Are OCD delusions adaptive misbeliefs? 
1. Introduction 

Delusions are defined as “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. not an article of religious faith)” (American Psychiatric Association, 2013, p.87). They are usually considered to be the result of a mental dysfunction. 

This essay aims not necessarily to challenge this definition, but rather to provide a more positive outlook, and view delusions as short-term psychologically adaptive misbeliefs. I focus specifically on delusions in OCD. According to the DSM-5 (American Psychiatric Association, 2013, p.235), “OCD is characterised by the presence of obsessions and/or compulsions. Obsessions are recurrent and persistent thoughts, urges or images that are experienced as intrusive and unwanted, whereas compulsions are repetitive behaviours or mental acts that an individual feels driven to perform in response to an obsession or according to rules that must be applied rigidly”. While most people suffering from OCD are to some extent aware of the unreasonableness of their obsessive-compulsive convictions, around 4% of cases present obsessive-compulsive convictions that exhibit delusional features (Lancellotta, 2024). For example, someone may be deeply convinced that if they don’t turn the lights on and off twenty-seven times before leaving their house, their loved one may die.

In Section Two, McKay and Dennett’s (2009) shear pin account is introduced and explained. Fineberg and Corlett (2016) use this model to put forward the view that delusions are biologically adaptive. I explore this account and through using Lancellotta’s (2024) recent study on delusions in OCD, conclude that it fails. Since Fineberg and Corlett’s model provides a compelling explanatory account for the inflexibility of delusions in the face of counterevidence, explored in Sections Three, Section Four explores a second proposal claiming that the adoption of the delusion psychologically adaptive. On the other hand, the maintenance of the delusion is detrimental to the individual. In other words, delusions are short-term psychologically adaptive. In the last section, Currie’s (2000) metacognitive account, which views delusions as imaginings rather than beliefs is explored. Appealing to Lancellotta’s case study, I conclude that delusions in OCD should be identified as beliefs rather than imaginings, both from a theoretical and a practical standpoint. To conclude, the view that delusions are short-term psychologically adaptive misbeliefs, while still in its infancy, provides a successful explanatory account of the nature of delusions in OCD. 

2. Delusions as biologically adaptive

A first account in favour of the adaptiveness of delusions, known as the doxastic shear pin, comes from McKay and Dennett (2009). Shear pins are mechanical analogous to electrical fuses. Each is a component in a system that is designed to break in certain circumstances, to protect the other, more expensive parts of the system. For example, they are installed in the drive train of a marine engine. The shear pin attaches the propeller to the propeller shaft and is intended to break if the propeller were to hit a hard object. When the shear pin breaks, the system stops operating normally. However, in such circumstances, the action of the shear pin is not itself abnormal. In fact, it functions exactly as it was intended to. Analogously, a doxastic shear pin is a component of a belief evaluation machinery, whose function is to break in extreme psychological distress. The claim is that delusions are some sort of shear pin, as they allow the facilitation of overwhelming circumstances, such as managing powerful negative emotions. They allow the cognitive system to continue functioning in times of extreme distress. 

While McKay and Dennett (2009) ultimately reject the idea that delusions are the by-product of a shear pin mechanism, Mishara and Corlett (2009) and Fineberg and Corlett (2016) put forward exactly such a model. While similar in nature, I focus on Fineberg and Corlett’s account. Delusions are indeed the by-product of a shear pin, whose function is to break in situations of extreme distress. Moreover, they play a biologically adaptive role, as they are tied to survival, and further to natural selection. Their argument begins with an analysis of instrumental learning which divides the processing of actions into two distinct systems, one goal-directed and one habitual learning (Daw et al., 2005). The goal-directed system deals with “learning flexible relationships between actions and outcomes, while the habitual learning system deals with more inflexible representations of the relations between environmental stimuli and behavioural actions” (Mishara and Corlett, 2009, p.530). For example, a student learning how to perform complex integration may follow a step-by-step process, until he becomes more acquainted and gains a deeper understanding of the mathematics behind the process. This process would be under the control of the goal-directed learning system. On the other hand, someone who has been taking the same route to work for decades, may turn right at a junction without even noticing. This action would be under the control of the habitual learning system. 

