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Belief in a concerned God has been shown to be associated with

lower depression through the mediation of hopelessness. This study

hypothesized that this relationship would also be true longitudinally.

Shortly after admission to treatment and 8 weeks later, 136 adults

with clinical depression completed the Beck Depression Inventory,

the Beck Hopelessness Scale, and the Religious Well-Being Scale

(RWB). Logistic regression models supported an association of

baseline RWB, but not baseline hopelessness, with a 50% reduction

in symptoms after 8 weeks. Persons in the upper third of RWB at

admission were 75% more likely to have a response to treatment

than persons in the lower third. Clinicians need to be aware of the role

of religion for their clients. & 2009 Wiley Periodicals, Inc. J Clin

Psychol 65:1000–1008, 2009.
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A reasonable body of evidence suggests that religiosity is protective for depressive
symptoms and mental health in community samples (Koenig, McCullough, &
Larson, 2001). In their meta-analysis of 147 studies, Smith, McCullough, and Poll
(2003) found that, overall, higher levels of religiosity were related to fewer depressive
symptoms (77% of studies). However, there was no association between religious-
ness and depression for 5% of the studies and a positive association for 18%
showing the complexity of this relationship. Religious beliefs and practices have been
shown to be associated with a decrease in depressive symptoms over time in the
general population (Braam, Beekman, Deeg, Smit, & van Tilburg, 1997; Straw-
bridge, Shema, Cohen, & Kaplan, 2001) as well as in medical patients (Koenig, 2007;
Koenig, George, & Peterson, 1998). Elderly patients in treatment for depression also
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benefited from religious commitment (Bosworth, Park, McQuoid, Hays, & Steffans,
2003; Chen, Cheal, Herr, Zubritsky, & Levkoff, 2007).
There has been little study of the effects of religion for persons whose primary

diagnosis is clinical depression in samples other than the elderly. There are reports
that indicate turning to religion or spirituality is prevalent among persons diagnosed
with mental illness (Fitchett, Burton, & Sivan, 1997; Tepper, Rogers, Coleman, &
Malony, 2001). An open-ended survey (Russinova, Wwiorski, & Cash, 2002) asked
persons with serious mental illness what alternative health care practices they used.
The most frequent responses for those with major depression were religious or
spiritual activities (56%). Our study was interested in whether or not turning to
religious belief in a concerned God effects response to treatment for those diagnosed
with clinical depression. The hopelessness theory of depression (Abramson,
Metalsky, & Alloy, 1989) provides a psychological approach to understanding
cognitive precipitants of depression in the presence of a negative event. For persons
who were already depressed, hopeless thoughts, including continuing to attribute
stable causes and negative future consequences to stressful events, predicted an
increase in depression over the period of one year (Abela, Aydin, & Auerbach, 2006).
This suggests that hopelessness also impacts recovery from depression.
One of the few cross-sectional studies of the role of religion in nonelderly adults

being treated for clinical depression found that belief in a concerned and caring God
was related to lower levels of depression, a relationship that was mediated by
hopelessness (Murphy et al., 2000). The stories and beliefs of many religious
traditions include positive outcomes to difficulties and the supportive presence of a
divine being in the midst of struggle. Such beliefs might temper the stress related to
the depressive episode and continue to offset hopelessness.
For the person with clinical depression, biological symptoms can often interfere

with psychosocial resources and psychotherapy. Medication plays an important role
in reducing these symptoms. At the same time, the person needs to take whatever
steps possible to work against depressive thoughts and behaviors (Allen, 2006). Our
study explores the psychological influence of religion and of hopelessness during a
time when people were also in need of medication. In a recent study of patients in
clinical trials, higher levels of hopelessness, predicted nonresponse to pharmacolo-
gical treatment (Papakostas et al., 2007). If religion offsets hopelessness, it could be a
useful resource for the person waiting for medication to take effect. Following our
previous study (Murphy et al., 2000), we hypothesized that greater baseline belief in
a concerned and supportive God would be positively associated with greater
likelihood of response to treatment for depression. We also hypothesized that
hopelessness would mediate the impact of these religious beliefs on response to
treatment. In other words, the mechanism by which religious belief would relate to
lower depression would be through the relation of religious beliefs to hopelessness.

