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Abstract: This paper gives a summary of findings from studies using the five-item
Reliance on God’s Help (RGH) scale, which was developed a decade ago as an integral
part of a comprehensive measure to differentiate between external and internal adaptive
coping strategies. It has been used for both healthy and diseased persons. We will
summarize data on internal reliability scores and the distribution of mean values for the
respective items in the different study samples. Also, we will present a structural equation
model (SEM) to confirm the scale’s validity. Our analysis shows that the RGH scale is a
short, valid, and reliable measure of a person’s strong basic trust in God (faith), regardless
of what life brings. The items do not address aspects such as well-being, inner peace, or
specific moods. Thus, it is important to note that the RGH scale was not per se associated
with indicators of well-being or health-related quality of life, indicating distinct dimensions.
Keywords: Reliance on God’s help; religious trust; faith; questionnaire; validation;
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1. Background
Since its beginnings, the psychology of religion [1] has had a strong current of research focused on
investigating the functions of religious beliefs as they relate to cognitions, emotions, and behaviors,
e.g., regarding physical and mental health, coping with critical life events, or managing stress in
general [2]. According to the Transactional Model of Stress [3], when a person is confronted with
significant health problems or life stressors, after at least two rounds of appraisal to assess the
relevance of the stressor, its controllability, and the availability of coping resources, he or she may use
distinct strategies to deal with these stressors. With respect to the Locus of Control concept [4,5], one
may turn to external sources of help or may rely on personal (internal) resources to control the
situation and stressor. In the case of illness, a common external resource of help might be a medical
doctor. However, not all problems can be solved, and thus persons “have to adapt and find ways to
maintain physical, emotional and spiritual health—despite their symptoms” [6]. Often, people may
search for further (“more powerful”) external sources and look to transcendent sources of help
(i.e., “God”).
This strategy may be a reactive process in response to a stressor (resulting in prayers for help), a
lifelong trained habit (in terms of a “trait”), or the conviction that faith is a stronghold and God is at
one’s side whatever life brings [6]. This can be regarded as a strong basic trust in God, who is
expected to carry one through such phases of insecurity or illness. As a result, people who rely on
theistic beliefs may pray for various reasons: to connect with the Sacred (communication), to become
healthy again (invocation), or to articulate fears and worries without any further expectation of healing
(which nevertheless may result in feelings of relief). Interestingly, research on this topic has shown
that most patients with chronic diseases pray with the intention of finding relief from their suffering;
they do not necessarily pray to receive healing, but to “positively transform the experience of their
illness” [7].
In addition, such reliance on God’s help does not necessarily mean that people passively wait for
God to do the job; they also actively rely on their internal resources and consult medical doctors [8–10].
Such trust in God (referring to Proverbs 3:5) may imply the ability of a religious person to recognize
God’s presence in everything that happens, and therefore hold the conviction that God is at one’s side,
even in bad times. This may strengthen their hope, their confidence to utilize their own resources (with
God’s support), and their commitment to connect with God consciously through prayer.
2. The Reliance on God’s Help Scale: Description of Items
To operationalize this trust in a transcendent (theistic) source, the Reliance on God’s Help (RGH)
scale (alternatively entitled Trust in God’s Help scale) was developed about 10 years ago as part
of a larger construct to address adaptive coping strategies related to the “locus of health control”
concept [10,11]. The items were designed so as to be kept separate from aspects of psycho-emotional
well-being, thankfulness, or feelings of spiritual peace or comfort. Conceptually, the five-item RGH
scale is similar to SpREUK’s [SpREUK is an acronym of the German translation of “Spiritual and
Religious Attitudes in Dealing with Illness”] (religious) Trust scale and also uses one of its
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items [12,13]. From a theoretical point of view, the scale’s topics differ from Pargament’s concept of
Religious Coping [14], which addresses the function of problem solving and differentiates between
three styles: a deferring style (God will solve the problems), a self-directing style (use resources God
has given to solve the problems on their own), and a collaborative style (problems are solved together
with God) [15]. With the exception of one prayer item, the RGH scale does not refer to active coping
strategies to restore health. Instead, it addresses the following topics:
Unconditional trust (“Whatever happens, I will trust in a higher power that carries me through”)
Hopeful belief (“I have strong belief that God will help me”)
Faith as a resource (“My faith is a stronghold, even in hard times”)
Connection and effect/function (“I pray to become healthy again”)
Behavioral correspondence (“I try to live in accordance with my religious convictions”)
These items were scored on a five-point scale from disagreement to agreement, and the mean scores
were transformed to a 100% level (transformed scale score).
3. Reliance on God’s Help Scale: Internal Reliability Data and the Structural Equation Model
The internal reliability of the RGH scale was very good in most tested samples of healthy and
diseased persons (Cronbach’s alpha between 0.90 and 0.96) (Table 1). However, in a sample of
Catholic pastoral workers, who all agreed with the statements, its internal reliability was acceptable yet
lower (alpha = 0.78). Accuracy (corrected item—scale correlation) of the scale items was high in all
samples (Table 1). Using the complete data sets, explorative factor analysis (Varimax rotation) of the
scale (alpha = 0.96) determined one single factor which explained 84% of variance.
Table 1. Descriptive data with the RGH scale applied in different samples (data were
calculated using the data sets of respective samples).
Healthy
persons [11] *

