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Abstract It has recently been suggested that delusions
be conceived of as symptoms on the harmful dysfunc-
tion account of disorder: delusions sometimes arise from
dysfunction, but can also arise through normal cogni-
tion. Much attention has thus been payed to the question
of how we can determine whether a delusion arises from
dysfunction as opposed to normal cognition. In this
paper, we consider another question, one that remains
under-explored: which delusions warrant treatment? On
the harmful dysfunction account, this question dissoci-
ates from the question about dysfunction—there are a
broad range of Btreatable conditions^ beyond mere
harmful dysfunctions. As such, many conditions that
arise from normal cognition are also eligible for medical
intervention. We argue that some delusions that arise
from normal cognition may well fall under the banner of
treatable conditions. We examine the practical and eth-
ical questions surrounding such treatment, including the
issue of coercive and deceptive treatment options.
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Introduction

Philosophers analysing delusions have recently made
the important step of connecting questions about the
nature of delusions to wider questions in the philosophy
of medicine. The most common approach in that vein
has been to show how delusions can fit into Wakefield’s
[1] Harmful Dysfunction (HD) account of disorder [2,
3]. In one recent example, Sakakibara [3] argues that
delusions should be conceived of as a symptom on the
HD account—delusions are a symptom that sometimes
signify an underlying dysfunction, but can also arise
from normal functioning.

This attempt to link delusions to the HD account of
disorder is promising. The idea of delusion as a symp-
tom on the harmful dysfunction account has the poten-
tial to explain a range of philosophical issues related to
delusions. In this paper, we seek to highlight an impor-
tant aspect of the HD account as it relates to treatment,
an aspect that we think has been somewhat overlooked
in the current literature: the potential double dissociation
between treatment and dysfunction. The dissociation
going one way is already readily acknowledged: on
the HD account, there can be dysfunctions that are not
harmful, and thus do not warrant treatment. But many
have pointed out that it is often warranted to treat harm-
ful symptoms even when they arise from normal func-
tioning [4, 5].

This is an important consideration for the HD ac-
count of delusions, but it has been somewhat
overlooked. For example, Sakakibara [3] appears to
closely link the idea of treatment to disorder. He states
that if a symptom responds to treatment, then that is a
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potential indicator that the symptom arose from an
underlying dysfunction. In addition, Sakakibara [3, pp.
147,156] states that we need to discern delusions that
arise from normal functioning from those that arise from
dysfunction, because only the latter Bare the potential
target of medical intervention.^1

But on the harmful dysfunction view, that is not al-
ways so. Indeed, there is a well-established class of what
have been termed Btreatable^ or Bundesirable^ conditions
[4, 5], which comprises a broader range of harmful con-
ditions than the more restricted class of harmful dysfunc-
tions. Some treatable conditions arise from normal func-
tioning, but are harmful and thus eligible for treatment.

In what follows, we consider how this idea applies to
delusions. In Delusions and the HD Account, we review
the harmful dysfunction account along with the recent
attempt to place delusions within the HD account as a
symptom, and explore some of the advantages of this
approach. In Delusions and Treatable Conditions, we
review the idea of treatable conditions, and consider
how it applies to delusions. We suggest that the potential
for treatment and dysfunction to come apart is particularly
important for delusion researchers to address, since we
are likely to remain in a situation of epistemic uncertainty
about the dysfunctionality of some delusions, at least for
the foreseeable future. Moreover, we argue that if some
delusions really do turn out to be the result of normal
functioning—as it appears they might—they seem to be
exactly the kinds of cases that are eligible to be Btreatable
conditions.^ Thus, we should at least consider treating
certain delusions even if they are the result of normal
functioning. Finally, we ask whether the dysfunction
question has any role in informing treatment types and
modalities. For example, it has been argued that at the
very least, coercive treatment should be restricted to cases
involving dysfunction [3]. We argue that on the harmful
dysfunction view, facts about dysfunction can inform our
value perspectives, in a number of complex ways, but
questions about treatment remain value-centric.

Delusions and the HD Account

The Harmful Dysfunction Account

In the philosophy of medicine, a key question is: what is
disease (or disorder). Attempts to analyse the concept of
disease traditionally break down into those that view
disease as involving some objective basis, such as a
distinct deviation in biological functioning, and those
that view disease as socially constructed: what counts as
disease is a result of a value judgment reflecting what
people in certain times and places regard as violating
norms [6].

Hybrid accounts aim to respect the idea that disease
involves both elements: there are objective facts that
enter into a determination of what counts as a dis-
ease—they are out there in the world, waiting to be
found—but which of those objective facts we pick out
as being diseases always involves a value judgment. The
most prominent hybrid account in the recent literature is
Wakefield’s account of disorder as a harmful
dysfunction.

On Wakefield’s [1] conception, a disorder is a harm-
ful dysfunction, where Bdysfunction^ is an aetiological
notion fleshed out in terms of some biological mecha-
nism failing to play the function for which it was shaped
by natural selection, and Bharmful^ is a socially deter-
mined concept regarding what is harmful to a person. Of
the idea of dysfunction, Wakefield [7, p. 152] states:

[A] natural function of an organ or other mecha-
nism is an effect of the organ or mechanism that
enters into an explanation of the existence, struc-
ture, or activity of the organ or mechanism. A
Bdysfunction^ exists when an internal mechanism
is unable to perform one of its natural functions.

And of the idea of harm, Wakefield [7, p. 151]
elaborates that:

Medicine in general, and psychiatry in particular,
are irrevocably value-based professions. BHarm^
is construed broadly here to include all negative
conditions.

We can see how the account works by observing how
it classifies various examples. The harm condition exists
as part of a recognition that medicine is deeply tied to
value judgments about what harms people. There can be
instances where something is biologically dysfunctional

1 At various points, Sakakibara seems to be talking only about the
question of when coercive treatment is warranted, but at other points he
includes any kind of Bmedical intervention,^ and on one occasion (p.
155) appears to run together the question of pathology and treatment
when discussing the potential dysfunctionality of delusional jealousy.
In The Uncertainty Surrounding Dysfunction in Delusions we show
why it is particularly problematic to link treatment to dysfunction in the
case of delusions, and in Treatment Types: A Role for Dysfunction
after all? we discuss how this relates to coercive treatment. Whatever
Sakakibara’s original intent, the idea raises interesting questions that
are worth exploring.
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but causes no harm, and such examples do not count as
disorders. Wakefield [7] gives the example of benign
angiomas, blood vessels connecting to the skin as a
result of abnormal growth processes. These are common
and harmless, and thus physicians would not generally
consider them to be disorders (even though they are
dysfunctions).

