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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 non-
patients 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 (Schaap-
Jonker, 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 Passive- 
Unemotional type of God representation were found among both subgroups, a Negative-
Authoritarian type of God representation was only found among psychiatric patients (Schaap-
Jonker, 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 Schaap-
Jonker et al. (2008) found in the non-clinical sample exactly corresponds to the Positive-
Authoritative 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, Schaap-
Jonker, 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, Schaap-
Jonker, 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 (Meijer-
Van 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 

3 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) 
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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, Schaap-
Jonker, 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, Hekman-
Van 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 Negative-
Authoritarian 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 (Schaap-
Jonker, 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 Positive-
Authoritative type of God representation, and those with low scores reported a Passive-
Unemotional 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, Eurelings-
Bontekoe & 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 non-
theistic 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; Murray-
Swank & 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 (Schaap-
Jonker, 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; Schaap-
Jonker & 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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