05, p = .005, F Change = 5.39, p = .007. Interestingly, higher 
levels of Negative Affect predict higher levels of Positive Feelings towards God among the 
patients with a Negative-Authoritarian or Passive-Unemotional God representation (β = .42, p
= .002). 

Discussion and conclusions 

In line with our hypotheses, our results show that levels of personality organization and
religious orthodox culture explain differences between types of God representations. 
Supporting a person-oriented approach, and in line with our primary hypothesis, we found 
evidence for a rough correspondence between the Passive-Unemotional, Negative-
Authoritarian and Positive-Authoritative God representation types and the psychotic, 
borderline and neurotic PO levels. The Negative-Authoritarian God representation type was 
particularly associated with BPO pathology. The God representation profile of patients with 
BPO pathology combines high levels of anxiety, anger and ruling/ punishing perceptions of God 
with low levels of positive feelings, supportive actions and passivity. This is consistent with the 
literature on object relations, as negative (frightening and anger-inducing) affects dominate 
positive affects in the object relation (cf. Kernberg & Caligor, 2005). This confirms clinical 
suggestions that borderline patients experience themselves to be under the control of a God 
whom they perceive as unreliable and frightening (cf. Gravitt, 2011; Goodman & Manierre, 
2008). 
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We suggested that patients with the Passive-Unemotional God representation type 
suffer from BPO pathology on the lower, psychotic border of the borderline spectrum (Grinker 
et al., 1968; Kernberg & Caligor, 2005). This means that, in addition to identity diffusion, reality 
testing is particularly vulnerable. This finding is consistent with what Schaap-Jonker et al. (2002) 
found, namely that psychiatric patients scoring high on criteria of DSM-IV cluster A personality 
disorders characterized by distorted cognitions and perceptions and paranoia experience God 
as passive and unsupportive (cf. Bodisco Massink, 2004). Patients with a Positive-Authoritative 
God representation type, characterized by high levels of positive feelings towards God and
perceptions of supportive and ruling/ punishing actions, seem to have more stable personality 
functioning (neurotic PO to high level BPO). From an object relations perspective, positive and 
negative affects are not split but integrated into a mature God-object relation. God is 
experienced both as loving and forgiving, as well as righteous and judging (cf. Kernberg, 1998, 
on Judeo-Christian God representations). In times of distress these persons might experience 
a religious struggle with God (feeling anxious, disappointed), although in general supportive 
and positive God representations are available (cf. Eurelings-Bontekoe et al., 2005). 

The results suggest that there is a qualitative difference between positive God 
representations of persons without and with psychopathology, in particular of those with BPO 
and PPO. Positive God representations can occur among both non-patients and patients, and 
among different levels of PO. However, only non-patients and relatively more stable patients 
presented an integrated God-object relation (i.e., the Positive-Authoritative God 
representation type). This was not the case for the patients with structural personality 
pathology; although they did report some positive feelings towards God, negative affects 
(Negative-Authoritarian type) and experiencing distance in relation to God (Passive-
Unemotional type) were dominant. Interestingly, secondary analyses among these patients 
showed that an increase in negative affects/ distress was associated with more positive feelings 
towards God. Other studies have also shown associations between schizotypal traits and
positive religious experience (cf. Prout et al., 2012, 2016; Bennett, Shepherd & Janca, 2013). 
From a psychodynamic perspective, patients with severe personality disorders and/ or 
psychotic vulnerability might idealize/ depersonalize God into a God representation of a 
nebulous, schizotypal quality (Goodman & Manniere, 2008; cf. Cloninger, 2012), to defend
against negative affects (Diguer et al., 2001; Kernberg, 1976; Kernberg & Caligor, 2005).  

It seems useful to relate these results to attachment-to-God research (for relevant 
reviews, see Granqvist & Kirkpatrick, 2016; Hall & Fujikawa, 2013), a field of study in the 
psychology of religion closely related to the psychodynamic object relations perspective (cf. 
Luyten & Corveleyn, 2007). From an attachment perspective, attachment to God generally 
corresponds to attachment style. Some studies, but not all, have shown that persons with an 
insecure attachment style might experience a secure attachment to God (cf. Granqvist & 
Kirkpatrick, 2016; Hall & Fujikawa, 2013). In other words, there is an insecure inner working 
model of self in relation to other persons, but a secure inner working model of self in relation 
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to God (the so-called compensation hypothesis). Inner working models are relatively the most 
insecure among those with BPO and PPO. In our study, patients with structural personality 
pathology reported positive feelings towards God such as closeness in a parallel process with 
increased negative affect. From an attachment perspective, this resembles the compensation
hypothesis, indicating the search for a safe haven and secure base. Given the fact that implicit 
God representations are insecure and resembling of more primitive, negative object relations 
(Hall & Fujikawa, 2013), the religious struggles of persons with personality pathology might be 
of a different and more chronic quality than more healthy persons, because they are associated 
with instable and negative object relations as a result of personality pathology. Sandage, 
Jankowski, Crabtree and Schweer (2015) have suggested that among those without personality 
pathology religious struggles can be associated with growth (cf., ‘dark night of the soul’). 

