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Abstract This study has two goals. The first is to assess whether a benevolent image of
God is associated with better physical health. The second goal is to examine the aspects of
congregational life that is associated with a benevolent image of God. Data from a new
nationwide survey (N = 1774) are used to test the following core hypotheses: (1) people
who attend worship services more often and individuals who receive more spiritual support
from fellow church members (i.e., informal assistance that is intended to increase the
religious beliefs and behaviors of the recipient) will have more benevolent images of God,
(2) individuals who believe that God is benevolent will feel more grateful to God, (3) study
participants who are more grateful to God will be more hopeful about the future, and (4)
greater hope will be associated with better health. The data provide support for each of
these relationships.

Keywords God images - Health - Gratitude

Introduction

The images that people have of God (i.e., their internal working models of God) are
foundational elements of religious life because these perceptions shape a number of other
religious beliefs and behaviors. Included among the religious beliefs and behaviors that are
influenced by God images are the frequency of private prayer (Bradshaw et al. 2008), the
content of prayers (e.g., petitionary prayers, prayers of thanksgiving; see Lazar 2014), the
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willingness to forgive (Johnson et al. 2013), the choice of religious coping responses
(Maynard et al. 2001), religious doubt (Exline et al. 2015), and the level of religious
commitment (Wong-McDonald and Gorsuch 2004). These findings are important because
they form the basis of the current study. Literally hundreds of studies suggest that greater
involvement in religion is associated with better health (Koenig et al. 2012). If religion
affects health and if God images are a foundational element of religious life, then the
images that people have of God should be associated with their health.

Despite the straightforward nature of this reasoning, it is surprising to find there is
relatively little research on God images and physical health. So far, the majority of studies
focus on the relationship between God images and various indicators of psychological
well-being and distress. For example, Braam et al. (2008) report that God images are
associated with depressive symptoms, Steenwyk et al. (2010) provide evidence that
positive images of God are associated with greater life satisfaction, and happiness, and
Khosravi et al. (2011) find that positive God images are associated with less pathological
guilt. There appear to be only two studies on God images that focus specifically on
physical health outcomes. The first deals with women who are being treated for breast
cancer (Gall et al. 2009), while the second is concerned with the progression of disease
among people with HIV (Ironson et al. 2011). Both studies show that positive God images
are associated with a more favorable course of disease. These studies clearly make a
contribution to the literature, but they are based on clinic samples and as a result, it is not
clear whether God images are associated with physical health in the general population.

The purpose of the current study is to use data from a new nationwide survey to evaluate
the relationship between benevolent images of God and two widely used measures of
physical health status: self-rated health and a checklist of symptoms that are associated
with physical illness. This core issue is embedded in a larger conceptual model that was
designed to contribute to the literature in two potentially important ways. First, an effort is
made to see how benevolent images of God arise in religious settings. Participation in
formal worship services and informal support from fellow church members figure
prominently in this respect. Second, feelings of gratitude to God and hope serve as me-
diators that explain how God images influence health. This conceptual model and the
theoretical principles upon which it is based are presented in the next section.

A Conceptual Model of God Images and Health

The latent variable model that was developed for this study is depicted in Fig. 1. Two steps
were taken to simplify the presentation of this complex theoretical scheme. First, the
elements of the measurement model (i.e., the factor loadings and measurement error terms)
are not shown in this diagram even though a full measurement model was estimated when
this conceptual scheme was evaluated empirically. Second, the model in Fig. 1 was
assessed after the effects of age, sex, education, and marital status are controlled statisti-
cally (i.e., treated as exogenous variables).

All of the paths in Fig. 1 were estimated during the data analytic phase of this study
(i.e., a fully saturated model was estimated). However, in order to keep the focus on the
conceptual core of this study, the discussion that follows is solely concerned with the
following hypotheses: (1) people who attend worship services more often and individuals
who receive more spiritual support from fellow church members will have more bene-
volent images of God, (2) people who believe that God is benevolent will feel more
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Fig. 1 A Conceptual Model of Images of God and Health

grateful to God, (3) individuals who are more grateful to God will be more hopeful about
the future, and (4) greater hope will be associated with better health. The theoretical
rationale for each of these relationships is provided below.

