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Abstract This paper explores the relationship among schizophrenia, spirituality, and
Christian religiosity. We interviewed 120 patients with schizophrenia and 120 control individuals (74.2 % of individuals with self-reported Christian religions). Patients with
schizophrenia showed increases in positive spirituality and decreases in positive congregational support, as measured by the Brief Multidimensional Measure of Religiousness/Spirituality. There was no significant difference in Christian religiosity. Higher positive
spirituality was predicted by more severe self-disorder, perceptual disorder, and positive
clinical symptoms. Schizophrenia patients with religious delusions did not exhibit enhanced
Christian beliefs and rituals. These results do not confirm the hypothesis of general hyperreligiosity in schizophrenia.
Keywords Schizophrenia  Religion  Spirituality  Christianity  BMMRS  Basic
symptoms  Psychotic experiences

Introduction
From a historical point of view, the relationship between religion and psychiatry was
controversial, antagonistic, and sometimes overtly hostile, leading to a strict separation
between pastoral care professionals and secular mental health services for more than a
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century (Koenig 2000). Today the situation is entirely different in many settings, transcending the classic Freudian hypothesis that religion is nothing but a neurotic defense
mechanism (Freud 1907/1961; see also Pargament 2002). We have been witnessing the
emergence of new bridges between religion and psychiatry, as illustrated in a recent
handbook published by the Religion, Spirituality and Psychiatry Section of the World
Psychiatric Association (Verhagen et al. 2010). The field of social and clinical psychology
has gained a leading role to discover the roots of spirituality and formulate a positive
framework even for severe psychological problems (Clark 2010; Gale et al. 2014).
In two seminal papers, Larson et al. (1986, 1992) highlighted the paucity of religious
variables in psychiatric publications and demonstrated a predominantly favorable
impact of religion: 72 % of studies, published between 1978 and 1989, reported a
positive relationship between religious involvement and better mental health, 16 %
worse mental health, and 12 % no correlation (Larson et al. 1992). Bonelli and Koenig
(2013) arrived at the same conclusion by analyzing reports published between 1990 and
2010. Although the positive impact of religion on mental health has been confirmed for
several psychiatric disorders (e.g., depression, substance abuse, and suicide), the results
are controversial in the case of psychoses such as schizophrenia (Bonelli and Koenig
2013).
According to Mohr and Huguelet (2004), religion may represent a solution to many
issues in the life of patients with schizophrenia, but sometimes it is clearly the part of the
problem. Some patients with schizophrenia find meaning, empowerment, and inner
strength by their religious commitment and community, whereas others experience anxiety, fear, terror, and frustration by spiritual concerns, overvalued ideas, and paranormal
experiences. Non-conventional ideas, odd communication, and disorganized behavior may
lead to rejection and isolation from the religious community. A core conceptual issue is
that spiritual and psychotic experiences (e.g., hearing voices, visions, thought insertion,
feeling of influence by a superhuman power) are often difficult to separate and classify, as
exemplified by McCarthy-Jones et al. (2013) in the discussion of the tension between
modernist and postmodernist approaches to voice-hearing. Menezes and Moreira-Almeida
(2010) emphasized that, based on the current diagnostic systems, non-pathological spiritual
and religious struggles may seem to be manifestations of a psychotic episode, and the
cultural context and meaning must always be taken into consideration to avoid the misinterpretation of normal experiences (Larøi et al. 2014; see also Dein and Cook 2015).
According to Koenig (2007), religious delusions comprise a continuum from reasonable
common beliefs to delusional convictions. In his view, new religious movements are not
the cause but the consequence of psychosis (Koenig 2007). Murray et al. (2012) went
further and presented a theory that Abraham, Moses, Jesus, and St. Paul had had enduring
psychotic symptoms and proposed a new diagnostic category for such psychiatric manifestations (grandiose or supraphrenic type of schizophrenia) (Murray et al. 2012). On the
other hand, inspired by the phenomenology of Karl Jaspers (1883–1969) and the theology
of Rudolf Bultmann (1884–1976), Ronald D. Laing (1927–1989) claimed that the seemingly odd thinking of schizophrenia patients communicates existential truths and schizoid
withdrawal can be considered as a form of modern Stoicism (for a historical review, see
Miller 2009).
Although the connection between religiousness and psychosis has been extensively
documented by eminent historical personalities of psychiatry, such as Phillipe Pinel
(1745–1826) and Emil Kraepelin (1856–1926), today’s consensus is that religion is not an
etiologic factor in schizophrenia (Wilson 1998). However, in a provocative paper, Littlewood and Dein (2013) directly addressed the question whether Christianity can cause
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schizophrenia. By applying the agenda of evolutionary psychology and cognitive science,
they defined six aspects of Christianity that may contribute to the transformation of
transient psychotic states to schizophrenia: an omniscient deity, a decontextualized self, an
ambiguous agency, a downplaying of immediate sensory data, and a scrutiny of the self
and its reconstitution in conversion (Littlewood and Dein, 2013). The core hypothesis
comprises the presence of a hidden and immaterial self that communicates with an
omniscient and omnipotent entity who controls thoughts, emotions, and acts. During