Taking a step back from the God representation types and focusing on aspects of God 
representations, it was surprising that anxious and angry aspects of God representations were 
particularly associated with PO among non-patients but not among patients (possibly as a result 
of more PO variability among patients). Ruling/ punishing God representations, as our study 
confirms, are in large part determined by an orthodox religious culture rather than by 
pathology (cf. Schaap-Jonker et al., 2008). Orthodox-Reformed churches have a theology that 
emphasizes the depravity of mankind (“all-bad”) in strong contrast to the perfection of God 
(“all-good”). Non-patients with high scores on ruling/ punishing God representations, showed 
high scores on primitive defenses but low scores on identity diffusion (which was associated
with high religious orthodoxy). Possibly, high scores on primitive defenses - reflecting 
distrusting as well as idealizing reactions towards others and the self - among non-patients with 
a ruling/ punishing God representation reflect a sort of cultural black and white thinking that is 
not necessarily accompanied by structural personality pathology. This implicates that anxiety 
towards God among non-patients is also related to cultural black and white thinking, because 
it was predicted by high levels of primitive defenses and religious orthodoxy, but not by identity 
diffusion. There is discussion in the psychological assessment literature about the applicability 
of certain psychological tests to persons from particular subcultures. For example, the MMPI 
Lie-scale, that is usually interpreted to measure a defensive, primitive test-taking attitude, 
might be associated with orthodox moral values among persons with a traditional religious 
affiliation (Duris, Bjorck, & Gorsuch, 2007; Rosen, Baldwin, & Smith, 2016). 

Anger towards God among the non-patient sample had a positive association with
identity diffusion and a negative association with aggression. This is strange result, because 
previous studies have shown a correspondence of anger towards God and other persons (e.g. 
Grubbs, Exline & Campbell, 2013; cf. the correspondence hypothesis, Hall & Fujikawa, 2013). 
Aggressive feelings and actions are generally higher for persons suffering from identity 
diffusion, leading to interpersonal difficulties. It has been found that religious orthodox persons 
show less anger (aggression) towards God (Exline & Grubbs, 2011), and that low level BPO 
patients with an Orthodox-Reformed upbringing show less impulsive and aggressive behaviors 
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(Eurelings-Bontekoe & Luyten, 2010). Possibly, there is a negative compensation process, 
where diffuse aggressive affects that are culturally not allowed to be expressed interpersonally, 
find expression in the God-object relation (cf. Rümke, 1952). 

Implications and clinical applications 
This study shows that there is a qualitative difference between God representations of non-
patients and patients, in particular those with structural personality pathology have more 
negative and defensive God representations. Therapists need to be able to understand religious 
language and imagery in a professional context, to understand to origin and function of God 
representations (Lovinger, 1996, p. 328, 347-350; Dein, Cook, & Koenig, 2012). In working with 
God representations, therapists might benefit from taking levels of personality organization
into account (cf. Rizzuto & Shafranske, 2013; Meissner, 1991) to help understand the extent to 
which God representations of their patients are supportive or related to religious struggle of 
either a temporary or more chronic and therefore damaging religious struggle (cf. Weber & 
Pargament, 2014; cf. APA, 2013, DSM-5 Religious or spiritual problem, p. 725). In general, our 
results suggest that the context of psychopathology (psychological distress) activates negative 
God representations and distances individuals from supportive God representations (cf. Exline, 
2013; Davis et al., 2013). More specifically, in working with patients with psychotic personality 
organization (psychotic vulnerability), working towards stability and recovery might be aided 
by strengthening the compensation function of religion, by a more explicit focus on positive 
God representations and by concretely mobilizing a supportive church community. Among 
patients with severe psychopathology, higher levels of faith in God, and experiencing a 
relatively secure attachment relationship with God are associated with more confidence in 
treatment and higher levels of recovery (Prout et al., 2012, 2016, Rosmarin et al., 2013). For 
patients with borderline personality organization the therapist should have a positive and 
supportive therapeutic stance, and provide a new relational attachment experience (cf. ‘limited 
reparenting’ in Schema Focused Therapy, e.g. Young et al., 2003; and the open and engaged
therapeutic stance in Mentalization-Based Treatment, cf. Bateman & Fonagy, 2016). Often, 
these patients will have threatening and rigid God representations, that are difficult to 
mentalize, which might limit therapeutic effectiveness of working with positive God 
representations in the beginning phase of treatment. Confronting patients with instrumental 
use of religion might be part of treatment (cf. empathic confrontation, Young et al., 2003). In 
the treatment of patients with a neurotic personality organization, a more insight-oriented
approach might help patients accept and deal with anxiety and anger in their relationship with
God (cf. Novotni & Petersen, 2001).  

Limitations and suggestions for future research 
Although many studies use self-report questionnaires profitably, this method is limited by the 
extent to which respondents are able to (self-understanding) and want to (social desirability) 
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reveal themselves (cf. Koelen et al., 2012). Regarding personality organization, the IPO-NL was 
possibly measuring a religious form of black and white thinking among some orthodox 
participants, and not so much primitive defense mechanisms because there was no identity 
diffusion. Future research should include instruments tailored to measure implicit God 
representations and implicit aspects of personality. There should also be a focus on the way in 
which God representations are related to psychological state versus personality traits. The 
results of this study are probably not representative of all religious individuals, because the 
sample consisted of a majority of Protestant Christians and women were overrepresented 
among the patient group. The correlational design of this study precludes causal statements. 
Therefore, we need longitudinal research on developmental trajectories of God 
representations, in particular studies that focus on changes in God representations in relation 
to psychological factors during the course of psychotherapy. This is particularly relevant for 
borderline personality organization, because positive and negative affects tend to be highly 
variable over time as a result of splitting. Currently, we are preparing a longitudinal study of 
God representations, personality pathology, and attachment, among personality disorder 
patients following Schema Focused Therapy and Mentalization-Based Treatment programs. 
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