Church Attendance, Spiritual Support, and God Images

A number of investigators maintain that God images are formed early in life when children
interact with their parents (Kirkpatrick 2005). A basic premise in the current study is that
even though early childhood experiences are important, development continues throughout
the life course (Settersten and Trauten 2009). Consequently, God images are likely to be
influenced by contemporaneous factors, as well. The perspective that is evaluated in Fig. 1
is consistent with Berger’s (1967) classic insight on the social construction and mainte-
nance of religious world views. Rather than being cast in stone during childhood, Berger
(1967) maintains that religious beliefs arise and are maintained only if they are con-
tinuously reinforced during interaction with like-minded others. More specifically, he ar-
gues that religious world views, “... are socially constructed and socially maintained.
Their continuing reality, both objective... and subjective depends upon specific social
processes, namely those processes that ongoingly reconstruct and maintain the world in
question” (Berger 1967, p. 45).

If God images are a foundational element of religious life and if the roots of religious
belief arise during interaction with like-minded others, then it makes sense to look for the
basis of God images in the social life of the church. Two measures were included in Fig. 1
to evaluate this reasoning. The first is attendance at worship services. Images of God are
evoked at numerous points in church services, including sermons, congregational prayers,
and lyrics in religious songs. This is one reason why Stark and Finke (2000) maintain that
confidence in religious world views, “... increases to the extent that people participate in
religious rituals” (p. 107).

But church services are not the only way in which images of God may be reinforced:
informal sources of influence may be at work, as well. This is why a measure of informal
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spiritual support from fellow church members was included in the study model. Spiritual
support is informal assistance provided by like-minded others for the explicit purpose of
bolstering and maintaining the religious beliefs and behaviors of the recipient (Krause
2008). If God images are a core aspect of religious life, then these perceptions are likely to
be discussed during informal interaction among the faithful. Support for this notion may
once again be found in theoretical framework that was developed by Stark and Finke
(2000). Referring to religious world views as “religious explanations,” they argue that “An
individual’s confidence in religious explanations is strengthened to the extent that others
express their confidence in them” (Stark and Finke 2000, p. 107).

As discussed below, the image of God that is assessed in this study deals with the extent
to which people believe in a benevolent God. This particular image of God is important
because research provided by Stark (2008) suggests that the majority of Americans believe
that God is benevolent: “It is... apparent that Americans tend to prefer the more bene-
volent and engaged God to the severe God of judgement” (Stark 2008, p. 77).

Juxtaposing the influence of church attendance and spiritual support provides an op-
portunity to obtain greater insight into the way in which religious life may influence images
of God. There are three ways in which the effects of church attendance and spiritual
support might be manifested. First, more frequent attendance at worship services may
foster more benevolent views of God. Second, images of God may arise from spiritual
support that is provided informally by fellow church members. Third, both attendance at
church services and informal spiritual support may be associated with the way people view
God.

God Images and Feeling Grateful to God

Findings from four nationwide surveys that were conducted by Barna (2006) suggest that
between 71 and 72 % of the people in the USA believe that God is the all-powerful ruler of
the world. If people believe that God is the all-powerful ruler of the world and if they
believe that God is benevolent, then these beliefs are likely to evoke strong emotions.
According to the model in Fig. 1, these emotions will involve feeling grateful to God.
There are two closely related reasons why benevolent God images are likely to promote
feelings of gratitude to God. First, if people view God as benevolent, then by definition,
they believe that God is kind, generous, and merciful. People are more likely to feel this
way if they have been recipients of God’s kindness, generosity, and mercy in the past. This
is why some researchers define gratitude toward God as feelings of thankfulness for the
benefits that God has bestowed (Krause and Ellison 2009). Many world religions commend
gratitude as a desirable trait, and this emphasis may cause spiritual or religious people to
adopt a grateful outlook (Lundberg 2010). Upon recognition of God’s provision of benefits,
people respond with grateful affect and gratitude is one of the most common religious
feelings.

