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Are religious delusions related to religiosity in schizophrenia?

Palmira Rudalevičienė1, 4, Thomas Stompe2, Andrius Narbekovas3,
Nijolė Raškauskienė4, Robertas Bunevičius4

1Vilnius Mental Health Center, Lithuania, 2University Clinic of Psychiatry, High Security Hospital
Gollersdorf, Vienna, Austria, 3Vytautas Magnus University, 4Institute of Psychophysiology and

Rehabilitation, Kaunas University of Medicine, Lithuania

Key words: schizophrenia; religiosity; religious delusions; cultural psychiatry.

Summary. This article attempts to explore the phenomenology of religious delusions in patients
suffering from schizophrenia and to determine parallels between personal religiosity and content
of religious delusions. We have studied the content of delusions in patients with schizophrenia
looking for religious themes using Fragebogen fur psychotische Symptome (FPS) – a semi-
structured questionnaire developed by the Cultural Psychiatry International research group in
Vienna. A total of 295 patients suffering from schizophrenia participated in this study at Vilnius
Mental Health Center in Lithuania, among whom 63.3% reported religious delusions. The most
frequent content of religious delusion in women was their belief that they were saints and in
men – that they imagined themselves as God. Univariate multiple logistic regression analyses
revealed that four factors such as marital status, birthplace, education, and subjective importance
of religion were significantly related to the presence of religious delusions. However, multivariate
analyses revealed that marital status (divorced/separated vs. married OR (odds ratio)=2.0; 95%
CI, 1.1 to 3.5) and education (postsecondary education vs. no postsecondary education OR=2.3;
95% CI, 1.4 to 3.9), but not personal religiosity, were independent predictors of the religious
delusions. We conclude that the religious content of delusions is not influenced by personal
religiosity; it is rather related to marital status and education of schizophrenic patients.
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Introduction
Religion is one of the ways we understand the

world and give meaning to our lives (1). There are
numerous religions in different societies and even
within the same society that directly or indirectly shape
our lives and influence our thoughts and behavior. In
psychiatric patients, religiosity may impact psychopa-
thology and treatment of the patient (1, 2).

Despite the intensive efforts in research that began
with Emil Kraepelin (3) and Eugen Bleuler (4, 5), the
etiology and pathogenesis of the schizophrenic psy-
choses have hitherto been only partially clarified (6);
thus, many fundamental questions about the pheno-
menology of delusions remain unanswered (7). Cross-
cultural psychiatry studies also tried, by means of its
methodological inventory, to analyze the influence of
cultural and environmental factors on the pathogenesis
and phenomenology of schizophrenia (6). Some events
in society may create delusional environment, des-
cribed by E. Bleuler (4, 5), which could find a reflec-
tion in the psychopathology (8).

Data on phenomenology of delusions, hallucina-

tions, or Schneider’s first rank symptoms in schizo-
phrenia demonstrate a remarkable influence of culture
on content of psychotic symptoms (9). The discussion
whether and to which extent the prevalence and
content of psychotic symptoms depends on cultural
environment has a long-standing tradition. In German
psychiatry, Zutt (10) established the term pathoplas-
ticity to describe the culture-sensitive part of the
symptomatology of mental disorders. However, until
today this term has more or less a metaphoric charac-
ter. Although most psychiatrists would agree that a
cultural pattern might influence psychotic features, it
is an unsolved question to what extent the variability
of psychotic symptoms is caused by cultural factors
such as socialization, religion, and believes. A number
of case reports published during the last 20 years des-
cribe a quick inclusion of new technologies and cul-
tural innovations into schizophrenic delusions (9, 11).