Conversely, the account allows for and explains in-
stances of negative conditions that do not involve some
underlying deviation from selected biological function,
and thus should not be considered disorders. Illiteracy
can be harmful, but if it is simply the result of a lack of
opportunity rather than some underlying neurological or
cognitive dysfunction, then it is not a disorder [7].
Dyslexia arising from a neurological dysfunction, on
the other hand, would be considered a disorder (assum-
ing it is harmful).

Finally, note the broad construal of harm on this
account. Conditions can harm a person in various
ways, and different types and quantities of harm
might be disvalued to a greater or lesser extent.
They may also be disvalued by different people
and different cultures in different degrees. The
harm element of the harmful dysfunction account
is thus a wide-ranging, culturally-sensitive social
judgement, and like all value judgements, harm
judgements are not always straightforward.

Delusions on the HD Account

The most recent—and strongest—attempt to situate
delusions within the harmful dysfunction account
comes from Sakakibara [3].2 Sakakibara argues that
delusions should be thought of as symptoms on this
account. That is, they are a surface manifestation
that often indicate underlying dysfunction. But like
many symptoms, delusions can also arise from nor-
mal functioning. In this regard, Sakakibara [3, p.
147] draws a distinction between physical symptoms
like fever, and psychological symptoms, like sadness
in mood disorders. He states that the former are
typically Bunambiguously pathological,^ whereas
the latter may arise Bindependently of any illness.^

Delusions fit into the latter category on this account:
a mental symptom that is often, but not necessarily a
result of underlying dysfunction.3

Sakakibara goes on to provide an account of when
we might infer an underlying dysfunction in particular
cases of delusional symptom. In general, we are looking
for clues which lead us to suppose that the best expla-
nation for some delusional belief is that it involves an
underlying dysfunction. One thing we cannot use,
Sakakibara argues, is simple irrationality, since irratio-
nality is a common feature of normal human cognition
[8]. Delusions may be defined in clinical manuals like
the DSM [9] as being irrational, but irrationality itself is
not sufficient for an underlying dysfunction. We need
other clues.

One such clue, according to Sakakibara, is the
Bun-understandability^ of a delusional belief: if we
are unable to grasp how it is that someone could
have come to their delusional belief, given their
circumstances, this can be a clue that the delusion
is a result of some underling dysfunction. Related-
ly, we should look for Buniqueness^—when a de-
lusional belief is totally idiosyncratic, and not
shared by others, it is more likely to have arisen
through endogenous dysfunction.

In addition to these, Sakakibara adds some further
attributes that increase the likelihood that there is
some medical explanation for a certain belief. If the
belief coexists with psycho-physiological distur-
bance or decreased levels of functioning, for exam-
ple, this can lead us in the direction of assuming an
underlying dysfunction. Further, if there is a preced-
ing organic disease that is known to be associated
with delusional beliefs—like stroke, dementia,
etc.—this is strong evidence that the delusional be-
lief has arisen from the underlying dysfunction.
Likewise, delusions displaying bizarre content are
likely linked to an eliciting abnormal experience
caused by some kind of sensory dysfunction. Final-
ly, Sakakibara states that while it is true that many
illnesses have no known treatment, if a condition
does respond to some form of treatment, then this is
a sign that it might be caused by dysfunction.

2 A previous attempt can be found in the work of Miyazono [2]. We
think that Sakakibara’s work is an improvement on this attempt, mostly
for the explanatory power cited in Explanatory Power. Miyazono tends
to downplay the idea that delusions are symptoms, and that symptoms
can often arise in the context of normal functioning, whichwe think is a
key observation about delusions.

3 We should point out that we think this is an unnecessary dichotomy:
Bphysical^ symptoms can arise in the course of normal functioning,
though it is true that this problem is more common andmore difficult to
resolve for mental symptoms.
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Explanatory Power

The above view has some clear advantages, not all of
which have been fully appreciated. The conception of
delusions as symptoms on the harmful dysfunction ac-
count has the potential to provide insight into numerous
philosophical questions about delusions.

Firstly, this account brings delusions in line with other
psychiatrically-interesting states. Confabulation, for ex-
ample, is a phenomenon of clinical interest, and was once
viewed as a symptom that only occurred in the single
neuropsychological condition of amnesia (for a review,
see [10]). But confabulation is now considered to be a
symptom in numerous neuropsychological conditions,
and further, it has been noted that the phenomenon is
common even in non-clinical subjects, arising through
(presumably) normally functioning mechanisms [10]. In
a well-known experiment [11], (non-pathological) sub-
jects are placed in a store and asked to choose between
two stockings, which unbeknown to them are completely
identical. When asked why they chose as they did, sub-
jects almost invariably offer up some confabulatory an-
swer, citing the superior knit or some other imagined
factor. Confabulation is thus a state that arises through
multiple aetiologies, as well as through normal cognition.
It is simultaneously a phenomenon of clinical interest,
while still being the type of state that should not be
defined in terms of its general dysfunctionality.

The account of delusion as symptom also helps illu-
minate the relationship between the different approaches
to delusions seen in the clinical setting and in the re-
search (i.e. cognitive science/cognitive neuropsychiatry)
setting. On the current account, it seems natural (even if
over-simplified) to say that clinicians are interested in
harmful symptoms, even when they do not arise from
dysfunction, whereas cognitive neuropsychiatrists are
interested in dysfunctions, even when the resulting
symptoms are not clinically significant. Since not every
instance of delusional symptom will involve an under-
lying dysfunction, making this distinction helps to avoid
a common confusion: the two groups are not always
interested in addressing and explaining the same phe-
nomena; they might rather be thought of as addressing
two overlapping subsets of Bdelusions.^

On a related note, the account of delusion as symp-
tom also gives us a way of clarifying recent debates over
the definition of Bdelusion.^4 Researchers have often

debated what—if any—aspect of the definition can
mark delusions out as pathological, in ways that either
presuppose that delusions necessarily arise from pathol-
ogy, or at least partly gloss over the potential for delu-
sions to be non-pathological. Such an approach runs into
the problem of trying to formulate a definition that is
relevant to clinicians as well as cognitive scientists. But
as Davies et al. [13, p. 134] have pointed out: Bit is a
highly non-trivial task to provide a definition [of delu-
sions] that meets the needs of both psychological theory
and clinical practice.^ If we instead accept that delusions
as clinically defined are symptoms, and that symptoms
do not always indicate an underlying pathology, we then
have a framework within which to go about identifying
the different aspects of delusions. On this account, the
general question Bwhat makes delusions pathological?^
looks like it might perhaps be ill formed.

