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Lay summary

Experiences are believed to exist on a continuum from mundane to anomalous. There
is also evidence suggesting that psychosis symptoms exist on a continuum and psychotic-like
experiences (PLES) have been found to exist in the general population. Not much research has
focused on the question of when does a person intend to “do something” to change the way
they feel about an experience. Intending to change an experience or how someone feels about
an experience may include seeking help but it may include a range of other behaviours. The
cognitive model of psychosis suggests that how PLEs are appraised is important for mental
health outcome and whether a person is diagnosed with a psychotic disorder or not. The aims
of this thesis are: 1. To better understand current research on how appraisals of a range of PLEs
impact mental health outcomes; and 2. To investigate the factors involved in when a person

decides to “do something” to regulate psychotic-like experiences.

The first part of this thesis is comprised of a systematic literature review of appraisals
of PLEs and their impact on mental health. The search strategy identified forty-two eligible
studies. Most of the studies were cross-sectional in design. All studies measured the association
between appraisal and mental health outcome. Twenty-four studies evaluated appraisal of
voice, seven measured psychotic-like experiences generally, and eleven focused on delusions
and hallucinations. Appraisals of PLEs were mostly comparable across experiences in how
they impacted mental health outcomes. Appraised threat, intrusiveness, omnipotence, lack of
support, conviction, and externality were associated with poorer mental health outcomes across
several experiences. Appraising the experience as spiritual or normalising was also associated
with better mental health outcomes across experiences. This review has found evidence for an
association between appraisal type and mental health outcomes and this was mainly consistent
across different types of experiences. Future research would benefit from longitudinal studies,

investigating the use of different therapies, having more robust designs, and considering the
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interplay between appraisals and how they impact mental health. The results support the use of
cognitive behavioural approaches and to consider other factors which might contribute to

poorer mental health outcomes.

The second part of this thesis reports the findings of a cross-sectional study looking at
what factors are involved in intention to regulate PLEs. The theory of planned behaviour was
used as a framework to help answer our research question. 198 volunteers from the general
population participated. Participants were asked to report if they had ever had a range of
experiences from the Community Assessment of Psychic Experiences (CAPE), including
depressive experiences and positive and negative psychotic-like experiences. Attitudinal,
normative, and control beliefs were associated with intention to regulate psychotic-like and
depressive experiences, to varying degrees. Perceived behavioural control had the most
consistent association with intentions to regulate. Descriptive norms were also found to be
consistently associated with intentions to regulate. It would be helpful for future research to
consider the role of cultural beliefs. The research also highlights the importance of perceived

control and creating environments where people feel like change is possible if they want it.
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Part I: Literature review

How does appraisal of psychotic-like experiences impact mental health outcomes? A
systematic literature review



Abstract

Background: Cognitive models of psychosis indicate that the appraisal of psychotic-

like experiences is an important predictor of mental health outcomes.

Objectives: The aim of this systematic literature review was to investigate the influence
of appraisals across a broad range of psychotic experiences reflected by a continuum of

psychosis and how they relate to mental health outcomes.

Methods: Forty-two eligible studies were identified using the search strategy. Most
included studies were cross-sectional (n= 31). All studies measured the association between
appraisal and at least one mental health outcome. Twenty-four studies evaluated appraisal of
voice, seven measured psychotic-like experiences generally, and eleven focused on a range of

delusions and hallucinations.

Results: Appraisals of PLEs were mostly comparable across experiences in how they
impacted mental health outcomes. Appraising experiences as threating, intrusive, omnipotent,
not supportive, with greater conviction, and as external were associated with poorer mental
health outcomes across experiences. Appraisals that were spiritual and normalising were

associated with better mental health outcomes across experiences.

Conclusions: This review found evidence for an association between appraisal type
and mental health outcome and this was mainly consistent across different types of experiences.
Future research would benefit from longitudinal studies, a focus on the use of different
therapies, having more robust designs, and considering the interplay between appraisals and
how they impact mental health. The results support the use of cognitive behavioural approaches

and to consider other factors which might contribute to poorer mental health outcomes.

Keywords: appraisal, psychosis continuum, psychotic-like experiences, mental health



Practitioner points:

e Normalising and spiritual appraisals of psychotic like experiences are associated with
positive mental health outcomes

e The appraisal should be the focus of intervention and not eliminating the experiences
themselves

e Cognitive therapy approaches and psychoeducation are supported as being helpful

interventions in this review



1. Introduction

Psychotic-like experiences (PLEs) are highly prevalent in the general population for
people with and without a diagnosis of a psychotic disorder (Kaymaz, Drukker, & Lieb, 2012;
van Os et al., 2000). Approximately, 7% of the general population experience PLEs (Linscott
& van Os, 2013) and it is estimated that 1.5% of the population have received a diagnosis of
psychosis in their lifetime (van Os et al., 2001). In comparison, 7.8% of the British population
will meet criteria for mixed anxiety and depression (NICE, 2011), 4-10% of people in England
will experience depression in their lifetime (McManus et al., 2009), and 1 in 6 adults have been

reported to have a common mental health disorder diagnosis (McManus et al, 2016).

PLEs can increase a person’s chances of being diagnosed with a psychotic disorder.
However, not everyone who has had a PLE or persistently has PLEs feels distressed, has a
mental health diagnosis, seeks help, or even wants to change their experiences (van os et al.,
2009). Indeed, some people report that PLES can be a positive experience and support coping,
understanding a problem, or create meaning in their lives (Sanjuan, et al., 2004). For example,
a PLE which is related to spirituality or religion has been reported to be adaptive and perceived
as valuable for some people and a way in which people make sense of the world (Brett et al.,

2014; Kennedy & Kanthamani, 1995).

Cognitive models of psychosis suggest that how a person appraises a PLE — that is, how
they interpret and attribute meaning to the experience — can influence mental health and need
for care (Peters et al., 2017, Garety et al., 2007; Morrison, 2001). Appraisal has been suggested
to play a central role in leading to psychotic symptoms, and that it is not the presence of PLEs
in themselves, but how they are appraised that is important when considering distress and need
for care (Kuipers et al., 2006). For example, studies have indicated that beliefs about how

threatening the PLE is, whether it’s experienced as an internal or external event, whether it’s



normalised, or whether a spiritual or supernatural meaning has been attributed to the experience
are all relevant for clinical status and outcome (Brett et al., 2007; Lovatt et al., 2010; Gaynor
et al., 2013). PLEs that are associated with distress and poorer functioning may be linked
towards a vulnerability for a psychosis diagnosis (Yung et al., 2009). Scherer (1999) argued
that appraisals are highly subjective and will depend on the individual’s goals, values, and their
ability to cope. Therefore, the same experience of hearing a voice can cause a variety of
emotions in different individuals. Additionally, Scherer (1999) found that culture can have an
impact on appraisals and people from different cultures differ in their appraisals of the same
experiences. Other factors such as life experiences and trauma will impact people’s appraisals
and how they generally experience and appraise the world (Foa et al., 1999; Bryant & Guthrie,
2005; Andrew et al., 2008). In short, the presence of a PLE does not necessarily indicate a
mental health problem; instead, how it is interpreted is likely to be an important determinant

of outcome.

For people with a need for care such as those who have a diagnosis of a psychotic
disorder such as schizophrenia, beliefs about the meaning and consequences of their psychotic
experiences have been suggested to be an important factor in explaining emotional distress
(Birchwood, Igbal, & Upthegrove, 2005). There is also evidence that people with a diagnosis
of a psychotic disorder will engage in a process of sense making and trying to understand their
experiences (Byrne & Morrison, 2010). This can lead to an appraisal that may be negative or
more positive or neutral (Taylor, et al., 2015) and can have an impact on wellbeing and
psychosocial functioning (Granek, et al., 2016; Wagner & King, 2005). Negative appraisals
have been shown to be linked to a mental health diagnosis and Birchwood et al. (2005) suggest
that if an experience is appraised as resulting in loss, humiliation, and feelings of entrapment
then they are more likely to experience depression. Additionally, appraising experiences as

threatening or uncertain is likely to be associated with anxiety (Birchwood et al., 2007; Gilbert,


https://www.frontiersin.org/articles/10.3389/fpsyg.2017.00775/full#B83

2000; Grupe & Nitschke, 2013). The emotional response is important to understand as the level
of distress can be associated with psychotic symptom formation and its maintenance (de Leede-
Smith & Barkus, 2013; Daalman et al., 2011). It is likely that how a PLE is experienced will

have an impact on mental health.

The idea that psychosis and psychotic experiences exist on a continuum with normal
experience, has been an idea proposed for a long period of time (Beer et al, 1996). Although
the idea has also been criticised. It has been argued that although a distribution of symptoms
may exist, psychotic symptoms are qualitatively distinct from normal experience (Lawrie et
al., 2010). The severity, level of conviction, level of preoccupation (Linscott & van Os, 2013),
level of insight (Ahmed et al., 2012), and frequency has been suggested to be a way of
differentiating between clinical and non-clinical populations who experience PLEs (van Os et
al, 2009). Therefore, to learn more about type of appraisal and mental health outcome, it would
be helpful to review samples from across the psychosis continuum, with a focus on appraisal
of the experience and its impact on mental health outcome. Throughout this review all
anomalous and psychotic experiences will be described as PLEs, in line with the idea of a

psychosis continuum.

Several reviews have focused on voice appraisals or beliefs in voice hearing groups and
their relationship with distress (Mawson, et al., 2010, Baumeister et al., 2017, Tsang et al,
2021). They have found evidence to support cognitive behaviour models that certain voice
appraisals contribute to distress and impairment and are an important target for treatment. One
review has focused on the evidence for hallucinations and delusions when they interpreted as
intrusive (Morrison, 2001). It was found that it is the appraisal of the hallucination or delusion
that mediates the relationship between the experience and its associated distress and
consequential disability. The review also emphasises the importance of whether the

experiences are believed to be culturally acceptable and how this can impact whether a person



will receive a diagnosis or not. Underwood et al. (2016) specifically reviewed threat appraisal
of psychotic experiences to develop a theoretical integration. They found overlapping models
of emotion processing in anxiety and schizophrenia, using experimental and neuroimaging
research. Specifically, they found increased attentional and attributional biases towards threat
in people with high anxiety and those with a diagnosis of schizophrenia. Hartley et al., (2013)
reviewed anxiety and depression in psychosis. Results indicated that anxiety and depression
are related to psychotic symptom severity, distress and anxiety and depression were also linked
to sub-clinical experiences, the development of symptoms, prognosis, and relapse.
Additionally, Johns et al (2014) reviewed research on voice hearing and the need for care and
found that auditory hallucinations were an antecedent to clinical disorder when combined with
emotional states, cognitive difficulties, poor coping, a family history of psychosis, and
environmental exposures such as trauma and childhood adversity. However, their predictive

value for specific psychiatric disorder remained unclear.

1.1 Aims

Research examining how people think and feel about a wider range of PLESs, beyond a
focus on voice appraisals, and further, across the psychosis continuum, has yet to be
systematically reviewed. Although Tsang’s review investigated the appraisal of voices, it did
not include other experiences and it focused on distress only and not other mental health
outcomes. This literature review aims to build on previous reviews to investigate the influence
of appraisals across a broader range of psychotic experiences reflected by a continuum of
psychosis, as well as a broader range of mental health outcomes. A key objective of the review
is to determine how these appraisals relate to mental health outcomes and whether a similar
pattern is evident across experiences or whether there are differences between experiences. It
is expected that negative appraisals of PLEs will be associated with poorer mental health

outcomes and whether a diagnostic threshold is met. Neutral or positive appraisals will be



associated with better mental health outcomes and a lower likelihood of a diagnosis of

psychosis or a need for care.
2. Method
2.1. Search Strategy

The review protocol was pre-registered with the Open Science Framework (OSF) on
14™ March 2022 (appendix a). With consideration of the available evidence, a narrative
synthesis was conducted to address the aims of the review. Effect sizes were extracted from
papers when they could be, meaning that a meta-analysis could have been possible; however,
it was felt that because of the broad and heterogenous nature of the findings, a narrative
synthesis would be most suitable. Differences between individual studies have the potential to
be lost when there is an attempt to aggregate all the data for a meta-analysis and can be subject
to a mix up of “oranges and apples”. This could result in erroneous conclusions (Esteve et al.,

2017).

A systematic literature search was conducted using the Psychinfo, Scopus, Medline,
and Proquest dissertations and theses databases, to allow identification of eligible articles. The
search period for published articles was from inception until 22" March 2022. However, the
search period for the “grey” literature in Proquest dissertation and theses was in the last 5 years.
It was believed that articles before this were more likely to have been published. The search
terms used are displayed in table 1. Some additional filters were added to Scopus and Proquest
dissertations and theses and these can be seen in appendix b. Forward and backward searching
were also conducted where the reference lists of relevant studies and where the studies have

been references were checked for further papers.

Table 1



A table to show the search terms used in the systematic literature review

Filter Specific search term

Appraisals “apprais*” OR “inferenc* OR “judge* OR “attitude*” OR “interpret*”

AND
Psychotic- “prodromal psychosis” OR “psychotic-like experience*” OR “psychotic
like like experience*” OR “PLE” OR “anomalous experience*” OR “subclinical
experience psychosis” OR “sub-clinical psychosis” OR “unusual experience*” OR

“psychosis continuum” OR “unusual subjective experience*” OR
“exceptional experience*” OR “high risk of psychosis” OR “psychotic
symptoms” OR “delusion pron*” OR “psychosis pron*” OR “hallucination
pron*” OR “ultra high risk” OR “UHR” OR “voice hearer*” OR “voice-

hearer*

2.2. Screening

Table 2 shows the inclusion and exclusion criteria that was used for screening. Figure
1 shows the process followed for the literature search in a PRISMA diagram (Page et al, 2021).
A final 42 studies were included in this systematic literature review. 30 were obtained through
the search strategy and a further 12 studies were obtained by searching the included studies
references lists and where they had been cited. The search terms therefore did not fully

encompass all relevant studies.

Table 2

A table to show the inclusion and exclusion criteria for the literature review
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Inclusion criteria

Exclusion criteria

The sample comprises of either/both
children and adults

The studies employ a quantitative
design. Studies  with both
correlational and  experimental
designs will be included

The studies measure or manipulate
appraisals of PLES

The studies measure at least one
mental health outcome

Itis possible to assess the relationship
between appraisals and mental health

outcome

1. Articles written in languages other

than English



Figure 1

PRISMA diagram

Identification

Screening

Identification of studies via databases and registers

Identification of studies via other methods

Records idenfified from*:
Databases (n = 4)
Psycinfo (n =1318)
Medline (n = 954)

Scopus (n=3603)

Proguest Disserations and
Thesis (n = 3278)

Tofal {n = 9151)

Records removed before

}

Records screened

in = 7645)

scresning. Records identified from:
Duplicate records removed (n Citation searching (n = 24)
= 1506) etc.