Christian conversion, the old self is disassembled, and a new one is born. The final shift
and rebirth are attributed to the omniscient entity of God, accompanied by an enhanced
conscious self-awareness and the scrutiny of the self. The attribution of agency and control
(‘‘Is it me who is acting or a supernatural entity?’’) is an integral and common mechanism
of both religion and psychosis (Dein and Littlewood 2011). The attribution of primary
agency is withdrawn from the external world and the old identity of the self, which has
been destroyed by religious conversion. The result is estrangement from experience,
downplaying of everyday sense data, and enhanced reflexive self-consciousness (hyperreflexivity and hyper-intentionality), which are essential aspects of schizophrenia
according to classic and upgraded psychopathological models (Jaspers 1913; Mishara et al.
2014; Nelson et al. 2014a, b; Sass 2001; Sass and Parnas 2003). However, similar
mechanisms can be observed in several other organized religions where agency is attributed to a deity and cults where agency is given over to a charismatic leader (Silverstein
1988). Therefore, it is dubious to link these processes specifically to Christianity. Furthermore, it is an open question whether it is the self-disorder that contributes to attraction
to, and resonance of, religious ideas, or religious ideas themselves contribute to psychosis.
Self-disorder (Ichstörungen) may provide a unique insight into the subjective experiences of patients, including psychic and somatic depersonalization, ‘‘mirror’’ phenomenon
(an impression of a change in one’s mirror image), and an experience in discontinuity in
own action (faulty perception of agency) (Huber et al. 1979; Klosterkötter 1988; Klosterkötter et al. 1996, 2001). When the integrity of the self is lost, the origin of sensations,
feelings, thoughts, and actions is easily attributed to supernatural entities.
Using a qualitative case analysis, Bhargav et al. (2015) demonstrated that both spiritually advanced people and patient with psychosis exhibit alterations in their sense of self.
In their view, the most significant difference is that psychotic experiences are characterized
by the disruption of the self (e.g., lack of sense of self, thoughts questioning the existence
of the patient, social withdrawal, and inability to continue any occupation), whereas in
spiritual transformations a gradual thinning out of the selfish ego can be observed, and
eventually individual consciousness merges into universal consciousness (Bhargav et al.
2015; see also Jackson and Fulford 1997; Stanghellini and Fusar-Poli 2012). Although, in
accordance with the original principles of William James (1902), Bhargav et al. (2015)
contrasted sudden and fulminant psychosis with gradual conversion, many people have
sudden religious conversion experiences and many individuals with psychosis experience a
gradual development of the symptoms. The suddenness or gradualness of the conversion is
related to the cultural norms regarding the most valid way to become religious at any place
and time (Silverstein 1988).
If it is true that the crucial psychological mechanism is a unique kind of altered selfawareness in both Christianity and schizophrenia (Littlewood and Dein 2013), we might
expect a connection between Christian religious experiences and schizophrenic self-disturbance. Before investigating this question, it is essential to differentiate and define distinct dimensions of religion and spirituality in the context of the present study (Oman 2013;
Taves 2009). The Brief Multidimensional Measure of Religiousness/Spirituality
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(BMMRS) is one of the most comprehensive instruments including three general areas:
spiritual experiences (i.e., a personal feeling of connection to a higher power/God), religious practices (i.e., culturally established behavior and activity), and congregational
support (i.e., social support provided by the fellows in the religious community) (Fetzer
Institute and the National Institute on Aging 1999; Johnstone et al. 2009). Note that the
BMMRS is not specifically focused on Christian spirituality and religion. For example, by
changing the term ‘‘God’’ to ‘‘higher power,’’ BMMRS is suitable for the assessment of
individuals with different faith traditions including Buddhism (Johnstone et al. 2012b). In a
nation-wide Swiss sample based on the ‘‘Religion et lien social’’ survey (Campiche and
Dubach 1992), Stolz (2008) identified Christianity (i.e., the frequency of Christian prayers
and religious services; beliefs that God exists and that He has shown himself in Jesus
Christ) and alternative religiosity/spirituality (i.e., beliefs in astrology, luck charms, future
tellers, and reincarnation) as two orthogonal constructs in factor analytic models (nonChristian organizational religions were excluded from the analysis and ethnicity did not
contribute to Christianity or alternative religiosity/spirituality) (Stolz 2008). Therefore, it is
essential to examine whether any differences in religiosity/spirituality between
schizophrenia patients and non-clinical individuals with self-declared Christian religions
are specifically related to Christianity or not.
Based on the above-discussed findings and theories, the present study addressed the
following hypotheses:
Hypothesis 1 Patients with schizophrenia with self-reported Christian religion, as compared with non-clinical individuals, exhibit increased spirituality and religiosity, with a
particular reference to Christian beliefs and practices. This hypothesis is addressed in the
framework of the BMMRS dimensions and Stolz’s definition of Christianity.
Hypothesis 2 Increased spiritual/religious experiences and behavior can be significantly
explained by schizophrenia-associated self-disorder in contrast to other subjective psychotic experiences (diminished affectivity, disturbed contact, perplexity, cognitive disorder, cenesthesias, and perceptual disorder).