Furthermore, if an individual is trying to understand a particular experience or event, until an explanation is found, a large part of the cognitive resources of the individual is absorbed into trying to make sense of the situation. This process is controlled by the goal-directed learning system. The biological adaptiveness of delusions consists in the fact that the formation of the delusion allows the learning system to resume its functioning, as the habitual learning system takes over the delusional mental state. Since the goal-directed learning system is the most cognitively expensive part of an individual’s learning system, this frees up cognitive resources (Lancellotta, 2022). As a result, the individual continues to engage with their environment, increasing their chances of survival. Consider Shelley, a participant of the OCD case study (Lancellotta, 2024). Grappling with the question of why others may have negative views towards her, she developed the conviction that she was an allergen with a repugnant smell. By adopting an easy answer to such a complex problem, in other words by finding an explanation for her situation, allows the goal-directed learning system to resume its functioning. With her cognitive resources now freed up, she can actively engage with the outside world, increasing her chances of survival and reproduction. Similarly, Audrey, a second participant, developed OCD after her brother died. She claims that the adoption of the delusion gave her a sense of control over her life, which allowed her to remain engaged with her surroundings. Hence, the evidence convincingly supports the view that delusions in OCD are a sort of biologically adaptive shear pin, as they allow the individual to continue functioning, while preventing further damage, in times of extreme distress. Therefore, the delusion enables the patient to remain connected to their environment, promoting and maintaining the survival of the individual, and as a consequence, also increasing their reproductive chances.

Although delusions free cognitive resources, in doing so, they remove the delusional mental state from the control of the most flexible part of an individual’s learning system, the goal-directed learning system. In Fineberg and Corlett’s account (2016), when the delusion is adopted, the goal-directed part of the leaning system is impaired, in order to avoid a complete breakdown of the learning system. At the same time, the habitual part of the learning system takes over the individual’s delusional mental state. The shift in control between the two learning systems accounts for the inflexibility which generally characterises delusional mental states (Lancellotta, 2022). For example, even though Shelley was told that she was in fact not an allergen, and was presented with strong evidence against this claim, she was still convinced that was the case. In fact, the inflexibility of delusional convictions in the face of counterevidence is one of their most striking features and is exhibited across all kinds of delusions. However, since the shear pin preserves the overall functionality of the learning system, this is an unavoidable cost of the shear pin breaking. Overall, the biological adaptiveness account of delusions provides an accurate view of the nature of delusions in OCD, being supported by evidence from Lancellotta’s case study (2024). Fineberg and Corlett’s account (2016) is especially successful in accounting for the inflexibility of the delusional convictions in the face of counterevidence. Moreover, viewing delusions as biologically adaptive, rather than maladaptive, helps remove some of the stigma that patients often face. A positive view on the role of delusions can help patients reintegrate in society, further increasing the appeal of this proposal. 

While the account of delusions as biologically adaptive may appear convincing initially, several of its weaknesses are now exposed. Firstly, note that for a trait or mechanism to be biologically adaptive, it must contribute to the genetic fitness of the organism, which is measured in terms of increased chances for reproduction and survival. Therefore, for delusions in OCD to be biologically adaptive, if they are indeed a response to a crisis, they must enhance a person’s chances of reproductive success and survival (Lancellotta and Bortolotti, 2019). However, contrary to the biological adaptiveness account, many delusions are thought to absorb and hijack cognitive resources, rather than to free them up, decreasing an individual’s engagement with their surroundings. Returning to Audrey and Shelley’s own experiences of delusions in OCD (Lancellotta, 2024), they both claim that the delusion completely took over their lives. Shelley would unintentionally harm herself, by scraping her skin off in an attempt to remove the repugnant smell, while Audrey would be so focused with her OCD that she could not do anything else. Moreover, both women ended up isolating themselves from their environment, both physically, by refusing to leave their houses, as well as socially, by not interacting with others, including friends and family. These cases compellingly show that: (1) by completely taking over the individual’s life, the delusion hijacks cognitive resources rather than freeing them up and (2) the delusion alienates the individual from their environment. Hence, (1) and (2) contradict the view that delusions are biologically adaptive, by showing that the patient is unable to engage with the world both physically and cognitively, greatly hindering their chances of survival, and moreover, of reproductive success. Therefore, the evidence provided powerfully undermines the biologically adaptiveness account of delusions in OCD. 