The way a patient expresses his/her illness is in-
fluenced by his/her cultural environment (13, 14). The
importance of understanding of religious beliefs of
psychiatric patient was reported by several studies
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(15–21). One of the most interesting delusional
themes, which were found in almost every culture,
was religious content of delusions (9). Schizophrenic
religious delusions were described in different cul-
tures (6, 22) and in different times (23). The exist-
ence of different phenomenological forms of religious
delusions is clinically evident. The term “religious
delusions” comprehends such different phenomena
like acute apocalyptic ideas as well as chronic ideas
of being damned by God or being God (9, 24, 25).

Aim of this study was to evaluate religious delu-
sions determining relationship between personal reli-
giosity and religious content of delusions.

Material and methods
Data for this study were obtained from the research

project, entitled “Research in cultural psychiatry.
Research of the content of delusions and hallucina-
tions.” Protocol of the study was approved by the
Lithuanian Bioethics Committee. All patients of the
study signed informed consent form. Patients were
included into the study if they met following criteria:
established clinical diagnosis of schizophrenia, ac-
cording to the International Statistical Classification
of Diseases (ICD-10), age between 18 and 80 years,
male and female, who were capable for participating
in a productive interview according to their mental
state (26). Content of delusions, hallucinations and
first rank symptoms were evaluated by means of the
“Fragebogen fur psychotische Symptome” (FPS) – a
semi-structured questionnaire developed by Cultural
Psychiatry International research group in Vienna (27).
The FPS was translated into Lithuanian using method
of double translation. The FPS consists of Introduction
that contains questions on demographic and clinical
data; and of three modules describing different symp-
toms of psychoses as mentioned above. For this study,
we used data from the Introduction of the FPS and
from the module describing content of delusions. From
this module, we took question describing religious
content of delusions, ”Did you think you were an
important personality, a saint, God, the devil, or a
demon?” with two possible answers “Yes” or “No.”
In a case of the positive answer, patient was asked to
describe specific content of delusion.

In addition to the FPS interview, all patients were
asked about their personal religiosity, asking “Are you
religious person?” and “Is your faith personally
important for you?”

We examined 295 patients (mean age, 42.4 (SD
9.7) years; women – 51.5%) at the Mental Health
Center in Vilnius, Lithuania.

Statistical analysis of the data
The statistical analysis applied a χ2 test for 2×2

and 2×k tables, Fisher’s exact test, Spearman’s rank
correlation, and logistic regression. Continuous or
ordinal data were analyzed using t test. The quan-
titative evaluation of the impact of the studied deter-
minants (age, sex, duration of illness, age at illness
onset, education, birthplaces, marital status, and the
personal importance of the faith) on the development
of religious delusions was performed using logistic
regression.

The relationships of the analyzed determinants
with the evaluation of religious delusions were calcu-
lated in two stages: using the univariate and multiva-
riate (applying Forward LR selection algorithm) lo-
gistic regression analysis. The data on male and fe-
male subjects were analyzed separately, followed by
the analysis of the total contingent of subjects. Dur-
ing the first stage of the analysis, we investigated all
separate determinants, taking into consideration the
impact of the age, and included separate determinants
and age into the logistic regression model. The quan-
titative evaluation of the impact of the studied deter-
minants on the development of religious delusions was
performed using the odds ratio (95% confidence in-
terval (CI)) that shows the increase in the risk of a
subject to enter the group of those experiencing reli-
gious delusions with respect to the subject’s attribu-
tion to some of the classification categories of the stud-
ied factors with respect to the reference category. After
that, the step-wise (Forward LR algorithm) procedure
was used to include statistically significant variables
into the model (P>0.10 – excluded). Level of statisti-
cal significance was set at 5%. Statistical analysis of
the data was performed using the statistical software
package SPSS 11.5.

Results
Sociodemographic characteristics of 295 surveyed

patients with schizophrenia are presented in Table 1.
Male and female patients were similar with respect to
age, birthplace, duration of illness, age at illness onset,
and education. There was a significant difference in
the patients’ distribution in marital status groups
according to sex. Male patients were more likely to
be divorced/separated than female patients.