Method

Participants

Participants were recruited from persons receiving treatment for depression. One
group came from persons enrolled in clinical trials for antidepressant medication at
an outpatient psychiatric clinic based at a midwestern tertiary care medical center.
To capture information about those who were most depressed, we included a second
group of persons from the medical center’s inpatient psychiatry units. Inclusion in
the outpatient sample was based on the Structured Clinical Interview for DSM-III-R
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(Spitzer, Williams, Gibbon, & First, 1992) administered by trained interviewers and
diagnosed by psychiatrists. Inpatients in the study met Diagnostic and Statistical
Manual of Mental Disorders (4th ed.; American Psychiatric Association, 1994)
criteria for major depression or bipolar depression as diagnosed by their attending
psychiatrist. Patients with the following conditions were excluded: mood disorder
due to general medical condition, dementia, bereavement, psychotic disorders,
organic mood disorder, borderline personality disorder, a history of substance abuse
within the past 12 months, or a current manic episode. The medical center’s
institutional review board approved the study.
Outpatients and inpatients who met the study criteria were invited to take part in

the study. The first survey was administered shortly after admission to treatment.
For outpatients, the second survey was included in the data collection at the clinic at
the standard eight weeks that clinical trials allow for medication to take effect. For
the inpatients, the second survey was mailed after the same eight week period.
Of the 271 respondents who completed baseline surveys, 136 (50%) provided

information 8 weeks later. Among these study completers, 101 (74%) were female,
108 (79%) White, 51 (38%) inpatients, with an average age of 41.1 years (SD5 11.0).
The breakdown of denomination in those providing data at 8 weeks (based on
nonmissing data) was Protestant (28%), Catholic (44%), Jewish (10%), Other
(12%), and None (15%). The median score for baseline frequency of attendance at
worship was once or twice a year and the median baseline frequency of private
prayer was once per month. Chi-square, t tests, and nonparametric tests showed no
demographic, denominational, or religious practice differences between study
completers and dropouts. Outpatients were more likely than inpatients to complete
the study (w2 5 5.09, p5 .02). Study completers had significantly higher scores on the
admission Beck Hopelessness Scale, than dropouts ( po.01). There was a trend for
study completers to be more depressed at baseline as measured by the Beck
Depression Inventory ( po.06) and to have lower baseline levels of religious beliefs
measured by the Religious Well-Being Scale ( po.06).

Measures

Psychiatric treatment includes pharmacological interventions. Persons respond to
medications differentially and some do not respond at all. To accommodate the
medical component of improvement, we used the common outcome measure for
clinical trials, ‘‘response to treatment,’’ which is defined as at least a 50% reduction
in symptoms (Nierenberg & DeCocco, 2001). The Beck Depression Inventory (BDI;
Beck, Rush, Shaw, & Emery, 1979) measured the depth of depressive symptoms with
21 items rated from 0 to 3, with 63 indicating the strongest presence of symptoms.
For this group, the alpha reliability was .87 (inpatients, a5 .88, outpatients, a5 .81),
which is in the range for other psychiatric patients, a5 .76 to .95 (Beck, Steer, &
Garbin, 1988) and similar to a nonclinical sample, a5 .86 (Endler, Rutherford, &
Denisoff, 1999). To avoid an inflated correlation between BDI and the Hopelessness
Scale, we used modified BDI scores (BDI-M) eliminating BDI item 2, which
measures hopelessness. The ratio of the change in BDI-M at admission and BDI-M
at 8 weeks to BDI-M at admission determined whether or not a participant had a
response to treatment (coded 1) or not (coded 0).
For religious belief in a concerned and caring God, we used the Religious Well-