Chronic pain
diseases [9]

Female
cancer [8]

Depressive/addictive
diseases [16]

Pastoral
workers [17] *

Sample size (n)

3.593

448

390

110

5.460

Mean age (years)

63.9 ± 11.3

54.0 ± 14.9

59.7 ± 7.3

47.5 ± 10.1

-

Cronbach’s alpha

0.90

0.94

0.96

0.94

0.78

Corrected
Item—Scale
Correlation

0.77 to 0.87

0.79 to 0.92

0.82 to 0.93

0.77 to 0.91

0.46 to 0.66

RGH Score
(M ± SD)

54.7 ± 34.8

55.3 ± 33.1

56.5 ± 35.0

45.8 ± 34.0

83.8 ± 14.0

Agreement to
Specific
Statements

Scores (%): no—undecided—yes
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Table 1. Cont.
Healthy
persons [11] *

Chronic pain
diseases [9]

Female
cancer [8]

Depressive/addictive
diseases [16]

Pastoral
workers [17] *

a35 “Whatever
happens, I will
trust in a higher
power that carries
me through”

34
16
50

30
23
47

27
16
57

36
26
39

2
4
94

a36 “I have strong
belief that God
will help me”

32
18
50

29
23
49

30
17
53

40
21
39

2
8
90

a37 “My faith is a
stronghold, even
in hard times”

31
18
51

29
22
49

30
15
55

40
20
40

2
8
90

a38 “I pray to
become healthy
again” **

40
16
45

35
16
49

34
13
54

54
12
34

2
6
93

a 39 “I try to live
37
35
36
49
8
in accordance
17
19
20
20
9
with my religious
46
46
44
32
83
convictions”
* Subsample of the whole data set (n = 5830); ** For healthy pastoral workers, the phrasing was changed
to “I pray that I am able to cope with arising problems”.

In most tested samples, a majority indicated that they have trust in a higher power, that faith is a
stronghold for them, and that they believe God will help them (Table 1), i.e., about half of the enrolled
persons would agree, and one-third would disagree. Nevertheless, this does not necessarily mean that
all persons would pray to become healthy again (34%–54% would not); particularly, persons with
depressive and/or addictive diseases are less likely to pray for this (Table 1).
To analyze how the RGH relates to these five items, we relied on a structural equation model
(Figure 1) using the combined data sets (without pastoral workers to avoid systematic ceiling effects
related to their profession). These five variables contributed significantly to explaining the RGH as
they are components of a regression model with similar weights as the RGH. Moreover, they also have
an unobserved common variance in between, which indicates communality between all five. The
variables also correlated with each other. Interestingly, “strong belief that God will help” (a36) and
“living in accordance with religious convictions” (a39) have a very weak negative relationship (r = –0.16).
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Figure 1: Structural equation model of RGH items (a35, a36, a37, a38, a39).
Small arrows between items and scale (RGH) describe regression coefficients (beta), thick arrows between
items and factor (fc1) describe the standardized parameters from the factor analysis, while thin arrows
between items describe correlations (r).