Prevalence
Of 295 respondents, there were 248 (84.1%)

patients for whom their faith was of personal
importance (Table 1). Men and women differently
evaluated the importance of their faith; 89.5% of men
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and 78.9% of women reported their faith as important
for them (χ2=6.1, df=1, P<0.05).

The religious delusions were confirmed in 190
(64.4%) patients. There were no significant diffe-
rences in the frequency of the development of the
religious delusions between men and women, 89
(62.2%) and 101 (66.4%), respectively (χ2=0.57, df=1,
P>0.05). However, there was a significant difference
in the content of religious delusions between men and
women (χ2=70.03, df=7, P<0.001). The distribution
of themes of the religious delusions in patients with
schizophrenia according to sex is presented in Fig. 1.
Most frequent content of religious delusion in women
was belief that they were saint women, and most rare
content was that they were God. In contrast to women,
in men being God was the most popular theme of
delusions, and being saint man was a second popular
theme.

Determinants of the development
of the religious delusions
A significant but weak correlation has been found

between the development of the religious delusions
and the personal importance of the faith (Spearmen
correlation r=0.12, P<0.05). The religious delusions
were reported by 66.9% of those schizophrenia pa-
tients for whom their faith was of personal importance
and by 51.1% of those schizophrenia patients for
whom their faith was not important (sex- and age-
adjusted OR=1.9; 95% CI, 1.1 to 3.6). However, there
were no significant differences in the occurrence of
religious delusions separately in the male patients’
group and in the female patients’ groups regarding to
the importance of their faith (Fig. 2).

Results of univariate multiple logistic regressions.
After controlling for age and sex, four independent
factors remained significant for the development of

Table 1. Characteristics of patients with schizophrenia

               Characteristic Alla Mena Womena

N=295 N=143 N=152
Age, years (SD) 42.4 (9.7) 42.1 (9.9) 42.7 (9.5)
(range) (20–74) (20–74) (22–68)
Duration of illness, yearsb 18 (13) 18 (13) 18.0 (13)
Age at onset, yearsb 25 (6) 25 (5) 25 (6)
Onset:

Early, ≤20 years 21.0 (62) 17.5 (25) 24.3 (37)
Middle, (21 – <35) years 76.6 (226) 81.8 (117) 71.7 (109)
Late, (35 – <60) years 2.4 (7) 0.7 (1) 3.9 (6)

Marital statusc

Married 28.8 (85) 21.7 (31) 35.5 (54)
Single 18.3 (54) 18.9 (27) 17.8 (27)
Separated or divorced 52.9 (156) 59.4 (85) 46.7 (71)

Birthplace of patient
Urban 76.7 (224) 77.3 (109) 76.2 (115)
Rural 23.3 (68) 22.7 (32) 23.8 (36)

Education
No postsecondary 32.2 (95) 31.5 (45) 32.9 (50)
Some postsecondary 64.8 (200) 68.5 (98) 67.1 (102)

Religiosityd 88.5 (261) 93.7 (134) 83.6 (127)
Faith was of personal importancee 84.1 (248) 89.5 (128) 78.9 (120)
a Values are given as percent for proportion (absolute number) or as appropriate.
b Median (interquartile range).
Statistical significance of the differences between the sexes was calculated by chi-square tests:
c (χ2=7.2, df=2, P<0.05)
d (χ2=7.5, df=1, P<0.05)
e (χ2=6.1, df=1, P<0.05)
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religious delusions: marital status, birthplace, educa-
tion, and the subjective importance of religion in daily
life (Table 2).

The divorced patients independently of the age and
sex more frequently experienced the religious delu-
sions compared to married patients (sex- and age-ad-
justed OR=2.2; 95% CI, 1.3 to 3.9).

Education was also associated with a higher fre-
quency of the development of the religious delusions
(some postsecondary education vs. no postsecondary
education (OR=2.6; 95% CI, 1.5 to 4.3). Patients with
rural birthplace had a lower risk of development of
religious delusions (rural vs. urban OR=0.4; 95% CI,
0.3 to 0.8).

