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Abstract

We review scholarship that examines relationships – and distinctions – between religion and delusion. We begin by outlining and endorsing the position that both involve belief. Next, we present the prevailing psychiatric view that religious beliefs are not delusional if they are culturally accepted. We argue that although this cultural exemption has controversial implications, it is clinically valuable and consistent with a growing awareness of the social – as opposed to purely epistemic – function of belief formation. Finally, we review research on continuities between religious and delusional cognition, which reveals that religious content is quite common in delusions and which provides tentative evidence for a positive relationship between religious belief and delusion-like belief in the general population.
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Belief in an afterlife is a malignant delusion...
~ Steven Pinker

[A delusion] is not an article of religious faith
~ American Psychiatric Association

1. Religion, delusion, and belief

How much do religion and delusion have in common? One feature they certainly share is a resistance to easy definition (re: religion, see [1,2]; re: delusion, see [3,4]). One might start by suggesting that they both surely involve belief, perhaps belief that is not grounded in intersubjectively verifiable reality. But this belief conception[footnoteRef:1] is a subject of vigorous debates (for non-belief accounts of religion and delusion see [5] and [6], respectively; for defences of the belief conception see [7,8] on religion and [9,10] on delusions). [1:  In the literature this conception is known as the "doxastic” conception (doxastic = of or relating to belief).] 


Often these debates turn on the question of whether people act on the propositions they profess to believe [11]. Those who dispute the belief conception point to instances where behaviour belies professed belief. For example, religious individuals in certain cultures may sacrifice animals for the gods or ancestors to consume yet eat the entire offerings themselves [5]; and deluded individuals may claim hospital staff are trying to poison them yet consume the food they are served [12]. 

Advocates of the belief conception, meanwhile, point to congruence between professed belief and behaviour. History, after all, is replete with individuals who willingly die for their professed religious beliefs; and some patients do act in accordance with their delusions, sometimes with tragic consequences – consider the case of a man who beheaded and dismembered his son while suffering the delusion that his son was a cardiopulmonary resuscitation dummy placed in his home as part of a government experiment [13]. 

As we find the belief conception more compelling, in much of what follows we assume that professed religious and delusional beliefs are indeed beliefs (as the term is ordinarily understood). But whichever manner of mental state is involved, a key question – a question of both conceptual and clinical import – is how we can tell the religious and the delusional ones apart. Let us consider several brief case studies to try and get some purchase on this.

2. Religion, delusion, and culture

Case 1: Christine believes that each week she drinks the blood of a long-dead man whose mother was a virgin and whose father created the universe.

Case 2: Ida believes that a magical man is keeping tabs on her movements from across the world. She also believes that once a year he creeps into her house and leaves gifts for her if her behaviour has pleased him sufficiently. On this day she leaves ritual offerings for him and for the wild animals he travels with.

Case 3: Chandni, a Bengali migrant to Australia, believes her husband has been possessed by an invisible spiritual creature called a jinn and has become increasingly hostile towards him. Her husband also believes in jinn possession but does not think he has been possessed.

Case 4: Javier believes his penis has been stolen and replaced with someone else’s. Recently he has cut his penis and poured boiling water on it. He was surprised that he found these acts painful.

All of these beliefs violate widely accepted tenets of scientific reality. The first case, however, may seem familiar to those raised in the Catholic tradition. Is Christine delusional? Not according to the world’s largest psychiatric organisation. By explicit stipulation of the American Psychiatric Association (APA), articles of religious faith do not qualify as delusions:

Delusion: A false belief based on incorrect inference about external reality that is firmly held despite what almost everyone else believes and despite what constitutes incontrovertible and obvious proof or evidence to the contrary. The belief is not ordinarily accepted by other members of the person’s culture or subculture (i.e., it is not an article of religious faith). ([14] p. 819, our italics)

This definition, from the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), is controversial, and those who seek to equate belief in God with delusion [15] may be frustrated by the final clause. However, the DSM’s cultural exemption – what Graham [16] calls its popularity-exceptionalism – is nosologically valuable, as a definition that pathologizes most of the world’s population would be of scant clinical utility [17].

