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ABSTRACY

Objective: This study examines the association between a self-reported loving
relationship with God and the presence of depressed affect. Building on prior
clintcal and epidemiologic tesearch on religious factors in mental health, it
seeks to extend consideration to internal religious resources, Metiiod: Data are
from 205 primary care outpatients who completed a self-administered survey
inquiring about ther relationship with God, their mental and physical health,
and various religious and psychosocial issues. The principal dependent
construct is the depressed affect subscale of the General Well-Being Scale.
The principal independent construct is a validated eight-item self-report
measure of loving and being loved by God based on a theoretical taxonomy
developed by Sorokin, Reswulis: Hierarchical ordinary least squares regression
was used to investigate the association between this construet, which Sorokin
termed “religious love,” and the measure of depressed affect. After con-
trolling for sets of hypothesized mediating factors (multi-item measures
of religious wvolvement, social resources, psychological resources, and
physical health status) in five successive models, as well as several key
sociodemographic variables, the statistically significant inverse association
28, p < 81
reraained strong and statistically significant (§ =21, p < .05}, Conclusions:
These findings raise the possibility that a loving relationship with God may
exert a protective effect on psychological distress. One’s relationship with
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God thus may represent an iraportant personal resource for ontigating the
enotional consequences of poor health and other deleterious life circum-
stances, as well as a marker for successful religious coping.

{ntl J. Psychiatry in Medicine 2002,32:379-383)
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INTRODUCTION

Over the past decade, ipcreasiag evidence bas assoctated dirnensions of religious
mvolvement with lower rates of psychological disiress and psychiatric morbidity
[1]. This research has been part of a larger effort by clinicians, behavioral
scientists, and psychosocial epidemiologists to investigate potentially protective
effects of religious practice {2, 3], Notable findings include boks between
regular religious participation and fewer depressive symptoms, less anxiety and
dysthymia, and a lower rate of affective disorders in general [4].

It is typically inferred from this work that something mirinsic to one’s spiritual
staie protects against psychological distress, and that nonreligiousness, broadly
defined, is arisk factor for depressed affect. These conclusions may be overdrawn,
as systematic reviews have found that this research relies predominantly upon
simiple measures of public religious behavior or affiliation [5, 6]. These vanables
can hardly serve as a source of valid mferences about the full nature of one’s
spirituality or perceived relationship with God. Measures of religious membership
and attendance may be proxies, in paxt, for a vanety of nonrebigious character-
istics, inchuding an absence of functional limitations that prevent worship with
others [7]. Among experts in religious and spreitual assessroent, these vaciables are
not considered meaningful or appropriate measures of the kinds of religious
resources that potentially best protect against psychological disiress [8]. Nat
surprisingly, even where existing studies identify statistically significant effects
between public religious participation and roeasures of positive or negative well-
being, rarely is more than a small fraction of variance explained.

A few studies have atternpied to assess the impact of beliefs pertaining t¢ God.
A study of middle-aged adults found that high scores on a scale of “belief in God as
a controlling, caring force” strongly predicted overall hife satisfaction [9]. In
national data from the General Social Survey, respondents who perceived God asa
being or force that releases thern from or resolves probieros of Bving had higher
fevels of life satisfaction than those who perceived God as a ruler through
roetaphors of hierarchy [10]. Using North American data from the World Values
Survey, individuals were asked to affirm statements characterizing the ideal
relationship between bumans and God and among humans, as captured by the Ten
Commandments [11]. A high score on the resulting index was not significantly
associated with life satisfaction.
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These innovative studies are a good start at examining the effects on psycho-
fogical well-being of what religious scholars term the “vertical relationship,” but
thetr findings are limited 10 several ways. Fust, they focus on beliefs—belief n
God, beliefs about God, or beliefs about the relationship between humans and
od. None directly inquires about the actual presence or nature of a perceived
relationship with God. This would require assessment of emotional aspects of
such a relationship, whether real or ideal. Second, the outcome measures are
not explicitly clinical, nor are clinical samples used. Measures of happiness,
congruence, or overall well-being may be accepiable for social research i
population surveys, but do not necessarily assess clinically meaningful endpoints.
Encouragiagly, investigators 1o the religion and roental health field bave begun
using validated measures that directly assess dimensions of psychological distress,
such as the Center for Eprdemiologic Studies Depression Scale, Geriatric
Depression Scale, Hamilion Rating Scale for Depression, and Diagnostic
Interview Schedule [12-16]. Thied, researchers rarely if ever ask about underlying
mechanisms—the psychosocial and health-related factors that might explain
or mediate an association between rebigiousness and psychological distress.
Without addressing these concerns, research in this area will remain of limited
value theoretically, chuically, and scientifically {11