To overcome this objection, proponents of this account, claim that it’s only the adoption of the delusion itself that is biologically adaptive, not the maintenance (Antrobus and Bortolotti, 2016; Bortolotti, 2016). As previously stated, delusions are biologically adaptive if they promote engagement with the environment, and hence survival. Therefore, Shelley and Audrey’s delusions are short-term biologically adaptive if they help the two women maintain contact with their environment in the short term. We have already noted that this is in fact true, with Audrey feeling that she has more control over the situation and hence continuing to engage with her environment, while Shelley was able to engage with her surroundings as her cognitive resources were now freed up. The account recognises that long-term, delusions are detrimental to the individuals, causing them to withdraw from their environment and completely taking over their lives. This rebuttal is successful, as it acknowledges both the benefits and the costs of delusional mental states by placing them on a precise temporal scale. 

Therefore, one may put forward the view that delusions are adaptive analogues to the way that compulsions are. Their main function is to stop the anxiety which arises form obsessive thoughts and beliefs. However, engaging in compulsions long term is detrimental to the individual, and in fact, ends up being a part of the mechanism that generates anxiety and obsession (Leckman et al.,2010; Poyurovsky, 2013). If not kept under control, the compulsion becomes a part of the problem, rather than the solution. Similarly, delusional mental states in OCD reinforce the idea that compulsions are effective in achieving a desired outcome, and in being able to prevent something harmful from happening. While initially this alleviates some of the anxiety and allows the individual to remain engaged with their environment, increasing their chances of survival and reproductive success, long-term it’s detrimental to the individual (Lancellotta, 2024). Therefore, by placing delusional mental states on a temporal scale, proponents of the view that delusions are biologically adaptive, can overcome this initial objection and provide a better explanatory account of delusions in OCD. 

However, they now face a second objection. The adoption of the delusion by an individual doesn’t necessarily imply that they are better adapted to engage with their environment (Lancellotta, 2024). Research has shown that in certain circumstances depression can be adaptive. Consider the case of an individual losing their house, or other valuable items. Momentarily stopping engagement with their environment can be fundamental to adjusting to changed surroundings, and eventually, better face the new environment (Andrews & Thomson, 2009; Del Giudice, 2018). On the other hand, if the delusion represents the individual’s circumstances as being better than they actually are, then this adaptation could be lost. Note that this could also apply to Audrey’s case. When her brother died, she developed delusional OCD to increase her sense of control, and cope with the trauma, avoiding severe depression. Although psychologically painful, it might have been most adaptive for Audrey to develop depression as an answer to her bereavement (Lancellotta, 2024). This could have allowed her to better adjust to the situation. Therefore, more work is required to show that the adoption of the delusional conviction is indeed the more advantageous adaptive trait.

Furthermore, if proponents of the biological adaptiveness account want to prove that the adoption of the delusion is indeed the better adaptive option for the individual, they would have to appeal to experiments comparing people with depression but no delusions, with their delusional counterparts to see which group is more engaged with their environment. While this may appear easily testable, recent debates have shown that it’s extremely difficult to show that two groups of individuals undergo exactly the same kind of dysfunction (Lancellotta and Bortolotti, 2019). Moreover, if proponents of the account claim that when an individual is better off this is because of the delusion, but when they are worse off, then they would have been even worse without the delusion, then the claim becomes unfalsifiable (Lancellotta, 2024). This suggests that the view that delusions are biologically adaptive is extremely challenging to test, further undermining the account.

Moreover, looking at cognitive behavioural therapy (CBT) and mindfulness, acknowledging the lack of control and negative emotions when faced with a traumatic event, often leads to dealing with one’s emotions better than avoiding them in the long term (Hayes et al., 1999). Note also that it’s common that in cases such as OCD that the delusional mental state may return when the patient finds themselves in another distressing situation. For example, Audrey developed OCD for the first time at the age of fifteen when her house burned down. Although she managed to treat it to some extent, when she started university and faced a challenging time adjusting to the new environment, the OCD returned. As a result, when patients undergo therapy to overcome their delusional convictions, they often focus on finding alternative methods to dealing with distressing events. In other words, rather than falling prey to the delusion again, the individual is guided and taught to manage the situation differently, in a way which is more beneficial in the long-term (Lancellotta, 2024). Hence, the practices of CBT further suggest that the adoption of the delusion is in fact the less adaptive option. Therefore, placing delusions on a timescale doesn’t overcome the second objection, powerfully undermining the biological adaptiveness account.