The second reason why God images are likely to evoke feelings of gratitude to God
follows from the first. If an individual has received benefits from someone in the past, they
will typically take steps to insure these benefits will be forthcoming in the future. One way
to increase the likelihood that a supportive person will continue to provide benefits in the
future is to express feelings of gratitude for what he or she has already given. Evidence that
expressions of gratitude help insure future benefits comes from two sources. The first is the
classic sociological work on gratitude by Simmel (1964), which focuses on the preser-
vation of social bonds between human beings. He maintained that social relationships
would cease to exist were it not for expressions of gratitude: “If every grateful action,
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which lingers on from good turns received in the past, were suddenly eliminated, society
(at least as we know it) would break apart” (Simmel 1964, p. 389). McCullough et al.
(2001) reviewed evidence demonstrating that gratitude functions to reinforce further
feelings gratitude: when expressed, it encourages benefactors toward continued generosity.
The second source speaks more directly to the importance of expressing gratitude to God
specifically. Krause et al. (2012) report that the majority of the participants in their
qualitative study believe it is important to express feelings of gratitude to God because
doing so insures the continuation of benefits in the future.

Gratitude to God and Hope

Research by McCullough et al. (2002) suggests that grateful people are more hopeful about
the future. Although this research was conducted with American college students, similar
findings have emerged in diverse cultural settings, such as China (Jiang et al. 2015) and
Iran (Lashani et al. 2012). Moreover, a strong correlation between gratitude and hope has
been observed with parents of grade school children (Hoy et al. 2013). Further support for
the notion that gratitude is associated with hope and optimism comes from an experiment
by Emmons and McCullough (2003). These investigators report that people who were
asked to count their blessings (the treatment group) were more optimistic about the future
than members of the control group.

Two limitations can be found in research on gratitude and hope. First, none of the
studies that have been discussed so far deal specifically with gratitude to God and hope.
Instead, this work focuses primarily on state gratitude. An effort is made in the current
study to address this gap in the literature by focusing specifically on gratitude to God and
hope. The second limitation in current research has to do with the fact that it is not entirely
clear why people who are more grateful should also be more hopeful about the future.

There are two reasons why grateful people should be more hopeful. The first reason is
found in the stress and coping literature. As Watkins (2014) points out, a number of studies
suggest that people who are more grateful tend to cope more effectively with stressful
events. This occurs, in part, because people who are grateful are able to keep the problems
they encounter in perspective by viewing stressors in conjunction with the positive ex-
periences that have evoked their feelings of gratitude. So if grateful people cope more
effectively with stress, then knowing they possess strong coping skills should make them
feel they are in better position to deal with whatever might happen in the future. Facing the
future with greater confidence should make grateful people feel more hopeful.

The second reason why gratitude and hope might be related may be found by reflecting
on feelings of gratitude to God specifically. By definition, people will feel grateful to God
if they believe that God has provided them with benefits in the past. This is important
because research consistently reveals that past behavior is one of the best predictors of
behavior in the future. As Ouellette and Wood (1998) observe, this relationship is widely
regarded as one of the basic truisms in psychology. It follows from this that people will feel
that God will continue to help them in the future if He has helped them in the past. So if
people believe that the all-powerful ruler of the world stands ready to help them in the
future, it is not hard to see why they will feel more hopeful.

Hope and Physical Health

A growing number of studies suggest that greater hope and optimism are associated with
better physical health (Krause and Hayward 2014; Rasmussen et al. 2009; Scioli et al.
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1997; Snyder 2002). There are three reasons why people who are more hopeful about the
future are more likely to enjoy better health. First, people who are more hopeful typically
have more to live for and as a result, they are more likely to take steps to extend their lives
by engaging in beneficial health behaviors. Evidence in support of this may be found in a
study by Feldman and Sills (2013). Their findings indicate that individuals who are more
hopeful are more likely to engage in cardiovascular health-promoting behaviors. Second,
people who are more hopeful are less likely to experience mental health problems (Gal-
lagher and Lopez 2009). This is important because a number of studies suggest that mental
health problems may play an etiological role in the onset of physical health problems
(Cohen and Rodriguez 1995). Third, there is some evidence that optimism may have direct
beneficial physiological effects on the body. As Carver and Scheier (2014) report, greater
optimism is associated with lower levels of inflammation, better antioxidant levels, better
lipid profiles, and lower cortisol responses to stress.