Thus those who attempt to provide a definition of
delusions that simultaneously respects clinical interests
and current clinical definitions, while also trying tomark
out how delusions are (neuro-)psychologically aberrant
compared to other states, are perhaps already on the
wrong track. We might instead accept that there is a
difference of approach between these two fields: they
are related, but have distinct interests and perspectives.
This fits with what cognitive neuropsychiatrists have
said about their practice [14, p. 4], and also with recent
pluralistic approaches which encourage the pursuit of
multiple nosological categories from different Bsystems
of practice^ (e.g, clinical versus research practices) [15].

Along the same lines, the account of delusion as
symptom helps illuminate the disputes over the taxono-
my of delusions one from another. One common way to
taxonomise delusions is by their content. Cotard’s delu-
sion involves the belief that one is dead; Capgras delu-
sion involves the belief that a loved one has been re-
placed by an impostor; and so on. Theorists often advert
to such definitions in passing, and sometimes explicitly
refer to content in debates about whether a particular
belief should be classified as one delusion over another
(for an example, see [16, p. 356]).

However, some have argued that a better way to
taxonomise delusions is by their aetiology (Clutton,
Gadbsy, & Klein, Under Review). On this view, the
taxonomic principle for distinguishing and grouping dif-
ferent delusions is their aetiology: did the delusion arise
from a face processing impairment, or from the abnormal
experience of hemiplegia, and so on. Sometimes you find
similar content that arose from two different aetiologies:4 For discussions of delusions and the relation to pathology, see [2, 8, 12].
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in mirrored-self misidentification, for example, reported
aetiologies include both mirror agnosia and face-
processing impairment [17]. On the aetiological approach,
these would count as different delusions.

The account we have considered here provides a
framework for understanding this dispute. One way of
taking the above is that clinicians taxonomise by content
because they are interested in symptoms, especially in an
area like delusions where we do not have a full under-
standing of their various aetiologies. However, cognitive
neuropsychiatrists should indeed be interested in
taxonomising by aetiology for cases where we do have
evidence about dysfunction (like the two types of neuro-
psychological breakdowns seen inmirrored-self misiden-
tification). Seen in this way, the call for an aetiological
taxonomy is a call for a taxonomy of delusional disor-
ders, (i.e. identifying different underlying dysfunctions
that can give rise to delusions), whereas taxonomy-by-
content is an attempt at identifying descriptive features in
the absence of full aetiological knowledge [18].

In sum, conceiving of delusions as symptoms on the
HD account has a number of strengths, and has under-
appreciated explanatory power. It brings delusions in line
with similar phenomena such as confabulation, helps
clarify debates regarding the relationship between delu-
sion and pathology, and illuminates the relationship be-
tween two distinct contexts in which delusions are inves-
tigated. As such, the HD symptom view deserves to be
taken seriously and explored by more philosophers.

Delusions and Treatable Conditions

We have argued that the HD symptom account of delu-
sions has numerous strengths, and is worthy of further
attention. In this section, we will discuss how this ac-
count relates to the question of when it is warranted to
treat delusions. In the current literature, there has some-
times been a tendency to tie the treatment question to the
question about when delusions arise from dysfunction.
Sakakibara [3, pp. 147,156], for example, seems to
directly associate the idea of underlying dysfunction
with treatment, sometimes claiming that only cases of
dysfunctional delusion Bare the potential target of med-
ical intervention.^

But there are problems with this claim. First, from a
pragmatic standpoint, we are likely to remain in a posi-
tion of epistemic uncertainty as to the dysfunctionality
of some delusions, at least for the foreseeable future.

The project of discerning the selected function of mental
states is only just beginning. In the meantime, we should
be thinking about what to say about treatment when we
are unsure as to whether a particular delusion arises
from an underlying dysfunction.

Moreover, on the HD account, harmful dysfunctions
are only one category of a broader class of Btreatable^ or
Bundesirable^ conditions [4, 5]. Treatable conditions
encompass many conditions that arise from normal
functioning, an important aspect of the harmful dysfunc-
tion account [19, pp. 374,391]. Thus, if we are trying to
situate delusions within the HD account, we must ac-
knowledge the possibility that non-dysfunctional delu-
sions may be eligible for treatment.

When we turn our attention to some of the proposed
examples of potentially non-dysfunctional delusions in
the literature, we think they indeed appear to fit under
the heading of Btreatable conditions.^ We show where
some non-dysfunctional delusions might fit within the
various types of treatable conditions, and suggest that
these cases might warrant treatment. Thus, more atten-
tion ought to be directed to thinking about when we
should treat such cases, and the ethical questions that
surround that treatment.

Finally, we consider whether dysfunction has any
role in informing treatment types and modalities. One
might want to say that even though treatment is not
restricted to cases of underlying dysfunction (disorder),
perhaps coercive treatment is restricted to such cases [3].
That suggestion has merit, but we do not think the issue
is so straightforward. Questions of treatment are always
and thoroughly value-laden on the HD account. The
recognition of an underlying dysfunction might recom-
mend some approaches to treatment over others, since
aetiology can be relevant to treatment choice, but there
are still a range of ethical concerns to be dealt with, and
the existence of dysfunction does not do all the work.
We conclude that the dysfunction question can inform
treatment types, although this is not always
straightforward.

The Uncertainty Surrounding Dysfunction in Delusions

Before discussing the notion of treatable conditions, we
point out a practical issue with too closely associating
treatment and dysfunction in the case of delusions.

Deciding where disorder exists on the harmful dys-
function account requires us to discern two things:
where harm exists, and where a breakdown in selected
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function exists. Recognising cases of breakdown in
selected function in turn requires us to have at least
some notion of what that selected function is (and be
able to differentiate it from related systems) [4, p. 457].
In the case of delusions, the relevant breakdown might
be in any number of the upstream systems that lead to
belief.5 For example, there is compelling evidence that a
breakdown in face-perception leads to the Capgras de-
lusion [21]. Here we have good evidence of a particular
breakdown involved in a disorder, which gives rise to
the delusional symptom.