What about the second case? As with the first, context is important. Once we learn that Ida is a five-year-old leaving out cookies and carrots for Santa and his reindeer, any worries about psychopathology should dissipate. However, while a child’s belief in Santa may not be delusional, is it religious? Is Santa a god? On the face of it, he shares many features with other gods. Compare “God keeps watch on you; he knows. And he will reward you according to what you do” (Proverbs 24:12) with “He knows if you’ve been bad or good so be good for goodness sake” [18]. Barrett [19], however, argues that (the concept of) Santa lacks the features necessary for attracting a community of true believers (but see [20]).

Chandni’s case (Case 3) requires careful consideration, as beliefs about jinn possession are common in some Muslim communities (jinn are frequently mentioned in the Qur'an) and, arguably, should not automatically be regarded as delusional [21]. Indeed, her husband also believes in jinn possession. This highlights the challenge for clinicians working with patients from different cultural backgrounds to themselves, who must consider a constellation of psychological, social, cultural and spiritual factors in formulating diagnoses and treatment plans [22-26].

Javier’s case (Case 4), however, is more straightforward. His beliefs are bizarrely implausible, harmful, and are not accepted in his culture (Javier is a white man in Australia, where penis theft is not a common belief; see [27][footnoteRef:2]). This is a clear example of delusion. But what if there were cultural scaffolds for a belief like this? Koro is a “culture-bound syndrome” involving beliefs in genital shrinkage, retraction or theft. Epidemics of such beliefs have been documented in various countries (especially in West Africa and Southeast Asia), with sufferers often resorting to injurious preventative methods [29,30].  [2:  Cases 3 and 4 are real cases (with invented names) from the psychiatric literature (see [21] and [27], respectively). Case 1 is official Catholic doctrine, adapted from [28]. Case 2 is the first author’s daughter. Roughly, our cases illustrate religion (Case 1), delusion (Case 4), the intersection of religion and delusion (Case 3), and neither religion nor delusion (Case 2).] 


In defining delusion in such a way as to exclude beliefs with wide cultural acceptance, the DSM drives an awkward wedge between isolated cases like Javier’s and the cases where (equally bizarre, equally harmful) beliefs spread through cultural-ethnic populations [16,31]. And popularity-exceptionalism has other implications too. If a key marker of pathology is a divergence from what most people believe, then one and the same belief could be delusional in some cultures but not others [32], and scientific revolutionaries and political dissidents may count as deluded: “When everyone believes the world is flat, is Columbus mad because he believes the world is round?” ([23] p. 335). Moreover, while adherents of popular religions may be exempt from delusion, the founders of those religions may not be [33,34; cf. 35,36].

Nevertheless, the DSM’s cultural exemption is consistent with a growing awareness of the social – as opposed to purely epistemic – function of beliefs. Belief formation is not just a matter of modelling the world, but of moulding it to our purposes. The beliefs we adopt (or at least those we express) signify our allegiances to social groups, securing the trust and cooperation of fellow group members [37]. Indeed, steadfast endorsement of propositions that are “counterintuitive, counterfactual and sometimes even transparently unreasonable” ([38] p. 230) may be equivalent to ritual scarification or firewalking – a signal of group commitment that is costly and thereby credible [39]. 

While multiple lines of evidence attest to the role of religion in social bonding [40,41], the prevailing psychiatric view is that delusions are idiosyncratic, alienating and stigmatizing [42]. What distinguishes adaptive religious beliefs from religious delusions may thus be partly a matter of whether or not belief conviction strengthens community ties [43,44].

3. Religion, delusion, and cognitive continuity

Distinctions between adaptive and maladaptive religious beliefs are, however, unlikely to be sharp: “any picture of spiritual or religious delusions as clearly differentiated or finely separable from non-delusional types of religious attitudes, notions or convictions is impossible to divine or construct” ([16] p. 28, italics in original). Accordingly, a number of theorists conceive of religious beliefs as lying on a continuum from healthy to delusional, with healthy individuals (religious or otherwise) at one end and deluded individuals at the other [24,45]. 

McCauley and Graham [46] have recently presented a more nuanced scheme of three cognitive continuities (see Figure 1): (1) a continuity between religious cognition and cognition associated with mental disorders (which they focus on); (2) a continuity between everyday experiences and beliefs, on the one hand, and symptoms of psychiatric disorders such as schizophrenia, on the other [47,48; cf. 49,50]; and (3) a continuity between religious cognition and everyday cognition (a prominent thesis in the Cognitive Science of Religion is that religious beliefs do not spring from bespoke cognitive mechanisms, but from the operations of standard cognitive machinery [51, cf. 52]).