Methods
Participants
In total, 120 patients with DSM-IV (Diagnosis and Statistical Manual of Mental Disorders,
4th edition) schizophrenia (American Psychiatric Association 1994) and 120 non-clinical
individuals participated in the study. The patients were recruited at three psychiatric
centers in North and South Hungary. The control individuals were enrolled via the internet
and personal advertisement. We recruited control individuals with similar age, gender, and
education to that of the patients with schizophrenia, given that these sociodemographic
parameters may be related to religiousness (Stolz 2008) (Table 1). Inclusion criteria for the
patients were: (i) stabilized clinical state, (ii) ability and willingness to participate and give
informed consent, and (iii) no changes in medications at least for four weeks (mean
chlorpromazine-equivalent dose of antipsychotics: 445 mg/day, SD = 275.3). All participants were screened with the Mini-International Neuropsychiatric Interview (Sheehan
et al. 1998) and received a neurological examination, EEG, head magnetic resonance
imaging, and blood and urine tests including the monitoring of psychoactive substances.
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Table 1 Demographic characteristics of the participants
Patients with schizophrenia (N = 120)

Non-clinical individuals (N = 120)

Age (years)

39.6 (13.0)

39.1 (12.9)

Gender (male/female)

63/57

63/57

Education (years)

10.9 (2.7)

10.4 (2.9)

Roman Catholic

63 (52.5 %)

63 (52.5 %)

Protestant

26 (21.7 %)

26 (21.7 %)

Unaffiliated

25 (20.8 %)

25 (20.8 %)

Other

6 (5.0 %)

6 (5.0 %)

Religions

In the case of age and education, data are mean (standard deviation, SD). Religion refers to the number (%)
of individuals according to self-identification. Given that the two groups were matched, two-tailed t tests and
Chi-square tests did not indicate differences (ps [ 0.5)

Patients with psychoactive substance misuse were excluded. The clinical symptoms were
characterized by the Positive and Negative Syndrome Scale (PANSS) (Kay et al. 1987),
whereas the subjective experiences related to psychosis were evaluated by the Bonn Scale
for the Assessment of Basic Symptoms (BSABS) (Gross et al. 2008). Based on the MiniInternational Neuropsychiatric Interview and PANSS, we observed religious delusions in
14 patients (11.7 %). The demographic and clinical variables are presented in Table 1.

Ethics Statement
The study was done in accordance with the Declaration of Helsinki. The procedure was
approved by the institutional ethics committee. All participants gave written informed
consent.

Brief Multidimensional Measure of Religiousness/Spirituality (BMMRS)
The BMMRS is a self-report instrument comprising items with Likert-like scales. Lower
scores indicate a greater degree of religiosity and spirituality (Table 2). The scale focuses
on three main areas: spiritual experiences (i.e., a personal feeling of connection to a higher
power), religious practices (i.e., culturally established behavior and activity), and congregational support (i.e., social support provided by the fellows in the religious community) (Fetzer Institute and the National Institute on Aging 1999). We adopted the reconceptualized factor structure of the BMMRS: (1) positive and negative spiritual experiences (positive and negative emotional experiences of connectedness with a higher
power/the universe/God), (2) forgiveness (a specific coping strategy of forgiving others/
oneself and being forgiven by a higher power/God), (3) cultural—religious practices
(prayers, rituals, and religious services), (4) positive and negative congregational support
(support or rejection by the religious community) (Table 2) (Johnstone et al. 2009).
Given that self-report scales show inherent limitations in psychotic patients, we used a
cross-validation procedure in 25 patients who also participated in an in-depth narrative and
clinical interview (average duration: 3.5 h in 2–3 sessions). The interviewer, who was
blind to the aims of the study, rated each BMMRS dimension on a 1–5 scale. These scores
were correlated with the BMMRS self-rating results. All correlations between the interviewer’s scores and the self-report scores were definitive (rs [ 0.7).
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Table 2 The factor structure of the Brief Multidimensional Measure of Religiousness/Spirituality
(BMMRS) (Johnstone et al. 2009)
Subscales

Sample items

Number
of items

Cronbach
alpha

Positive spiritual
experiences

‘‘I find strength and comfort in my religion.’’
‘‘I believe in a higher power/God who watches over me.’’

15

0.92

Negative spiritual
experiences

‘‘I feel I am being punished by a higher power for my
sins or lack of spirituality.’’
‘‘I wonder whether I have been abandoned by a higher
power/God.’’

2

0.87

Forgiveness

‘‘I know that I am forgiven by a higher power.’’
‘‘I have forgiven those who hurt me.’’

5

0.80

Cultural–religious
practices

‘‘How often do you go to religious services?’’
‘‘How often do you read the Bible or other religious
literature?’’

5

0.80

Positive
congregational
support

‘‘If you had a problem or were faced with a difficult situation,
how much comfort would the people in your congregation
be willing to give you?’’
‘‘If you were ill, how much would the people in your
congregation help you out?’’

2

0.64

Negative
congregational
support

‘‘How often do the people in your congregation make too
many demands on you?’’
‘‘How often are the people in your congregation critical of
you and the things you do?’’