Records excluded**

(m = T596)

Excluded due to title {n = T063)
Excluded due to absfract (n =
4751

Reports scught for retrieval
(m=107)

L4

Reports not retrieved
(n=10)

Reports scught for retrieval
(n=24)

Reports assessed for eligibility
(m=107)

Included

Studies included in review
(n=42)

Reports excluded:
Did not measure a mental
health cutcome (n = 20)
Did not measure appraisal (n
= 27}
Did not measure appraisal or
mental health outcome (n
=16}
Unable to assess relationship
between appraisal and
mental health outcome (n =
12)
Duplicate dataset (n = 2)

Y

Reports assessed for eligibility
(n=24)

L 4

Reports not retrieved
(n=0)

Reports excluded:
Did not measure a mental
health cutcome (n =2}
Did not measure appraisal (n
=9)
Unable to assess relationship
between appraisal and
mental health oufcome (n =
1

11
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2.3. Data extraction

Study characteristics and findings were extracted from the included articles. These
included: author; year of publication; country of recruitment; number of participants; number
of males/females/other; mean age of the sample; participant groups; type of experience; study
design; appraisal type; and how it was measured; mental health outcome and how it was
measured; and the study findings. Effect sizes were extracted from the studies where possible.
Failing an effect size, significance levels or a narrative summary were extracted. Where
Pearson r and Cohen’s w were used as an effect size, the effect size was considered small if the
value of r varies around 0.1, medium if r varies around 0.3, and large if r varies more than 0.5.
When F-squared was reported, 0.02 indicated a small effect size, 0.15 indicated a medium
effect size, and 0.35 was indicative of a large effect size. When Cohen’s d was used as an
effect size, 0.20 indicated a small effect size, 0.50 a medium effect size, and 0.8 a large effect
size. Additionally, when Cohen’s F was reported 0.10 indicated a small effect size, 0.25 a
medium effect size, and 0.40 a large effect size (Cohen, 1992). Finally, effect sizes for odds

ratios were reported as 0.68 for small, 3.47 for medium and 6.71 as large (Chen et al., 2010).

2.4. Quality assessment

The Quality Assessment Tool For Quantitative Studies (Effective Public Health
Practice Project; EPHPP; Ciliska et al., 2009) was used to assess the methodological quality of
the final articles (appendix c). The EPHPP has been found to have “fair” inter-rater reliability
for individual domains and excellent agreement on the global score for paper quality. The
EPHPP was also reported to be more reliable, with a lower risk of bias than another quality
assessment tool for quantitative studies, the Cochrane Collaboration Risk of Bias Tool

(CCRBT; Armijo-Olivo, et al, 2012). The papers are rated as “strong”, “moderate”, or “weak”
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in eight categories. The categories are: study design, analysis, withdrawals and dropouts, data
collection practices, selection, intervention integrity, blinding and confounders. An overall

rating is also established as “strong”, “moderate” or “weak”. Categories were not included if

not related to the study design.

To assess for interrater reliability, a peer researcher conducted an independent quality
assessment of 10% of the included papers, using the EPHPP. The independent rater was also
blind to the to the first rater’s scoring. Interrater reliability was 80% and discrepancies were

resolved via discussion.

3. Results

Table 4 displays the characteristics and findings of the forty-two included studies. The
studies are presented in alphabetical order and the findings are presented in a narrative
summary. A narrative synthesis of the study characteristics and main findings are summarised

below.

3.1. Study Characteristics

All studies were published between 1990 and 2022, however, only five were published
before 2000. This is likely due to the availability of tools which measure appraisals, such as
the Beliefs about voices questionnaire (Chadwick & Birchwood, 1995) which was revised in
2000 (Chadwick, et al, 2000) and the Appraisal of Anomalous Experiences Interview
(AANEX; Brett, 2007). These measures are discussed in more detail in table 3. Most studies
recruited participants in the United Kingdom (n=35). Four studies were conducted in Australia,
two in The Netherlands, and one in the USA and Canada. Overall, the number of participants

who took part in all the studies combined was 4105.



Table 3

Brief descriptions of the measures of appraisal

14

Measure of appraisal Brief description Number
of studies

Appraisal of A semi-structured interview with multiple dimensions that 6
Anomalous provides a detailed assessment of psychotic-like experiences,
Experiences whether an individual requires clinical care, and their appraisal
Interview (AANEX) of their experiences (Brett et al., 2007).
Beliefs about The BAVQ (Chadwick & Birchwood, 1995) is a self-report 3
voices measures of a person’s beliefs, emotions, and behaviour about
(BAVQ)
Beliefs about The BAVQ-R (Chadwick et al., 2000) is a revised version of 12
voices the BAVQ.
questionnaire-
Revised (BAVQ-R)
The Structural A checklist designed to measure a person’s perceptions of 1
Analysis of Social themselves and others. This is based the structural analysis of
Behaviour social behaviour model (Benjamin, 2000). It can be used to
(INTREX) rate how voices act towards them and how they respond.
Voice Power A self-report measure of the power differential between the 2
Differential (VPD) voice and the voice hearer (Birchwood, et al. 2004).
Voice and You A self-report measure to assesses the inter-relating between 1
(VAY) voice and voice hearer (Hayward et al, 2008).
Beliefs about A self-report measure which assesses metacognitive beliefs 2
Paranoia Scale about paranoia developed by Morrison et al. (2005).
(BAPS)
Experience Sampling  Also referred to as a daily diary method or ecological 2
Method (ESM) momentary assessment and was developed in 1983 by Larson

and Csikszentmihalyi. It relies on participants reporting

appraisals of their experiences on multiple occasions over time.
Interpretation of A self-report measure where a person rates their metacognitive 3

Voices Questionnaire
(V1)

beliefs about the voices they hear (Morrison et al, 2002)
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The Cognitive A self-report measure to assess content, beliefs, power of 2
Assessment Schedule voice, and behavioural response (Chadwick & Birchwood,
(CAS) 1995)

There was a considerable amount of heterogeneity between the included studies in
terms of PLEs, appraisals, the groups of participants, and the mental health outcome assessed.
Most studies (24, 57%) looked at the appraisal of voices. Seven of the studies looked at a range
of PLEs which included positive symptoms (e.g. visual hallucinations), negative symptoms
(e.g. reduced speech), anomalies of perception (e.g. olfactory hallucinations), cognition (e.g.
difficulty dividing attention) and affect (e.g. loss of emotions). Six of these used the AANEX
to measure the anomalous experiences. Five studies looked at delusions, and hallucinations.
Four of these studies used experimental tasks to replicate a delusion or hallucination. Four of
the studies focused on delusions only. One study looked at a range of hallucinatory experiences,

and one study looked at visual hallucinations.

Twenty-five studies specifically looked at groups of people who had a diagnosis of a
psychotic disorder such as schizophrenia or schizoaffective disorder. Two studies recruited
groups of people who had a diagnosis of borderline personality disorder. Another two studies
specifically recruited people at risk of developing a psychotic disorder. Two looked only at the
general population. The rest of the studies compared groups of people, such as clinical, non-
clinical, at-risk groups, religious groups, and control groups. Most of the papers included were
cross-sectional in their design (n=31, 74%), four were experimental, three were longitudinal,
one was multi-level, and two used a time-series design. There were a variety of mental health

outcomes and how they were measured in the study, which are described in table 4.

Table 4

A table to show measures of mental health outcomes
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Mental Health Measure of Outcome Number
Outcome of studies

Need for care Group membership: clinical vs non-clinical 12

Depression Becks Depression Inventory (BDI and BDI-11, BDI-PC) 9
Hospital Anxiety and Depression Scale (HADS) 2
The Calgary Depression Scale for Schizophrenia (CDSS) 2
Depression Anxiety and Stress Scale (DASS-21) 1
Self-report diary 1
Positive and Negative Symptoms Scale- Depression Subscale 1
(PANSS-D)

Anxiety Beck Anxiety Inventory (BAI) 4
DASS-21 2
HADS 2
State Anxiety Inventory (SAI) 1
Self-report diary 1

Distress Psychotic Symptoms Rating Scales (PSYRATS) 7
Hustig and Hafner 3
Appraisals of Anomalous Experiences Interview (AANEX) 2
Psychological Distress Inventory (PDI) 2
The Community Assessment of Psychic Experiences (CAPE) 1
Delusions-Symptoms-States-Inventory (DSSI) 1
Experience Sampling Method (ESM) Questionnaire 1
The Social Avoidance and Distress Scale (SADS) 1
Semi-structured interviews 2
Classification of Derogatory and Non-Derogatory Content (CAS) 1
Brief Psychiatric Rating Scale (BPRS-18) 1
The Profile of Mood States (POMS) 1

Mental State Psychiatric Assessment Schedule (PAS) 1
General Health Questionnaire (GHQ) 1
Brief Psychiatric Rating Scale (BPRS) 1

Suicidal Ideation =~ CDSS 1
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BDI-PC 1
Beck Scale for Suicidal Ideation (BSS) 1
Feelings/Affect The Affective Experiences Questionnaire 1
ESM Questionnaire 1
Anger Novaco Anger Scale (NAS) 1
Social avoidance ~ SAD 1
Self-esteem Rosenberg Self-Esteem Scale (RSE) 2
Hospitalisations Number of hospitalisations due to PLE appraisal 1

3.2. Critical appraisal of paper quality

Using the EPHPP, five of the included studies were given a global rating of moderate
and thirty-seven were rated as weak. None were rated as strong. In terms of selection bias, two
of the papers were rated as strong, thirty-one as moderate, and two were rated as weak. Thirty-
six of the studies were rated as weak in terms of their study design, due to being cross-sectional
and six were rated as moderate. In terms of trying to eliminate confounders (for example, race,
gender, age, and education), twenty-six of the studies were rated as weak, eleven were rated as
moderate, and five were rated as strong. Blinding of raters was attempted in seven of the
studies, indicating a moderate rating and thirty-five did not mention of use any form of blinding
in their methodology. Most of the studies were rated as strong in their data collection methods
by using measures that were valid and reliable. Three studies were rated as moderate and two
as weak. These studies used measures such as self-report diaries. Most of the studies were not
rated for withdrawals and dropouts as they were taking measures at one time point. For those
whose methodology would allow for this to be measured, two were rated as moderate and
another two were rated as strong. Finally, all the studies were found to have used appropriate

analysis to answer their research questions.



3.3. Summary of main findings

Table 5

A table to show the characteristics and results of the included studies
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Authors  Loc Sample Design Appraisal type Mental health Findings Qualit
(Year) atio Characteristics (assessment tool) outcome (assessment y
n tool) Rating
Andrew, UK N=43 M=19 F=24 Cross- Voice malevolence, Anxiety and (BAI), Malevolence predicted distress Weak
Gray and Mean age= 45.13 sectiona  benevolence, Depression (BDI-Il)  ($=1.30, p<0.05)
Snowden Groups: Clinical | omnipotence (BAVQ-
(2008) voice hearers and R)
non-clinical voice
hearers. PLE: Voice
hearing
Birchwood UK N=62. M=43 F=19 Cross- Voice malevolence, Global mental state Appraisal x mood (p<0.05). Weak
and Mean age: 39 Group: sectiona benevolence, (PAS), affect/distress Malevolence & power beliefs x
Chadwick Clinical voice | omnipotence and how  (Hustig and Hafner),  depression (p<0.01). Power beliefs x
(1997) hearers (Malevolent, benign (BAVQ and Depression (BDI) mood (F=6.02, p<0.02) and

benevolent, and
omnipotent). PLE:
voice hearing

CAS)

vegetative symptoms (F=5.4, p<0.02)
but not self-denigration



Birchwood,
Gilbert,
Gilbert,
Trower,
Meaden,
Hay,
Murray,
and Miles
(2004)

Birchwood,
Meaden,
Trower,
Gilbert, and
Plaistow
(2000)

Brett,
Heriot-
Maitland,
McGuire,
and Peters
(2013)

UK

UK

UK

N=125. M=85 F=40
Mean age= 33.7
Group: High voice
power vs low voice
power and high voice
social rank vs low
social rank in clinical
voice hearers. PLE:
voice hearing

N=59 M=39 F=20
Mean age = 34
Groups: Clinical
voice hearers (high
and low
subordination). PLE:
voice hearing

N=91. Groups:
diagnosed, at risk,
undiagnosed. PLE: a
range of PLEs
(anomalies of
perception,
cognition, and affect)

Cross-
sectiona
I

Cross-
sectiona
|

Cross-
sectiona
|

Voice omnipotence
and voice social rank
(BAVQ and VPD)

Depression (BDI)
and distress (Hustig
and Hafner)

Social rank (SCS) Distress (Hustig and

Héfner)

Biological, drug-
related, spiritual, other
people, technological,
psychological, no
interpretation,
supernatural,
normalising,
externalising, agency,
perceived support,
perceived
controllability (rated

Distress (AANEX)

Power x distress (d=0.474, p<0.01).  Weak
Power x depression (d=0.521,

p<0.001). Voice social rank x

distress (d=0.797, p<0.01). Voice

social rank x depression (d=0.664,

p<0.001).

Perceived social rank and voice Weak
loudness x distress (eignenvalue
=0.30, canonical correlation=0.48,

p<0.05).

Appraisal x distress: Biological Weak
(OR=1.71, p<0.01), spiritual
(OR=0.58, p<0.001), drug-related
(OR=1.37, p=0.31), other people
(OR=2.39, p<0.001), technological
(OR=1.12, p=0.72), psychological
(OR=0.92, p=0.65), no interpretation
(OR=0.90, p=0.39), supernatural
(OR=1.23, p=0.14), normalising
(OR=0.37, p<0.001), externalising
(OR=1.02, p=0.82), agency
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Brett,
Peters,
Johns,

Tabranham.

Valmaggia,
and
McGuire
(2007)

UK

N=91, M=54 F=37
Mean age=30.13
Group: diagnosed, at
risk, and
undiagnosed. PLE: a
range of PLEs
(anomalies of
perception,
cognition, and affect)

Cross-
sectiona
|

by interviewer,
AANEX)

Perceived
controllability,
valence,
dangerousness,
externality, agency,
biological,
psychological, drug-
related, spiritual,
supernatural,
normalising, other
people, and no
interpretation
(AANEX)

Group membership

(OR=1.29, p=0.01), perceived
support (OR=0.65, p<0.001), and
perceived controllability (OR=0.70,
p<0.001)

Undiagnosed vs diagnosed x Weak
perceived controllability (OR=0.42,
p=0.014), undiagnosed vs at risk x
perceived controllability (OR=0.43,
p=0.025). Group x valence
(p<0.001): Undiagnosed vs
diagnosed x valence (OR=0.19),
undiagnosed vs at risk (OR=0.37).
Group x dangerousness (p<0.001):
Undiagnosed vs diagnosed
(OR=2.85, p=0.01). Group vs
externality (p=0.022): undiagnosed
vs diagnosed (OR=2.08, p=0.01).
Group x agency (p=0.027) agency
(OR=2.36, p=0.01). Group X
biological (p=0.092): Undiagnosed
vs diagnosed x biological (OR=2.39,
p=0.039). Groups x other people
(p<0.001): Undiagnosed vs
diagnosed x other people (OR=9.01,
p<0.001). Group x psychological
(p<0.001): Undiagnosed vs
diagnosed x psychological
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Campbell
and
Morrison
(2007a)

Campbell
and
Morrison
(2007h)

UK

UK

N=41. M=40 F=1
Mean age= 66.3
Group: British
veterans. PLEs:
delusions and
paranoia.