Hence, in the light of evidence suggesting the contrary, the biological adaptiveness account of delusions in OCD is unsuccessful. However, I claim that Fineberg and Corlett’s model (2016) compellingly accounts for one of the most striking features of delusions, their inflexibility in the face of counterevidence. 

3. Why are delusions maintained?

After the delusion is adopted, and the individual has been relieved of their negative and overwhelming emotions, after a period of time the anxiety remerges. In Fineberg and Corlett’s (2016) own terms, it’s exactly at the moment that the goal-directed learning system reclaims its authority over the habitual learning system that the anxiety returns. It returns under the form of an awareness of the discrepancy between what the individual’s delusional convictions are and a recognition that others may view them as unreasonable (Lancellotta, 2022). This is further supported by evidence in the OCD case study, where all four participants claimed that this discrepancy caused them a lot of distress, anxiety, depression and panic. Therefore, it’s evident that delusion maintenance is extremely psychologically detrimental to the patient, causing them overwhelming distress. In the previous section, I also illustrated the detrimental effects of delusion maintenance from a biological standpoint. In the long-term, the patient becomes isolated, and their cognitive resources hijacked, as the delusion completely takes over their life. 

However, despite the harmful consequences of delusion maintenance, one of the most striking features of delusional convictions is that they continue to persist in the face of counterevidence. To explain this striking feature, recall that once the delusion is adopted, then the habitual learning system is in control. This shift in control between the different parts of the learning system explains this inflexibility (Lancellotta, 2022) since the delusional convictions are not in the conscious control of the individual, and of the goal-directed learning system, but are instead, the by-product of a more primitive and automatic system of learning, the habitual system. The habitual learning system controls the delusional state, while new evidence is integrated and evaluated by the goal-directed learning system. The patient is then unable to integrate the newly received counterevidence with the delusional conviction, as the two systems fight for control, rather than cooperating with one another (Hitchcott et al., 2007). Therefore, Fineberg and Corlett’s (2016) model compellingly shows that delusional convictions continue to be maintained since they are outside the conscious control of the patient. In other words, delusions are an automatic process over which the individual has no control; the patient is simply a passive bystander (Lancellotta, 2022). 

For further support, note that Audrey viewed herself as an observer in an internal battle between herself and the OCD brain, in which the latter fought to take control over the former, further reflecting the ongoing battle between the goal-directed and the habitual learning systems. She felt as if she had no control over the situation and that the OCD took over. Moreover, all four participants of the OCD study claim that they would feel relieved if they could know that their delusional convictions were unreasonable (Lancellotta, 2024), further highlighting the lack of conscious control over their delusions. Hence, Fineberg and Corlett’s account (2016) successfully explains the inflexibility that characterises delusional mental states. It’s not that the patients refuse to change their delusional conviction, but rather they are unable to. Moreover, acknowledging that the delusional mental state is outside the patient’s control is not only useful in finding better option treatments but can further help remove some the stigma that patients often face. 

Acknowledging the success of Fineberg and Corlett’s account (2016) in explaining the inflexibility of delusions in the face of counterevidence, this essay explores an alternative proposal claiming that delusions in OCD are short-term psychologically adaptive. 

4. Delusions as psychologically adaptive 

Recall that in Section Two I discussed that, analogous to the role of compulsions, the main function of delusion adoption is to stop and alleviate anxiety. Hence, a second proposal is that the adoption of the delusion leads to increased wellbeing (McKay and Dennett, 2009) or has other psychological benefits, such as promoting good functioning in the short-term. The maintenance of the delusional mental state, however, as highlighted in the previous sections, is determinantal to the individual. In other words, delusions are short-term psychologically adaptive. The central idea is that delusions play a psychologically protective or defensive function (Lancellotta, 2022), relieving painful and hard to deal with emotions. However, as illustrated in Section Two, these psychological benefits are not sufficient to foster engagement with the environment, and thus to make them biologically adaptive. This account is compellingly supported by evidence in the OCD case study (Lancellotta, 2024). After her bereavement, and the traumatic event of losing her brother, Audrey felt that the OCD helped her gain more control over her situation. By developing the OCD, she avoided dealing with extreme negative emotions that could have been psychologically painful, and which could have led to severe depression. Similarly, Shelley could put an end to her extremely distressing situation of perpetually questioning why other might not like her. Therefore, the evidence strongly highlights that the adoption of the delusion, the short-term, alleviates anxiety and stops the patient from becoming overwhelmed by negative emotions. The psychological benefits of the adoption of delusional OCD are evident. 