The first limitation is more easily identified than resolved. Available measures
for assessing one’s perceived relationship with God are lacking [17]. Where
present, measures are tied to doctrines of particular religious traditions, are too
fengthy for use in certain setings, or never have been validated for clinical
research [ 18], Consider, for example, the question, “Since you have been an adult
bave you ever bad a sense of being saved m Christ, and how sure are you that you
had it?” from the 24-itemn Dimensions of Religious Commitment scale [19]. While
ant authoritative and well-respected instrument for use in social and bebavioral
research, this mdex and others like it contain items that may not be applicable to
general patient populations representing a diversity of faith traditions.

A much different approach o capturing the relationship between humans and
God denves from the work of the late sociologist, Piteim Sorckin [20, 211
Throughout the 1950s, he developed a complex, multidimensional theory of
fove, a prncipal dimension of which be termed “religious love.” This he defined
as a two-way loving relationship with God, or, more specifically, giving love 1o
God or the Absolute and receiving it in return. According to Sorokin, this aspect
or domain of love along with others (which he termed cthical, ontological,
physical, biclogical, psychological, and social} are of considerable iroportance for
health and well-being [22]. Moreover, he meant this literally, in terms of “physical
and yoental disorders” [21, p. 611 While Sorokin spoke hypothetically and as a
sociologist, psychiatrists since have affirmed the significance, in theory, of one’s
refationship with God for the coset or course of depressive symptoros [4, 23, 241
This is an especially important issue for research on the role of religion in
psychological distress, as estrangement from God may signify estrangement
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“frora all wellsprings of meaning, hope, and love” {24, p. 153]. These “classical

sources of human strength,” in tum, have been identified by psychologists as
salient factors for mental health n geveral [25].

STUDY HYPOTHESES

The present study uses a measure of Sorokin’s religious love () to examine the
association between a self-reported loving relationship with God and the presence
of depressed affect, and (b) to Wwvestigate potential mediating factors. This
provides a logical follow-up to earlier studies that have identified protective
effects of simple measures of religious bebavior. The hope iz that this new
construct is capable of tapping into something more indicative of one’s inner
spiritual life and a rich source of comfort and emotional equilibrim,

In seeking to understand how and why loving and being loved by God might
rmpact on depressed affect {whether positvely or negatively), five hypotheses are
proposed.

First, an inverse association between religious love and depressed affect may be
explained by the mental health effects of refigious involvemeni. Findings linking
religious attendance, prvate religious practices, and seif-rated religiousness o
mental health are by now a staple of research in psychiairic epidemiology,
geropsychiatry, and health psychology [26]. T s bypothesized that potentially
sahitary effects of religious love are due to s being an antecedent or correlate of
high levels of religious nvolvement,

Second, an inverse association between religious love and depressed affect may
be due to the presence of socially supportive resources provided by religion. The
tangible and emotional supports provided by friends and family are widely known
to be associated with positive mental bealth ouvtcomes, such as absence of
depressed affect {27]. These resources, in turn, are a sequela or function of active
rebgrous 1ovolvements {28, 297 that likely comelate with religious love. B is
hypothesized that potentially salutary effects of religious love are due to the
roediating effects of satisfactory support from family and friends.

Third, an nverse association between religicus love and depressed affect may
be due to bigh levels of health-enhancing psvchological traits that reflect a strong
refationship with God. Psychological resources such as self-esteem and mastery
(i.e., personal efficacy} have rebgious determinants [30], and are believed
protect against emotional and physical distress {31, 321, It is hypothesized that
potentially salutary effects of religious love are due to its engendening health-
promotive levels of these pgychological resources.