N=544. M=175
F=369 Mean age=
21.4 Group:
University Students.
PLEs: a range of
PLE (hallucinations,
delusions, and
thought interference)

Cross-
sectiona
|

Cross-
sectiona
|

Negative, positive,
normalising, survival
(BAPS) and
conviction (PDI)

Negative, positive,
survival, normalising
(BAPS), metaphysical,
and loss of control
(IVI)

Distress (PDI)

Mental state (GHQ)

(OR=0.34, p=0.008). Group vs
normalising (p<0.001): Undiagnosed
vs diagnosed x normalising
(OR=0.16, p<0.001), undiagnosed vs
at risk x normalising (OR=0.27,
p=0.003). Group x drug related
(p=0.35), group x spiritual (p=0.28).
Group x supernatural (p=0.19).
Group x no interpretation (p=0.237)

Appraisal x distress: negative
(r=0.79, p<0.01), survival (r=0.64,
p<0.01), positive (r=0.61, p<0.01),
normalising (r=0.25, n.s.), and
conviction (r=0.97, p<0.01)

Negative beliefs x distress (f=1.419,
partial r = 0.532, t = 3.714, p<
0.0001)

Appraisal x general distress
(delusional distress): Beliefs about
voices: metaphysical (r=0.260,
p<0.01), controlling (r=0.238,
p<0.01), and positive (r=0.270,
p<0.01). Beliefs about paranoia:
negative (r=0.471 (r=0.512),
p<0.01), survival (r=0.252 (r=0.292),
p<0.01), positive (r=0.135
(r=0.187), p<0.01), normalising

Weak

Weak
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Cavelti,
Thompson,
Hulbert,
Betts,
Jackson,
Francey,
and Chanen
(2019)

Chadwick,
Lees, and
Birchwood
(2000)

Au
stra
lia

UK

N=43 M=11 F=32 Cross-
Mean age=19.07 sectiona
Groups: Youths with |

a diagnosis of bipolar

and schizophrenia

(malevolent,

benevolent, or

omnipotent groups).

PLE: auditory

hallucinations

N=73 (58 completed  Cross-
HADS) M=41 F=32  sectiona
Mean age= 40 I
Groups: Clinical

voice-hearers. PLE:

Voice hearing

Voice malevolence,
benevolence,
omnipotence (BAVQ-
R), and social rank
(VRS)

Voice malevolence,
and omnipotence
(BAVQ-R)

Depression, and
anxiety (DASS-21)

Depression and
anxiety (HADS)

(r=0.175 (r=0.124), p<0.01).
Negative beliefs x distress (f =
0.404, Partial r = .456,t=11.816, p
<.0005)

Appraisal x depression: malevolence
(r=0.52, p<0.0001), benevolence (r=-
0.22, p=0.159), omnipotence (r=0.41,
p=0.007), social rank (r=-0.49,
p<0.001)

Appraisal x anxiety: malevolence
(r=0.35, p=0.021), benevolence
(r=0.01, p=0.97), omnipotence
(r=0.40, p=0.008), social rank (r=-
0.34, p=0.025). Group interaction x
depression (F>=0.59, n.s.). Group
interaction x anxiety (F?=0.18, N.S.)

Appraisal x depression: Malevolence
(r=0.37, p<0.01), and omnipotence
(r=0.44, p<0.01). Appraisal x
anxiety: Malevolence (r=0.30,
p<0.05), and omnipotence (r=0.33,
p<0.05)

Weak

Weak
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Connell, Au
Scott, stra
McGrath, lia

Waters,

Laragi,

Alati,

Najman,

and Betts

(2019)

Connorand UK
Birchwood
(2013)

Davies, UK
Griffin, and

Vice (2001)

N=253 M=79 F=174
Age range=30-33
Groups: psychotic
disorder, non-
psychotic mental
health disorder, and
no disorder. PLE:
hallucinatory
experiences

N=74 M=44 F=30
Mean age= 43
Group: diagnosis of a
psychotic disorder.
PLE: voice hearing

N=102 M=36 F=66
Mean age= 32.95
Groups: psychotic,
evangelical, and
control. PLE: voice
hearing

Cross-
sectiona
I

Cross-
sectiona
|

Cross-
sectiona
|

Positive, negative,
controllability, agency,
other people,
externality, and
dangerousness
(AANEX)

Voice power,
intrusiveness, voice
criticism, and
emotional support
(VPD) and level of
expressed emotion
(LEE)

Positive and negative

(PVQ)

Group
membership/need for
care

Depression and
suicidal ideation
(CDSS)

Feelings before,
during, and after
hearing a voice (The
Affective
Experiences
Questionnaire) and
group membership

Moder
ate

Appraisal x group: Dangerousness
(w=226, p=0.01), Controllability
(w=0.058, p=0.66), externality
(w=0.097, p=0.66), positive
(w=0.140, p=0.09), other people
(w=0.373, p<0.01), and negative
valence (w=0.249, p<0.01)

Appraisal x depression and suicidal Weak
ideation: + voice power (r=0.56,
p<0.01), and expressed emotion

(r=0.44)

Appraisal x depression and suicidal
ideation: intrusion (r=0.47, p<0.001),
criticism (r=0.49, p<0.001), lack of
emotional support (r=0.30, p<0.05)

Main effect of a group on feelings Weak
(F(2,47) = 12.00, p<0.001).

Evangelical group more positive than
controls (t(47) =2.59, p<0.02) and

psychotic group (t(47) =2.11,

p<0.05)
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Dugré and
West
(2019)

Ellett,
Luzon,
Birchwood,
Abbas,
Harris, and
Chadwick
(2017)

Fannon,
Hayward,
Thompson,
Green,
Surguladze,
and Wykes
(2009)

uUS

and
Ca
nad

UK

UK

N=180 M=95 F=85  Cross-
Mean age= 30.1 sectiona
Groups: Clinical I
voice-hearers

(Neutral, malevolent,

and benevolent

groups). PLE: voice

hearing

N=151 M=89 F=62  Cross-
Mean age= 37.23 sectiona
Group: diagnosis of a |
psychotic disorder

with and without

command

hallucinations. PLE:

voice hearing

N= 83 M=48 F=34 Cross-
Mean age= 39.2 Sectiona
Group: diagnosis ofa |
psychotic disorder.

PLE: Voice hearing

Voice malevolence,
and benevolence
(BAVQ-R)

Voice malevolence,
benevolence,
omnipotence (BAVQ-
R), perceived
responsibility, and
conviction (Conviction
subscale of RIQ)

Voice malevolence,
omnipotence,
controllability, and
dominance (BAVQ-R)

Emotional distress
(BPRS-18) and anger
(NAS)

Anxiety, depression
(HADS), distress
(PSYRATS), and
group membership

Depression
(depression subscale
of PANSS-D)

Group x emotional distress (w = Weak
0.199, p<0.001). Malevolent group

had higher emotional distress (U =

398.5; p = 0.007) and anger reactivity

(U = 435.5, p 0.018)

Responsibility x distress: command Weak
group: (r=0.46, p=0.01) non-

command group: (r=0.13. p=0.48).

Appraisal x group membership:

Conviction (d=1.5, p<0.001),

malevolence (d=0.9, p<0.001),

benevolence (d=0.1, p=0.548),

omnipotence (d=1.2, p<0.001),

anxiety (d=0.6, p=0.002) and

depression (d=0.6, p=0.006)

Appraisal x depression: omnipotence  Weak
(r=0.25, p<0.005), malevolence

(r=0.24, p<0.005), controllability

(r=0.29, p<0.01), and dominance

(r<0.19, p<0.01)
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Fielding-
Smith,
Greenwood
, Wichers,
Peters, and
Hayward
(2022)

Freeman,
Garety,
Bebbington
, Slater,
Kuipers,
Fowler,
Green,
Jordan,
Ray, and
Dunn
(2005)

Gauntlett-
Gilbert and
Kuipers
(2005)

UK

UK

UK

N=30 M=11F=18
0=2 Mean age=
Group: 41.9
outpatients who hear
voices. PLE: Voice
hearing

N=30 M= F= Mean
age=22 Group:
General population,
appraisal
manipulated by
virtual reality. PLE:
persecutory
delusions

N=20 M=10 F=10
Mean age=41.5
Groups: people who
have experienced
visual hallucinations
due to psychiatric
illness. PLE: visual
hallucinations

Time-
series

Experim
ental

Cross-
sectiona
|

Voice dominance,
controllability, and
intrusiveness (ESM

questionnaire, rating of

1-7)

Persecutory (4-point
Likert scale)

Controllability,
negative outcome,
positive outcome,
persecution, and
election (semi-
structured interview
and 5-point Likert
scale)

Distress (ESM
guestionnaire, rating
of 1-7)

Depression and
anxiety (DASS),
social avoidance and
distress (SAD)

Distress (semi-
structured interview)

Voice appraisal x distress: Weak
dominance (p=0.09, p<0.05),
uncontrollability (=0.17, p<0.01),

and intrusiveness ($=0.31, p<0.001)

Persecution x anxiety (r=0.39, Weak
p=0.033 and r=0.54, p=0.002), social
avoidance and distress (r=0.18,

p=0.054), depression (r=0.36,

p=0.353), and stress (r=0.36,

p=0.050)

Distress x appraisal: Negative Weak
outcome (rs (20) = 0.57, p=0.009),

control (rs (20) = 0.11, p>0.5),

positive outcome (rs (20) = -0.75,

p<0.001), election (U(20)=10,

p=0.006), and persecution

(U(20)=16.5, p=0.066
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Gaynor, UK
Ward,

Garety, and
Peters

(2013)

Green, UK
Garety,

Freeman,

Fowler,
Bebbington

, Dunn, and
Kuipers

(2006)

Hayward, UK
Jones,

Strawson,

Quadt,

Larsson,

Silva,

Davies,

Fielding-

N=67 Male: 27 Cross-
Female: 40 Mean sectiona
age: 38.48 Groups: |
impairment and

persistent. PLE: a

range of PLEs

(anomalies of

perception,

cognition, and affect)

N=70 M=50 F=20 Cross-
Mean age= 41.5 sectiona
Group: experiencing |
persecutory

delusions after

relapsing from

positive symptoms of
psychosis. PLE:

persecutory

delusions

N=48 M=9 F= 39 Cross-
Mean age=34 Group: sectiona
diagnosis of BPD I

with voice-hearing.

PLE: voice hearing

Threat (AANEX)

Powerfulness and self-
diminishing
(Phenomenology of
Persecutory Delusions
Coding Frame)

Persecutory beliefs and Distress (PSYRATYS)

voice benevolence,
(BAVQ-R)

Group membership

Depression (BDI-II),
anxiety (BAl), self-
esteem (Rosenberg
self-esteem scale),
and intensity of
distress (PSYRATYS)

Impairment group x threat appraisal ~ Weak

(F(3, 66) = 15.96, p<0.001)

+power X depression (p=-.30, Weak
p=0.01) and self-esteem (p=-0.29,

p<0.05). Self-diminishing x self-

esteem (p=0.33, p=0.01), depression

(p=0.31, p=0.01), delusional distress

(p=0.30, p=0.01)

Distress x appraisal: persecutory Weak
beliefs (r=0.670, p<0.01),

benevolence (r=-0.154, n.s.)
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Smith,
Hazell,
Critchley,
and
Garfinkel
(2021)

Honig,
Romme,
Ensink,
Escher,
Pennings,
and Devries
(1998)

Hustig and
Hafner
(1990)

Hutton, Di
Rienzo,
Turkington,
Spencer,

The
Net
herl
and

Au
stra
lia

UK

N=48 M=12 F=36
Mean age=44.3
Groups: Diagnosis
schizophrenia/dissoci
ative disorder and
non-clinical voice
hearers. PLE: voice
hearing

N=12 M=1 F=11
Mean age= 32.6
Group: Diagnosis of
schizophrenia. PLE:
auditory
hallucinations

N=68 M=37 F=31
Mean age= 31
Group: diagnosis of a
psychotic disorder.
PLE: a range of
PLEs (negative and

Cross-
sectiona
|

Time
series

Longitu
dinal

Positive, negative, and  Group membership
control (semi-
structured interview)

Intrusiveness (self-
(report diary)

Anxiety and
depression (self-
report diary)

Suicidal ideation
(BDI-PC)

Negative (PBEQ)

27

Non-patient x positive (p < 0.01). Weak
Patient x negative (p <0.001). Patient

vs nonpatient x control (p<0.001)

Intrusiveness x anxiety (r=0.12, n.s), Weak
intrusiveness x depression (r=0.13,

n.s.)

Negative x suicidal ideation (r=0.51, Moder
p<0.01 at 0 months and r=0.47, ate
p<0.01 at 9-18 months)



and Taylor
(2018)

Lovatt,
Mason,
Brett, and
Peters
(2010)

Lucas and
Wade
(2001)

Morris,
Garety, and
Peters
(2014)

UK

Au
stra
lia

UK

positive psychotic
experiences)

N=54 M=27 F=27
Mean age= 39.05
Groups: clinical
(diagnosis of
psychotic disorder)
and nonclinical.
PLE: a range of
PLEs (anomalies of
perception,
cognition, and affect)

N=30 M=15 F=15
Mean age= 35.4
Groups: Diagnosis of
schizophrenia or
schizoaffective
disorder. PLE: voice
hearing.

N=50 M=33 F=17
Mean age= 31.8
Group: diagnosis of a
psychotic disorder.
PLE: voice hearing

Other people, spiritual,
normalising/psycholog
ical, medical, valence
(fewer “positive™),
dangerous, externality,
agency
(“personalising),
positive, negative,
neutral, unengaged,
anxious, and excited
(AANEX)

Voice malevolence,
benevolence,
omnipotence (BAVQ-
R)

Voice malevolence,
benevolence, and
omnipotence (BAVQ-
R)

Group membership

Mental state (BPRS)
and depression (BDI)

Anxiety (BAI),
depression (BDI-II),
and distress
(PSYRATS)

Clinical group vs nonclinical group x
appraisal: Other people (OR=21.25,
p<0.001), normalising/psychological
(OR=0.073, p<0.001), dangerousness
(OR=7.00, p=0.002), valence
(OR=0.08, p<0.001), externalising
(OR=6.40, p=0.003), and agency
(OR=5.34, p=0.012), Group not
associated with medical or spiritual
appraisal

Depression x perceived power (r =
0.45, p<0.05). Depression x
malevolence (t(28) = -2.4, p = 0.02)
+ psychiatric symptomology x
malevolence (r =0.58, p<0.01) +
psychiatric symptomology x
benevolence (r=-0.41, p<0.05)

Appraisal x anxiety: Malevolence
(r=-0.1, n.s.), benevolence (r=0.5,
n.s.), omnipotence (r=0.11, n.s).
Appraisal x depression: Malevolence
(r=0.31, p<0.05), benevolence (r=-
0.8, n.s), omnipotence (r=0.35,

Weak

Weak

Weak
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Morrison,
Nothard,
Bowe, and
Wells
(2004)

Peters,
Day,
McKenna,
and Orbach
(1999)

UK

UK

N= 80 M=38 F=42
Mean age=37.95
Groups: voice-
hearers and non-
patient controls.
PLE: voice hearing

N=142 M=70 F=72
Mean age= 31.03
Groups: New
religious movements,
Christian, non-
religious, and
psychosis. PLE:
delusions

Cross-
sectiona
|

Cross-
sectiona
|

Metaphysical, loss of
control, and positive
(v

Spiritual or non-
spiritual (group
membership)

Group membership

Distress (PDI and
DSSI) and need for
care

p<0.05). Appraisal x distress:
Malevolence (r=0.41, p<0.01),
benevolence (r=-0.35, p<0.05),
omnipotence (r=-0.1, n.s.)