Methods
Sample

The data for this study come from the Landmark Spirituality and Health Survey, a na-
tionwide face-to-face survey of adults age 18 and older who reside in the coterminous USA
(i.e., residents of Alaska and Hawaii were excluded). The data for this study, which were
completed in 2014, were collected by the National Opinion Research Center (NORC) in
Chicago. The NORC 2010 National Sampling Frame served as the basis for the sampling
procedures. This sampling frame is based on two sources. First, the bulk of this database
comes from postal address lists that are compiled by the United States Postal Service
(USPS). Second, field employees were sent to enumerate all houses in areas where USPS
address list was unavailable. Sampling was done in three stages. First, National Frame
Areas (NFAs) were constructed. In essence, NFAs are formed from pooling counties and
metropolitan areas into blocks of designated sizes. A total of 44 NFAs were selected with
probabilities proportional to size. Then, in the second stage, NFAs were partitioned into
segments consisting of Census tracts and block groups. Segments were selected with
probabilities proportional to size. In the third stage, housing units were sampled with equal
probabilities of selection within each segment and the occupants of these dwellings were
recruited for the interviews. A detailed description of the sampling procedures is found on
the study website (http://landmarkspirituality.sph.umich.edu/).

The response rate for the study was 50 %. The total number of completed interviews
was 3010. The sample was broken down into three age groups: 1840 (N = 1000), 41-64
(N = 1002), and age 65 and older (N = 1008).

Recall that spiritual support from fellow church members figures prominently in the
study model. When the questionnaire for this study was developed, the members of the
research team felt it did not make sense to ask people about support they receive at church
if they never go to church or if they attend worship services only once or twice a year.
Consequently, people who never go to church or attend church less than three times a year
were excluded from the analyses presented below (N = 1215). The full information
maximum likelihood (FIML) procedure was used to deal with item non-response. Con-
sequently, a total of 1774 cases were available for analysis. Preliminary analyses revealed
that the average age of the study participants is 53.1 years (SD = 18.7 years),
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approximately 38 % are men, 50.1 % were married at the time of the interview, and the
average level of education was 13.5 years (SD = 3.1 years).

Measures

Table 1 contains the measures that are used in this study. The procedures that were used to
code these indicators are provided in the footnotes of this table.

Physical Symptoms

Two measures of physical health status served as principal outcome measures in this study.
The first was a 10-item checklist of symptoms that are associated with physical illness.
This measure was devised by Magaziner et al. (1996). A count was obtained of the number
of symptoms that were experienced by study participants in the 6 months prior to the
interview (M = 2.0; SD = 2.2). A high score denotes more symptoms of physical illness.

Self-rated Health

The second health outcome in this study was self-rated health. This construct was assessed
with two items that are used widely in the literature (e.g., Idler et al. 1999). The first
indicator asks study participants to rate the overall status of their health, whereas the
second asks them to compare their health to the health of people of their own age. A high
score stands for a more favorable health rating (M = 5.4; SD = 1.2). The bivariate cor-
relation between the two self-rated health items is .466 (p < .001).

Church Attendance

A single item was used to measure attendance at worship services during the year prior to
the survey. This indicator was taken from the research of the Fetzer Institute/National
Institute on Aging Working Group (1999). A high score represents more frequent church
attendance (M = 6.8; SD = 1.7).

Spiritual Support

Three items were used to assess how often study participants receive spiritual support from
their fellow church members. This measure was developed by Krause (2008). A high score
indicates more frequent spiritual support (M = 7.8; SD = 2.4).

God Image

Three items that were developed by Ironson et al. (201 1) were included in the survey to measure
the extent to which study participants view God as benevolent. A high score on these indicators
means people are more likely to believe that God is benevolent (M = 13.3; SD = 1.8).