For evaluation of the impact of socio-demographic
factors on development of religious delusions, multi-
variate logistic regression analysis was employed
(Table 3). Marital status (divorced/separated vs.
married OR=2.0; 95% CI, 1.1 to 3.5) and education
(some postsecondary education vs. no postsecondary
education OR=2.3; 95% CI, 1.4 to 3.9) significantly

predicted religious content of delusions. In this model,
the personal importance of the faith was a statistically
insignificant predictor of the religious delusions.

Discussion
Results of our study have demonstrated that reli-

giosity in general as well as personal importance of
the faith are not directly related to the religious content
of delusions in patients with schizophrenia and are
associated with education and family status of the
patient. Content of religious delusions is gender spe-
cific. Among women prevailed a theme of being saint,
and among men prevailed a theme of being God.

The affinity of schizophrenia to religion was rec-
ognized and was a topic for intense research already
in the 19th century (6). German psychiatrist Spitzer
claims that clinically religious delusions can only be
diagnosed indirectly. Indirect signs of delusions are
the incidence of other symptoms of mental disease,
inconsistencies between utterances and behavior, con-
striction or torpor of thinking, feeling and acting (6,

Fig. 1. The distribution (%) of schizophrenia patients according to
the content of their religious delusions

The male patients The female patients

Fig. 2. The frequencies of religious delusions (%) in patients with schizophrenia according
to the personal importance of their faith
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Table 2. Logistic regression models for risk of religious delusions in schizophrenia patients

Percentage Age- and sex-
                      Factor of adjusted          Age-adjusted OR (95% CI)b

patientsa OR (95% CI)b

All All Men Women
Age at onset: Pfor trend=0.34 Pfor trend=0.31 Pfor trend=0.74

Early onset, ≤20 years# 61.3 1 1 1
Middle and late onset, (21 – <60) years 65.2 1.2 (0.7–2.2) 2.0 (0.8–4.8) 0.8 (0.4–1.9)

Marital status Pfor trend=0.001 Pfor trend=0.001 Pfor trend=0.001
Married# 56.5 1 1 1
Single 48.1 0.7 (0.4–1.4) 1.5 (0.5–4.4) 0.4 (0.2–1.1)
Separated or divorced 74.4 2.2 (1.3–3.9)** 2.4 (1.1–5.7)* 2.6 (1.2–5.8)*

Birthplace of patient
Urban# 69.2 1 1 1
Rural 50.0 0.4 (0.3–0.8)** 0.3 (0.1–0.6)** 0.6 (0.3–1.4)

Education
No postsecondary# 49.5 1 1 1
Some postsecondary 71.5 2.6 (1.5–4.3)*** 2.6 (1.2–5.3)* 2.5 (1.2–5.2)*

Religiosity
No# 64.7 1 1 1
Yes 64.4 0.98 (0.5–2.1) 0.8 (0.2–3.4) 1.1 (0.4–2.7)

Faith was of personal importance
No# 51.1 1 1 1
Yes 66.9 1.9 (1.08–3.6)* 2.8 (0.9–8.4) 1.7 (0.8–3.8)

a Percentage of patients with the religious delusions.
b OR – odds ratio, CI – confidence interval, # – reference category.
*P<0.05; **P<0.01; ***P<0.001.

Table 3. The factors related to the development of the religious delusions in patients with schizophrenia
(adjusted for sex, age, age at onset, birthplace, education, personal importance of the faith)

                                Factor Number of subjects OR (95% CI)a P
Marital status Pfor trend=0.002

Married# 85 1
Single 54 0.7 (0.4–0.5) 0.385
Separated or divorced 156 2.0 (1.1–3.5) 0.019

Education
No postsecondary# 95 1
Some postsecondary 200 2.3 (1.4–3.9) 0.002

Model Nagelkerke R2=0.12
aOR – odds ratio, CI – confidence interval, # – reference category.