Fourth, a positive association between rebigious love and depressed affect, if
present, may be explained by the common observation that reports of greater
religiousness may 1o part reflect poorer health according to objective indicators of
physical health starus. That is, chronically ill, functionally disabled, or highly
symptomaiic individuals may reach out to God or religion in response to their
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physical coundition [33]. A positive association between certain religious
measures and an indicator of depressed affect thus may be an artifact of the former
serving as & proxy ot marker for physical pathology or dechue [34], 2 known
determinant of depressed affect [35]. It is hypothesized that a seemingly risk-
inducing effect of religious love, if present, is an artifact of its elevation i the
face of physical illness.

Fifth, an inverse association between religious love and depressed affect raay be
a funection of shared sociodemographic correlates of religiousness and affective
disorders. Social, behavioral, and epidemiologic research on both rebgion and
depression has identified a common set of determinants, including age, race and
ethmceity, sex, marital status, educational attainment, employroent statug, income,
and urban residence [36, 37]. it is hypothesized that potentially salutary effects of
rebgrous love are due o confounding or antecedent effects of these factors,

METHOD

The Sampie and Data Collection

The present study vtilizes data collected as part of a chinical pidot study of love
and health. The principal objectives of the original study were to develop a
muludimensional rusteuraent to assess the concept of love as described by Sorokin
and to investigate its impact on mental and physical health. A longer-term goal
was 1o encourage research on the “epiderniology of love” [22]. The study was
conducted in the Tidewater area of Virginia, in 1997-98.

The study sarople was gathered through distubution of a self-administered
survey to a sample recniited from the outpatient population of an academic
roedical-center-based family practice chinic. The sample was limited to privoary
care patients {excluding children and excluding patients presenting with acute
iilnesses which would mterfere with survey completion), and the saropling frame
comprised patients mvited to participate over a period of approximately one
acadernic year. Because the project was puucipally a psychometric validation
study of an instrument intended for use with similar populations, a nonprobability
saraple of respondents was deemed satisfactory for these purpoeses [38] pro-
vided that exclusionary criteria were consistently applied, sampling recruitment
occurred every day over the project period, and the final sarople was represestative
of the overall clinic patient population. All of these conditions were met, mcluding
saraple representativeness according to key sociodernographic variables, The
final sample size was 203 respondents.

Respondents in the study sample averaged 37.8 years of age, 13.3 vears
of schooling, and 1.7 children; 43.7 percent were African Americans and
45.7 percent Caucasians; T8.8 percent were females, 44.7 percent were married,
59.0 percent were working full-ime, 81.9 percemt were urban dwellers,
64.2 percent grew up in the city; and, 5.1 percent had a gross annual housebold
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income under $4,000, 15.7 percent earned $50.000 or above, and the modal
category was $20,000-$24,999, at 17.3 percent.

Administration of the survey was conducted with nformed consent. Surveys
were distributed by a research assistant who approached potential respondents
with study forpation and an Institutional-Review-Board-approved consent forn
and gquestionnaire packet. The research assistant underscored the anonymity of
responses, and apswered any questions, Upon completion, respondents placed
their guestionnaire in 2 sealed envelope and dropped it in a box on the intake
registration table in the clinic waiting roor. The survey was coropleted by most
respondents in abowt 15-20 minutes, while waiting for their appointment. No
namaes or any other forms of personal identification appeared anywhere on the
questionnaire; all responses thus are completely anonymous.

Measures

Analyses were based on a set of itens developed to assess what Sorokin termed
refigions love—or, more explicitly, a selfreported loving celationship with God
{20, 21}, The resultant umidimensional scale comprises cight items, each with a
factor loading of at least .85 (calculated using principal cormpounents analysis with
the FACTOR procedure in SAS 6.12): “] love God™; “God loves all living beings™;
“T feel loved by God {or a higher power)”; “When [ experience God’s love, T feel
perfect contentiment™; “God’s love never fails™; “God’s love helps me feel part of
something bigger than myself”; “God always helps me when 1 belp myself”; and,
“God’s love is eternal”™ These items were written to comcide, as closely as
possible, with the exact words and phrases used 1o Sorokin’s written descriptions
of religious love. Each item was coded on a S-point Likert mdex {1 = sirongly
disagree, 2 = disagree, 3 = undecided or no opinion, 4 = agree, 5 = strongly agree;
scale range: 8-40). Results of psychometric analyses using the CORR procedure
and ALPHA option 1 SAS 6,12 identified an extremely high internal-consistency
rehiability score for this scale (o = .96) in the sample used in the present study.