Appraisals contribution to
depression: Omnipotence (f=0.03,
n.s.), malevolence (f=0.23, n.s)

Group x appraisal: Positive Weak
(d=0.262, n.s.), loss of control (d=

1.755, p<0.001), and metaphysical

(d=2.016, p<0.001)

Group membership x distress (F(3, Weak
138) = 15.3, p<0 .001). Spiritual x
distress (t(57)=-3.5, p= 0.001)
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Peters,
Lataster,
Greenwood
, Kuipers,
Scott,
Williams,
Garety, and
Myin-
Germeys
(2011)

Peters,
Ward,
Jackson,
Woodruff,
Morgan,
Mcguire,
and Garety
(2017)

UK

UK

N=12 M=5 F=7 Multi-
Mean age= 36.40 level
Group: diagnosis of a

psychotic disorder.

PLE: delusions and
hallucinations

N= 259 M=106 Experim
F=153 Mean age= ental,
44.67 Groups: between
Clinical, nonclinical, subjects

and control. PLE: a
range of PLEs
(anomalies of
perception,
cognition, and
affect).
Experimentally
induced thought
interference and

Hallucinations and Distress (PSYRATS)
delusions interference, and affect (ESM
controllability, power,  booklet)

and intensity (ESM
booklet)

Biological, drug Need for care
related, spiritual, other
people, psychological,
no interpretation,
normalising,
supernatural, valence,
threat, externality,
abnormality,
controllability, and
agency (AANEX).
Threatening, non-
threatening, salience,
threat, and personal
relevance (0-10 rating)

Distress x hallucination interference ~ Weak
(B=0.89, p<0.001), hallucination
control (B=1.22, p<0.001), and
hallucination power (B=0.83,
p<0.001). Distress x delusion
interference (B=0.72, p<0.001).
Delusion intensity x negative affect
(B=0.68, p<0.001) and x positive
affect (B=-0.38, p<0.001). Voice
intensity x negative affect (B=0.30,
p<0.001) and x positive affect (B=-
0.19, p<0.001). Power predicted
negative affect (standardized B=0.22,

p<0.001)

Appraisal x group: Biological Weak
(OR=4.21, p=0.016), drug related
(OR=10.45, p=0.216), spiritual
(OR=0.51, p=0.380), other people
(OR=10.13, p<0.008), psychological
(OR=1.28, p=0.997), no
interpretation (OR=0.33, p=0.426),
normalising (OR=0.09, p<0.008),
supernatural (OR=0.37, p=0.039),
negative valence (OR=0.05,
p<0.005), threat (OR=0.07,
p<0.005), externality (OR=0.60,
p=0.442), abnormality (OR=0.11,
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Peters,
Williams,
Cooke, and
Kuipers
(2012)

UK

auditory
hallucinations.

N=46 Male: 26
Female: 20 Mean
age: 36.5 Group:
diagnosis of a
psychotic disorder.

PLE: voice hearing.

Cross-
sectiona
I

Voice malevolence,
benevolence, and
omnipotence (voice
power and intent;
BAVQ-R)

Voice associated
distress (Personal
Questionnaires),
depression (BDI-II),
anxiety (BAI),
suicidal ideation
(BSS), self-esteem,
(RSE)

p<0.005), and controllability
(OR=2.92, p=0.005)

Significant group difference for
threatening appraisals on all tasks.
Clinical group scoring higher than
the non-clinical (r=0-51-0-54) and
the control group (r=0-41-0-46)

Appraisal x voice associated distress:
Omnipotent (r=0.62, p<0.01),
malevolent (r=0.52, p<0.01), and
benevolent (r=-0.22, n.s.). Appraisal
x depression: Omnipotent (r=0.61,
p<0.01), malevolent (r=0.53,
p<0.01), and benevolent (r=-0.14,
n.s.). Appraisal x anxiety:
Omnipotent (r=0.57, p<0.01),
malevolent (r=0.49, p<0.01), and
benevolent (r=-0.08, n.s.). Appraisal
X suicidal ideation: Omnipotent
(r=0.45, p<0.01) malevolent (r=0.43
p<0.01), and benevolent (r=-0.08,
n.s.). Appraisal x self-esteem:
Omnipotent (r=0.42, p<0.01),
malevolent (r=0.43, n.s.), and
benevolent (r=-0.21, n.s.).
Omnipotence significantly associated
with depression (b=0.61, adjusted R2
=0.36, p<0.001, 37%) anxiety
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Birchwood
(1997)

Sorrell,
Hayward,
and
Meddings
(2009)

The
Net
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and

UK

UK

N=65 Mean age=
38.35 Groups: BPD
patients and auditory
verbal hallucinations
patients. PLE: voice
hearing.

N=21 M=16 F=5
Mean age=43 Group:
diagnosis of chronic
schizophrenia. PLE:
voice hearing.

N=50 M=25 F= 25
Mean age=43.9
Group: diagnosis of a
psychotic disorder.
PLE: voice hearing

Longitu
dinal

Cross-
sectiona
|

Cross-
sectiona
|

Voice malevolence,
benevolence, and
omnipotence (BAVQ-
R)

Voice power (CAS),
malevolence,
benevolence, and
intrusiveness (BAVQ)

Voice malevolence,
benevolence (BAVQ-
R), and power
(dominance and
intrusiveness) (VAY)

Hospitalisation 2
years post baseline

Depression
(BDI) and
affect/distress (CAS)

Distress
(PSYRATS), and
group membership
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(b=0.57, adjusted R2 =0.31, p<0001,
33%), self-esteem (b=0.42, adjusted
R2 =0.16, p<0.01, 18%), suicidal
ideation (p=0.16, OR =1.18, p<0.05),
and voice associated distress (f=0.16,
OR=1.44, p<0.001)

Omnipotence and number of Weak

hospitalisations (r=0.586, p<0.001)

Appraisal x distress: Malevolent Weak
(r=0.4346, p<0.05), intrusiveness

(r=0.0738, n.s), benevolence (r=-

0.1526, n.s.). Intrusiveness X

depression (r=0.5898, p<0.01)

Group x malevolence (r=0.72, Weak
p<0.01). Group x benevolence

(r=0.44, p<0.01). Group x

omnipotence (r=0.44, p<0.01).

Distress x dominance (r=0.399,



Taylor, UK
Parker,

Mansell,

and

Morrison

(2013)

Taylor, UK
Pyle,

Schwannau

er, Hutton,

and

Morrison

(2015)

N=26 M=18 F=8
Mean age=21.9
Groups: 2 x at risk of
psychosis (negative
information or no
information). PLE:
range of PLEs
(positive and
negative) and
experimentally
induced thought
interference.

At risk: N=362
M=219 F=143 Mean
age= 22.96 Biploar:
N=202, M= F= Mean
age=Groups:
diagnosis bipolar
disorder and at risk
of psychosis. PLE:
range of PLEs.

Experim
ental,

between
subjects

Cross-

sectiona
| (study
land 2)

Non-psychotic or Distress (CAPE and

psychotic SUDS), and anxiety
(SAI)

External shame, Depression (BDI-

internal shame PC)

/defectiveness,

negative

expectations/appraisals
(PBEQ and PBIIQ)

p<0.01). Distress x intrusiveness
(r=0.321, p<0.05)

Group x anxiety (F(1, 25) = .628, p >
.05). Non-psychotic appraisal x
distress (r = -.57, p<.01). No
significant correlations between
distress or anxiety and other
appraisals. Psychotic appraisals
group X distress (U=16.5, p<0.01)
and anxiety (U=35.5, p<0.05)

At Risk: Depression x appraisal:
external shame (r=0.49, p<0.01),
internal shame/defectiveness (r=0.35,
p<0.01), and negative (r=0.50,
p<0.01)

Each appraisal made significant
contributions to the prediction of
depression (F(3, 285) =54.43, p <
.01)

Bipolar: Depression x appraisal:
external shame (r=0.36, p<0.01),
internal shame/defectiveness (r=0.52,
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Thomas,
McLeod,
and Brewin
(2009)

Underwood
, Kumari,
and Peters
(2016)

UK

UK

N=64 M=22 F=42 Cross-
Mean age= 34.9 sectiona
Group: diagnosis of a |
psychotic disorder.

PLE: voice hearing.

N=71 M=44 F=27 Experim
Mean age= 42.22 ental,
Groups: symptomatic  between
psychosis, remitted subjects
psychosis, non-

clinical with

Voice hostility and
control (long form of
the INTREX)

Threatening, non-
threatening, and
striking, (scale of 0-
10)

Distress (POMS),
and depression
(CDSS)

Group membership:

clinical vs
nonclinical

p<0.01), and negative (r=0.62,
p<0.01)

Internal shame/defectiveness and
negative appraisals made significant
prediction of depression, but not
external shame (F(3, 186) = 50.77, p
<.01)

Distress x voice hostility (r=0.65,
p<0.001) and control (r=0.37,
p<0.001). Voice hostility significant
predictor of distress (5=0.591,
p=0.001). Voice control did not
independently predict distress (f=-
0.011, p=0.95). Depression x voice
hostility (t=2.263, df=33, p=0.03)
and control (t=3.201, p=0.003).
Depression x control (OR=1.034,
p=0.03) and hostility (OR=1.006,
p=0.99)

Thought interference task: Appraisal
x group: Threatening (d=0.49,
p=0.002), and striking (d=0.55,
p=0.004)

Weak

Weak
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psychotic

experiences, and
controls without

psychotic

experiences: PLE:

experimentally

induced thought
interference and
auditory
hallucination.
Varese, UK N=101 M=70 F=31
Morrison, Mean age=36.2
Beck, Group: diagnosis of a
Heffernan, psychotic disorder.
Law, and PLE: voice hearing.
Bentall
(2016)
Ward, UK N=62 M=26 F=36
Gaynor, Mean age= 37.45
Hunter, Groups: Clinical and
Woodruff, non-clinical. PLE: a
Garety, and range of PLEs
Peters (anomalies of
(2014) perception,
cognition, and
affect).

Experimentally

Cross-
sectiona
I

Experim
ental,

between
subjects

Metaphysical,
controllability, and
positive beliefs (IVI)

Striking, threatening,
adaptive, and
maladaptive (AANEX)

Distress (PSYRATYS)

Group membership
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Thought interference (mindreading)
task: Threatening X group:
Threatening (d=0.63, p<0.001)

Auditory hallucinations task:
Appraisal x group: Threatening
(d=0.59, p<0.001), and non-
threatening (d=0.26, p=0.198)

Distress x appraisal: Metaphysical Weak
(r=0.34, p<0.001), controllability
(r=0.30, p<0.01), and positive (r=-

0.13,n..)
Group (card task — thought Moder
interference and VASP task — ate

auditory hallucinations) x appraisal:
striking (U=228, p=0.01 and
U=183.5, p=0.7), distressing (U=224,
p<0.001 and U=171, p=0.5),
threatening (U=302, p<0.05 and
U=182.5, p=0.6), adaptive (U=302.5,
p=0.2 and U=181, p=0.68), and
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induced thought maladaptive (U=245, p=0.02 and
interference and U=96.5, p=0.002)
auditory

hallucinations

Note: N= number, M=Male, F=Female, PLE = Psychotic-like experience, n.s.=not significant, BAVQ-R= Beliefs About VVoices Questionnaire-Revised, BDI-
II= Beck’s Depression Inventory-Second Edition, BAI =Becks Anxiety Inventory, BAVQ=Beliefs about Voices Questionnaire, CAS= Classification of
Derogatory and Non-Derogatory Content and The Cognitive Assessment Scale, PAS=Psychiatric Assessment Schedule, VPD=Voice Power Differential,
BDI=Beck’s Depression Inventory, SCS=social comparison scale, AANEX=Appraisals of Anomalous Experiences Interview, BAPS=Beliefs About Paranoia
Scale, PDI=Peters Delusion Inventory, IVI=Interpretations of Voices Inventory, GHQ=General Health Questionnaire, VRS=Voice Rank Scale, DASS-
21=Depression, Anxiety, and Stress Scale — 21 Items, HADS= Hospital Anxiety and Depression Scale, LEE=Level of Expressed Emotion, CDSS=Calgary
Depression Scale for Schizophrenia, PVQ=Perception of VVoices Questionnaire, BPRS-18=The Brief Psychiatric Rating Scale- 18 items, NAS=Novaco Anger
Scale, RIQ=The Responsibility Interpretations Questionnaire, PSYRATS=The Psychotic Symptoms Rating Scale, PANSS-D=Positive and Negative Symptoms
Scale-Depression, ESM=Experience Sampling Method, SAD=The Social Avoidance and Distress Scale, BPD=Bipolar Disorder, PBEQ=The Personal Beliefs
About Experiences Questionnaire, BDI-PC=Beck’s Depression Inventory-Primary Care, DSSI=The Delusions Symptoms-State Inventory, RSE=The
Rosenberg Self-Esteem Scale, VAY=Voice and You, CAPE=The Community Assessment of Psychic Experiences, SUDS=The Subjective Units of Distress
Scale, SAlI=State Anxiety Inventory, PBIIQ=Personal Beliefs About lliness Questionnaire, INTREX=The Structural Analysis of Social Behaviour
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3.3.1 Voice Malevolence/hostility

Fourteen of the included studies assessed participants for appraising voices as
malevolent. The BAVQ or the BAVQ-R was used to assess voice malevolence in twelve of the

studies and one study used the INTREX long form.

Malevolence of the voice was significantly associated with distress in seven studies
with small (n=1), medium (n=2) and large (n=2) effect sizes, where effect sizes could be
calculated. Voice malevolence was also significantly associated with depression in ten studies,
with small (n=1), medium (n=3), and large (n=5) effect sizes. However, two studies did not
indicate that voice malevolence was significantly predictive of depression. In five of the studies
a significant association with anxiety was found, with medium (n=4) and large (n=1) effect
sizes. However, one study found that malevolence was not correlated with anxiety, with a small
effect size. Suicidal ideation was significantly and positively correlated with voice malevolence
in two studies, with a medium and large effect size. However, voice malevolence was not
significantly correlated with self-esteem in one study, with a medium effect size. Finally,
malevolent appraisals of voices were significantly and positively correlated with psychiatric
symptomology and being in a clinical group compared to a non-clinical group, in two studies,

with large effect sizes.

3.3.2. Voice henevolence

Ten studies investigated the association between mental health outcome and appraisal

of voices as benevolent. To assess the appraisal, all studies used the BAVQ-R or the BAVQ.

The non-clinical groups were significantly more likely than the clinical group to make

benevolent appraisals of their voices in three studies with small (n=1) and medium (n=1) effect



38

sizes. However, voice benevolence was not significantly associated with being in a clinical or
non-clinical group, with a small effect size in another study. In three studies voice benevolence
was not significantly corelated with depression, where two studies had small effect sizes and
one had a large effect size. In terms of anxiety, three studies indicated that voice benevolence
was not significantly correlated with anxiety, with small (n=2) and large (n=1) effect sizes.
Additionally, voice benevolence appraisals were not significantly correlated with suicidal
ideation and self-esteem in one of the studies, with small effect sizes. In five studies benevolent

appraisals were significantly associated with lower distress, with small effect sizes (n=3).