Existing literature exploring McCauley and Graham's [46] first continuity tends to be cross-sectional, which renders it ill-suited for making inferences about whether changes in religious belief or engagement temporally precede the development of psychotic illness [24]. Nonetheless, there is much to learn by examining religious beliefs in clinical and non-clinical populations.
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Figure 1: McCauley and Graham [46] (used with permission) outline three continuities in cognition.

The prevalence and psychological correlates of clinical delusions with religious content have been investigated in a large number of studies. A systematic review of 55 studies [53] found that between 1% and 80% of delusional patients had some religious content in their delusions (between 20% and 60% was typical). Some of these studies found a positive relationship between religiosity and religious delusions, while others found no relationship; and some studies found religious content was associated with more severe psychological symptoms and worse outcomes, while other studies found the opposite. The author concluded that religious content is relatively common in delusions, and that mixed findings about frequency and psychological correlates are likely due to two factors: (1) variable definitions of what counts as religious content; and (2) genuine differences in frequency of occurrence in different cultural contexts.

Related to the above, the religious content of psychiatrically diagnosed religious delusions tends to reflect the religious preoccupations of the culture at large. For example, a study of 632 psychotic patients in Muslim-majority Egypt [54] found that the most common religious content for psychotic experience was God (36%), the Devil (14%), sheikhs/priests (12%), Jesus (11%), the Prophet Mohammed (9%), ghosts/afreets (9%), saints (6%), jinns (6%), angels (4%), the Virgin Mary (3%), Judgment Day (1%), and the Antichrist (1%), all of which appear in the Qu'ran. Moreover, there may be differences across religious traditions. For example, a systematic review of studies reporting on the relationship between religion and delusions suggested that, overall, Christian patients exhibit a higher frequency of religious delusions, especially delusions of guilt and sin, compared to their counterparts from other religions [55].

Associations between religion and delusions have also been studied outside of a clinical context. One particularly large cross-cultural study (encompassing 18 countries and 26,107 participants) investigated the relationship between religion and psychotic experiences (hallucinations and delusions) in the general population using a structured interview [56]. While no overall association was found between being affiliated with a religion and delusions (or hallucinations), among those who were religiously affiliated four of five indices of intensity of religious belief and behaviour were positively associated with psychotic experiences (hallucinations and delusions were not reported separately for this analysis). However, none of these effects remained statistically significant when controlling for multiple comparisons [57]. Moreover, this study used coarse-grained dichotomous measures of delusional belief, which may have obscured genuine associations.

Other studies have used richer self-report measures of “delusion-like” beliefs, the most widely used such measure being the Peters et al. Delusions Inventory [58]. Responses on this measure have been found to predict membership in new religious movements [59,60], belief in God and in a spiritual power other than God [61], religious belief and engagement [62], and religious fundamentalism [63]. However, as with [56] these associations are not entirely surprising because particular questions in both the structured interview and the Peters et al. Delusions Inventory can be misinterpreted as inquiring about theologically normative beliefs (see [57] and [64] respectively). Nonetheless, additional evidence for a genuine association is supplied by a study that used a measure of “delusion-like” beliefs that carefully avoided using any obviously religious items [65].

4. Summary and conclusion

A prevailing psychiatric view is that cultural acceptance is a crucial marker of the boundary between healthy and delusional religious beliefs. We have suggested that this popularity-exceptionalism can be theoretically motivated in terms of social cohesion. We also documented an emerging picture of continuity between healthy and disordered religious cognition, but research examining this putative continuum is difficult to interpret. While it seems clear that culture plays an important role in determining the content of religious delusions, little is known about very basic cross-cultural issues, such as whether religious delusions are more frequent or severe in some cultures than others. 

Research on “delusion-like” beliefs in the general population is somewhat clearer, with many studies finding associations between this construct and some form of religiosity. However, this literature needs to be interpreted with caution because (1) most studies use self-report measures; and (2) some items could be read as pertaining to theologically normative beliefs. Despite these issues, we believe that progress is possible, and future research could greatly benefit from the development of measures that focus on belief and that are used consistently across studies and cultures, and in both clinical and non-clinical populations [66-69].
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