Furthermore, when the individual is completely entrenched in the delusion, as mentioned by Fineberg and Corlett’s model (2016), it’s the habitual learning system that is in control. At this moment in time, the conviction that the delusion is reasonable, and the obsessive-compulsive behaviours become unshakable, as the anxiety is alleviated. Shelley stated that when her delusion completely took over, rather than feeling anxious, she tried to find a solution to her problem. When she was completely entrenched in the delusion, and she was not questioning her delusional mental state, then she was not feeling anxious. She in fact claims to have felt better now that she knew how to deal with the situation. This further highlights the short-term psychological benefits of the adoption of the delusional mental states in OCD, as ending a long streak of considerable distress and alleviating anxiety (Lancellotta, 2024). 

Secondly, delusions could be understood as a coping mechanism. Three out of the four participants in the OCD study view the delusional convictions as a coping mechanism that allows the patient to take back some control after experiencing a distressing or traumatic event (Lancellotta, 2022).  In the short-term, the patient experiences enhanced wellbeing, feeling that they have gained back some power after a traumatic experience, as well as avoiding dealing with the extreme negative emotions and the anxiety that comes along with them. Audrey, for example, by adopting the delusional OCD could cope with the loss of her brother and avoid severe depression. To support this point further, note that researchers suggest that persecutory delusions reflect an attributional defence against low self-esteem thoughts reaching consciousness. If the individual blames others or the circumstances for negative events, rather than themselves, it’s then argued that negative thoughts about the self are stopped from reaching awareness (Freeman et al., 2002), protecting the individual from overwhelming negative emotions. This can be extended to Shelley’s case. Blaming the animosity of others towards her on the fact that she was an allergen, the circumstances, rather than something being wrong with her, Shelley avoids dealing with overwhelming low self-esteem thoughts that could have led to severe depression. The belief that she is an allergen helps her cope with an extremely complex situation, further alleviating her anxiety, as well as ending a long streak of distress. This further supports that claim that the adoption of the delusion is psychologically beneficial, as the individual can cope with distressing events and avoids being overwhelmed by negative emotions. 

Therefore, as compellingly supported by evidence in the OCD case study (Lancellotta, 2024), delusions can successfully be viewed as short-term psychologically adaptive, alleviating anxiety and managing negative emotions.

5. Delusions as beliefs 

An important feature of delusions is that they are classified as misbeliefs by the DMS definition, where a misbelief is a false belief, or a belief that is not correct in all particulars (McKay and Dennett, 2009). While the debate on whether delusions are false or true beliefs is fascinating in itself, the focus of this section is to consider an alternative possibility to the doxastic view, the view that delusions are beliefs, where delusions are simply imaginings. For example, as an answer to why others might not like her, Shelley could simply imagine that she is an allergen. More generally, in the case of delusions in OCD the individual performing the obsessive-compulsive actions, simply imagines that doing so has some other benefits, such as say, protecting their loved ones.

Currie (2000) argues that delusions are merely imaginative mental states that the individual misidentifies as beliefs. In his own words, “what we normally describe as the delusional belief that P ought sometimes to be described as the delusional belief that I believe that P” (Currie, 2000, p.175). His view is called the metacognitive model, as it relates to deficits in the monitoring of the mental state. It can be understood as making the following three claims, where P is the content of the delusional state: (1) Delusional individuals who seem to believe that P don’t actually believe that P, (2) Delusional individuals who seem to believe that P actually imagine P and (3) Delusional individuals who seem to believe P believe that they believe that P. The metacognitive account is one of the biggest opponents to the doxastic view, as it can account for those features that are essential to being a belief, which delusions lack. The two main features are responsiveness to evidence and action guidance. By claiming that delusions are imaginings, these features don’t need to be accounted for. The third of the central claims, (3), aims to account for the verbal behaviour of the patient, namely that the individual says P because they believe that they believe P (Bayne and Pacherie, 2005). The focus of this section is to show that the metacognitive view of delusions holds no advantages over its doxastic counterpart and furthermore, that in cases of delusions in OCD, it’s more advantageous to view delusions as beliefs, both from a theoretical and a practical point of view. The focus is on the first two claims, as if one can show that delusional convictions qualify as beliefs, rather than imaginings, than we don’t need to account for the patient’s verbal behaviour. The individual says P simply because they believe that P.