3.3.3. Omnipotence/power

Thirteen studies investigated the role of perceived voice omnipotence or power on
mental health outcomes. Twelve of the studies used the BAVQ-R or BAVQ to assess voice
omnipotence. Two studies assessed voice power via the VPD, one study used the VAY, one
study utilised the Phenomenology of persecutory delusion coding framework, and another
study used an ESM questionnaire. Eleven studies focused on voice power and two evaluated

delusion power.

Two studies indicated significant associations between greater voice omnipotence and
having a psychosis diagnosis or an increased number of hospitalisations, with a medium and
large effect size. In ten studies voice power was significantly associated with depression, with
medium (n=5) and large (n=5) effect sizes. However, one study indicated that voice
omnipotence did not significantly predict depression. Voice omnipotence was also
significantly correlated with higher anxiety in four studies, with medium (n=2) and large (n=2)
effect sizes. However, one study did not find a significant correlation between voice
omnipotence and anxiety, with a small effect size. Omnipotence was also shown to be

significantly associated with distress in three studies, with a large (n=1) and small (n=2) effect
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size. Greater voice power was significantly associated with suicidal ideation in three studies,
with large (n=2) and small (n=1) effect sizes. Finally, greater voice power was significantly
associated with lower self-esteem in three studies, with medium (n=2) and large effect sizes

(n=1).

Two studies looked at the power of delusions and in one study greater power was
significantly and positively correlated with depression (medium effect size), distress (large

effect size), and significantly predictive of negative affect (medium effect size).

3.3.4. Perceived controllability

Thirteen studies measured the appraisal of control. Control was measured by the
AANEX in four the studies, the IV in three, an ESM questionnaire in two, the PSYRATS in
one, the BAVQ-R in one study, a 5-point Likert scale in one study, a semi-structured interview,
and the INTREX long form in another study. Six studies specially looked at voices, three at

delusions, two at a range of PLES, one at hallucinations, and one at visual hallucinations.

Six of the studies found that appraising a PLE as controlling was significantly
associated with higher distress, with small (n=3), medium (n=2), and large (n=1) effect sizes.
One study did not find a significant association between distress and control appraisals of visual
hallucinations, with a small effect size. For voice hearers, lack of control appraisals was also

not seen to predict distress, with a small effect size in one study.

Five of the studies looked at group membership as a mental health outcome. Four of
them found that appraising the PLE as more controlling was significantly associated with being
in a clinical group compared to a non-clinical group. One study had a large effect size, and
another had a small effect size. One study did not find a significant difference between the

groups in their control appraisals of hallucinations, with a small effect size. Three studies found
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that higher PLE appraised control was significantly associated with depression, with a small,

medium, and large effect size.

3.3.5. Threat/Danger/Persecution

Ten studies measured threatening, dangerous or persecutory appraisals. Six of the
studies measured the appraisals using the AANEX, three used Likert scales, and one used the
BAVQ-R. Eight of the studies looked at membership of a clinical group vs a non-clinical group
as a mental health outcome. Five of the studies evaluated auditory hallucinations, two evaluated

PLEs more generally, and one evaluated delusional experiences.

In all eight studies, having threatening appraisals was significantly associated with
being in the clinical group. Four with a small effect size (PLE, hallucinations, voices, and
delusions), two with a large effect size (PLES), one with a medium effect size (voices), and one
indicated medium to large effect sizes. In another study using experimental tasks to replicate
delusions in the general population, those who made more persecutory appraisals scored
significantly higher on anxiety measures, with medium to large effect sizes. They also scored
higher on social avoidance and distress scores, with small effect sizes, and higher on depression
and stress scores, with medium effect sizes. One study found that visual hallucinations being
appraised as persecutory showed a trend towards distress, but this was not significant. A further
study found that in a group of voice hearers with a BPD diagnosis, threatening appraisals were

significantly and positively correlated with distress, with a large effect size.

3.3.6. Supernatural/Metaphysical

Six of the included studies measured supernatural or metaphysical appraisals of PLES,
i.e. attributing the cause of the PLE to be a supernatural or metaphysical (e.g. caused by a

higher being or something immaterial). Three used the AANEX to assess for the supernatural
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appraisals and three used the VI to assess the metaphysical appraisals. Two evaluated PLEs,

two looked at voices, and two looked at delusions and hallucinations.

For two studies supernatural and metaphysical appraisals were associated with greater
distress, with a small (delusions and hallucinations), and a medium (voices) effect size.
However, one study did not find a significant relationship between a supernatural appraisal of

PLEs and distress, with a small effect size.

For one study there was no significant difference between the clinical and non-clinical
group in their supernatural appraisals of PLEsS. Another study indicated that metaphysical
appraisals of voices were significantly associated with being in the clinical group, with a large
effect size. Finally, a third study found that supernatural appraisals of delusions and
hallucinations were significantly predictive of being in the non-clinical group, with a small

effect size.

3.3.7. Intrusiveness

Six studies assessed the appraisal of intrusiveness. Four looked at voice hearing and
two looked at delusions. This was assessed by using two ESM questionnaires, the VPD, a report
diary, CAS, and the VAY. Five evaluated voices and one evaluated delusions and

hallucinations.

Greater perceived voice intrusiveness was significantly associated with poorer mental
health outcome: depression (large effect size in two studies); and suicidal ideation (large effect
size in two studies. Hallucinations and delusions that were also appraised as intrusive were
significantly associated with a higher distress score in four of the studies, with a small (n=1),
medium (n=2), and large (n=1) effect size. Two studies found that intrusiveness of voices was

not significantly correlated with anxiety, depression, or distress, with small effect sizes.
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3.3.8. Normalising

Six studies assessed normalising appraisals of anomalous experiences. Normalising
appraisals refer to finding meaning in experiences as ‘“normal” parts of being human. These
were measured with the AANEX in four studies and by the BAPS in two studies. Three

evaluated PLEs generally and three evaluated delusions.

Two studies found that appraising a PLE and delusions as normalising was significantly
associated with less distress, with small effect sizes. Another study showed no significant
association between normalising appraisals for delusions and distress, also with a small effect
size. Three of the studies found normalising appraisals to be significantly associated with non-
clinical group membership or predictive of group membership, for PLEs in two studies and

delusions in one study, with small effect sizes.

3.3.9. Other people

Five studies investigated the effect of “other people” appraisals of anomalous
experiences on mental health outcome. This was when the anomalous experience was appraised
as being due to “other people”. All five studies assessed this appraisal using the AANEX. Three
looked at PLEs, one looked at hallucinations and delusions, and one looked at a variety of

hallucinatory experiences.

Other people appraisals of PLEs were significantly associated with higher distress in
one study. A clinical group was significantly more likely than a non-clinical group to make
other people appraisals in four studies, with a three large (PLEs and hallucinations and

delusions) and one medium effect size (hallucinations).

3.3.10. Externalising
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Appraising the PLE as something external was measured by five studies, all using the
AANEX. In one study externalising appraisals were not significantly related to distress, with a
small effect size. Three studies evaluated PLEs, one evaluated hallucinations, and one

evaluated delusions and hallucinations.

For two studies, people who made externalising appraisals of PLEs were significantly
more likely to belong to a clinical group than a non-clinical group, with a small and a medium
effect size. However, two further studies did not find any significant differences between the
clinical and non-clinical groups in terms of externalising appraisals of PLEs and hallucinations.

Both had small effect sizes.

3.3.11. Spiritual

Spiritual appraisals were assessed by five of the studies, where the PLEs were attributed
to a spiritual or religious cause. Four of those studies looked at PLEs broadly, one evaluated
delusions, and one evaluated voices. Three studies assessed the appraisal using the AANEX
and for three studies the appraisal was indicated by belonging to a religious group and

experiencing PLEs.

Making a spiritual appraisal was found by two studies to be significantly associated
with less distress, with a small effect size for PLEs and a large effect size for delusions.
Another study indicated that distress was not significantly different between the group that
made spiritual appraisals of PLEs and the one that did not. A further study found that appraising
a PLE as spiritual was significantly more predictive of being in a non-clinical group. One
study’s findings indicated that an evangelical group who made spiritual appraisals of their
voices had significantly more positive feelings towards their voices than controls or a psychotic

group, with large effect sizes.
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3.3.12. Additional Appraisals

Biological appraisals where an experience is attributed to being caused by something
biological or medical was assessed in four studies, using the AANEX. Three studies looked at
PLEs broadly and one evaluated delusional experiences. Biological appraisals were

significantly associated with less distress and no diagnosis (small to medium effect sizes).

Appraising a PLE as being caused by some other agency other than yourself was
assessed by three studies using the AANEX. Agency appraisals were significantly associated
with greater distress, and being in a non-clinical group, with small to medium effect sizes. Two
studies found that lack of perceived support (assessed by the AANEX and VPD) from the PLE
or voice was significantly related to greater distress (small effect size), depression, and suicidal
ideation (medium effect sizes). Two studies looked at survival and conviction appraisals and
both measured this appraisal using the BAPS. Appraising PLEs and voices as a survival
strategy and with a greater level of conviction was found to be significantly and positively
correlated with distress in both studies, with a large and medium effect sizes. Appraised
external shame and perceived defectiveness (measured the PBEQ and the PBIIQ) in relation to
a PLE was significantly associated with depression in an at-risk and bipolar group (with
medium to large effect sizes). In one study appraising the PLE as abnormal, as measured by
the AANEX was significantly associated with being in a clinical group, with a small effect

size.

Three of the studies evaluated appraised social rank of voices in voices hearers, using
the VPD, SCS, and the VRS. A voice appraised as having a higher social rank than themselves
was significantly associated with greater distress (medium effect size), depression (medium —

large effect sizes), and greater anxiety (small-medium effect sizes).
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No significant results were found for the anomalous experience being appraised as drug
related (assessed by three studies, with a small and large effect size), or caused by technology
(one study), or having no interpretations (assessed by three studies, with small effect sizes). All
studies assessed these appraisals using the AANEX. One study found that appraising a PLE as
being adaptive did not indicate any significant results, however, appraising an experience as

maladaptive was significantly associated with need for care.

For general PLEs psychological appraisal as measured by the AANEX in four studies
indicated that this appraisal was significantly associated with being in a non-clinical group,
with a small effect size. Although one study did not find this effect, also with a small effect
size. Psychological appraisal was also found to be significantly associated with distress in one

study with a small effect size.

Voice level of expressed emotion was evaluated by one study and greater voice
expressed emotion was found to be significantly associated with greater depression and suicidal
ideation, with medium effect sizes. Perceiving self as responsible for hearing commanding
voices (measured by the BAVQ-R) was also significantly associated with distress, with a large
effect size. Three studies measured voice criticism using the ESM questionnaire, and the
BAVQ-R. Greater appraised voice criticism was significantly associated with greater
depression, suicidal ideation, lower self-esteem, and greater distress, with medium to large
effect sizes. Two studies measured voice dominance using the VPD and the phenomenology
of delusion framework. Greater voice dominance was significantly associated with greater

depression and distress with small to medium effect sizes.

One study evaluated the appraisal of visual hallucinations. The study measured
appraised negative and positive outcome using a Likert scale and found appraisal of negative

outcome significantly associated with greater distress and appraisal of positive outcome as
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significantly associated with lower distress, with large effect sizes. Appraising a visual
hallucination occurring because of being “chosen” or “special” (measured by a 5-point Likert

scale) were significantly associated with a positive affective response.

Experimental induced thought interference (delusion) and auditory hallucinations were
appraised as being significantly more salient in clinical groups, compared to non-clinical
groups in three studies, with medium effect sizes. However, this was not the case for one
auditory hallucination induced task. Salience was measured by the AANEX in three studies
and a Likert scale in one. In one study, where delusions and hallucinations were induced by a
task, psychotic appraisals, i.e., appraising the experience as being due to psychosis was
significantly associated with higher anxiety, with large effect sizes. A final study evaluated
delusion intensity (measured using an ESM questionnaire) and found greater delusion appraisal
of intensity was significantly associated with negative affect (with a medium effect size) and

lower intensity was significantly associated with positive affect (with a small effect size).

3.4. Overall summary

Appraisals of voices associated with poorer mental health outcomes included,
appraising the voice as malevolent, omnipotent, threatening, metaphysical, intrusive, of higher
social rank, not supportive, with a higher level of expressed emotion, greater conviction, more
critical, and more dominant. VVoice benevolence and the voice being appraised as having a

spiritual origin was associated with more positive mental health outcomes.

In terms of delusions, appraisal of the delusions being powerful, threatening,
metaphysical, intrusive, caused by other people, external, salient, and due to psychosis were
related to poorer mental health outcomes. Appraisal of the delusions as supernatural,

normalising, and spiritual were related to better mental health outcomes.
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Appraisals of hallucinations more generally indicated that poorer mental health
outcomes were associated with hallucinations perceived as metaphysical, intrusive, caused by
other people, and due to psychosis. Better mental health outcomes were related to supernatural
appraisals. No significant results were found for appraisals of hallucinations as being

controlling or external.

For visual hallucinations, appraising them as threatening and believing there will be a
negative outcome were associated with poorer mental health outcome. However, appraised
control was not significantly associated with distress. Perceived positive outcomes of visual

hallucinations were associated with better mental health outcomes.

Finally, for general PLEs, lack of control, threat, caused by other people, external,
maladaptive, caused by some other agency, lack of support and greater conviction were related
to poorer mental health outcomes. Appraisal of PLEs as normalising, spiritual, and biological
were associated with better outcomes. Additionally, psychological appraisals of PLES were

found to be associated with more distress in a clinical group but less distress in a non-clinical

group.
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4. Discussion

This literature review aimed to investigate the influence of appraisals across the broad range
of psychotic experiences reflected by a continuum of psychosis. A key objective of the review
was to determine how these appraisals related to mental health outcomes and whether a similar
pattern is evident across experiences. It was expected that negative appraisals of PLEs would
be associated with poorer mental health outcomes and more neutral or positive appraisals

would be associated with better mental health outcomes.

Poorer mental health outcomes were found in relation to the following appraisals:
threatening which was consistent across voices, delusions, and visual hallucinations; intrusive
which were consistent across voices, delusions, and hallucinations; omnipotence which was
evaluated for voices and delusions; lack of support and greater conviction of the experience
which was consistent for voices and PLESs; and other people or caused by another agency was
consent across delusions, hallucinations, and PLEs. These results are in line with previous
reviews evaluating the impact of voice appraisal on distress (Mawson, et al., 2010, Baumeister
etal., 2017; and Tsang, et al, 2021). Normalising appraisals were consistently associated with
better mental health outcomes for delusions and PLEs. This is also in keeping with previous

literature (e.g. Peters et al., 2017).