The structural equation model (SEM) presented below contains both the regression model for RGH
and the factor analysis. The goodness of fit for this SEM model confirms its validity (CFI = 1.0,
TLI = 0.99, RMSEA = 0.045, SRMR = 0.003).
In the following sections, we describe how the mean scores of the RGH scale were distributed in
different samples, the influence of sociodemographic data, which variables may be related, and
findings from previous studies and analyses [8–11,16,17].
4. Distribution of RGH Scores in Different Samples
In a large sample of German health insurance recipients [9], we analyzed the subgroup of healthy
persons (mean age 64 ± 11 years of age; 70% male) derived from [11]. Here, the RGH scale had a
mean score of 54.7 ± 34.8 (Table 1). Age had a relevant influence (F = 45.1; p < 0.0001), with the
lowest scores in younger persons (<40 years: 43.2 ± 32.8) and the highest in older persons (>80 years:
71.5 ± 32.0). Women had higher RGH scores than men (60.1 ± 35.6 versus 52.5 ± 34.2; F = 35.8;
p < 0.001); however, level of education had no relevant influence (F = 1.2; ns.). Within the larger
sample [11], the subgroup of patients with cancer had higher RGH scores (61.4 ± 34.0) than those with
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other chronic diseases (54.0 ± 34.4) or healthy individuals (54.8 ± 34.8). These differences were
statistically significant (F = 6.1; p < 0.0001).
In patients with chronic pain diseases (mean age 53.9 ± 15.9 years; 84% female; 77% Christian
affiliation, 5% other, 18% none) [9], the RGH scale had a mean score of 55.3 ± 33.1 (Table 1). Here,
women had significantly higher scores than men (F = 5.3; p = 0.022).
In a sample of cancer patients (mean age 59.7 ± 7.3; all but one were female; 69% Christians, 31%
no religious denomination) [8], the RGH score was 56.5 ± 35.0 (Table 1). As one would expect from
the aforementioned findings, patients with a Christian affiliation scored significantly higher on the
RGH scale than in those without a religious denomination (72.2 ± 25.2 versus 22.6 ± 28.0; F = 299.5;
p < 0.0001), indicating criterion validity.
In patients with depressive and/or addictive disorders (mean age 47.5 ± 10.1; 51% women; 68%
Christians, 1% other, 31% no religious denomination) [16], the scale’s mean score was lowest
(45.8 ± 34.0) (Table 1). In this sample, there were no significant effects related to gender (F = 1.1;
n.s.). Still, religious denomination had an influence (F = 36.2; p < 0.0001). Interestingly, patients with
addictive diseases had higher scores (59.3 ± 37.1) than those with depressive (41.2 ± 31.9) or
unspecified psychiatric diseases (36.9 ± 29.8) (F = 3.6; p = 0.030).
The mean RGH score in healthy and diseased samples (6550 persons) is 55.1 ± 34 (ranging from 0
to 100; 25% percentile at 25, 75% percentile at 85).
To test the RGH scale with a positively selected sample, we used it in a study of Catholic pastoral
workers, assuming that this group would have very high RGH scores [17]. From the larger sample, we
analyzed a subgroup of 5460 persons (54% were aged between 45–65 years; 76% were male, all
Christians). As expected, the scale’s mean score was very high (83.8 ± 14.0). Gender had no
significant influence within this sample (F = 0.4; n.s.). However, underlying profession (F = 25.2;
p < 0.0001) and age (F = 4.2; p < 0.0001), with the highest RGH scores in very old persons (>85
years: 88.5 ± 11.7) and the lowest in younger ones (<35 years: 82.7 ± 13.1), had an influence.
5. Correlation between RGH Scores and Measures of Religiosity
In patients with chronic diseases [9], RGH scores were strongly associated with SpREUK’s religious
Trust scale (r = 0.77). Both scales are not identical (although they share one item), but have similar motifs
(Table 2).
Table 2. Synoptic comparison of RGH and SpREUK’s Trust scale items (with same
scoring options).
RHG scale

SpREUK’s Trust scale [13]

Whatever happens, I will trust in a higher power which carries
me through.
I have strong belief that God will help me.
My faith is a stronghold, even in hard times.
I pray to become healthy again.
I try to live in accordance with my religious convictions.