But once we start considering the multi-faceted nature
of belief formation, and the potentially diverse range of
inputs like motivation, the story becomes more complex.
What kinds of motivation are likely to be adaptive in-
puts? Does the selected function of belief map onto
traditional epistemic norms, as some have argued recent-
ly [22], or is such a view Bdeeply mistaken,^ as has also
been argued [23]? How does one go about giving an
evolutionarily-informed, modular account of a system as
open-ended and wide-ranging as belief formation [24]?
There has been progress on these questions, but belief
stands out as being uniquely difficult to characterise
along functional lines [25].

We should expect complex states like belief to defy
superficial attempts at discerning their selected function.
Such has been the case with other complex states, like
memory. There has been a wholesale shift in memory
science away from the view that phenomena such as
false, distorted, and forgotten memories are always the
result of dysfunction, since Bthere is little adaptive value
in designing a system to recover the veridical past, given
that the past can never occur again (at least in exactly the
same form)^ [26, p. 240]. Some researchers have thus
begun the project of specifying the complex set of
Badaptive constructive processes^: the Bprocesses that
play a functional role in memory and cognition but
produce distortions, errors, or illusions as a consequence
of doing so^ [27, p. 2]. And all of these processes seem
to be driven by motivational and other aspects of our
conception of self: Bmemories may be altered, distorted,
even fabricated, to support current aspects of the self^
[28, p. 595]. Thus, even if memory turns out to consist
of specific modules [29] whose functions can be given a

single description at some higher level of analysis, such
functions are clearly highly flexible and context-
dependent [30], and it is no easy task to judge the
appropriate levels of influence from the various input
factors from any one instance of that state.

These difficulties are evidenced in the study of memory
conditions like hyperthymesia (cases of highly unusual,
near-complete and veridical access to autobiographical
memory) [31, 32]. This condition can be highly
distressing, and although it appears to involve some kind
of dysfunction, perhaps in executive function, episodic
memory is not well-enough understood to know for sure.
Some have even argued against the idea of dysfunction in
hyperthymesia, arguing that it is rather a case of hyper- as
opposed to dysfunction, the price to be paid for certain
mechanisms shaped by primitive evolution [33]. The dif-
ference between dysfunction and hyperfunction is difficult
to determine, and assessments about complex states like
memory are thus highly problematic.

Problems like these suggest that our understanding of
the function-dysfunction boundary of certain mental
states might not be mature enough to be of much prac-
tical use. If we want to ask questions about when and
how to treat something, for example, our knowledge of
the function-dysfunction boundary is nowhere near
ready to give us much direction on that question.6

Perhaps we can return to the list of clues offered by
Sakakibara [3] for determining where dysfunction is
present in delusions. But we think these clues do not
give us enough certainty to overcome the above

5 For our purposes, we take it that delusions are beliefs, which is the
general clinical and scientific conception. For an overview of some
philosophical debates, and an argument in favour of the doxastic
conception of delusions, see [20].

6 Similar sentiments have been expressed by others:
Understanding psychopathology based on an analysis of harmful

dysfunction will therefore not be relevant from a practical clinical
perspective without an evolutionary psychology of normal functional
psychological mechanisms as well as psychopathology—that is, a
science of function is necessary to define dysfunction. Whether or
not something has an evolved function is currently not a question that
may be easily resolved—the mapping of our adaptations has only just
begun. [34, p. 453]
evidence does not yield a clear demarcation between normality and

disorder for mood phenomena, and the evolutionary literature does not
much aid in delineating the boundary either. We may have to accept
that much of what we currently identify as clinical depression cannot
be shown to be dysfunction, and moreover that the clear presence of
dysfunction cannot be used as the criterion for applying or withholding
medical attention. [35, p. 212]
it might be true one day—though it isn’t true at present—that our

theories about how normal cognitive processes operate have become so
detailed that they make predictions about whether particular treatment
techniques will or won’t be effective. If that day comes, then treatment
studies will be relevant to theories about normal cognitive, and cogni-
tive neuropsychology will be directly concerned with issues involving
treatment. [14, p. 4]
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concerns. For example, Sakakibara suggests that re-
sponse to treatment is one potential indicator of an
underlying dysfunction. But as Wakefield has repeated-
ly observed [36–38], successful treatment neither im-
plies an underlying dysfunction, nor reveals the nature
of some possible dysfunction: one can treat pain seen in
Bdyspareunia^ without that telling us whether there is
really any dysfunction present, and without an indica-
tion that the relevant dysfunction is in the pain systems
(rather than somewhere else) [38]. Sakakibara’s other
clues are helpful, but do not seem like they can defini-
tively resolve questions on cases where we are uncer-
tain. For instance, it is true that some diseases are
already known to be associated with delusions, and so
their presence can indicate an underlying dysfunction,
but it is precisely in cases where no such gross disorder
is present that the question about dysfunction is most
vexing (e.g. a case of monothematic delusional jealousy
with no obvious abnormalities). Of course, these clues
were not meant to be necessary and sufficient conditions
for determining pathology, and considered together,
they might make us lean towards a pathology judgment
on the basis of an inference to the best explanation, as
they were intended to do. But there will likely be cases
where we remain too uncertain to base anything of
import on this.

At the very least, then, we will sometimes find our-
selves in a state of epistemic uncertainty about dysfunc-
tion in individual cases of delusion. Given this uncer-
tainty, we should be wary of relying on identifying
dysfunction to determine whether a condition should
be treated. Given that there is a practical necessity to
identifying a condition as warranting treatment, wemust
at least be willing to consider the treatment question
independently of the dysfunction question. Similar ap-
proaches have been taken for medical conditions like the
various Bpain syndromes^ [38], where the existence and
nature of any underlying dysfunction is either unclear or
disputed. Such conditions still require current attention
while the dysfunction question is being decided.

Treatable and Undesirable Conditions

So there are pragmatic reasons for not tying treatment
solely to cases of (harmful) dysfunction. But that is
somewhat by the by, since on the HD account, harmful
dysfunctions are not the sole target of treatment anyway.
Rather, there is a broad class of Btreatable^ or
Bundesirable^ condit ions, of which harmful

dysfunctions are only one instance. We often want to
treat symptoms or other conditions that arise from nor-
mal functioning, because they involve harm.