Spiritual appraisals have been seen to be protective factors in previous literature (Brett et
al., 2014) and have been found to be life-enhancing for some people (Geekie, 2007). This was
consistent in this review and supported in appraisals of delusions and PLEs. However,
supernatural or metaphysical beliefs indicated more complex findings. Metaphysical or
supernatural appraisals were consistent in their poorer mental health outcomes across voices,
delusions and hallucinations. However, supernatural appraisals were indicated to have better

mental health outcomes in the experience of hallucinations. Perhaps this could be due to
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differing definitions of metaphysical and supernatural appraisals or the outcome measure used
in assessing these appraisals. Supernatural appraisals were measured by the AANEX and
metaphysical appraisals were measured by the VI which specially evaluated the experience of
hearing voices. Additionally, a supernatural appraisal in itself does not indicate whether the
appraisal is positive or negative, for example, being controlled by a metaphysical being may
be distressing but hearing from a benevolent supernatural being is likely to have a different

impact (Dein & Cook, 2015).

Lack of control was found to be significantly associated with poorer mental health outcome
for PLEs. However, no significant results were found for hallucination generally and
specifically in visual hallucinations. This was not in keeping with a previous review on voices
(Tsang et al., 2021) and our predictions. Additionally, in one study for voices, lack of control
did not significantly predict distress. Perhaps other factors for hallucinations in clinical
populations are more relevant for distress, for example, Bak et al., (2002) found that early

experience of trauma may impact individual’s responses to experiences

Interestingly, making a psychological appraising, i.e., believing there is a psychological
cause of the PLE was associated with both poorer and better mental health outcomes in
different studies. Those who belonged to a non-clinical group were less distressed with
psychological appraisals than those in the clinical group. Perhaps some people may find
comfort in a psychological appraisal where other people may interpret their experiences as a
fear of “going mad” (Kuipers & Bebbington, 2006). This also may depend on cultural and

individual differences and attitudes towards mental health (Gopalkrishnan, 2018).

For visual hallucinations perceived outcome was an important appraisal in relation to
mental health. However, only one study (Gauntlett-Gilbert et al, 2005) specifically evaluated

visual hallucinations. The lack of studies might be reflective of them being less common than
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auditory hallucinations (Dudley et al., 2018). However, again this is supportive of cognitive
models of psychosis (Peters et al., 2017, Garety et al., 2007; Morrison, 2001), where the
meaning attributed to the experience and not the experience itself which is most important in
relation to wellbeing and cognitive behavioural therapy has been found to be effective for

people experiencing visual hallucinations (Thomson et al., 2017).

It was indicated that the appraisals the clinical groups were likely to have were related to a
greater level of distress when compared with other groups. Negative appraisals of PLEs in the
general population was also associated with a greater distress. However, negative appraisals
were less common in non-clinical populations. Most appraisals in the non-clinical group were
positive, neutral or at most, mildly negative. This is in keeping with Brett et al (2013) who
found that the appraisal themselves were the predictor of distress and not membership of a
clinical/non-clinical group. Power et al (2015) also suggested that distress should not be
considered a criterion to transition to psychosis and that other aspects of the PLE may be

associated with the distress, such as danger, power, control, powerlessness, and agency.

Positive appraisals of paranoia and hallucinations were also associated with distress in
two of the included papers. This was not in line with predictions. Although, the association
with distress was weaker than it was for negative beliefs. Campbell and Morrison (2007) have
suggested that believing that such experiences made their life more exciting and helped with
their survival could mean that they were more likely to hold delusional ideas. This is also in
line with Morrison (2001) who suggested a role for positive meta-cognitive beliefs in psychotic
beliefs. Although this is not directly linked to distress, a meta-analysis by Howes et al. (2021)
suggests that having delusional beliefs for a longer period without treatment will have an

impact on mental health outcomes.

4.1. Clinical implications
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The findings were consistent with cognitive models of psychosis and support the use of
cognitive behavioural interventions targeting the PLE appraisal. Such interventions have been
found to be helpful in improving mental health outcomes (Dannahy, et al., 2011; van der Gaag
et al., 2012; Thomson et al., 2017). The aims of cognitive interventions should be to alleviate
the distress associated with the appraisal and not in trying to eliminate the experiences
(Hayward et al., 2020; Hazell et al., 2016). This review indicates that developing normalising
appraisals is beneficial for mental health outcomes. Normalising experiences in the context of
the individual’s life experiences should be an important focus of treatment and is often a focus

in cognitive behavioural therapy (Dudley & Turkington, 2013).

It has been found in this review that “psychological” appraisals can be helpful or unhelpful
for people and biological or medical appraisals were also found to be protective for people
experiencing PLEs. Therefore, there is likely a role for psychoeducation, which has been found
to be beneficial for people diagnosed with schizophrenia in helping to develop understanding

and individual’s involvement in their recovery (Masheshwari et al., 2020).

Additionally, relational approaches have been found to be beneficial to voice hearers
(Hayward & May, 2007) where individuals and the therapist engage with the voice. Particularly
as social rank was found to be an important influence on mental health outcome and parallels
how a person also related to others socially (Birchwood et al., 2004). Perhaps this approach
could also support people experiencing delusions or other PLEs as a relationship with the

experience may be an important factor for appraisal.

Tsang et al. (2021) suggested that other approaches such as compassion focused therapy
(Gilbert, 2005) where developing a greater “compassionate” mind and ability to self-soothe
was found to have positive impact on threat appraisals in voice hearers (Mayhew & Gilbert,

2008). Such approaches with other experiences could potentially have benefit if focusing on
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the appraisal and not the experience. Another third wave cognitive approach which may
improve mental health outcomes as suggested by Tsang et al., (2021) for people experiencing
PLEs could be Acceptance and Commitment Therapy (ACT; Bach & Hayes, 2002) as it
considers the appraisal of control. However. whichever therapy is chosen if the person wishes
to seek help, the clinician should consider the person’s individual, social, and cultural context

and the meaning and appraisal of their experiences.

4.2.Strengths and limitations

A strength of this review was that it is the first review to look at a wider range of PLES
and how they are appraised, as well as a wide range of mental health outcomes. However, there
were several limitations with this review. Firstly, most of the included studies used cross-
sectional designs. Therefore, inferences about the direction of influence between appraisal and
mental health outcome were unable to be made. In addition, although there is evidence to
indicate that appraisals of PLES remain stable over time, without intervention, we do not know
if changes in appraisal over time has an impact on mental health (Csipke & Kinderman, 2006;

Hartigan et al., 2014).

Weak scores on the risk of bias tool, due to many of the studies methodologies was
another limitation of this review. For example, many of the studies lacked blinding of assessors,
did not use a power analysis, or did not justify their sample sizes. Many of the studies also did
not control for demographic factors and recruited from a limited geographic area. Therefore,
many extraneous variables may have impacted the results. The heterogeneity of how results
were reported made it challenging to synthesise the statistics in a more clear and focused way,
such as using meta-analysis. The cross-sectional nature of the studies mean conclusions about
cause and effect are limited. As only five of the included studies were rated as moderate in

quality, it is hard to draw conclusions about differences in effect sizes and in results between
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the moderate and weak studies. The low quality of many of the included papers means the

results should be interpreted with caution.

Additionally, the search strategy may not have been inclusive enough in the language
and terms used. There has much debate and different terms used for PLE and this is covered in
a review by Lee et al., (2016). This may have led to missing some relevant research studies.
However, a forward and backward search may have overcome this problem, as more studies
were then included in the review. Furthermore, a second person to review the inclusion and
exclusion criteria against several the included and excluded studies was not used. This would

have increased the reliability of the included papers.

4.3. Future Research

It may be beneficial for further research to focus on a greater variety of PLES other than
auditory hallucinations. Further studies on therapies such as relational approaches, third wave
behavioural therapies such as compassionate mind approaches and ACT with people who have
a wide range of PLEs would also be helpful to aid our understanding of what improves mental
health outcomes. More longitudinal studies to see how appraisals may change over time and

the impact of this on mental health outcome would also be beneficial.

Furthermore, the interplay between appraisals and mental health outcome could be
further explored. It is possible that certain appraisals, alongside self-schemas, or
metacognitions may interact in ways that impact mental health outcome. This could be
explored further through mediation and moderation analyses. For example, negative appraisals
about a voice have previously been linked with a negative sense of self (Thomas, et al, 2015).
It is also likely that people experience several PLEs at the same time and may have different

relationships and appraisals of them, however, it may be difficult to untangle the cause of
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distress or positive mental health outcomes. Such predictions would be in keeping with the

cognitive model of psychosis but have been mainly unexplored in the literature.

4.4. Conclusions

This review has found evidence for an association appraisal type and mental health
outcome and this was mainly consistent across different types of experiences. Future research
would benefit from being longitudinal, exploring different therapies, having more robust
experimental designs, and considering the interplay between appraisals and how they impact
mental health. The results are supportive the use of cognitive behavioural approaches and to

consider other factors which might contribute to poorer mental health outcomes.
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Appendix b

Extra filters in search strategy

Extra filters for Scopus:

Limited to (subjects): medicine, psychology, neuroscience, social sciences, nursing
Language: English

Document type: article

Source type: journal

Extra filters for Proquest dissertation and theses

Doctoral thesis only

Within the last five year

Limited to (subjects) psychology OR clinical psychology OR mental health OR behavioural
psychology OR cognitive psychology
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A table to show the risk of bias ratings
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Birchwood and Chadwick (1997) Moderate ~ Weak Weak Moderate  Strong N/A Yes
Birchwood, Gilbert, Gilbert, Trower, Meaden, Hay, Murray, Weak Weak Weak Weak Strong N/A Yes
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Freeman, Garety, Bebbington, Slater, Kuipers, Fowler, Green,  Moderate  Weak Weak Moderate  Moderate N/A Yes
Jordan, Ray, and Dunn (2005)

Gauntlett-Gilbert and Kuipers (2005) Moderate  Weak Weak Moderate  Strong N/A Yes
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Underwood, Kumari, and Peters (2016) Moderate  Weak Weak Weak Moderate  N/A Yes

Varese, Morrison, Beck, Heffernan, Law, and Bentall (2016) Moderate  Weak Weak Weak Strong N/A Yes

Ward, Gaynor, Hunter, Woodruff, Garety, and Peters (2014) Moderate  Moderate  Strong Weak Strong N/A Yes Moderate




Part I1: Empirical Study

What Factors Influence Intentions to Regulate Psychotic Like Experiences?
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Abstract

Background: The question of when a person intends to “do something” to change the way
they feel about an experience is crucial to understanding when and why people seek help or try to

change. The Theory of Planned Behaviour (TPB) is a framework in which to answer this question.

Objectives: The aims of the study are to determine what factors influence a person’s intention
to regulate their experiences in response to psychotic-like and depressive experiences in the general
population. It is hypothesised that attitudinal beliefs, normative beliefs, and control beliefs as outlined

in the TPB will be associated with intentions to regulate experiences.

Methods: 198 volunteers from the general population participated. Using a cross-sectional
design, participants were asked to report if they had ever had a range of experiences from the
Community Assessment of Psychic Experiences (CAPE), including depressive experiences and
positive and negative psychotic-like experiences. Based on a power analysis each experience that was
endorsed at by at least 43 participants was analysed by multiple linear regressions, which was 25

experiences.

Results: Attitudinal, normative, and control beliefs were all associated with intention to
regulate psychotic-like and depressive experiences, to varying degrees. Perceived behavioural control
was most consistently associated with intention to regulate. Descriptive norms were also consistently

associated with intention to regulate experiences.

Conclusions: It would be helpful for future research to consider the role of cultural beliefs.
The research also highlights the importance of perceived control and creating environments where

people feel like change is possible if they want it.

Key Words: Psychotic-like experiences, anomalous experiences, depressive experiences, theory of

planned behaviour, psychosis continuum., CAPE, intention to regulate.
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Practitioner Points:

Control beliefs impact intention to change experience. There may be a role in therapy of
focusing on understanding, reappraisal self-efficacy and acceptance to help individuals feel a
greater sense of control, to support positive change.

Health education and public health strategies regarding PLEs could help people feel more in
control and allow people to make informed decisions about intention to change.

Social norms and culture should be taken into consideration for intervention and when
considering change.

Including significant others in people’s choice in intention to change their experiences and in

intervention would be beneficial.
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1. Introduction

When do people decide to do something about how they feel? Every day and throughout life
people will have a range of experiences. Experiences may be mundane such as thinking about going
to the shop. Other experiences may be viewed as more unusual, such as hearing voices other people
cannot. People may want — or intend — to change or regulate the way that they feel about some
experiences, but not others and this is likely to vary from person to person. For example, two people
might report hearing the voice of a deceased loved one. One person may find meaning and comfort
in hearing this voice, whilst another person might feel distressed by the experience (Clements et al.,
2020). One prediction would be that the person who feels distressed would be more likely to want to

“do something” to change their experience.

The question of when does a person decide or intend to “do something” to change the way they
feel about an experience has rarely been considered in the field of clinical psychology. Research tends
to focus on what people experience, when, and how (e.g., Lee et al. 2016, Cristébal-Narvaez et al.
2016, Cicero et al. 2017). However, contemporary perspectives on emotion regulation (e.g., Pefia-
Sarrionandia et al.; Matthews, Webb, Shafir, Snow, & Sheppes, 2022; Sheppes, Scheibe, Suri, &
Gross, 2011) emphasise the importance of understanding when and why people choose to regulate.
The factors involved in whether someone intends to change or regulate their behaviour, thoughts, or
emotions in response to ‘experiences’ will be investigated in this project. By looking at when and
why people intend to change their experiences we can understand some of the mechanisms involved
in intention to change, which has important implications for both theory and clinical practice. For
example, when can experiences be considered problematic for people, when and why people may
want to access help or support, and what can be focused on in clinical practice. In this paper the word

‘experiences’ will be used to refer to perceived events, emotions, thoughts, and behaviours.

Increasing evidence suggests that subjective experiences exist on a spectrum ranging from

mundane to anomalous (Verdoux & van Os, 2002). Cardefia, Lynn, and Krippner (2014) define an
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anomalous experience as “an uncommon experience (e.g., synesthesia) or one that, although it may
be experienced by a significant number of (people), is believed to deviate from ordinary experience
or from the usually accepted explanations of reality according to Western mainstream science” (pg
4). Mundane experiences have been defined by the philosopher Charles Fort (1919) as things that can
be explained away without a second thought. Experiences that go unnoticed because they do not

challenge our preconceptions.

Another term for anomalous experiences is psychotic-like experiences (PLES) and these are
linked to psychotic symptoms (Preti, Cella, Raballo, and Vellante, 2012). PLE’s may include hearing
voices, magical thinking, or feelings of paranoia for example. It has been well documented that PLES
occur in the general population without a clinical diagnosis of psychosis (van Os, Hansen, Bijl, &
Ravelli, 2000). A meta-analysis by Linscott and van Os (2013) suggests that the prevalence of PLES
in the general population is approximately 7%. 80% of cases are reported to be transitory and 20%
are described as persistent. Additionally, in approximately 7% of people they pre-date the onset of a
psychotic disorder (Kaymaz et al., 2012; Linscott and van Os, 2013; Zammit et al., 2013). In contrast
it is estimated that 1.5% of the population will have received a diagnosis of psychosis at some point
in their life (van Os et al, 2001). Yung and Lin (2016) suggested that PLESs are not always maladaptive
and mostly do not coincide with mental illness. However, PLESs that are associated with distress and

poor functioning may be linked towards a vulnerability for a psychosis diagnosis (Yung et al., 2009).