The principal dependent vanable, depressed gffect, was assessed through the
depressed affect subscale of the General Well-Being (GWRB) Scale [39]. The
GWEB is a mulodimensional, self-administered mental-health ascessment mven-
tory designed for use in community surveys and social and epidensclogic studies.
Reliahility and validity have been demonstrated in these settings [40] and popu-
lation norms for the overall mstrument have been identified {41], Developed in
the 1960s at the National Ceunter for Healih Statistics for inclusion in the ininal
National Health and Mutrition Examination Survey, the GWB is a scaled down and
roodified version of a rouch larger pool of items that has been combined and
factored m various ways and that, in another form, evolved into the RAND Mental
Health Index [39, 421 The depressed affect subscale is not a diagnostic or
screening tool nor validated for use as a formal inventory of depressive symptoms.
While not a formal measure of depression, the GWB is equivalent in U8 internal
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fatent structure (i.e., dimensionality} to the Center for Epiderniologic Studies
Depression Scale {39], and individual GWB depressed affect stems ave similar in
content &0 those found i other validated measures of psychological distress,
including the Zung Self-Rating Depression Scale, the Modified Beck Depression
Inventory, the Hopkins Syraptom Check List Depression lterns, and the
Philadelphia Geriatric Center Morale Scale {431

Thie GWEB depressed affect mstrumend coraprises four questions addressing
feelings occurring over the past month, each measured by a six-category scale of
magnitude or frequency which differs across iterns. Questions nclude, “Have you
felt so sad, hopeless, discouraged, or had so many problems that you wondered if

to bother me, 4 = quite & bit, 5 = very much so, 6 = extremely so—to the point that
1 have just about given up); “Have you been under or felt you were under any
strain, stress, or pressure?” (coded: 1 =not at all, 2 = yes—a little, 3 = yes—some,
but about usual, 4 = yes—some, more than usual, 5 = yes—-quite a bit of pressure,
6 = yes—almost more than 1 could bear or stand); “Have you been anxious,
warried, aor upset?” (1 =not at all, 2 = a higtle ut, 3 = some-—enough {6 bother me,
4 = guite a bit, 5 = very much so, 6 = extremely so—to the point of being sick or
almost sick); and, “Have you felt downhearted and blue?” {coded: 1 = none of
the time, 2 = a little of the time, 3 = some of the time, 4 = a good bit of the time,
5 = most of the time, 6 = all of the time). For this stady, all iterms were coded
such that high scores denoted greater depressed affect (scale range: 4-24). The
scale exhibued excellent intemal-consistency reliability in this saraple {« = 82).
Varnables assessing physical health status were used as covariates. These
include activisy limitation ("I general, about how much of the time does bad
health, sickness, or pain stop you from doing the things you would have liked to be
doing?”; coded: 1 =never or almost never, 2 = once i awhile, 3 = most of the time,
4 = afl the time), current prevalence of chronic disease {self-report of a list of 11
physician-diagnosed health problems: arthritis or theumatisro, ulcers, cancer, high
blood pressure, diabetes, emphysema, kidney disease, stroke, cirrhosis of the liver,
hepatitis, heart condivor; coded: 1 = yes, 0 = no [scale range: 0-11]}, and the
enervation subscale of the GWB [391]. The latier measure, which assesses lack of
physical energy, consists of a combination of three tems of different ruetrics

{"Have you been waking up fresh and rested?”; “Have you felt tired, worn out,
used-up, or exhausted?”; “How much energy, pep, vitality bave you felt?”)
recoded so that all were equally weighted and high scores represented greater
enervation (o 1o this sample = .70; scale range: 3-18).

Rehigious covariates inchuded religious attendance (“How often do you atiend
religious services?”; coded: 1 = never, 2 = about once per year, 3 = several times
per year, 4 = about once per month, 5 = 2-3 times per month, 6 = once a week,
7 = more than once a week), praver (“About how often do you pray?”; coded:
1 =never, 2 = less than once per month, 3 = about 2-3 times per month, 4 = about
once per week, 5 = several tiroes per week, 6 = once a day, 7 = more than once a
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day), and self-rated religiosity {"How religions would you say you are?”; coded:
1 =notrefigious atall, 2 =not too religious, 3 = fairly religious, 4 = very religious).