Gratitude to God

Three measures that assess feeling grateful to God were taken from the work of Rosmarin
et al. (2011). A high score on these items denotes more gratitude (M = 13.7; SD = 1.7).
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Table 1 Core study measures

1. Physical symptoms*
A. Frequent cramps in the legs
B. Pains in the heart or tightness or heaviness in the chest
C. Trouble breathing or shortness of breath
D. Swollen ankles
E. Pains in the back or spine
F. Repeated pains in the stomach
G. Frequent headaches
H. Constant coughing or frequent heavy chest colds
I. Stiffness, swelling or aching in any joint or muscle
J. Getting very tired in a short time
K. Dizziness or nausea
2. Self-rated health
A. How would you rate your overall health at the present time?°
B. Would you say your health is better, about the same, or worse than most people your age?”
3. Church attendance?
How often do you attend religious services?
4. Spiritual support received®

A. Not counting Bible study groups, prayer groups, or church services, how often does someone in
your congregation share their own religious experiences with you?

B. How often do the examples set by the others in your congregation help you lead a better religious
life?
C. How often does someone in your congregation help you know God better?
5. Benevolent view of God'
A. Despite my shortcomings, I feel forgiven by God
B. I believe God is merciful
C. I believe God will forgive my shortcomings
6. Gratitude to God"
A. When I think about how good others have been to me, it makes me feel very thankful to God
B. When I think of all the good in my life it makes me want to thank God
C. God has blessed me immensely
7. Hopef
A. T always look on the bright side of things
B. I’'m optimistic about my future
C. In uncertain times, I usually expect the best

D. I feel confident the rest of my life will turn out well

? These items are scored in the following manner (coding in parenthesis): no (0), yes (1)
® These items are scored in the following manner: poor (1), fair (2), good (3), excellent (4)
¢ These items are scored in the following manner: worse (1), about the same (2), better (3)

4 These items are scored in the following manner: never (1), less than once a year (2), about once or twice a
year (3), several times a year (4), about once a month (5), 2 to 3 times a month (6), nearly every week (7),
every week (8), several times a week (9)

¢ These items are scored in the following manner: never (1), once in a while (2), fairly often (3), very often
(4)

' These items are scored in the following manner: strongly disagree (1), disagree (2), agree (3) strongly
agree (4)
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Hope

Four indicators were included in the interview schedule to assess hope. The first two come
from the scale that was developed by Scheier and Carver (1985). The other two items were
developed by Krause (2002). A high score represents more hopeful study participants. A
high score on these items represents greater hope (M = 16.3; SD = 2.4).

Demographic Control Variables

Recall that the relationships among the constructs in Fig. 1 were obtained after the effects
of age, sex, education, and marital status were controlled statistically. Age and education
were scored continuously in years, while sex (I = men; 0 = women) and martial status
(1 = currently married; 0 = otherwise) were scored in a binary format.

Results

The findings from this study are presented in three sections. Some technical issues in-
volving the estimation of the study model are reported first. Reliability estimates for the
multiple-item constructs are presented in section two. Section three contains the sub-
stantive findings that emerged from estimating the study model.

Model Estimation Issues

The study model was evaluated with the maximum likelihood estimator in version 8.80 of
the LISREL statistical software program (du Toit and du Toit 2001). Researchers who use
this estimator must assume that the observed indicators have a multivariate normal dis-
tribution. Preliminary tests (not shown here) indicated that this assumption had been
violated in the current study. Although researchers have devised a number of strategies for
dealing with departures from multivariate normality, the straightforward approach that is
discussed by du Toit and du Toit (2001) was implemented in this study. These investigators
report that departures from multivariate normality can be handled by converting raw scores
for observed indicators to normal scores prior to estimating the model (du Toit and du Toit
2001, p. 143). Consequently, the analyses presented below are based on observed indi-
cators that were normalized.