Whatever happens, I will trust in a higher power
which carries me through
In my mind, I am connected with a “higher source”.
I have faith in spiritual guidance in my life.
I am convinced that death is not an end.
In my mind, I am a religious individual.
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Moreover, the RGH also correlated moderately with SpREUK’s Search for Spiritual Support Scale
(r = 0.47), and to a lesser extent also with the positive interpretation of illness (Reappraisal; r = 0.30).
With respect to the frequency of engagement in various spiritual practices, RGH correlated strongly
and best with religious practices (r = 0.64) and gratitude/awe (r = 0.59) [9]. These findings indicate
construct validity.
Support that the RGH is in fact a measure of religious trust and is relevant particularly for
spiritual/religious persons comes from further data which shows that patients with chronic pain
diseases who regard themselves as both religious and spiritual (R+S+) had the highest RGH scores
(72.9 ± 27.9). Those who regard themselves as religious but not as spiritual (R+S−; 68.1 ± 26.2)
followed, and then those who see themselves as spiritual but not religious (R–S+) (41.4 ± 32.1).
Patients who regarded themselves as neither religious nor spiritual (R–S−) had the lowest scores
(27.0 ± 24.6), indicating that they do not rely on this source [9]. These results differ significantly
(F = 59.5; p < 0.0001) and again suggest good construct validity.
6. Methodological Issues: RGH is not Associated with Health-Related Measures
We believe that this compact and circumscribed scale may be beneficial in health studies. Several
multidimensional instruments on spirituality, particularly when used as a one-scale measure rather than
differential subscales, tend to correlate considerably with mental components of quality of life
measures. Thus, to avoid “false positive” associations between RGH and measures of psychological
quality of life and life satisfaction, the items of the RGH were created as to not conceptually overlap
with measures of psycho-emotional well-being or feelings of spiritual peace or comfort. In our samples
of persons with chronic diseases, cancer, and also healthy individuals [6], there were only marginal
associations between the RGH and health-related quality of life, as measured by the Medical
Outcomes Study Short-Form Health Survey SF-12 questionnaire. Also, in female cancer patients [8],
the RGH was either not at all or only marginally related to cancer-related fatigue (r = 0.08), life
satisfaction (r = 0.09), anxiety (0.08), depressive symptoms (r = − 0.15), and SF-12’s mental health
component (r = − 0.13). Similarly, in patients with depressive and/or addictive diseases [16], the RGH
was weakly—but significantly—associated with life satisfaction (r = 0.24). However, the weak
association for depression scores (r = − 0.13) failed to reach a level of significance.
These findings stand in contrast to results obtained with other measures of religiosity such as the
Daily Spiritual Experience Scale (DSES). The DSES addresses specific experiences such as feeling
God’s presence, feeling God’s love, a desire to be closer to God, finding strength/comfort in God, but
also being touched by the beauty of creation, etc. [18,19]. One may thus assume that in religious
persons the DSES is a measure of spiritual (or better, religious) well-being. In fact, in Catholic
pastoral workers [17], the DSES was significantly associated with life satisfaction (r = 0.38), stress
perception (r = − 0.29), and depressive symptoms (r = − 0.29).
Also “spiritual well-being” as measured with the Functional Assessment of Chronic Illness
Therapy—Spiritual Well-being Scale (FACIT-Sp) [20,21] with its sub-constructs:
 faith (i.e., find comfort in faith; find strength in faith; difficult times have strengthened faith;
know that whatever happens with illness, things will be okay),
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 meaning (i.e., have a reason for living; life has been productive; feel a sense of purpose in life;
life lacks meaning and purpose), and
 peace (feel peaceful; have trouble feeling peace of mind; able to reach down deep inside myself
in order to feel comfort; feel a sense of harmony)
should correlate with measures of health. These items clearly address a person’s well-being, and
thus one may assume inverse associations, particularly with mental health. Indeed, in female cancer
survivors it is particularly the (non-religious) peace component which is moderately associated with
anxiety (r = − 0.48) and depression (r = − 0.45). To a lesser extent, the (existential) component
meaning correlated with anxiety (r = − 0.22) and depression (r = − 0.32), whereas the faith sub-construct
was only marginally associated with depression or anxiety (r < 0.20) [22].
Thus, specific scales intended to measure 1) spirituality in its wider context or 2) religiosity in its
more specific, faith-associated context may be associated because the constructs overlap (i.e., well-being,
inner peace). On the other hand, they may not be associated because both measure different and
independent dimensions. The latter seems to be true for the RGH scale and for the (religious) faith
component of the FACIT-Sp.
7. Conclusions
Developed a decade ago as an integral part of a comprehensive measure to differentiate between
external and internal adaptive coping strategies, our analysis has shown that the RGH scale is a unique
measure of a person’s strong basic trust in God (faith), regardless of what happens. It was used in
several published studies among both healthy and diseased individuals. Our summary of findings
about this short instrument indicates that the five-item RGH is a valid and reliable instrument to
measure religious trust among persons with a theistic religious background. So far, there have been no
longitudinal studies that have analyzed changes in the RGH during phases of existential crisis or its
adjustment across illness trajectories. It is important to note, however, that this instrument is not per se
associated with indicators of well-being or health-related quality of life, indicating clearly distinct
dimensions. In other words, subjective religiousness consists of various dimensions, elements, and
functions with different effects and meanings to the different individuals. Even empirically, religiosity
cannot be reduced completely to coping or health-related functions [1].
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