2

0.61

The items were scored on a 0 (maximum, e.g., strongly agree)–to–3 (minimum, e.g., strongly disagree) scale
(Johnstone et al. 2009). Lower scores indicate higher levels of spirituality and religiousness

Definition of Christian Spirituality and Religiousness
There were four items to measure Christian religiosity (Stolz 2008): (1) importance of
Christian religion in general, (2) frequency of Christian prayers, (3) frequency of Christian
religious service, and (4) belief that God exists and that He has shown himself in Jesus
Christ. All items were scored by the participants on a 1–5 scale (1–maximum, 5–minimum). This self-report scale was also confirmed by an independent interview as described
in the case of the BMMRS.

Bonn Scale for the Assessment of Basic Symptoms (BSABS)
The BSABS is a detailed semistructured interview to evaluate subjective experiences
related to psychosis, that is, the assessor is interested in how individuals with psychosis
experience changes in their mental processes (perception, attention, emotions, and thinking) and social life (Gross et al. 2008). The items are classified according to Parnas et al.
(2003) and our previous study (Szily and Kéri 2009): 1. diminished affectivity (4 items,
e.g., diminished initiative and dynamism, anhedonia, diminished feelings of others,
diminished need for interpersonal relations); 2. disturbed contact (13 items, e.g., lack of
ability for interpersonal contact, vulnerability to interpersonal contact, inability to tolerate
crowd, increased impressionability by others’ behavior, increased impressionability by
others’ suffering); 3. perplexity (11 items, e.g., ambivalence, inability to discriminate
between own feelings, hyper-reflectivity/loss of naturalness, disturbed receptive language,

123

J Relig Health

inability to re-visualize, inability to understand symbols, inability to grasp significance of
perception, heightened perception, captivation of attention by perceptual detail, derealization: strangeness and intrusive perception); 4. cognitive disorder (6 items, e.g., thought
interference, thought pressure, thought block, successive thought block and thought
interference, disorder of expressive language, diminished thought initiative and goal-directedness of thinking); 5. self-disorder (4 items, e.g., psychic depersonalization, somatic
depersonalization, ‘‘mirror’’ phenomenon, e.g., impression of a change in one’s mirror
image, experience of discontinuity in own action); 6. cenesthesias (4 items, e.g., electrical
bodily sensations, sensation of movement, pressure or pulling on the body or on the body
surface, sensations of lightness, heaviness, levitation, falling, constriction, dilatation,
shrinking, or expansion of the body); 7. perceptual disorder (13 items, e.g., unclear seeing,
partial sight, photopsia, micro-macropsia, meto-chromopsia, changes in perception of
others’ faces or figures, skewed sight/disturbed perspective, disturbed sense of distance,
disturbed rectilinearity, dysmegalopsia, abnormal persistence of visual irritation). Each
item is coded as 0 (the subjective experience indicated by the item is not present) and 1 (the
subjective experience indicated by the item is present). Altogether, there are 55 items (total
score range 0–55). Higher scores indicate more pronounced subjective experiences related
to psychosis. The assessment was performed by two independent persons who participated
in a series of training sessions held by an expert with an extensive experience with the
BSABS. The mean kappa reliability coefficient for single items was 0.71 between the two
raters.

Positive and Negative Syndrome Scale (PANSS)
In the PANSS, the patient is rated from 1 to 7 on 30 different symptoms present in
schizophrenia and other psychotic disorders. In contrast to the BSABS, the PANSS gives
information about the observable and verbally accessible psychiatric symptoms. Higher
scores indicate more severe clinical symptoms. There are 7 items for positive symptoms
(e.g., delusions, hallucinations, and conceptual disorganization), 7 items for negative
symptoms (e.g., blunted affect, emotional withdrawal, and passive/apathetic social withdrawal), and 16 items for general psychopathology (e.g., anxiety, somatic concerns, guilt
feelings, and depression). The mean kappa reliability coefficient for single items was 0.84
between the two trained raters.

Data Analysis
We used STATISTICA 12 software package (StatSoft, Tulsa, USA). All raw data were
checked for Gaussian distribution by Kolmogorov–Smirnov tests to select parametric
or nonparametric tests for further analysis. Kruskal–Wallis tests followed by multiple
comparisons of mean ranks for all groups were conducted to compare schizophrenia
patients with or without religious delusions and non-clinical individuals on the Stolz’s
Christianity and BMMRS measures. Spearman’s correlation coefficients were calculated between the Stolz’s Christianity/BMMRS and the BSABS/PANSS scores. We
also conducted hierarchical regression analyses to determine the predictors of spiritual
and religious experiences. The level of statistical significance was set at a \ 0.05. We
used False Discovery Rate (FDR) corrections for multiple comparisons (Benjamini
2010).
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Results
Christian Religiousness and BMMRS in Schizophrenia
Table 3 depicts the Stolz’s Christianity and BMMRS scores, together with the results of
the Kruskal–Wallis tests. Figure 1 depicts the standardized Stolz’s Christianity/BMMRS
scores to visualize the differences between schizophrenia patients with and without
religious delusions and non-clinical individuals. We observed enhanced positive spirituality and decreased positive congregational support in patients with schizophrenia
relative to non-clinical individuals. The schizophrenia patients with religious delusions
exhibited higher positive spirituality than the patients without religious delusions. There
were no significant between-groups differences in Christian religiousness, BMMRS
negative spirituality, forgiveness, religious–cultural practices, and negative congregational support (Table 3; Fig. 1). The Stolz’s Christian religiosity index was not related to
positive spirituality (R = 0.06, p [ 0.2).