Psychosceial and sociodemographic constructs, also used as covaniates, were
assessed through validated scales or standard items. Self-esteern was measured by
the 10-itern shott version of the Rosenberg scale, using a 4-point Likert agreerent
metnic (o in this sample = 85; scale range: 1040} [44]. Masrery was measured by
the 7-ttem Pearlin scale, using an wdentical meteic (¢ 1 this sample = .75; scale
range: 7-28) {451, Social support was measured by the two-dimensional APGAR
scale, which assesses satisfaction with support from famidy and friends through
respective S-item scales with three response categories {a’s in this sample = 90
[family] and .91 {fiends]; scale ranges: 5-15) {46]. Other vartables included age,
race/ethnicity {8 categories recoded to 1 = Caucasian, § = non-Caucasian), sex
{1 = female, O = rale), marital status (5 categories recoded to 1 = married and
fiving together, € = non-married), education {years of schooling), currens
emplovment (4 categories recoded to 1 = currently emploved, 0 = not currently
emploved), annual gross household income {11 categories from “under $4,0007
to 830,000 or above”), and current residence {4 categonies recoded to 1 = urban,
U = non-urban).

Analysis

This study used a strategy of hierarchical ordinary least squares (OLS)
regression o examine the association between self-reported religious love and
depressed atfect net of the effects of the hypothesized mediating factors. Model |
represents the baseline bivariate association. Each successive model mtrodaces
respective covariates in order to test a particular hypothesis. Model 1T conirols for
effects of three measures of religious involvement (4 test of the first hypothesis),
Model T adds conirols for effects of two scales assessing social resources {second
hypothesis), Model IV adds controls for effects of two scales of psychological
resources {third hypothesis), Model V adds controls for effects of three measures
of physical health status (fourth hypothesis), and Model VI adds conirols for
effects of eight sociodemographic variables (fifth hypothesis). All analyses were
conducted using SAS 6,12, Descriptive statistics {means and standard deviations)
were calculated using the UNIVARIATE procedure, bivariate correlations (r's)
were calculated using the CORR procedure, and hierarchical regression analyses
{b's, se’s, and B’s) were conducted using the REG procedure.

RESULTS

In Table I, descriptive statistics and bivariate correlations ave shown for all
study variables. Statistically significant correlates of religious love inchude reli-
gious attendance (r= 34, p < .G01), prayer {r= 59, p < 001), self-rated religiosity
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{r= 46, p < 001}, self-esteem {r= 30, p < .001), mastery {r= .19, p <5}, activity
fimitation (# =21, p < .01), and depressed affect (r = -24, p < 01).

In Table 2, requits are shown for the hierarchical OLS regression of depressed
affect onto religious love. Model 1 contains gross findings from the baseline
bivariate regression. The standardized regression coefficient wdicates a strong and
statistically significant inverse association (f = —29, p < .01} between religious
love and depressed affect. Tn each successive model, varisbles are added that
prove important in explaining the varisnce of depressed affect (R’ increases
from 09 to .66). Yet despite these comprebeunsive condrols, religicus love
maintains a8 moderately strong and statistically significant inverse association
with depressed affect.

Meodels 1 through VI contain net findings from nwltivariable regression
analyses. Model 11 controls for effects of rebgiousness; the effects of religious
fove remain strong and statistically significant (B = —.38, p < .001). Model 111
adds controls for effects of family and friends support, with similar results
{B=-733, p<.01). Model IV adds controls for effects of self-esteem and mastery;
this tirne an effect for religious love faile to attain statistical significance (=16,
n.s.). Model V adds controls for measures of physical health status; once again,
strong and significant effects of religious love emerge (B =21, p < .03}, Finally,
Model VI adds controls for effects of eight sociodemographic variables. The effect
size of religious love is unchanged, and remains strong and statistically sigmficant
{B=-21, p< .03

DISCUSSION

These findings point to a strong, statistically significant inverse association
between a selfreported loving relationship with God and the presence of
depressed affect. Moreover, this association withstands controlling for effects
of ali hypotbesized mediating factors, including multiple dimensions of religious
mvolvement, satisfaction with social support, self-esteem and mastery, and
several measures of physical health status, as well ag a variety of sociodemo-
graphic variables. Throughout the tested models, certain covariates exhibited
more or less sabence depending upon which other coustructs were also present.
For example, self-esteemn and mastery had the greatest mitigating impact on the
association between religious love and depressed affect, and elsewhere there were
indications of mild to moderate suppressor effects. Qverall, in the final model,
these covariates together (18 scales or variables in all) accounted for 57 percent of
the variance m depressed affect, yet reduced the structural effect of religious love
on depressed affect only marginally (from § =29, p < 01, to f=-21, p < 05).