Psychotic conditions have some of the most severe and enduring mental health outcomes. These
include stigmatisation, high suicide rates, poverty, loss of economic productivity, and disengagement
from society (Bentall & Morrison, 2002). As PLEs can be a precursor for psychotic conditions,
especially when people are distressed by them, it is important to understand when or if people intend
to change their experiences or “do anything” to regulate. This will give insight into when a person
may seek intervention. A Cochrane systematic review regarding early intervention for psychosis

concluded that there is emerging evidence to suggest people in the prodrome of psychosis (including


https://www.frontiersin.org/articles/10.3389/fpsyg.2017.00775/full#B34
https://www.frontiersin.org/articles/10.3389/fpsyg.2017.00775/full#B38
https://www.frontiersin.org/articles/10.3389/fpsyg.2017.00775/full#B84
https://www.frontiersin.org/articles/10.3389/fpsyg.2017.00775/full#B80
https://www.frontiersin.org/articles/10.3389/fpsyg.2017.00775/full#B83
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having PLES) can be helped by some interventions (Marshall & Rathbone, 2011). Understanding the
reasons why people intend to change their experiences and why some people do not intend to change
their experiences might help us to understand when someone wishes to seek help. However,
regulating experiences can be achieved through a variety of means and these don’t always have to be
considered adaptive. For example, someone may respond to a voice telling them to harm themselves
in order to change their experiences and stop the voice. Support can help people find adaptive and
useful strategies to regulate their experiences and could be focused on the factors which are driving
the change, for example the distress, feeling “abnormal” or perceptions of control. Interventions could
therefore be tailored to best meet the needs of the individual. Additionally, we shouldn’t make
assumptions as to how someone wants to feel. Some emotions or experiences may be seen as
undesirable, however, they may be helpful to that person in the moment, for example, feelings of
sadness in bereavement. Anomalous experiences can help people to cope, understand a problem, or
create meaning in their lives. PLEs have been shown to be helpful at times after a traumatic incident

for example (Rabeyron & Loose, 2015).

Depression is an example of another experience whereby one person may intend to change
their experiences and another person may not. The experience of depression is less likely to be
experienced as anomalous as 1 in 6 people report anxiety or depression every week in the United
Kingdom (McManus et al. 2014) and therefore, this might have an impact on the intention to change
the experience or not. This study aims to investigate the same factors for both depressive-like
experiences and PLE’s to compare the two experiences and aid our understanding of the factors

involved in intending to regulate experiences.

Research on emotion regulation may provide useful insights into intention to regulate as
emotions are a core part of people’s “experiences”. Emotion regulation refers to a heterogenous set

of processes where emotions are regulated (Gross, 2008). The idea that sometimes people regulate

their emotions indicates that although sometimes emotions can be helpful and adaptive, this is not
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always the case (Parrot, 1993). Before a person can regulate, they must first realise that there is a gap
in how they want to feel and how they currently feel and identify a need to regulate (Webb et al,
2012). Perhaps similar processes occur for PLEs and not identifying the gap or need to regulate will
have an impact on intention to change experiences? Research into emotion regulation tends to focus
on the strategies used; however, a key challenge facing people is deciding when to regulate their
emotions in response to their experiences. Webb et al. (2012) suggests that emotion regulation
involves three stages: 1. Identifying the need to regulate, 2. Deciding whether and how to regulate,
and 3. Enacting a regulation strategy. This research will focus on understanding when people decide

to regulate and not how they do so nor what strategies they use.

Understanding how people think and feel about their experiences may help to predict when — and
why — they seek to regulate those experiences. Social cognition models, such as the Theory of Planned
Behaviour (TPB; Ajzen, 1991), have helped to identify salient beliefs that are likely to be associated
with intentions and behaviour. Indeed, the TPB has been used to explain and predict behaviour in a
multitude of behavioural domains such as leisure choice, registration of children in physical activity
programmes, and changing to a low-fat diet (for a review, see Armitage & Conner, 2001). The TPB

has not, however, been used to understand why someone intends to regulate their experiences.

According to the TPB, behavioural intentions are determined by three factors. The first is attitude
toward the behaviour or experience. This might include thoughts about whether the experience is
distressing, and whether they think other people would have the experience or not. The second factor
is subjective and injunctive norms. This may relate to beliefs about whether a person close to them
would change their experiences or not and if people close to them would approve or not of the person
changing their behaviour. Thirdly, perceived behavioural control, meaning if a person has confidence
or not in their ability to regulate their experiences. (Ajzen and Kruglanski, 2019). The TPB therefore

encapsulates many potential factors as to why someone will intend to regulate their experiences and
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could be used as a framework to help understand when someone will intend to change PLEs or

depressive experiences.

With the TPB in mind there are likely several factors which influence whether a person intends
to regulate their experiences or not. They may include: how distressing the experiences are; the
perceived anomalousness of an experience. how other people view the experiences; whether people
believe other people would try and change their experiences; and self-efficacy and confidence in

being able to regulate experiences (see figure 1).

In relation to attitudinal/behavioural beliefs, appraisals of experiences may be important in
whether a person experiences distress and intends to regulate their experiences. If an experience is
appraised as externally generated, personally significant, and uncontrollable, then it is particularly
implicated in the development of psychosis and is likely to be a factor in whether someone intends to
regulate their experiences (Bentall, Corcoran, Howard, Blackwood, & Kinderman, 2001; Garety,
Kuipers, Fowler, Freeman, & Bebbington, 2001). How distressed a person feels about their
experiences therefore links to the idea of attitudinal/ behavioural beliefs outlined by the TPB which
indicates that if a person is more distressed by an experience, they would be more likely to intend to
change that experience. Attitudinal/behavioural beliefs towards an experience could also be
understood as how anomalous the experience is to a person and whether they believe that other people
would also have the same experience. Shenav, Botvinick, and Cohen (2013) propose that people will
try to regulate a feeling or experience if this feeling occurs frequently, is distressing, and they believe

they have self-efficacy.

Bandura (1997) reported that people often draw on their sense of efficacy when deciding whether
to deal with challenging situations and avoid tasks and goals that they believe may be beyond their
reach. Self-efficacy is captured by the TPB’s consideration of control beliefs, which reflect how much
confidence a person has in their ability to change their behaviour — or in this case their experiences.

Of relevance here might be the extent to which people believe that their experiences are fixed or
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malleable. For example, Tamir, et al. (2007) showed that some people view emotions as malleable
and others view emotions as fixed entities. People who believed that emotions were fixed had less

confidence in their ability to regulate emotions and had poorer emotional outcomes.

Other people’s views of the experience and whether they would intend to change their experiences
or not is also likely to be a factor in whether a person intends to change their experiences. Research
into help seeking, although only one way in which people might try to regulate their experiences,
could provide helpful insights. For example, in the case of psychosis people were reported to avoid
seeking help because of the persuasive influence of significant others in their lives (Boydell, et al.,
2006). Ajzen (1985) notes that beliefs about whether most people would approve or disprove of the
person performing that way is important for a person’s intention to change. Social norms are also
reported to be important and refers to customary codes of behaviour in people or a group of people
or in a larger cultural context. These ideas relate to the TPB’s descriptive and injunctive normative
beliefs that others would change their experiences if they had the same experience and they would

approve of the person intending to change their experience.

1.1 The present research

The aims of the study are to determine what factors influence a person’s intention to regulate

their experiences in response to psychotic-like and depressive experiences in the general population.

1.2. Hypotheses

It is hypothesised that attitudinal beliefs, normative beliefs, and control beliefs will be
associated with when a person intends to regulate their experiences. More specifically, there are five

hypotheses:

1. aperson will intend to change their experiences if the experiences are distressing,
2. a person will intend to change their experiences if the experiences are perceived to be

anomalous,
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3. aperson will intend to change their experience if they believe other people close to them
would change the same experiences,

4. a person will intend to change their experience if other people would approve of them
changing their experiences, and

5. a person will intend to change their experience if they feel they have the ability and

confidence to regulate their experiences.



Figure 1

Diagram to represent the hypotheses
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2. Method

2.1. Participants

198 participants took part in the study. 80.8% of participants completed all measures and the
remaining 19.2% answered questions about at least one experience they have had. 157 of the
participants (79.3%) were female, 39 (19.7%) were male, and 2 responded with “other” or “prefer not
to say” (1%). 47 (23.7%) participants were aged 18 — 24, 84 (42.4%) were aged 25 — 34. 38 (19.2%)
were aged between 35 — 44, 17 (8.6%) were aged 45 — 54, 10 (5.1%) were aged 55 — 64, and 2 (1%)
of participants were aged 65 and above. 170 (85.9%) participants were white, 3 (1.5%) participants
were mixed / multiple ethic groups, 14 (7.1%) were Asian / Asian British, 4 (2%) participants were
Black /African / Caribbean / Black British, and 7 (3.5%) were of another ethnicity. In terms of highest
level of education, 14 (7.1%) participants reported to have a doctoral level degree, 67 (33.8%)
participants indicated a master’s or postgraduate level degree, 69 (34.8%) participants had an
undergraduate degree, 38 (19.2%) participants had a-level qualifications or equivalent, 6 (3%) had
GCSE level qualification or equivalent, 2 (1%) had other qualifications, 1 (0.5%) participant had no

qualifications, and 1 (0.5%) participant did not respond to this question (see table 1).



Table 1

Demographics of the sample

Demographic Category Frequency  Percentage
Gender
Female 157 79.3
Male 39 19.7
Other 2 1
Age
18 - 24 47 23.7
25-34 84 42.4
35-44 38 19.2
45 - 54 17 8.6
55 - 64 10 5.1
Ethnicity
White 170 85.9
Other 28 14.1
Education
Undergraduate degree and above 150 75.7
Below an undergraduate degree 48 34.3
Marital status
Married / in a civil partnership 56 28.3
Living with a partner 55 27.8
Separated 1 0.5
Divorced 4 2
Single 81 40.9
Unknown 1 0.5

92
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Total 198 100

Convenience sampling was used for recruitment and participants were recruited from the
general population. Eligible participants were sought through the University of Sheffield volunteer
lists and online through social media outlets such as Twitter and Facebook. Inclusion criteria
comprised of being over the age of 18 and consenting to the study. Exclusion criteria consisted of
people who do not speak English as the questionnaire, consent form, information sheets, and debrief
were only available in English. People who had been in contact with mental health services in the
context of a psychotic disorder or any other mental health disorder were not excluded from the study.
Excluding people who have had mental health difficulties would not be reflective of the general
population as 1 in 6 over the age of 16 are reported to have experienced symptoms of a common
mental health problem within the last week and 2% of people had experienced bipolar disorder, 0.7%
of people experienced psychotic disorder, 4.4% respondents met criteria for post-traumatic stress

disorder, and 5% of people has suicidal thoughts in the past year (McManus et al., 2016).

Recruitment started after ethical approval was gained from the University of Sheffield
(registration number: 038087, see appendix a). All participants were shown an information sheet
(appendix b) and asked to complete a consent form (appendix c) to ensure informed consent. They
were also given a debrief (appendix d) which included contact details of the experimenters and
sources of support, if needed. Participants were invited to be entered into a prize draw to win one of

two £25 Amazon vouchers.

A power analysis for each experience was conducted and each experience was analysed
using regression. A large effect size (f>= 0.15) was estimated based on the typical size of the
relationship reported between cognitions specified by the TPB and intentions (e.g. Armitage and

Conner, 2001), where the significance criteria was set to 0.05, and the statistical power was set to
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0.8. A sample size of 43 for each experience was indicated. For each regression model Bonferroni

adjustments were made.
2.2. Design

This quantitative study used a cross-sectional design to investigate the relationship
between intention to regulate experiences and several factors outlined in figure 1 (control beliefs,
descriptive norms, injunctive norms, distress, and anomalousness of the experiences). The dependent
variable was intention to regulate an experience in any way and the five independent variables were

control beliefs, descriptive norms, injunctive norms, distress, and anomalousness of the experience.

2.3. Materials

Participants were invited to complete an online questionnaire hosted by Qualtrics.

2.3.1. Community Assessment of Psychic Experiences (CAPE)

The CAPE (appendix e) was used to measure the extent to which participants had PLEs and
depressive experiences. The CAPE is a 42-item questionnaire developed by Jim van Os, Héléne
Verdoux and Manon Hanssen, and is based on the Peter’s et al. Delusions Inventory — 21 items
(PDI- 21) and Peter’s et al. Delusions Inventory (PDI-40). The PDI-21 and the PDI-40 were both
developed by Peter’s in 1999. The measure is often used to gather clinical information and sometimes
used for diagnosis (Mark & Toulopoulou, 2016). It is comprised of three dimensions, which are

negative symptoms?, positive symptoms?, and depressive symptoms®.

CAPE scores have been found to be psychometrically reliable—i.e., scores obtained could be

attributed to true score variance in a review and meta-analysis by Mark and Toulopoulou (2016).

1. Positive symptoms: positive symptoms of psychosis are characterised by the presence of odd or unusual feelings,
thoughts, or behaviours, for example. Hearing voices and delusions.

2. Negative symptoms: negative psychotic symptoms are characterised by the absence or loss of experience, for
example, affective flattening and anhedonia.

3. Depressive symptoms: depressive symptoms are characterised by feelings of unhappiness, hopelessness, low self-
esteem, and finding no pleasure in things usually enjoyed.


http://www.psyresearch.homestead.com/
http://cape42.homestead.com/files/PDIQ21.pdf
http://cape42.homestead.com/files/PDIQ21.pdf
http://cape42.homestead.com/files/PDI40Q.pdf
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Twenty-three articles were reviewed which included exploratory and confirmatory factor analysis.
Factorial validity of the CAPE-42 was reported to be “satisfactory” and “generally reliable”. The
positive and negative dimensions of the CAPE (both the frequency of the experiences and distress)
were seen to be more reliable in younger people, but all three dimensions were reported to be reliable
across all age groups. The review noted that most studies that obtained Cronbach’s alpha’s were
above the recommended levels of 0.70. However, the internal reliability of the depressive dimension
received less support, which may have been due to a smaller number of items compared to the positive

and negative subscales.

2.3.2. Measures Related to the Hypothesis

Further questions to answer each hypothesis were added to each set of CAPE questions. The
further questions were developed based on instructions by Azjen (2006) on how to construct a
questionnaire based on the TPB. The constructed questionnaire was not psychometrically evaluated
as single items were used to measure beliefs with respect to each experience and we did not expect
beliefs about different experiences to be correlated. However, questionnaires designed with the advice
of Azjen (2006) have been shown to have good reliability and validity. One example of the reliability
of a theory of planned behaviour questionnaire indicated a Cronbach alpha of 0.95 (excellent) and a
principal components analysis indicated factor loadings of items as ranging from 0.64 to 0.95
(moderate to good) and a split-half reliability of 0.85 (very good; Yue et al., 2022). A second example
indicated that another theory of planned behaviour questionnaire had internal consistency ranging
from alpha 0.68 to 0.89 (moderate to very good). Average test-retest across two administrations had

a G-coefficients score of 0.9, which is considered strong (Boyko, et al. 2011).