Treating cases based on harm is of course intuitively
plausible. Patients demand treatment based on how bad
things are for them, Bnot on the basis of whether the
mechanisms [are] maximising current reproductive suc-
cess or fulfilling their ancestral function^ [35, p. 208].
That seems natural, and has been explored on the HD
account as it relates to a number of mental symptoms.
Just because negative emotions like low mood often
arise normally rather than from dysfunction, and just
because you think we should have an evolutionarily-
informed account of disease like the HD account, does
not mean that you should only treat dysfunctional cases:

Some people think that the utility of negative
emotions means that they should not be treated.
This is a serious mistake. We have much to learn
from general medicine, where both the utility and
the harm caused by responses such as pain and
diarrhea is well recognized, and where relief of
suffering by blocking defensive responses is a
routine goal of clinical work, whether the symp-
tom is being aroused normally or arises from a
faulty mechanism [...]

([39, p. 194], emphasis added)

This perspective on treatment is encompassed by the
original harmful dysfunction account [19], and a failure
to acknowledge this aspect of the HD account is to do it
a disservice. Indeed, some [4] have claimed that a mis-
understanding of the HD view as claiming that disorders
are the sole target of treatment has led to unnecessary
reluctance to adopt Wakefield’s otherwise conceptually
powerful account.

Cosmides and Tooby [4] thus set out to provide a
Btaxonomy of treatable conditions.^ They define
treatable conditions according to the following
criteria [4, p. 456]:

(a) a characterizable condition in a person; (b) a
person or social decision-making unit whose
values and decisions will govern the actions taken
with respect to the condition; (c) a valuation by
that person or unit that the condition is negative
and that it ought to be changed (that is, that the
persistence of the condition is Bharmful,^
Bundesirable,^ or Bunhealthy^); and (d)
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knowledge of a method for changing the condition
in the desired direction.

One could raise questions about these criteria, and
others have offered their own take on similar phenom-
ena. For example, we agree that it seems reasonable to
call something a treatable condition if a treatment is
merely conceivable and desirable, the point being that
the condition is the kind of thing that warrants treatment,
even if none is currently available [40, p. 149]. Addi-
tionally, we take it that treatment should be understood
in broad terms, not limited to drugs and surgery:
counselling, cognitive behavioural therapy, ameliorative
care, coping strategies, and so on, are all treatments
offered by various clinicians, and any of these might
be directed at treatable conditions. For our purposes,
though, the main point is that some condition is harming
a person in a way that is of clinical interest, even if there
is no dysfunction involved, and treatment is thus at least
something worthy of consideration.

A common form of such cases is where there is a
mismatch between evolved function and current envi-
ronment, where a condition might be functioning cor-
rectly but still cause problems for a person. Cosmides
and Tooby class these as Bdevelopment-environment
mismatches.^ Mechanisms driving male sexual jealou-
sy, for example, were selected to be adaptive in ancestral
environments, but these mechanisms might operate nor-
mally in a modern society in a way that produces
distressing, harmful, and disfavoured behavioural and
emotional patterns. Another common class of treatable
conditions are evolved defence mechanisms. Pain, fe-
ver, and diarrhea are all defence mechanisms that can
cause subjective suffering and thus warrant treatment
even when functioning normally. In the realm of mental
symptoms, it has been suggested that emotions like
anxiety are defences that often over-act and cause suf-
fering, even while behaving normally: defensive mech-
anisms favour the false-positive end of the sensitivity
spectrum, to maximize their utility, which can lead to
unnecessary suffering [41]. There can also be mecha-
nisms that are adaptive on average across the popula-
tion, even though they may result in harm in individual
instances: risk-taking behaviour might be a generally
winning strategy evolutionarily speaking, but of course
it sometimes fails.

Along these same lines, Del Guidice and colleagues
[5, 42] have recently offered their own take on such
conditions, which they refer to as Bundesirable

conditions.^ On their taxonomy, Wakefield’s harmful
dysfunctions are just one type of undesirable condition.
Opposed to harmful dysfunctions are the range of func-
tional mechanisms that are undesirable. Some of these
will be currently maladaptive across individuals. On the
other hand, there are the functional mechanisms that are
currently adaptive across individuals. These latter break
down at the level of the single individual into those that
are adaptive and maladaptive for a particular individu-
al. Some defence mechanisms, for example, are gener-
ally adaptive across individuals, but may lead to mal-
adaptive outcomes at the individual level. Interestingly,
there can be adaptive individual outcomes of generally
adaptive, functional mechanisms, which nevertheless
are considered undesirable, like various kinds of anti-
social and exploitative strategies: psychopathy has sur-
vived in the gene-pool as an adaptive and sometimes
successful response to certain environments, but one
that we might nevertheless want to treat.

For our purposes, there is an important distinction to
be made in these examples. On the one hand, there can
be normal functions, like defensive functions, that arise
from, or are indicative of, an underlying dysfunction,
even though the surface manifestation that is causing
harm is not itself dysfunctional. Pain, fever, and diarrhea
can cause harm (which warrants treatment) while func-
tioning normally, but importantly, these normally func-
tioning defences often indicate an underlying dysfunc-
tion. So in that case, there is a normal surface condition
that is the downstream result of an underlying dysfunc-
tion. Perhaps it is not so surprising that such cases could
warrant treatment. But note that there can be cases of
normal functioning that do not result from underlying
dysfunction, and that these conditions can also warrant
treatment (based on the harm they cause) [43]. The
example of normal-but-overactive anxiety mechanisms
would be one such case: on some evolutionary hypoth-
eses of anxiety, a normally functioning anxiety mecha-
nism could produce pronounced harm in the absence of
any Bdeeper^ dysfunction, and yet still warrant treat-
ment [41]. These kinds of cases are of interest to us as
they pertain to delusions. Sakakibara [3] suggests that
some delusions might be the result of normal function-
ing, and that such cases—because they lack patholo-
gy—would not be eligible for medical intervention. But
in fact, conditions that lack pathology can still be treat-
able conditions.

Before moving on to consider how all this applies to
delusions, we would like to note an alternative stance
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that one might take on these examples. One might think
that treatment and disorder should map more closely
onto each other [44–46], and thus reject the very idea
of non-disordered, treatable conditions. That is, some
accounts of disorder deny the separation of treatment
and disorder that is implied in the HD/treatable condi-
tions account. We note this possibility in order to set it
aside: our interest here is in the HD analysis of delu-
sions, and what that does or does not imply about the
potential treatment of non-dysfunctional delusions. One
may favour other accounts of disease, in which case it is
their task to show how the cases we discuss in this paper
fit into those accounts.

On the HD account, then, not only are there a broader
range of treatable (undesirable) conditions than just
Wakefield’s harmful dysfunctions (disorders), but harm-
ful dysfunctions in fact represent Bonly a fraction of
what people regard as diagnosable problems or seek
treatment for^ [42, p. 11].