Because the FIML procedure was used to deal with item non-response, the LISREL
software program provides only two goodness-of-fit measures. The first is the full infor-
mation maximum likelihood Chi-square value (702.614; df = 140; p < .001). Unfortu-
nately, this statistic is not very useful because it substantially underestimates the fit of the
model to the data when samples are large, such as the sample in the current study. Better
insight into the fit of the model to the data is provided by the second goodness-of-fit
measure: the root mean square error of approximation (RMSEA). The RMSEA value for
the model in Fig. 1 is .047. Researchers have yet to agree on an RMSEA cut point score for
identifying a satisfactory fit of the model to the data. However, many follow the recom-
mendations of Hu and Bentler (1999), who propose that values below .05 indicate a good
fit. Based on their insights, the fit of the model to the data in the current study is acceptable.
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Reliability Estimates

The factor loadings and measurement error terms that were derived from estimating the
study model are presented in Table 2. These coefficients are important because they
provide preliminary information about the reliability of the observed indicators that are
used to measure the multiple-item latent constructs. Widaman (2012) proposes that items
with standardized factor loadings in excess of .600 tend to have good reliability. The data
in Table 2 indicate that the standardized factor loadings range from .610 to .895, sug-
gesting that the reliability of the observed indicators is acceptable.

Even though the factor loadings and measurement error terms that are associated with
the observed indicators provide useful information about the reliability of each item, it is
also helpful to know the reliability of the scales as a whole. DeShon (1998) provides a
formula that can be used to compute these estimates. This formula is based on the factor
loadings and measurement error terms in Table 2. Applying the formula provided by
DeShon (1998) to these data yields the following reliability estimates for the multiple-item
constructs in Fig. 1: spiritual support (.829), God images (.854), gratitude to God (.873),

Table 2 Measurement error parameter estimates for multiple-item study measures (N = 1774)

Construct Factor loading® Measurement error®

1. Spiritual support

A. Share religious experiences® .671 550

B. Lead a better religious life .838 298

C. Know God better .845 286
2. Benevolent image of God

A. T feel forgiven 764 417

B. God is merciful 790 375

C. God will forgive shortcomings .885 217
3. Gratitude to God

A. Feel very thankful to God 789 .378

B. Makes me want to thank God .895 .200

C. God has blessed immensely 817 333
4. Hope

A. Always look on the bright side .664 .559

B. Optimistic about the future .698 513

C. Usually expect the best .684 532

D. Rest of my life will turn out well 712 493
5. Self-rated health

A. How would you rate your overall health? 743 448

B. Health compared to people of same age .610 .628

? Factor loadings are from the completely standardized solution. The first-listed item for each latent con-
struct was fixed at 1.0 in the unstandardized solution

® Measurement error terms are from the completely standardized solution. All factor loadings and mea-
surement error terms are significant at the .001 level

¢ Ttem content is paraphrased for the purpose of identification. See Table 1 for the complete text of each
indicator
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and hope (.784). Taken as a whole, the data in this section indicate that the reliability of the
multiple-item study measures is good.

Substantive Findings

The findings involving the relationships among the latent constructs are provided in
Table 3. Taken as a whole, these data provide support for the core study hypotheses that
were discussed earlier. More specifically, the findings indicate that more frequent church
attendance (ff = .077; p < .01) as well as more frequent spiritual support (f = .362;
p < .001) are associated with having a more benevolent view of God. An additional test
(not shown in Table 3) was conducted to see whether the magnitude of the relationship
between spiritual support and a benevolent view of God is significantly larger than the
corresponding relationship between church attendance and a benevolent image of God.
This test involved the following steps. The data reported in Table 3 were derived when the
relationships between church attendance and God images as well as spiritual support and
God images were allowed to vary freely. This estimation produced the Chi-square value
that was reported above. The model was then estimated a second time after the relationship
between church attendance and a benevolent view of God was constrained to be equivalent
to the relationship between spiritual support and God images. This produced a second Chi-
square value (791.441; df = 141; p < .001). The difference between the two Chi-square
values (88.827) was significant at the .001 level. This suggests that the estimate involving
spiritual support is significantly larger than the corresponding estimate that involves church
attendance. However, as additional analyses that will be presented below will suggest, the
relationships among church attendance, spiritual support, and God images are more
complex than these initial analyses indicate.