Can Psychotic Experiences and Clinical Symptoms Predict Spirituality
and Religiousness?
Table 4 summarizes the PANSS and BSABS scores. Table 5 depicts Spearman’s correlation coefficients between spirituality/religiousness scores and clinical scales. There were
several significant correlations that survived corrections for multiple comparisons: Higher
positive spirituality was associated with more severe self-disorder, perplexity, perceptual
disorder, and positive symptoms. Higher negative spirituality was associated with more
severe self-disorder, perceptual disorder, and positive symptoms. We also found that the
schizophrenia patients with religious delusions displayed more severe self-disorder than
the patients without religious delusions (Table 4).
We conducted multiple regression analyses with the Stolz’s Christian religiousness and
BMMRS scores as dependent variables and the PANSS/BSABS scores as independent
variables. The analyses were controlled for age, gender, and education.
In the first step, we investigated if demographic variables (age, gender, education)
predicted BMMRS scores. The demographic variables did not predict the BMMRS scores
(-0.1 \ bs \ 0.1, ps [ 0.2, R2 \ 0.1).
In step two, the PANSS/BSABS scores were included in the regression model to
investigate whether the clinical symptoms added a significant predictive value. We found
that positive spirituality was predicted by self-disorder (b = - 0.21, partial correlation:
-0.19, R2 = 0.44; t(108) = - 1.99, p \ 0.05), perceptual disorder (b = - 0.23, partial
correlation: -0.24, R2 = 0.24; t(108) = - 2.56, p \ 0.05), and positive symptoms
(b = - 0.23, partial correlation: -0.24, R2 = 0.21; t(108) = - 2.53, p \ 0.05). The full
model: F(11,108) = 4.70, p \ 0.001, R2 = 0.32. Negative spirituality was predicted by
perceptual disorder (b = - 0.23, partial correlation: -0.22, R2 = 0.24; t(108) = - 2.37,
p \ 0.05; full model: F(11,108) = 2.55, p \ 0.05, R2 = 0.21). There were no additional
clinical predictors of the Stolz’s Christian religiousness and BMMRS scores
(-0.2 \ bs \ 0.2, ps [ 0.1, R2 \ 0.1).

123

3 (2–4)

7 (5–8)

10 (8–13)

4 (3–6)

3 (2–4)

Positive spirituality

Negative spirituality

Forgiveness

Cultural practices

Positive congregational support

Negative congregational support

2.8 (1.6)

4.1 (1.6)

10.1 (3.7)

6.8 (2.7)

3.2 (1.5)

13.9 (7.4)

11.2 (4.5)

3 (3–5)

5 (4–6)

10.5 (8–14)

6.5 (4–10)

3 (2–4)

8 (5–10)

11 (7–14)

3.5 (1.7)

4.6 (1.8)

10.4 (4.0)

7.2 (3.6)

2.9 (1.7)

8.4 (5.2)

11.8 (5.0)

3 (2–4)

3 (2–4)

9 (7–12)

7 (6–8)

3 (2–4.5)

19 (15–24)

10.0 (7–13)

Median (quartiles)

3.1 (1.3)

2.9 (1.4)

9.0 (3.7)

6.9 (2.1)

3.3 (1.4)

19.1 (7.2)

10.6 (4.7)

Mean (SD)

Non-clinical individuals
(N = 120)

p

0.54

0.04

0.68

0.49

3.41

0.20

45.79 \0.001*

6.23

0.77

1.44

48.85 \0.001*

1.21

H

* Significant difference following False Discovery Rate (FDR) corrections for multiple comparisons. Positive spirituality: non-clinical individuals [ patients with
schizophrenia without religious delusions [ patients with schizophrenia with religious delusions; positive congregational support: non-clinical individuals \ patients with
schizophrenia without religious delusions = patients with schizophrenia with religious delusions (multiple comparisons of mean ranks, p \ 0.05). Lower scores indicate
higher levels of religiousness and spirituality

The groups were compared with Kruskal–Wallis tests followed by multiple comparisons of mean ranks for all groups (df = 2). The mean values (standard deviation, SD) are
shown in order to compare the present data with previous results where mean values were reported

10.5 (8–15)

13 (9–17)

Stolz’s Christian religiosity

Mean (SD)

Median (quartiles)

Median (quartiles)

Mean (SD)

Patients with schizophrenia with
religious delusions
(N = 14)

Patients with schizophrenia without
religious delusions
(N = 106)

Table 3 Christian religiosity and Brief Multidimensional Measure of Religiousness/Spirituality (BMMRS) subscales in patients with schizophrenia and non-clinical
individuals
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Fig. 1 Normalized scores on the
Brief Multidimensional Measure
of Religiousness/Spirituality
(BMMRS) and Stolz’s
Christianity index. Patients with
schizophrenia were characterized
by significantly higher positive
spirituality and lower positive
congregational support as
compared to non-clinical
individuals. The patients with
religious delusions showed even
higher positive spirituality than
the patients without religious
delusions. Lower scores indicate
higher levels of religiousness and
spirituality