28). Studies of religious delusions and hallucinations
with religious content are of interest because these
symptoms may lead to violent behavior (29). The
prevalence of delusions and hallucinations with reli-
gious content varies between cultures and over time
(30). Religious practices have been associated with a
higher rate of religious delusions (31), but personal

religiosity is not necessary for the development of
religious delusions.

Stompe and colleagues (1999) found that neither
in Pakistan nor in Austria any connection was estab-
lished between contents of delusions and social status
as well as level of education of patients with schizo-
phrenia (6). A study of mental health status of immig-
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rant farm workers in the United States has discovered
higher acculturative stress and higher anxiety levels
in immigrants who reported lower religiosity and
higher education (50). During occupation and isolation,
religious roots of the nation were damaged with no
other spiritual source offered (51). This long-standing
spiritual deprivation might, at least in part, be respon-
sible for the poor mental health situation in Lithuania,
including high suicide rate, high alcohol consumption,
and high prevalence of psychoses (52).

Cross-sectional design of the study does not allow
us to speak about causal relationships between indepen-
dent factors, such as marital status or education and
religious delusions. Another limitation of the study is
that we did not verify psychiatric diagnoses with stan-
dard diagnostic interviews and relayed on clinical

diagnoses; however, these clinical diagnoses were
established using standard ICD-10 diagnostic criteria
for schizophrenia. Moreover, assessing psychopatho-
logy, we used validated structured psychiatric instru-
ment, FPS.

Conclusions
1. Delusions of religious content were reported by

males and by females. Male patients most often con-
sidered themselves as God, while female patients most
often considered themselves as Saints.

2. Religiosity and personal importance of the faith
were not confirmed as independent predictors of reli-
gious content of delusions in schizophrenic patients.

3. Marital status and educational level indepen-
dently predicted religious content of delusions in pa-
tients with schizophrenia.

Ar religinio turinio kliedesiai yra susiję su šizofrenija sergančių ligonių religingumu?
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Santrauka. Tyrimo tikslas. Ištirti šizofrenija sergančių ligonių religinių kliedesių pobūdį ir nustatyti paraleles
tarp religingumo ir religinių kliedesių turinio. Mes išanalizavome šizofrenija sergančių ligonių kliedesių turinį,
panaudodami Vienos (Austrija) universiteto Tarptautinės kultūrinės psichiatrijos tyrimo grupės sukurtą klausi-
myną „Fragebogen fur psychotische Symptome (FPS)“. Tyrime dalyvavo 295 šizofrenija sergantys ligoniai,
gydomi Vilniaus psichikos sveikatos centre, iš kurių 63,3 proc. papasakojo religinio turinio kliedesius. Daž-
niausiai pasitaikantis moterų religinis kliedesys buvo jų tikėjimas, kad jos yra šventosios, o vyrų religinis
kliedesys, kad jie manė esantys dievai. Atlikta vienmatės logistinės regresijos analizė parodė, kad religinių
kliedesių atsiradimui didelę įtaką turėjo keturi veiksniai: šeimos padėtis, gimimo vieta, išsilavinimas ir subjektyvi
religijos reikšmė. Tačiau daugiamatė analizė parodė, jog šeimos padėtis (išsiskyrę, gyvenantys atskirai – ŠS
(šansų santykis)=2,0; 95 proc. PI 1,1–3,5) ir išsilavinimas (aukštasis ir vidurinis – ŠS=2,3; 95 proc. PI 1,4–
3,9), bet ne asmeninis religingumas yra lemiami religinių kliedesių veiksniai. Mes padarėme išvadą, kad
šizofrenija sergančių ligonių kliedesių religinį turinį lemia ne asmeninis religingumas, bet šeimos padėtis ir
išsilavinimas.
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