Non-Dysfunctional Delusions as Treatable Conditions

We think that there really might be cases of non-
dysfunctional delusions that nevertheless are best
thought of as treatable conditions. Since some examples
of potentially non-dysfunctional delusions have been
proposed in the literature [3], and since it has been
suggested that such examples might not be eligible for
treatment, we will examine these examples in light of
the idea of treatable conditions. If these examples seem
to fit the description of treatable conditions, then we
should reject any over-hasty dismissal of treatment: we
must at least be open to the idea of treating such cases.

One example that Sakakibara [3] gives is where
delusions might arise from normal motivational and
self-deceptive influences. An example might be re-
verse-Othello’s syndrome: falsely believing that a for-
mer partner still reciprocates your love (or is faithful,
etc.).7 Although such a case could arise from dysfunc-
tion, it is easy to imagine how normal, motivationally-
driven, self-protective thoughts might lead a person to
this delusion. That would then be an example of a non-
dysfunctional delusion.

Another example is where normal mental functions
might be exaggerated in a way that leads to delusional
belief. Suspicion and jealousy are normal mental

processes, but these processes might, in certain circum-
stances, lead to delusions like delusional jealousy
(Othello’s syndrome). Again, it seems clear that delu-
sional jealousy sometimes arises from a dysfunction
(like dementia [47]), but we can see how a person might
possibly arrive at such a delusion through (functionally)
normal—or at the borderline of normal variation—men-
tal processes of suspicion and jealousy.

To these examples we would like to add a class of
delusions that we suspect might at least sometimes be
non-dysfunctional: cases of folie à deux. In folie à deux, a
secondary patient adopts the delusional belief of a prima-
ry who is typically suffering from a psychotic disorder
[48]. Secondaries are often related to and dependent on
the primary, and their delusion often resolves if they are
separated from that person (though not always [49]). It is
plausible that the propensity for a dependant to adopt
beliefs from those they are closely reliant on is the normal
function of the belief system [48].

It seems to us that these examples would be paradig-
matic instances of treatable conditions. The case of
reverse-Othello, and other kinds of self-deception,
sound like defensive functions that might be functioning
normally even while producing harmful, maladaptive
results for an individual. Self-deception might be gen-
erally useful but still capable of causing harm. If this
delusion resulted in distress to the patient (or any other
kind of harm), we think that the question of treatment is
at least on the table, regardless of the fact that the
delusion might be the result of normal functioning.

Similarly, the case of delusional jealousy might be
considered an instance of development-environment
mismatch. That is, while the development of systems
of jealousy and suspicion might have been driven by
certain selective pressures to secure resources, mates,
and so on, these mental states might lead to distress and
harmful behaviour in the current environment (as cases
of delusional jealousy often do [50]). We think that once
the existence of treatable conditions has been acknowl-
edged, our intuition about treating such cases is to
consider the harm involved, regardless of whether there
is an underlying dysfunction.

Finally, our suggested non-dysfunctional cases of folie
à deux might be best thought of as falling under the
branch of functions that are generally adaptive across
individuals (willingness to adopt beliefs from those we
are dependent on), but which in a specific circumstance
(being dependent on someone experiencing psychosis)
can lead to maladaptive outcomes at the individual level.

7 Sakakibara [3, p. 154] does not refer to this delusion by name, but the
description matches delusional cases of reverse-Othello.

Delusions, Harmful Dysfunctions, and Treatable Conditions



There is clearly potential for profound harm in this area,
where the secondary is reliant on the primary. Folie à
deux can involve themes that lead to self-harm [51] as
well as harming others [52]. And follie à famille and the
larger shared delusions seen in apocalyptic cults might
result from similar processes, with similar potential for
harm at larger scales [53]. As such, these delusions might
be treatable conditions (even if the relevant Btreatment^
is simply a Bgeographical intervention^ to isolate the
secondary and provide psychological care).

So these examples appear to fal l within
established categories of treatable conditions. They
also match the general definition of what it is to be a
treatable condition: there is a condition—involving
delusional beliefs—which could reasonably be
judged harmful, and there are some clear ways that
they could be treated (geographical/psychological
separation for folie à deux, various types of therapy
and cognitive interventions, and so on). These cases,
we think, are at least eligible for treatment, regard-
less of their lack of dysfunction.

But can we safely treat them? It has been pointed out
that when deliberating about whether to treat defensive
functions, for example, we need to consider the potential
complications of knocking out one of the body’s normal
defence functions [4, 35]. Pain or fever can often be
blocked without causing any further problems—or at
least any problems that are not outweighed by the relief
from the symptom—but there can be cases in which
blocking a defence has direr consequences [35, p. 212].

On some hypotheses, these considerations might lead
to the conclusion that we should at least exercise caution
in treating certain delusional cases. For example, some
have argued that delusions might sometimes fill the role
of a Bdoxastic shear-pin,^ in that they are designed to
provide a protective function, preventing further down-
stream damage [54]. Similarly, the Bepistemic
innocence^ approach to delusions [55–57] frequently
emphasises the ways in which the formation of a delu-
sional belief can have certain epistemic benefits: the
delusion allows one to continue operating in the world
as an epistemic agent, for example. Perhaps this function
could be disrupted by treatment in some cases, although
of course this has to be balanced against a wider view of
the harms of abstaining from treatment.

It would be too hasty to conclude from this that we
should avoid treating delusions in such cases. Some of
the concerns cited above might be countered by the
observation that delusions are already treated in many

cases, without, it seems, provoking some further down-
stream cognitive problem directly related to the allevia-
tion of the delusion (although certain treatment options,
like anti-psychotics, have many known side-effects, an
important consideration) [58, 59]. Further, treatments
like meta-cognitive interventions are increasingly being
used to effectively lower delusional severity [60], and
these options include cognitive training and therapy of
the sort that might help prevent unwanted downstream
cognitive effects once the delusion itself is no longer
present. At the very least, we think that treatment of non-
disordered Bevolutionary defence^ cases of delusions is
not something that should be obviously prohibited.
More work is needed.

In sum, there may be cases of non-dysfunctional
delusions that warrant treatment. At the very least, we
should not simply rule out treatment of such cases. If
there really are cases like this, then we need to be asking
questions about when we can treat a delusion even when
it does not arise from dysfunction (or when we remain
uncertain, one way or the other).

Treatment Types: A Role for Dysfunction after all?