Being (RWB) Scale, a 10-item subscale of the Spiritual Well-Being Scale (Paloutzian
& Ellison, 1982). Respondents were invited to use their own definition of ‘‘God.’’
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The RWB provides information about the respondent’s belief in a caring God with
items like, ‘‘I believe that God is concerned about my problems.’’ Items are rated
from strongly disagree (1) to strongly agree (6). Scores range from 10 to 60; higher
scores indicate a higher level of religious well-being. Among the study completers,
RWB had an alpha reliability of .94 (inpatients, a5 .92, outpatients, a5 .94), which
is slightly higher than the average alpha of .88 from nonclinical samples (Paloutzian
& Kirkpatrick, 1995). The validity of RWB was demonstrated by a positive
correlation with intrinsic religious orientation, r5 .79, and a negative association
with a loneliness scale (rs range from �.19 to �.48; Ellison, 1983) in nonclinical
samples.
An important covariate of depression, which we had used in our cross-sectional

study, is hopelessness, which we measured with the Beck Hopelessness Scale (HS).
Developed by Beck, Weissman, Lester, and Trexler (1974), this 20-item, true–false
measure indicates the degree of hopelessness; scores can range from 0 to 20 and
higher values represent more hopelessness. The alpha reliability for this sample was
.89 (inpatients, a5 .91; outpatients, a5 .86), which is slightly less than alpha of .97
for psychiatric patients and higher than nonpsychiatric controls with alpha of .79
(Bouvard, Charles, Guerin, Aimard, & Cottraux, 1992). In addition, to characterize
the sample, we collected demographic information for age, gender, race (White vs.
other), and medical status (inpatient vs. outpatient). We also included information
about frequency of attendance at worship, frequency of private prayer, and religious
affiliation. None of these religious variables had been predictive in our prior study
and were not included in our analysis (Murphy et al., 2000).

Data Analyses

After exploring differences between study completers and dropouts, we examined
differences between those who responded to treatment and those who did not. To
control for expected change in baseline scores for RWB and HS, we created
residualized change scores for each by regressing the baseline scores on the follow-up
scores (Cohen, Cohen, West, & Aiken, 2003).
We used logistic regression to model our hypotheses that baseline RWB would

predict response to treatment with HS mediating the effect. To test whether RWB
met the criteria for mediation we first predicted response to treatment using only
RWB (Model 1). We tested the second condition for mediation by determining the
significance of baseline HS as the only predictor of response to treatment. To meet
the third criteria for mediation, we assessed the correlation of baseline RWB and
baseline HS (Baron & Kenny, 1986). In Model 2, we added HS to RWB. In
subsequent models we added residualized change scores in RWB (DRWB) followed
by residualized change scores in HS (DHS). To not overfit the model (Babyak, 2004),
we restricted demographic variables to those that were associated with response to
treatment.

Results

Characteristics of the sample and differences between those with and without
response to treatment are given in Table 1.
In our test to assess mediation, using logistic regression, RWB predicted response

to treatment. The second step to evaluate mediation failed because baseline HS, with
no controls, was not a predictor of response to treatment.
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In our logistic regression analysis to test our hypothesis about RWB, persons with
higher belief (RWB) scores at baseline had increased likelihood of responding to
treatment (see Table 2). Religious Well-Being Scale score remained a significant
predictor of response to treatment with the addition of covariates in successive
models. There is a 15-point difference between the upper third and the lower third on
RWB in this sample. The odds ratio for RWB from Model 5 indicates that for a unit
increase in RWB, there is a 5% greater likelihood of responding to treatment.
Compared to those with scores in the lower third for RWB, persons in the upper
third of RWB were 75% more likely to respond to treatment.