{t should be noted that these findings could represent a methodological artifact
of a prevalence study design. Because data were collected cross-sectionally, it
could be that higher levels of depressed affect led to weaker affirmations of a
loving relationship with God. On the other hand, the recent (past-monih) time
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referent of the GWB depressed affect subscale combined with nquiry about the
nature of one’s relationship with God presumably over the course of one’s life,
regardless of (i.e., controlling for} one’s current level of religicus participation,
suggests that these findings are substantive.

o epideminlogic terms, these results may point to a protective effect of a loving
relationship with God. This is quite intriguing. The hypothesized mediating
factors, physical bealth, especially, are consistently strong deterrinants of affec-
tive disorders in general. Nonetheless, net of these effects, loving and being loved
by God still exhibited a strong inverse association with depressed affect. Rernark-
ably, it persisted even after controfling for mental health effects of public, private,
and subjective religious expression. Further, as depicted in Model I, this construct by
itself explained nearly 10 percent of the variance in depressed affect. This mirrors
the explanatory power of this construct for physical bealth status {47]. The magos-
tude of these findings is near the high end of effect sizes observed in the literature
for a religious factor 1 relation to a bealth- or well-being-related outcorne,

For paychiatric epidemiclogy and chinical mental health research, the results of
this study underscore the value of extending cousideration to previously under-
investigated domains of religiousness. Evidence identifying indicators of exoteric
religion—public religious behavior, religious affiliation, private religious prac-
tices, prayer—as protective factors for psychological distress has begun to
accurnulate. The present findings, though, reveal that continued exploration of
concepts related to more esoteric religious expression—aunitive or transcendent
experiences, spicitually transfoopative events, loving and being loved by God—
may identify more salient resources for mental health and psychological
well-being. Yet moreso even than exoteric religion, the reputation of inner or
personal religiousness has suffered “{ijn the face of psychiatry’s longstanding
tendenicy erther to igoore or pathologize the rebgious and spiritual diroensions
of human existence” [48, p. 4431

The results of the present study echo those of other recent investigations. For
example, significantly higher absorption scores have been found among more
mteinsically religious subjects {491, Absorption is a normally distributed, stable
personality trait linked to reports of altered states of consciousness and is possibly
a component of hypnotic ability. This interesting finding led researchers to
conclude that “Jone’s underlying religious outlook or worldview thus may serve
as a Ruosetta stone for psychophysiologists, helping to suggest pathways for
health-related research and intervention” {49, p. 75]. Like intrinsic refigiosity, a
self-percerved satisfactory relationship with God roay marshal internal resources
that facilitate coping with stressful life situations, such as poor health and other
circumstances that are andecedent to the manifestation of depressive symptoms.,
A loving relationship with God thus may prove a vital and principal marker
of successful religious coping [50], Continved exploration of the apparently
protective effect of this and related religious constructs for affective disorders and
psychological distress 1o general is strongly warranded.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



ONE’S RELATIONSHIP WITH GOD / 391

ACKNOWLEDGMENTS

The author would like to thank Dr. Berton H. Kaplan and Dr. Lea Steele Levin

for their help with mstrument development and data management, respectively.

L2

6.

6.

t1.

12.

HEFERENCES

. Levin IS, Chatters LM. Research on religion and mental health: An overview of

empirical findings and theoretical issues. In: Koenig HG, ed., Handbook of religion
and mental heaith. New York, NY: Academic Press; 1998:33-50.

. Koenig HG. The healing power of faith: Science exploves medicine’s last great

Srontier. New York, NY: Simon & Schuster; 1999,

. Levin JS, ed. Religion in aging and health: Theoretical foundations and methodo-

logical frongiers. Thousand Oaks, CA: Sage Publications; 1994,

. Koenig HG. Aging and God: Spiritual pathways to mental health in midlife and later

years. New York, NY: Haworth Press; 1994,

. Larson DB, Pattison EM, Blazer DG, Omran AR, Kaplan BH. Systematic analysis

of research on rehgious variables m four major psychiatne journals, 1978-1982.
American Jowrnal of Psychiatry 1986;143:329-334,

Larson DB, Sherrill KA, Lyons IS, Craigie FC, Thiclman SB, Greenwold MA, Larson
S5. Associations between dimensions of religions commitment and mental health
veported in the American Journal of Psychiatry and Archives of General Psychiatry:
1978-1989. dmerican Journal of Psychigiry 1992;149:557-559.