Returning to Table 3, the data indicate that individuals who have a more benevolent
view of God are more likely to feel grateful to God than people who do not believe that
God is benevolent (f = .578; p < .001). The size of this relationship is quite large by
social and behavioral science standards. This is the primary reason why the variables in the
study model explain 47.1 % of the variance in feeling grateful to God. The results in
Table 3 further suggest that study participants who are more grateful to God also tend to be
more hopeful about the future (f = .214; p < .001) and greater hope is, in turn, associated
with more favorable health ratings (f = .330; p < .001) and fewer symptoms of physical
illness (f = —.255; p < .001).

Additional analyses that have not been discussed up to this point suggest that the
relationships between church attendance, spiritual support, and God images may be more
complex than they seem initially. In order to see why this is so, it is helpful to return to
some additional findings in Table 3. In order for people to receive spiritual support, they
obviously must come into contact with their fellow church members. Attendance at
worship services provides an opportunity for this type of interpersonal contact to take
place. Consistent with this notion, the data in Table 3 indicate that more frequent church
attendance is associated with receiving more informal spiritual support (f = .419;
p < .001). This is important because, as reported above, spiritual support is, in turn,
associated with a benevolent image of God (f = .362; p < .001). Taken together, these
relationships indicate that church attendance influences God images indirectly through
informal spiritual support. One of the advantages of working with latent variable models
arises from the fact that indirect effects can be estimated directly. Moreover, when the
direct effect of church attendance on God images is combined with the indirect effect that
operates through spiritual support, the resulting total effect provides a more comprehensive
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view of the relationship between church attendance and images of God. Breaking down
this relationship into direct, indirect, and total effects is known as the decomposition of
effects (Little 2013).

The decomposition involving the relationship between church attendance and God
images indicates that the indirect effect that operates through spiritual support is statisti-
cally significant (f = .153; p < .001). When this indirect effect is added to the direct effect
of church attendance on God images that is reported in Table 3 (f = .077; p < .001), the
resulting total effect of church attendance is substantially larger (f = .229; p < .001; not
shown in Table 3). Viewed in a more general way, this decomposition of effects suggests
that rather than viewing the effects of church attendance and spiritual support on God
images independently, it makes more sense to think about how these facets of congrega-
tional life jointly influence whether church members view God as benevolent.

Two additional decomposition of effects help bring the role that spiritual support plays
in the study model into sharper focus. The first involves the relationship between spiritual
support and hope. The data in Table 3 indicate that people who receive more spiritual
support from fellow church members tend to be more hopeful about the future (f = .131;
p < .001). However, when the indirect effects of spiritual support that operate through God
images and feelings of gratitude to God are taken into account (ff = 139; p < .001; not
shown in Table 3), the resulting total effect (f = .270; p < .001; not shown in Table 3) is
significantly larger. Viewed in another way, these data suggest that 51.5 % of the total
effect of spiritual support on hope operates indirectly through God images and feelings of
gratitude to God (.139/.270 = .515).

The final decomposition involves the relationship between spiritual support and
symptoms of physical illness. The data in Table 3 are challenging because they suggest
that greater spiritual support is associated with more symptoms of physical illness
(f = .119; p <.001). This is not consistent with the findings from other studies on
spiritual support and health (Krause 2008). Decomposing the relationship between spiritual
support and illness symptoms makes it possible to reflect more deeply on the nature of this
relationship. The indirect effects of spiritual support on physical illness symptoms that
operate through the study model are statistically significant (f = —.050; p < .001; not
shown in Table 3). This indirect effect is more in line with what other studies reveal. Even
so, when the direct and indirect effects are summed, the total effect still suggest that greater
spiritual support is associated with more symptoms of physical illness, but the magnitude
of this relationship is more modest (f = .069; p < .001; not shown in Table 3). Taken as a
whole, this decomposition of effects suggests that spiritual support may enhance and
compromise health. This complex pattern of findings is important because it shows how
latent variable modeling can challenge an investigator’s theoretical abilities by uncovering
unanticipated findings that require deeper insight and more elaborate explanation.