We have so far stressed the ways in which treatment and
dysfunction come apart on the HD account, and applied
this to delusional cases. But do questions about dysfunc-
tion have no relevance at all to treatment? Some have
argued that at the very least, coercive treatment must be
restricted to cases of dysfunction [3]. And one might
think that since the dysfunction question relates to
aetiology, surely aetiology can be relevant to treatment
options generally. In this section, we attempt to elucidate
the harmful dysfunction perspective on these issues. As
we will show, the story about the relation between
dysfunction and treatment is somewhat complex: facts
about dysfunction can be relevant to treatment, though
as we have stressed in the preceding section, the treat-
ment question remains explicitly value-laden on the
harmful dysfunction account.

We begin with the observation that while treat-
ment ought not be tied directly to dysfunction, the
existence and nature of dysfunction does have some
relevance to the types of treatment to be preferred.
For one thing, there is often a difference in the
prognosis of dysfunctional and non-dysfunctional
cases, and that difference can weigh against more
aggressive or harmful forms of treatment for non-
dysfunctions [61, p. 238; 62, pp. 20-21,102]. That
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is, there is generally a better prognosis for untreated
non-disordered cases than untreated disordered
cases: a dysfunction that is left unfixed will likely
cont inue to cause problems, whereas non-
dysfunctional symptoms may be more likely to abate
on their own, or to remit when triggering stressors
subside [62, p. 20]. This needs to be considered
when we are thinking about the type of treatment
to be preferred. Drug treatments with harmful side
effects might be less favoured for a non-disordered
patient—the harm of such treatments might be
outweighed by the recovery in the disordered pa-
tient, whereas the non-disordered patient may have
seen improvement without such treatment anyway.

Similarly, since the nature of a dysfunction is
ultimately an aetiological matter, this has clear sig-
nificance for preferred types of treatment. For ex-
ample, anti-psychotics aimed at modulating salience
systems might not be the most useful option for a
patient we suspect is not suffering from a dysfunc-
tional salience network. Where we suspect that a
person’s mental distress is a normal response to
their circumstances, we might favour an environ-
mental intervention. If that is not possible, psychol-
ogists might aim to aid people in managing their
situation and coming to some kind of cognitive-
emotional understanding of their symptoms [63, p.
84]. Treatment options along these lines have
shown success at alleviating the distress associated
with delusions [64].

So dysfunction does have relevance to treatment.
However, the story is complex: dysfunction can be
relevant to preferred treatment options, but it is not the
directly deciding factor [63, p. 64]. In many cases,
helping to alleviate a symptom can be somewhat di-
vorced from underlying causes: aspirin works just as
well for a fever of unknown origin as for a person with
influenza; anxiolytics can be helpful for disordered as
well as normal anxiety [66, p. 840]; environmental
interventions can be equally efficacious for people suf-
fering from a disorder as for those with a normal envi-
ronmental mismatch [67]; and psychotherapy and cog-
nitive behavioural interventions can be helpful in man-
aging disordered symptoms just as they can in managing
the mental slings and arrows of everyday life [65, p. 64].
Finally, while drug treatments, with their harmful side
effects, might be less favoured in the treatment of non-
dysfunctions, they are not ruled out: an informed pa-
tient, aware of the side effects, may still prefer such

treatment for severe (but normal) symptoms, and clini-
cians ought to consider these wishes.8

So there is a complex relation between dysfunction
and treatment: treatment is still value-centric, but values
can be informed by relevant facts. Dysfunctions are
often relevant facts to questions about treatment, though
again, the link is complex and indirect.

The same is true on the more specific question of
involuntary treatment. In practical terms, involuntary or
coercive treatment is often a consideration when dealing
with delusions: delusions and other psychotic symptoms
sometimes involve the kind of perceptual and thought
impairments which can undermine a person’s capacity
to consent to treatment. Further, by their very nature,
delusions are often not seen by patients as a Bsymptom^
in need of treatment at all: they see the delusion as just
another belief [3]. An important question, then, is
whether and when it might be reasonable to use decep-
tion, coercion, or involuntary treatment for non-
dysfunctional delusions.

Note that again, facts about dysfunction are relevant
to this question, sometimes for the same reasons as for
treatment more generally. For example, the difference in
prognosis between untreated dysfunctions and untreated
non-dysfunctions can weigh against coercive treatment,
just as it can weigh against any harmful or aggressive
treatment option. The harms of such treatments are less
justifiable where we think a condition may have remit-
ted anyway, as non-disorders can be more likely to do.

Further, facts about dysfunction can serve to help
value perspectives converge. Recall that on the harmful
dysfunction account, the notion of harm is societal rather
than individual [37]. This leaves open the possibility of
great divergence of values about the harm of some con-
dition: is sadness a state to be chemically corrected or

8 This complex relation between dysfunction and treatment is the
reason we earlier (The Uncertainty Surrounding Dysfunction in
Delusions) raised issue with Sakakibara’s inference from successful
Btreatment^ to the existence of underlying dysfunction: treating a
symptom does not indicate an underlying dysfunction, since it is
possible to treat normal as well as dysfunctional symptoms, sometimes
through the exact same method. The inference from successful
Btreatment^ to underlying dysfunction is considered a complete mis-
step on the harmful dysfunction account [66, pp. 839-840]. On this
note, we should say that we think the Bbizarreness^ and Bun-
understandability^ clues mentioned by Sakakibara are likely the most
useful: symptoms being out of context or inexplicable when placed
within an appropriate examination of the patient’s life and social
environment are the kinds of clues that the HD account sees as
generally most useful—though still fallible—in the attempt to discern
dysfunctionality [68].
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bravely borne? Add to this the question—already so
vexed—of coercive treatment, and a kind of radical
value-pluralism threatens to undermine the ability to con-
verge on judgements about treatment. But values, as we
have said, are often informed by relevant facts, and the
facts about a dysfunction typically function to narrow this
kind of divergence markedly. As Wakefield [37, p. 89]
states: Bpeople may differ in how much they value joy or
hate sadness in response to life’s vicissitudes [...], but
there is much less difference in how they feel about true
depressive disorder in which something has gone wrong
with the mind so as to continually generate painful sad-
ness unrelated to actual losses.^ Conversely, where we
suspect an absence of dysfunction, there is more room for
divergence and controversy, and less certainty in making
judgements in favour of treatment, especially if that treat-
ment could itself be harmful [69, p. 93]. Where a person
seeks out treatment of their own accord, this concern is
less pressing, since then a person is actively seeking help,
and the HD account considers it an important part of
clinical practice to provide that help. But where we are
contemplating undermining someone’s autonomy with
an imposed treatment, one that might have harmful
side-effects, these considerations carry greater weight.