. Levin J§, Vanderpool HY. Is frequent religious attendance really conducive to betier

health?: Toward an epidemiology of religion. Social Science and Medicine 1987,
24:589-600.

. Idier BL, George LK. What sociology can help us understand about religion and mental

health. In: Koenig HG, ed., Handbook of religion and mental healih. New York, NY:
Academic Press; 1998:51-62,

. Willits FE, Crider DM, Religion and well-being: Men and women in the raiddle years.

Review of Religious Researcih 1998;29:281-294.

Poilner M. Divine relations, social relations, and well-being. Journal of Health and
Social Behavior 1989;30:92-104,

Krause N, Measuring religiosity in later life. Research on Aging 1993;15:170-197.
Koenig HG, George LK, Meador KG, Blazer DG, Diyck PB. Religious affiliation
and psychiatric disorder among Protestant baby boomers. Hospital and Community
Fsvchiatry 1994:45:586-596.

. Brown DR, Ahmed F, Gary LE, Milburm NG. Major depression in a copmmnunity sample

of African Americans. American Journal of Psychiatry 1995;152:373-378,

. Koenig HG, Cohen HI, Blazer DG, Pieper C, Meador KG, Shelp F, Goli V, DiPasquale

E. Religious coping and depression among elderly, hospitalized medically il men.
American Journal of Psychiatry 1992;149:31693-1700.

. Kenuedy GJ, Kelman HR, Thowmas C, Chen J. The relation of religious preference and

practice to depressive symptoms among 1,855 older adults. Jowrnal of Gerontology:
Social Sciences 199651 B:P301-P308.

. Koenig HG, Hays JC, George LK, Blazer DG, Larson DB, Landetman LR,

Modeling the cross-sectional relationships between religion, physical health, sosial

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



392 / LEVIN

supportt, and depressive symptoms. dmerican Journal of Geriatric Psychiatry 1997,
5:131-144,

17. Fetzer Institute, Multidimensional measurement of religiousness/spirituality for use in
frealih researcii: A report of the Fetzer Institute/National Institute on Aging Working
Group. Kalarnazoo, MU John 8. Fetzer Institute; 1999,

18. George LK. Religious/spiritual history. In: Fetzer lustitute. Multidimensional mea-

.

surement of religiousness/spirituality for use in healif research: A veport of the Fetzer
fnstitute/National Institute on Aging Working Group. Kalamazoo, MI: John E. Fetzer
fnstitute; 1999:65-69.
19, Glock C, Stark R, Christian beliefi and anti-semitism, New York, NY: Harper and
Row; 1966,
26. Sorokin PA. Love: Its aspects, production, transformation, and accumulation. I
Sorokin PA, ed., Fxplorations in alivuistic love and behavior. Boston, MA: The
Beacon Press; 1950:3-73,
21. Sorokin PA. The ways and power of love: Types, factors, und technigues of moral
fransformation. Boston, MA: The Beacon Press; 1954,
22. Levin L A prolegomenon to an epidennclogy of love: Theory, measurement, and
health outcomes. Jownal of Social and Clinical Psychology 2000;19:117-136.
23. Wilson WP, Mental health benefits of religions salvation. Diseases of #he Nervous
System 1972:33:382-386.
24, Andreasen NJC. The wie of religlon in depression. Jowrnal of Beligion and Health
1972;11:153-1646.
25. McCullough ME, Synder CR. Classical sources of human strength: Revisiting an
old home and building a new one. Jowrnal! of Social and Clinical Psychology
20004, 19:1-10.
26. Larson DB, Swyers IP, McCullough ME, ed. Scientific research on spivituality and
health: A consensus report. A report based on the Scientific Progress in Spirituality
Conferences. Rockville, MD: National Institute for Healtheare Research; 1998,
27. George LK. Social factors and the ouset and ontcome of depression. Ju: Schaie KW,
Blazer D, House IS, eds., Aging, health behaviors, and health outcomes, Hillsdale, NT:
Lawrence Erlbaum Associates; 1992:137-159.
28. EBilison CG. Religion, the life stress paradigm, and the study of depression. In: Levin
I8, ed., Religion in aging and health: Theoretical foundations and methodological
frontiers. Thousand Oaks, CA: Sage Publications; 1994:78-121.
29. Eilison CG, George LK. Religious involvement, social ties, and social support in a
southeastern community. Jousaal for the Scientific Study of Religion 1994;33:46-61.
38, Kranse N, Tran TV, Stress and eeligicus involvement among older Blacks. Jowsna!
af Gerontology: Secial Sciences 1989;44:84-513,
21. Lin N, Ensel WM., Life stress and health: Stressors and resources. American Socio-
logical Review 1989:54:382-399,
32, Mirowsky J, Ross CE. Social patterns of distress. Annual Review of Sociolegy 1986;
12:23-43.