The first two claims can be evaluated together as: “delusional individuals who seem to believe that P, don’t actually believe that P, they actually imagine P”. In other words, delusional mental states are imaginings rather than beliefs. A natural question is to ask what distinguishes beliefs from imaginings. To distinguish between the two mental states, Currie and Ravnescroft (2002) put forward a consistency constraint: beliefs should be consistent with each other, whereas imaginings can be inconsistent with one another, as well as with other beliefs. They claim that since delusional mental states are inconsistent with other beliefs that the individual holds, delusions violate the consistency constraint, and hence should be interpreted as imaginings. 

The claim made by Currie and Ravenscroft (2002) is not that all of our beliefs are consistent with each other as this would be false. Due to our nature as finite human beings, it would be computationally intractable for us to assess our belief system, every time we acquire a new belief. Note that human memory requires both long-and short-term memory. While the storage of long-term memory has no well-defined upper bounds, there is a sharp limit to the number of items a person can hold at one time in their short-term memory. If we were to evaluate a new belief, or piece of information, then all the relevant beliefs must be called to short-term memory. Due to time and processing limitations, the memory search cannot be complete (Cherniak, 1986). Moreover, even if we were just checking the consistency of 138 of our beliefs, we would require a truth-table with 3.5  1014 rows, which is longer than the history of the universe (Carruthers, 2005). Therefore, it’s impossible to evaluate any new or existing beliefs against our belief system. Hence, it’s very likely we have inconsistent beliefs, and hence the inconsistency constraint is too strong of a criterion for a mental state to be called a belief. Therefore, it fails as a criterion to distinguish between imaginings and beliefs.

Therefore, a second distinction needs to be made, namely the distinction between inconsistency and the awareness of inconsistency. In other words, whether the delusional conviction is inconsistent with other beliefs that the subject holds, or whether the subject is aware that the delusional mental state is inconsistent with other beliefs that they hold. Currie (2002) claims that what is particularly problematic for the doxastic account is not that it attributes inconsistent mental states to an individual, but rather that the individual is indifferent to the alleged inconsistency. In other words, the individual doesn’t respond when presented with counterevidence. However, this appears to contradict the findings of the OCD study (Lancellotta, 2024). While all participant of the study were aware that an outsider may find their delusional mental state implausible, once they began to completely acknowledge this fact, they all found themselves under extreme distress. Moreover, Shelley admitted that she feels more anxious when she is questioning her beliefs (Lancellotta, 2024), compared to when she is not. This evidence undermines Currie’s argument, as the data suggests that the patients are not indifferent to the conflicting mental states they hold.

Moreover, recall from the previous section that Fineberg and Corlett’s account (2016) powerfully shows that it’s not that the patients are indifferent or refuse to change their delusional convictions, but rather it’s that they are unable to. As the two learning systems fight for control (Hitchcott et al., 2007), while the patient is aware of and acknowledges the counterevidence, they are unable to integrate the new information and revise their delusional conviction. This is highlighted by the overwhelming anxiety the patients feel when presented with counterevidence. Note that alongside Audrey and Shelley, Fred, a third participant in the OCD case study also claimed that “the content of the obsessive-compulsive beliefs and the awareness that these beliefs were not real and that they should have not been there is what caused him anxiety and distress” (Lancellotta, 2024, p.9). This further undermines Currie and Ravenscroft’s (2002) consistency constraint, showing that contrary to their initial assumption, the patients experiencing delusions in OCD are extremely responsive to the counterevidence presented. They are just responsive in a different manner since the perpetual battle between the two distinct learning systems doesn’t allow the patient to revise their delusional convictions. Therefore, individual experiencing delusional OCD are responsive to evidence. 