Table 4 Clinical characteristics of the patients with schizophrenia
Patients with
schizophrenia (N = 106)

Patients with schizophrenia with
religious delusions (N = 14)

Positive and Negative Syndrome Scale (PANSS)
Positive symptoms

18.3 (6.2)

19.7 (9.3)

Negative symptoms

22.4 (8.7)

24.1 (9.6)

General symptoms

42.6 (9.2)

40.8 (11.4)

Median (quartiles)

Mean (SD)

Median (quartiles)

Mean (SD)

2.6 (1.3)

Bonn scale for the assessment of basic symptoms (BSABS)
Self-disorder*

1 (1–2)

1.5 (1.2)

3 (2–4)

Perplexity

3 (2–5)

3.5 (1.5)

4 (3–5)

3.9 (2.2)

Perceptual disorder

2 (1–3)

2.1 (1.4)

2 (1–3)

2.2 (1.7)

Diminished affectivity

2 (2–3)

2.3 (1.3)

2 (1–3)

1.9 (1.4)

Disturbed contact

3 (2–4)

2.7 (1.5)

2 (1–3)

2.4 (1.6)

Cognitive disorder

2 (2–4)

2.6 (1.4)

3 (2–4)

2.9 (1.6)

Cenesthesias

1 (1–2)

1.4 (0.9)

2 (1–2)

1.5 (1.1)

The PANSS scores are mean values (standard deviation, SD). The BSABS scores are median values (lower–
upper quartiles). The mean values are also shown for the BSABS scores in order to compare the present data
with previous results where mean values were reported
* Significant difference between patients with and without religious delusions following False Discovery
Rate (FDR) corrections for multiple comparisons (Mann–Whitney U test, Z = -2.92, p = 0.003)
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0.02

0.10

Negative
congregational
support

0.01

0.05

-0.13

0.05

-0.31*

-0.46*

0.02

0.20

-0.09

-0.01

0.06

0.10

0.01

-0.09

0.11

-0.03

0.01

-0.07

-0.14

-0.06

0.15

Disturbed
contact

0.10

-0.01

-0.05

-0.04

0.01

-0.05

-0.03

Cognitive
disorder

0.04

0.03

-0.04

0.07

0.00

0.00

-0.10

Cenesthesia

-0.08

-0.10

0.04

0.03

-0.24*

-0.44*

-0.13

0.03

-0.12

-0.06

0.07

-0.01

0.03

-0.04

Negative
symptom

0.00

-0.10

-0.09

-0.01

-0.04

0.02

-0.02

General
symptom

* Significant correlations (p \ 0.05) following False Discovery Rate (FDR) correction for multiple comparisons. Negative correlations indicate that lower scores on the
spirituality and religiousness subscales (higher intensity of the religious experience and behavior) were associated with higher (more severe) symptoms and vice versa

0.10

-0.02

Positive
congregational
support

0.13

0.01

-0.02

-0.10

Forgiveness

Cultural practices

-0.12

-0.46*

-0.30*

-0.28*

0.00

Positive spirituality

-0.02

Negative spirituality

BMMRS subscales

Stolz’s Christian
religiousness

Diminished
affectivity

Positive
symptom

Perceptual
disorder

Selfdisorder

Perplexity

Positive and Negative Syndrome Scale
(PANSS)

Bonn Scale for the Assessment of Basic Symptoms (BSABS)