. Tobin 88. Preserving the self through religion. Chapter 6 in: Personhood in advanced
old age: Implications jor practice. New York, NY: Springer Publishing Company;
1991:119-133,

(%1
[

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



34.

49.

ONE'S RELATIONSHIP WITH GCD /393

Levin J8. Rebgious factors in aging, adjustiaent, and health: A theoretical overview.
fa: Clements WM, ed., Refigion, aging, and health: A global perspective. Covapiled
by the World Health Organization, New York, NY: Haworth Press; 1989:133-146,

. Koenig HG, Blazer DG. Epidemiology of genatric affective disorders. Clinics in

Geriatric Medicine 1992;8(2)235-251.

. Taylor RI. Structural determinants of religious participation among Black Americans.

Review of Religious Research 1988;30:114-125,

. Horwath E, Weissman MM. Epidemiology of depression and anxiety disorders.

fn: Tsuang MT, Tohen M, Zahuer GEP, eds., Texthook of psychiatric epidemiology.
New York, NY: Wiley-Liss; 1995:317-344.

. Bailevy KD. Methods of social research, second edition. New York, NY: Free Press;

1982.

. Levin IS, Dimeunsions and cowrelates of general well-belng among older adults.

Jowrnal of Aging and Health 1994;6:489-506,

. MeDowell I, Newell C. Meastring health: A guide to rating scales and questionnaires,

second edition. New York, NY: Oxford University Press; 1996,

. Bowling A. Measuring health: A review of guality of life measurement scales, second

edition. Buckingham, UK.: Open University Press; 1977.

2. Ware JE Jr., Johnston SA, Davies-Avery A, Brook RH. Conceptuaiization and

measurement of health for adulss in the Health Insurance Study: Vol II, menial health.
R-1987/3-BEW. Santa Monica, CA: RAND; 1979,

. Kane RA, Kane RL. dssessing the elderly: 4 practical guide to measwrement.

Lexington, MA: Lexington Books; 1981.

. Rosenberg M. Society and the adolescent self-image. Princeton, NJ: Princeton Univer-

sity Press; 1965,

. Pearlin LI, Menaghan EG, Lieberman MA, Mullan JT. The stress process. Jowrna!

af Health and Social Behavior 1981;22:337-356.

. Smilkstein G, Ashworth C, Monantano D Validity and reliability of the Family

APGAR as a test of family function. Journal of Family Practice 1982;13:303-311.

. Levin 1. God, love, and health: Findings from a clintcal study. Review of Refigious

Researcih 2001;,42:277-293.

. Turper RP, Lukoff D, Barnhouse RT, Lu FG. Religious or spiritnal problem: A

culturally sensitive diaguostic category in the DSM-IV . Jouraal of Nervous and Mental
Disease 1995;183:435-444,

Levin JS§, Wickramasekera IE, Hirshberg C. Is religiousness a correlate of absorption?:
Implications for psychophysiology, coping, and morbidity. 4dlternative Therapies
in Health and Medicine 1998,4{6).72-76.

. Pargament KL The psychology of refigion and coping: Theory, research, praciice.

New York, NY: Guilford Press; 1997,

Drirect reprint requests to!

Dr, Jeff Levin

1335

520 Kiowa Road

Valley Falls, KS 66088

e-roatl levin@religionandhealth.corn

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