The biggest objection to the doxastic account, which the metacognitive account can explain by claiming that delusions are imaginings, is that subjects don’t act on the content of their delusions. However, in case of delusions in OCD we have seen that the evidence powerfully undermines this claim. Shelley states that she is an allergen with a repugnant smell. As a consequence of her delusional conviction, in an attempt to remove the bad smell, she uses a spoon to remove her tonsils as well as a dishwashing brush to clean herself, to the point of scarping her skin off. After a while, she completely isolated herself in fear that others may smell badly because of her. Similarly, the other three patients in the OCD study would be so focused on their obsessive-compulsive convictions to the point that they could not do anything else (Lancellotta, 2024). Currie (2000) himself is aware of this objection and recognises that the doxastic account might apply to those cases where the patient does indeed act on their delusion. Therefore, since patients experiencing delusional OCD act on the content of their delusions, they obey the action guidance criteria. Therefore, by showing that delusions in OCD exhibit the features that are essential to being a belief, namely responsiveness to evidence and action guidance, I have shown that delusional convictions in OCD qualify as beliefs. 

Moreover, the doxastic account of delusions in OCD is further supported by the practices of CBT. An essential component of CBT involves questioning the plausibility of the patient’s delusions (Chadwick et al., 1996). This form of therapy supports the doxastic account, because the therapist treats the patient as if they hold the belief that P. The therapist then prompts the individual to question whether P is what ought to be believed. This is supported by Shelley’s account who claims that a great part of recovery was to acknowledge that her obsessions were unreasonable. On the other hand, from a metacognitive perspective, CBT appears confusing. Firstly, note that according to Currie’s account (2000), the patient doesn’t actually believe P. Hence, instead of the first-order approach of CBT, the metacognitive account would imply that the purpose of therapy would be to remove the imaginative state themselves and/or for the patient to correct or eliminate their false beliefs about the nature of their delusional mental states. It’s not evident how either of these purposes could be achieved by CBT (Bayne and Pacherie, 2005). For example, to help a patient correct their false meta-belief that switching the light on and off twenty-seven times before leaving the house protects their loved ones, the therapist would be better off indicating to the individual that they don’t behave in the same way that they would behave if they truly believed that their loved one was in danger. This further undermines the metacognitive account, since a successful account of the nature of delusion, is not only successful from a theoretical point of view, but also from a practical one. In understating the nature of delusions, the hope is to find better treatments to help the patients. As the doxastic account supports CBT, a practice that is widely used in the treatment of delusions in OCD, it’s the favoured account. 

6. Conclusion

To conclude, Lancellotta’s case study (2024) suggests that delusions in OCD are not biologically adaptive as claimed by Fineberg and Corlett (2016). Their maintenance hinders the survival and reproductive success of the individual, as the delusional mental state completely takes over the patient’s life, leading to isolation. Moreover, research suggests that suffering with depression may in fact be the more biologically adaptive approach long term, and testing Fineberg and Corlett’s model proved unattainable, undermining their approach even further. However, Fineberg and Corlett’s account of the nature of delusions, through highlighting the battle between the goal-directed and habitual learning systems, successfully explains one of the most striking features of delusions, their inflexibility in the face of counterevidence. Therefore, a second model is explored, claiming that delusions in OCD can be understood as short-term psychologically adaptive, initially alleviating anxiety and negative emotions when faced with a traumatic event. Appealing to case studies and interviews of OCD patients (Lancellotta, 2024), this essay highlights the psychological benefits of delusion adoption, as they help the patient manage or avoid extreme negative emotions, or cope with distressing situations. However, it’s evident that the maintenance of the delusion is extremely detrimental. In the last section I argued that delusions in OCD qualify as misbeliefs, rather than imaginings. I demonstrated that the anxiety that patients experience when challenged about their delusional convictions shows that they are aware of the discrepancies between their delusion and the counterevidence. Moreover, the OCD case study illustrated that patients strongly act on the content of their delusions. Hence, delusions in OCD exhibit the features that are essential to being a belief, namely responsiveness to evidence and action guidance. Furthermore, Bayne and Pacherie compellingly show that viewing delusions in OCD as misbeliefs also has practical benefits to their treatment. Therefore, this essay has successfully argued that delusions in OCD are short-term psychologically adaptive misbeliefs. The aim is not only to remove some of the stigma that patients often face, but also to find better and more effective treatments. Moreover, it hopes to guide further studies in understanding delusions more generally. A similar approach is suggested to study and shed some light on Anorexia Nervosa, which has the highest mortality rate out of all psychiatric disorders (Klump et al., 2009).