Discussion

Two broad insights emerge from this study. First, the findings suggest that the foundational
views that people have of God (i.e., their images of God) may have important health
consequences. Moreover, these potential health benefits may be traced to the feelings of
gratitude and hope that these internal working models of God promote. Second, the images
that people have of God arise, in part, from the interplay between attendance at worship
services and interaction with fellow church members. Taken together, these two blocks of
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findings suggest that the social life of the church shapes the images that people have of God
and these images, in turn, serve to strengthen their relationship with God (via gratitude),
influence their view of the future (via hope), and ultimately, bolster their health.

Although the findings from this study provide support for the core hypotheses that were
proposed earlier, an unanticipated result emerged from the data. The findings indicate that
more spiritual support is associated with more symptoms of physical illness. This is not
consistent with a vast literature which reveals that more social support is associated with
better health (Roy 2011). Unfortunately, it is not possible to pursue this issue empirically
because the additional data that are needed to do so are not available. It is possible,
however, to speculate on the factors that may be at work. McFadden et al. (2003) studied
friendships that arise in church and in the process, they examined spiritual support. These
investigators argue that spiritual support is likely to be beneficial if it is provided by a close
friend, but they go on to note that, ... some people might be offended if they are offered
spiritual support from people they do not consider to be friends” (McFadden et al. 2003,
p- 43). Evidence of the health-related effects of this view is found in the wider literature on
secular social support. This research suggests that unwanted assistance may have a noxious
effect on health and well-being (e.g., Newsom et al. 2008). Perhaps some of the par-
ticipants in the current study were offended by the spiritual support they were offered at
church. Moreover, the negative interaction that was created by these overtures may have
culminated in symptoms of physical illness.

Although the findings from this study provide some insight into the role that God
images play in religious life, a considerable amount of research remains to be done. Some
of the linkages in the study model were, in part, bridged by conjecture. For example, it was
proposed that gratitude to God fosters a greater sense of hope because people who are
grateful can cope more effectively with stressful life events. However, stress and coping
was not evaluated in this study. Doing so in future research will provide a more direct test
of the theoretical foundation of the model that was developed in the current study. In
addition, all of the relationships in the study model are linear and additive. However,
research is needed to see whether there are statistical interaction effects between some of
the components of religion. For example, spiritual support from fellow church members
may bolster feelings of gratitude, but only among study participants who have a benevolent
view of God.

As in any social science endeavor, there are limitations in the work that was presented
above. It is especially important to highlight one shortcoming. The data for this study were
gathered at a single point in time and as a result, the causal ordering among the constructs
in the study model was based on theoretical considerations alone. As a result, other
researchers may legitimately propose different causal orderings. There are at least three
ways of relationships that can be re-specified in this way. First, people who have more
benevolent views of God may subsequently attend worship services more often and they
may be more receptive to the spiritual support that is offered by fellow church members.
Second, individuals who are more hopeful about the future may be more grateful to God.
Third, people who enjoy better health may be more hopeful about the future, as well.
Clearly these issues, as well as the other causal assumptions that are embedded in the study
model, must be evaluated rigorously with data that have been gathered at more than one
point in time.

Josiah Royce was a close friend of William James and, at times, one of his staunchest
critics. Whereas James traced the genesis of religion to factors deep within the human
psyche, Royce instead emphasized its social roots: “... the principal means of grace, I say,
which is open to any man lies in such communion with the faithful and with the unity of
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spirit which they express in their lives. It is natural that we should begin this process of
communion through direct personal relationships with fellow-servants of our own special
cause” (Royce 1912/2001, p. 291). Maintaining a strong faith is hard work because people
are required to believe in things they cannot see and trust in forces that cannot be em-
pirically verified. Under such conditions of uncertainty, it is not surprising to find that
people turn to like-minded others for insight and encouragement. The findings from the
current study illustrate one way in which the social aspect of religious life may be manifest.
Hopefully, this will encourage similar efforts.
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