Table 5 Spearman’s correlations between Stolz’s Christianity, BMMRS, BSABS, and PANSS variables in schizophrenia (N = 120)
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Discussion
Christian Hyper-religiosity in Schizophrenia?
Our initial hypotheses were not fully supported by the data: We did not find evidence for a
general hyper-religiosity in schizophrenia. The characteristics of spiritual and religious
experiences and behavior of patients with schizophrenia displayed a specific pattern with
both increased and decreased functions: Positive spirituality was enhanced, and positive
congregational support was weakened. It is important to note that the two items of negative
spirituality (‘‘I feel I am being punished by a higher power for my sins or lack of spirituality.’’; ‘‘I wonder whether I have been abandoned by a higher power.’’) were from the
religious/spiritual coping dimension of the BMMRS, describing a spiritual struggle with
guilt and alienation. This is characteristic of some patients with depression (Exline et al.
2000), but, according to the present data, not definitely for patients with schizophrenia.
Nevertheless, negative spirituality was associated with more severe self-disorder, perceptual disorder, and positive symptoms in the correlation analysis, but only perceptual
disorder was a significant predictor. It is an important finding that patients with
schizophrenia differed from the control participants regarding increased positive but not
negative spirituality, which suggests that their enhanced spirituality was not disruptive,
frightening, or directly paranoia-inducing. Mohr et al. (2010a) documented positive religious changes in 20 % of patients with schizophrenia during a 3-year follow-up period,
which represented a significant transformation of negative religious themes to positive
ones. Almost every second patient experienced that spirituality and religion helped them
cope with their illness (Mohr et al. 2010b).
We observed a relatively limited number of patients with religious delusions (14 out of
120, 11.7 %). These patients displayed even higher positive spirituality than the patients
without religious delusions, but they scored similarly on other measures of spirituality/
religiousness. In a comparable sample of patients with schizophrenia, Siddle et al. (2002)
found that 24 % of the participants had religious delusions, which were associated with
higher PANSS scores (more severe symptoms) and worse clinical outcome. In other
studies, the occurrence of disruptive religious delusions was less definitive, and private and
public religious activities played a significant role in the life of many patients (Gearing
et al. 2011; Huguelet et al. 2006; Kroll and Sheehan 1989; Mohr et al. 2006, 2012; Nolan
et al. 2012). Overall, the prevalence of religious delusions displayed a large variety across
studies (6–63.3 %) (Grover et al. 2014).
The themes of the delusions were similar to that reported in the literature, including
persecution and being controlled by supernatural powers and grandiosity (Mohr et al.
2010b). Delusions of sin and guilt were not frequent and dominant. The increased positive
spirituality in deluded patients is consistent with the view that these individuals valued
religion more than non-deluded ones, but they received less support from their religious
communities (Mohr et al. 2010b). Religious delusions are often focused on spiritual
identity, spiritual figures, and the personal meaning of the illness. Some of these beliefs
reflect the struggle of the patients to reconstruct their relationship with the world and other
people, whereas others reflect a complete loss of connection with the outside reality
(Rieben et al. 2013).
Kirov et al. (1998) concluded that the experience of psychosis may lead to increases in
religiosity, which is an important coping mechanism for many patients. However, a careful
consideration of the literature revealed that religion can produce both advantageous and
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disadvantageous effects, depending on the type of clinical symptoms and the cultural
influences (Gearing et al. 2011). In this respect, the issue of causality has not been convincingly determined. For example, a person with emerging psychosis-like experiences
who turns to religion for a sense of identity and explanations for aberrant experiences may
indeed become more psychotic, but this may have nothing to do with religion per se; the
same person might, in the absence of religious preoccupation, become immersed in other
non-religious belief systems to a maladaptive degree.
Surprisingly, Cohen et al. (2010) found that elderly individuals with schizophrenia had
significantly lower levels of religiousness than their age peers, with a particular reference
to less frequent religious attendance. In general, religiousness was not significantly associated with psychotic symptoms, and it had a modest additive effect on the quality of life
(Cohen et al. 2010). Many aspects of the discrepant findings can be attributed to basic
methodological issues: Most of the studies investigated religiousness as a secondary
measure, clear definitions were not presented, and different instruments were used for the
assessment of diverse aspects of religiousness and spirituality (Oman 2013). By using the
BMMRS, which is a conceptually well-established and validated instrument, we demonstrated that the feelings of connection to a higher power or God were increased in
schizophrenia, whereas socially defined religious practices and congregational support
were reduced. The latter was true for positive congregational support, but the patients did
not experience a marked negative social discrimination in their religious community
(negative congregational support).
An important aspect of our study is that these findings were independent of Christianity.
Indeed, patients with schizophrenia and non-clinical individuals exhibited similar scores on
the Christian religiousness measure, and it was true even for patients with religious delusions. Religious delusions were dogmatically loose and diverse, often with idiosyncratic and
incoherent contents. These delusions were not associated with a strengthened Christian
faith, that is, the patients did not feel that their religion became more salient, did not practice
religious rituals more frequently, and did not report enhanced Christian beliefs (i.e., the God
exists and that He has shown himself in Jesus Christ). The independence of enhanced
spirituality from Christianity is especially remarkable because the declared religion of the
majority of our patients was either Roman Catholic or Protestant. This suggests that psychosis-related spiritual/religious phenomena are not necessarily related to past religious
socialization.
It is essential to emphasize that we did not use the Stolz’s Christianity scale to discriminate people by their religion. It was designed to measure the intensity of beliefs,
values, and practices specifically related to Christianity. The inclusion of the Stolz’s scale
was necessary to assess the relationship between schizophrenia, Christianity, and more
general aspects of spirituality and religious practice as measured by the BMMRS.