Finally, consider the importance of the distinction be-
tween function/dysfunction more generally on the harmful
dysfunction account. Wakefield has argued that
mislabelling a normal condition as dysfunctional is prob-
lematic for a number of reasons. One reason is that we
want to avoid enforcing the sick role on someonewho is in
fact normal [70]. If we were to label some of the normal
environmental mismatches described in Treatable and Un-
desirable Conditions as actual harmful dysfunctions, for
example, instead of correctly identifying them as normal-
but-societally-disvalued conditions, we label someone
with a disorder who is in fact simply mismatched with
their current environment/society. Labelling something as
a (harmful) dysfunction in the person tends to push us
towards the direction of treatment (this was the point made
regarding value-convergence above: where we suspect
actual disordered sadness, our values tend to push towards
favouring treatment and disfavouring the continuance of
that symptom/state). But if we get the label incorrect, we
can be led towards an over-eagerness to enforce treatment
on what are in fact normal conditions that are merely
problematic in our current society [71, p. 381, 61, 69, p.
93]. As Wakefield [61, pp. 239-240] emphasises, it is
perfectly well to properly acknowledge that non-
disordered patients ought to be treated, Bwhen individuals

believe it will help them and when effective and safe
treatments are available,^ but this use of psychiatry is also
Bprone to abuse^ if we were to actually label those condi-
tions as disorders. A mislabelling of a condition as disor-
dered can make us less likely to raise questions about our
own society and value systems, and more likely to see
these problem as being Bin the person,^ thereby threaten-
ing to turn psychiatry into a means of social control [61].
As a society, we ought to respect normal human variation,
even when that variation is annoying or inconvenient,
rather than diagnosing it and insisting on treatment [70,
p. 5]. Note that this line of thinking does not necessarily
rule out coercive treatment in all cases of non-disordered
conditions, but it does imply that we ought not be injudi-
ciously liberal with the dysfunction assignment, lest we
end up also being unreasonably liberal with the pressure on
patients to have their (normal) conditions treated.

So, as with treatment options more generally, dys-
function does have a role when thinking about coercive
treatment. But the question of coercive treatment is still
a value question, and to say that dysfunction can inform,
constrain, and guide our values is not to say that it is the
sole or even decisive factor. There are ethical questions
to be explored about the use of coercive treatment in
both disorders and non-disorders alike. Clinicians and
ethicists have raised questions about the legitimacy of
deception and coercion even in cases where we know
that there is an underlying dysfunction [72, 73], such as
in dementia [74] and traumatic brain injury [75]. And in
addiction, where debate continues over the existence of
disorder [76, 77], there is room for debate over potential
treatment options, including legal, formal, and informal
mandates (like family interventions) [78, 79].

Conversely, and returning to delusions, we think there
may be instances where it is warranted to coercively
intervene in cases of non-dysfunction. For instance, one
common justification for undermining a person’s auton-
omy through coercive treatment is where we suspect
some pre-existing disruption to autonomy, wherein coer-
cive treatment might be thought to be restoring autono-
my [79]. One such disruption to autonomy that is often
thought to warrant coercive intervention is where a dys-
function interferes with someone’s judgement: hence,
common justifications for coercion or deception of
(disordered) delusional patients [80]. However, dysfunc-
tions are not the only things that can undermine autono-
my. Take the example of folie à deux. We hypothesised
that the secondary patient in some folie à deux cases
could be normal (non-dysfunctional). But wemight think
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that the relationship between the primary and secondary
in such cases—dependent, dominating, and controlling
as it often is [81]—can itself undermine the autonomy of
the secondary [c.f 82], and that it can be warranted, in the
interests of the secondary’s autonomy, to coercively in-
tervene to perform some kind of temporary
psychological/geographical separation. Given that this
particular kind of intervention is relatively safe and ef-
fective, and the intrusion limited and temporary, it seems
justifiable in this case. At the very least, as we have
suggested, there are ethical questions to ask here, beyond
the factual dysfunction question.

So, there may be cases where coercive intervention is
warranted in non-dysfunctions, and there is plenty of
room for ethical debate even in clear cases of dysfunc-
tion. As always, the treatment question on the harmful
dysfunction account is value-centric, and the ethical
questions that surround coercive treatment options
ought to be given due consideration. At the very least,
we need to think about what kind of Bcoercion^ is under
consideration; what kinds of factors are influencing the
patient’s treatment decisions; the relevant local mental
health and capacity laws; and so on. And decisions are
still required in cases of uncertainty about dysfunction,
which we have suggested is the position that clinicians
and researchers might find themselves in.

In sum, it is incorrect to say that treatment options,
including the use of coercion, are limited to, or directly
based on the existence/nature of dysfunction. The fac-
tual question about dysfunction does have an indirect
role in our value judgements about such cases, but it
doesn’t do all the work. There are questions of value to
be addressed. We should embrace the value-ladenness
of treatment, and address the ethical questions that it
raises. There are crucial questions about when to pursue
certain types of treatment, what kinds of intervention are
warranted, and so on. We have made some attempt to
outline what the harmful dysfunction account has to say
about these questions, although we think this is an area
that ought to be explored further.

Conclusion

In sum, we think that the attempt to link delusions to the
harmful dysfunction account is a promising approach.
One key aspect of such an account is that there can be
treatable conditions, even where no dysfunction exists.
This potential has particular importance in the study of

delusions, because our understanding of the relevant
functions and dysfunctions in the area of beliefs is still
developing. Researchers may find themselves in a state
of epistemic uncertainty on the question of whether a
particular delusion is dysfunctional. Moreover, we think
that the proposed cases of non-dysfunctional delusions
seem like just the kind of symptoms that might be
eligible to be treatable conditions. They fall within
established categories of treatable conditions, and they
have the potential for harm. Further work is needed to
address the many questions that arise from this proposal.

We have suggested that the value-ladenness of ques-
tions over treatment should be acknowledged and em-
braced. Wemust remember that on the harmful dysfunc-
tion account, the question of harm (and thus treatment)
is always thoroughly value-laden. We should thus be
wary of any attempt to tie treatment directly to the
factual question of the function-dysfunction boundary.
Facts about dysfunction can inform value perspectives,
but there are a range of ethical questions about how and
when to treat delusions, including dysfunctional and
non-dysfunctional delusions, as well as in cases where
we remain uncertain. These questions deserve attention.
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