Discussion

Consistent with our hypothesis, those with strong beliefs in a personal and concerned
God have an increased likelihood of response to treatment for depression. Bennett
(2001) described how belief in a God who listens to and knows our deepest thoughts
is at the core of many different religions. Perhaps this belief in an understanding
being who accepts us unconditionally provides healing and support for those locked
in the isolation of depression.
There is evidence that symptoms of depression are related to social support (cf.,

Tsuru et al., 2008). The measure of religious belief in our current study includes an
aspect of support from a concerned God. In other studies, this divine relation has
predicted greater well-being (Pollner, 1989) and lower levels of depressive symptoms
(Levin, 2002; Maton, 1989).
Contrary to our hypothesis, baseline hopelessness did not mediate belief in a

caring God because it was not a significant predictor of response to treatment. This
is inconsistent with the results of a study of 312 outpatients in an 8-week

Table 1
Sample Characteristics

Total

sample

Response to

treatment

Nonresponse to

treatment

Variable n5 136 n5 42 (31%) n5 94 (69%) Significance

Age (Mean, SD) 41.1 (11) 40.7 (12.0) 41.2 (10.6) ns

Sex

Female 101 (74%) 32 (32%) 69 (68%) ns

Male 35 (26%) 10 (29%) 25 (71%)

Race

White 108 (79%) 29 (27%) 79 (73%) w2 5 4.00,po.05

Other 28 (21%) 13 (46%) 15 (54%)

Medical status

Inpatient 51 (38%) 17 (33%) 34 (67%) ns

Outpatient 85 (63%) 25 (29%) 60 (71%)

Admission BDI (Mean, SD) 28.3 (9.8) 27.5 (8.8) 28.7 (10.3) ns

Admission hopelessness (Mean,

SD)

11.7 (5.1) 10.4 (5.3) 12.2 (4.9) t5 2.0, po.05

Admission RWB (Mean, SD) 34.8 (14.5) 40.0 (11.9) 32.4 (15.0) t5�3.1, po.01

Raw change in HS admission

to 8 weeks (Mean, SD)

�1.7 (4.6) �4.4 (3.8) �0.4 (4.5) t5 5.0, po.001

Raw change in RWB admission

to 8 weeks (Mean, SD)

0.2 (8.1) 2.1 (7.9) �0.6 (8.1) ns

Note. BDI5Beck Depression Inventory; RWB5Religious Well-Being Scale; HS5Hopelessness Scale.
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pharmacological trial (Papakostas et al., 2007), where baseline HS was a significant
predictor of response to treatment (p5 .04). It is notable that in the study by
Papakostas and colleagues (2007), for those who had a response to treatment versus
those who did not, the mean admission scores for HS and standard deviations were
almost identical to our study, 10.9 (4.9) and 12.5 (5.1), respectively. This suggests
that, with a larger sample, HS might have been a significant predictor of response to
treatment in our study.
Another perspective on the results of our study is that low RWB scores might

indicate a loss of belief or religious struggle (Fitchett et al., 2004) in the face of
symptoms, which would add to a patient’s distress. If this is true, it is important for
clinicians to assess for religious struggle in persons with depressive symptoms.
The strength of our study is that it is one of a few studies with participants

diagnosed with clinical depression with a longitudinal outcome indicating the impact
of religion. Lack of information at follow-up on the dropouts reduces the strength of
our conclusions by eliminating persons for whom BDI and HS were highly
correlated (.71). Other study limitations could be addressed in future studies. For
example, a larger sample would provide power for a more adequate test of the role of
hopelessness in this association. Attrition in our study was high (50%). In future
studies, better follow-up might reduce attrition and provide a better balance between
outpatients and inpatients at follow-up. Collecting data at several time points,
particularly over a longer period of time, would provide stronger evidence about the
RWB-response to treatment relationship. Including other mediators, such as self-
esteem or social support, would permit tests of their possible role in the RWB-
response to treatment relationship. Future studies should also include an assessment
of negative religious coping (Pargament, Smith, Koenig, & Perez, 1998) to clarify the
possible role of religious struggle in low RWB scores.
The present study is observational; these results support, but do not prove that

belief in a caring and concerned God plays a role in response to treatment for people
diagnosed with depression. Persons with depression often describe using religion to
cope. The results of the present study suggest that when treating persons diagnosed
with depression, clinicians should consider inquiring about and providing support
for this important resource.
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