Religion and Psychotic Experiences
Regarding the connection between psychotic experiences and spirituality/religiousness, our
hypothesis was partially supported: As expected, self-disorder was a significant predictor,
but it was confined to positive spirituality (a mixture of items from daily spiritual experiences, meaning/purpose in life, values/beliefs, and religious/spiritual coping dimensions
of the original BMMRS) (Johnstone et al. 2009). Notably, schizophrenia patients with
religious delusions displayed a more severe self-disorder as compared to patients without
religious delusions, which was a quite circumscribed clinical difference (i.e., religiously
deluded and non-deluded patients were characterized by similar PANSS scores and
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BSABS items different from self-disorder). In contrast, perceptual disorder was a significant predictor of both positive and negative spirituality.
It is important to take into account that the BSABS self-disorder, perceptual disorder,
and perplexity dimensions are strongly interconnected phenomena with potentially overlapping mechanisms. Faulty temporal integration and incoherence in the perceptual system
may result in disturbed self-experiences including depersonalization, decreased sense of
agency, and the disintegration of thoughts, feelings, and behavior (Postmes et al. 2014;
Sass and Parnas 2003). Matussek (1987) noted that alterations in perceptual experience
could lead to feelings that the self and the world are changing, which could then result in
the generation of explanatory beliefs including apocalyptic delusions. Several studies
suggested that increased spirituality was related to a decreased focus on the self, which was
associated with right parietal lobe dysfunction, a key area for attention, perceptual integration, and self-representation (Decety and Chaminade 2003; Robertson 2003; Johnstone
et al. 2012a, 2015). The dysfunction of the parietal lobe may also be important in schizophrenic self-disorder (Brent et al. 2014).
In some cases, the roots of perceptual anomalies can be explored at the level of very
basic mechanisms, such as the visual pathways originating in the retina, the perception of
contrast and motion, and the Gestalt organization of low-level environmental stimuli (Kéri
et al. 2005; for a review, see Silverstein and Rosen 2015). It is of particular interest how
these basic perceptual mechanisms can be integrated with very distinct psychopathological
models, such as the Jungian concept of self and psychosis (Silverstein 2007, 2014). In the
present study, we demonstrated that perceptual disorder may contribute to personal spiritual experiences and a sense of deeper transpersonal meaning and purpose of life, but not
to other aspects of spirituality and religiousness. The circumscribed contribution of psychopathological phenomena to certain aspects of spirituality may be a possible explanation
why some studies found associations between spirituality/religiousness and psychotic
symptoms, whereas others failed to do so (Gearing et al. 2011; Grover et al. 2014). The key
is the proper and consistent definition and assessment of spiritual/religious dimensions
(Hill 2013).
Dein and Littlewood (2011) postulated a common evolutionary and cognitive mechanism of psychosis and religious cognition. The starting point was a classic psychopathological interpretation (Jaspers 1913), claiming that schizophrenia and enhanced religious
experiences are both linked to the dissolution of the border between the self and others
(disruption of the ‘‘ego-boundary’’). In this view, the first mechanism that binds or separates self and others is the detection of intentional agents. Humans have a hyperactive
agent detection template by which we can seek out and find entities with intentions and
plans beyond the self and the mind of other people (e.g., gods, angels, and ghosts) (Atran
2002; Barrett 2000; Boyer 2001). Agency, however, is not everything. Gods and other
supernatural agents have thoughts, plans, emotions, and desires. They have a complex
mental representation of the world. By using our theory of mind abilities, we attribute
mental states not only to the self and the inner world of other people but also to ‘‘minds
without material bodies,’’ a kind of description for invisible agents (Bloom 2004). Altogether, agency detection and theory of mind (agency description) both contribute to the
opening of the gate between the self and others, a key element in both religious cognition
and psychosis (Dein and Littlewood 2011). The present study added a more bottom-up
approach to these high-level theories, namely the importance of perceptual functions in the
emergence of self-experience and its contribution to spirituality.
We found that patients with religious delusions displayed a pronounced self-disorder.
According to Blankenburg (1971; discussed by Sass and Parnas 2003), a key feature of
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self-disorder is the loss of natural self-evidence and common sense, which is associated
with social withdrawal, inner hyper-reflexivity, and hyper-intentionality. Psychotic patients
withdrawn from their social environment may experience an enhanced reflexive awareness
in which percepts, actions, and structures of the external and internal world gain an unusual
level of awareness; in everyday cognition, these are out of the field of reflexive awareness,
presupposed, taken for granted, or simply remain unnoticed (Sass and Parnas 2003). In
some cases, enhanced reflexivity may be important in the creative restructuring of the self–
world relationship and spiritual development (Clark 2010).

Limitations and Future Directions
The most important limitation is that the study was cross-sectional and correlational. Mohr
et al. (2010a) demonstrated that spirituality/religiousness is labile in many patients with
schizophrenia. In the current sample, we have no information how spirituality/religiousness
may change along with decreases and increases in psychotic symptoms and vice versa. The
study included only a small number of patients with religious delusions.
We did not measure general health, quality of life, and clinical outcome. It remains to be
clarified how the dimensions of spirituality/religiousness are related to the prognosis of the
illness and how different social factors may modify it. A critical question is why patients
with schizophrenia receive less congregational support and what kind of psychosocial
intervention can be used to facilitate the patients’ integration into their religious community.
Individuals with psychosis wishing to engage in communal religious experiences who then
feel ostracized or stigmatized due to their odd appearance or behavior could internalize
stigma, develop depression, lose hope, and must face with social rejection and isolation.
In some cases, psychosis is a transformative crisis with a chance of development, which
should not be medicalized and stigmatized (Clark 2010). Rejection, guilt, and uselessness
may further worsen desperation and paranoid symptoms, leading to personal suffering,
decreased quality of life, and worse clinical outcome. However, negative congregational
support was not verified in the present study. A major challenge for pastoral care providers
and mental health professional is to overcome the issues discussed above and to achieve a
better integration of individuals with psychosis according to their needs, empowerment,
and realistic opportunities.
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