If a participant endorsed the experience, then follow-up questions to test the hypotheses were
given. The participant was asked to rate the following on a 4-point Likert scale: how distressed they
were by having that experience and if other people were likely to have had that experience before to

measure attitudinal beliefs; they were asked if significant others in their lives would approve of them
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changing their experience and would others change their experiences if they also had the same
experiences, to measure normative beliefs; and they were also asked if they felt like they could change
their experience if they wanted to (control beliefs). Finally, participants were asked if they had the
experience again, would they intend to change it in any way, to measure intention to change an

experience (see appendix f).

2.3.3. Generalised Anxiety Disorder Questionnaire — 2 items (GAD-2) and the Patient Health

Questionnaire — 2 items (PHQ-2)

The prevalence of anxiety and depression in the sample was measured using the GAD-2 and
PHQ-2. These measures were included to better understand the sample and their current mental
health, and the extent to which the sample was representative of the general population. The GAD-2
was designed as a screening tool for generalised anxiety and for other common anxiety disorders. The
PHQ-2 is a screening tool for depressive disorders. Both have cut-off point of 3, meaning a score of
3 or higher on the scale would indicate possibly meeting criteria for an anxiety or depressive disorder.
Both have a maximum score of 6. The GAD-2 was seen to have to have 86% sensitivity and 83%
specificity in relation to generalised anxiety disorder. It also performs well as a screening tool for
other anxiety disorders (Kroenke, Spitzer, Williams, Monahan, & Lowe, 2007). The PHQ-2 was also
found to be high in sensitivity and specificity in relation to major depressive disorders and other
depressive disorders (Kroenke, Spitzer, & Williams, 2003). In terms of test-retest reliability the PHQ-
2 (0.79) and GAD-2 (0.81) were good, discriminate validity for the GAD-2 was seen as acceptable
and excellent for the PHQ-2, and finally internal consistency was good for both (PHQ-2 — 0.83 and

GAD-2 0.81) in a non-clinical sample (Staples et al. 2019).

2.4. Procedure

Two people piloted the questionnaire before recruitment to check how long the questionnaire
might take, how comprehensible the questions were, and to check viability. Participants were asked

to complete questions about their gender, ethnicity, marital status, and level of education. They also
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completed the GAD-2 and PHQ-2. Following this this were asked to complete questions based on the
CAPE. The measure was divided into positive symptom items, negative symptoms items, and
depressive symptom items. Participants were asked about positive and negative PLES and depressive
experiences. They were asked if they had ever had several experiences and the frequency of these
experiences. If the participants endorsed the experience, they were then asked additional questions:
how distressed they were by this experience (attitudes), did they feel able to change their experiences
if they wanted to (control beliefs), if people close to them would approve of them changing their
experience (subjective norms), would others intend to change their experiences if they also had the
same experience (descriptive norms), if other people are likely to have had that experience before
(perceived anomalousness of experience), and if they had the experience again would they intend to
try and change it (intentions). The order in which the questions were presented to the participants was
randomised and the order in which the follow up questions were presented was also randomised for

each participant.

2.5. Statistical Analysis

Questionnaire data was analysed using SPSS. Participants had to have endorsed at least one
experience and complete the follow up questions on that experience for their data to be analysed. This
was represented by completing 10% of the data, so participants who completed less than 10% of the
questionnaire were removed. Multiple linear regressions were conducted to see whether the 5 outlined
variables are associated with intention to regulate for each of the 25 experiences that had been
endorsed by at least 43 participants. This was based on the power analysis above. As separate analyses
were conducted for each experience that was endorsed by sufficient participants, Bonferroni
adjustments were used to adjust the p values associated with each regression model (i.e., new p = .05
/ 25 =.002). Where the overall regression model was significant, it was decided to further examine
which independent variables were associated with intention to regulate, without adjusting the

respective p-values.
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3. Results

Sixty-five (32.8%) of participants scored above the cut-off (>3) for anxiety on the GAD-2.
Anxiety scores had a mean of 4.29 and a standard deviation of 1.75. 48 (24.7%) of participants were
above the cut-off (>3) for depression on the PHQ-2 (see table 2). Depression scores had a mean of

3.57 and a standard deviation of 1.63.
Table 2

Anxiety (GAD-2) and depression scores (PHQ-2) of the sample

Psychometric Frequency Percentage Frequency Percentage Total
Test above clinical below clinical
cut-off cut-off
GAD-2 65 32.8 133 67.2 198
(Anxiety)
PHQ-2 48 24.7 146 75.3 194

(Depression)




Table 3

Correlations between variables and intentions to regulate depressive experiences
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Depressive Experiences

a. b. C. d. e. f. g. h.
Variable N =161 N=84 N =48 N =53 N=78 N=135 N =107 N =145
Distress 0.10 0.09 -0.32 0.10 -0.06 0.03 0.10 0.09
Descriptive 0.21* 0.21* 0.12 -0.01 0.27* 0.00 0.19* 0.17*
Norm
Injunctive 0.20* 0.16 0.08 0.15 0.40* 0.31** -0.04 0.08
Norm
Control Beliefs 0.41** 0.49** 0.39* 0.49** 0.17 0.22* 0.32* 0.48**
Anomalousness 0.07 0.102 0.37* 0.12 -0.10 0.01 0.06 0.04
R2 23.87 10.19 9.31 8.81 11.87 7.32 6.06 11.02
F 15.13** 8.47** 5.72** 3.90* 8.17** 5.68** 4 51** 11.45**

Note. Values in the table are beta weights from multiple regressions, regressing intentions to regulate each experience on potential variables.



*p <0.05 **p < 0.001

a. feeling sad

b. feeling pessimistic about everything
c. No future

d. Do not want to live

e. cry about nothing
f. feeling guilty
g. feeling like a failure

h. feeling tense
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Table 4

Variables associations with intentions to regulate negative psychotic like experiences
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Negative PLEs

I J. k. l. m. n. 0. p. g r. S. t. u.
Variables N=46 N=97 N=64 N=51 N=62 N=66 N=91 N=80 N=138 N=124 N=94 N=65 N=83
Distress 0.18 0.25*  0.43** 035 0.191 0.22* 0.23* 0.53** 0.12 0.18* 0.25*  0.37** 0.18
Descriptive Norm  0.05 0.31** 0.20 0.14 0.173 0.32* 0.25* 0.34**  0.38** 0.19* 0.35** 0.32*  0.29*
Injunctive Norm  0.26 0.27* -0.00 0.05 0.127 0.34**  0.05 -0.04 0.17* 0.05 0.06 0.096 0.14
Control Beliefs 0.41*  -0.00 0.37*  047** 0.56** 0.24*  041** 0.35** 0.24* 0.39** 0.30* 0.33* 0.12
Anomalousness -0.02 -0.14 -0.14 0.16 0.03 0.24*  -0.12 0.06 0.13 0.23* -0.08 -0.05 0.33
R? 4.93 15.08 13.63 9.02 8.98 9.12 4.31 14.74 10.62 13.21 16.16 9.51 9.38
F 2.81*  10.58* 8.63** 6.51** 7.61** 11.97* 531** 17.10* 10.24** 10.58** 11.57* 7.04** 6.30**

*

Note. Values in the table are beta weights from multiple regressions, regressing intentions to regulate each experience on potential variables.



*p <0.05 **p < 0.001

I. not a very animated person

J. not much of a talker

k. few or no emotions at important events
. feelings lacking intensity

m. emotions are blunted

n. neglecting appearance / personal hygiene
0. never get things done

p. few hobbies or interests

g. lacking motivation

r. lacking energy

S. no interest to be with other people
t. lacking in spontaneity

u. spending my days doing nothing
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Table 5

Variables associations with intentions to regulate positive psychotic like experiences

Positive PLEs

V. W. X. y.
Variable N =64 N =100 N =58 N =47
Distress 0.02 0.30** 0.06 0.32*
Descriptive Norm  0.17 0.21* 0.48** 0.30*
Injunctive Norm  0.23 0.11 -0.07 0.28*
Control Beliefs 0.32* 0.32** 0.29* 0.16
Anomalousness 0.01 -0.04 0.02 0.15

R2 8.10 14.15 12.14 16.86

F 4.68** 8.72** 5.63** 10.15**

Note. Values in the table are beta weights from multiple regressions, regressing intentions to regulate each experience on potential variables.
*p <0.05 **p < 0.001
v. drop hints with double meaning

w. people not what they seem to be
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X. people look at you oddly because of your appearance

y. Feeling like a very special / unusual person



3.1. Depressive Experiences

All eight of the CAPE depressive experiences were endorsed by participants. The
regression models were significant for seven of these experiences, suggesting that
beliefs/variables were associated with a statistically significant proportion of the variance in

participants intentions to regulate each experience.

As shown in table 3 the following experiences had statistically significant regression
equations: feeling sad (adj R? = 23.87, F(5, 155) = 15.13, p <0.001; i.e. the variables were able
to explain 23.87% of the variance in intention to regulate); feeling tense (adj R? = 11.02, F(5,
139) = 11.45, p <0.001); feeling guilty (adj R?= 7.32, F(5, 129) = 5.68, p <0.001); feeling like a
failure (adj R? = 6.06, F(5, 100) = 4.51, p = 0.001); feeling pessimistic about everything (adj R?
=10.19, F(5, 78) = 8.47, p <0.001); feeling like I have no future (adj R?>=9.31, F(4, 42) =5.72,
p <0.001); and the experience of crying about nothing (adj R? = 11.87, F(5, 71) = 5.63, p <0.001).
The eighth experience of feeling like you do not want to live anymore was not significant (adj

R? = 8.81, F(5, 45) = 3.89, p = 0.005).

For depressive experiences control beliefs was indicated to be most consistent associated
with intention to regulate experiences and was significant for seven out of the eight experiences.
Descriptive norms were significant for five of the experiences and injunctive norms were
significant for three of the experiences. Perceived anomalousness was significant for one of the

experiences and distress was not a significantly associated with any of the regression models

3.2. Negative psychotic-like experiences

Thirteen out of fourteen negative PLEs from the CAPE were endorsed by participants.
The regression models were significant for twelve of these experiences, suggesting that the
variables were associated with a statistically significant proportion of the variance in participants

intentions to regulate each experience.
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As seen in table 4, the following experience’s regression equations were significant:
feeling like I am lacking in motivation (adj R? = 10.62, F(5, 132), = 10.24, p <0.001); lacking in
energy (adj, R? = 13.12, F(5, 118) = 10.58, p <0.001); feeling like 1 am not much of a talker (adj
R% =15.08, F(5, 90) = 10.58, p <0.001); feeling like I have no interest to be with others (adj R?
=16.16, F(5, 87) = 11.57, p <0.001); feeling like I never get things done (adj R?= 4.31, F(5, 84)
= 5.31, p <0.001), feeling like I am spending all day doing nothing (adj R? = 9.38, F(5, 76) =
6.30, p <0.001); feeling like I have few hobbies or interests (adj R? = 14,74, F(5, 71) = 17.10, p
<0.001); feeling like I am neglecting my appearance or personal hygiene (adj R? = 9.12, F(5, 60)
= 11.97, p <0.001); feeling like | am lacking in spontaneity (adj R? = 9.51, F(5, 59) = 7.04, p
<0.001); feeling like I have few or no emotions at important events (adj R? = 13.63, F(5, 58) =
8.63, p <0.001); feeling like my emotions are blunted (adj R? = 8.96, F(5, 56) = 7.61, p <0.001);
feeling like my feelings are lacking intensity (adj R? = 9.02, F(5, 44) = 6.51, p <0.001); and

feeling like I am not a very animated person (adj R? = 2.81, F(5, 40) = 4.93, p = 0.029).

For the negative symptoms control beliefs were again had the most consistent association
with intention to regulate, with eleven of the experiences suggesting control beliefs are
significant contributors to intention to regulate. Distress was significantly associated in nine
experiences, descriptive norms was also significant in nine experiences, injunctive norms was

significant in three experiences, and anomalousness was significant in two experiences.

3.3. Positive psychotic-like experiences

Four out of twenty of the positive experiences on the CAPE were endorsed by the
participants. All four of the analysed positive PLEs that were endorsed by participants had
statistically significant regression models. Therefore, the five variables / beliefs were associated
with a statistically significant proportion of the variance in participants intentions to regulate
each experience. As seen in table 5 the following experiences had the following results: feeling

as if people are not what they seem to be (adj R? = 14.15, F(5, 93), p <0.001); feeling as if people
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drop hints about me or say things with a double meaning (adj R?= 8.10, F(5, 57) = 4.64, p =
0.001); feeling like people look at me oddly because of my appearance (adj R? = 12.14. F(5, 50)
=5.63, p <0.001); and feeling as if | am a very special or unusual person (adj R? = 16.86, F(5,

41) = 10.15, p <0.001).

Again, control beliefs were consistent in their association with the intention to regulate
for positive symptoms. Three out of four experiences indicated that control beliefs were
significant. Descriptive norms were also significant in three of the positive PLEs. Distress was
significant in two experiences, injunctive norms was significant in one experience, and
anomalousness of the experiences did not have any significant associations for any of the positive

PLEs.

3.4. Summary of findings

Each experience had different factors which were significantly associated with intention
to regulate. For depressive experiences, negative PLESs, and positive PLEs, control beliefs were
the most consistent in their significant association with intention to regulate. Across the
experiences control beliefs had significant regression equations for 84% of cases. Descriptive
norms were significant in 68% of the experiences, distress was significant in 43.5% of
experiences, injunctive norm was significant for 28% of the experiences, and anomalousness was
significantly associated with 12% of the experiences. Distress had more of a significant
association with intention to regulate in PLEs compared to depressive experiences.
Anomalousness had more significant associations for depressive experiences and negative PLES
compared to positive PLEs. Control beliefs, descriptive norms, and injunctive norms had more

consistent associations across the experiences.

4. Discussion

107



The aim of the present study was to try to understand when people decide to regulate or
change their experiences, where experiences encompass perceived events, emotions, behaviours,
or thoughts. The study aimed to develop better understanding and investigate when people are
likely to want or need help. To do this we drew upon the Theory of Planned Behaviour to identify
and measure normative, control, and attitudinal beliefs about the experiences outlined in the
CAPE, as well as whether participants intended to regulate those experiences. We hypothesised
that attitudinal beliefs (how distressing and anomalous an experience is), normative beliefs (the
likelihood that other people close to them would change the same experience or would approve
of them changing their experience), and control beliefs (confidence in their ability to change their
experience) would all be associated with when a person intends to change their experiences. The

results supported these hypotheses to varying degrees.

Overall, control beliefs were most consistently associated with whether a person intended
to change their experiences or not. Therefore, how much that person feels able to change their
experience is an important factor in whether they decide to do so. This is in keeping with previous
research from Bandura (1997). Bandura indicated that self-efficacy was important as to whether
someone decides to do something or change something. Bandura’s research suggested that
without feelings of self-efficacy, a person may feel like it is impossible or not worthwhile to
intend to regulate their experiences, regardless of other factors. Additionally, a number of studies
report that perceived capability is an important predictor of a number of health-related behaviours
(Armitage & Conner, 2001; Godin & Kok, 1996), e.g. healthy eating (AbuSabha & Achterberg,

1997).

Despite the popularity of self-efficacy theory, there has been some criticism (Borkovec,
1978; Cahill et al, 2006; Corcoran, 1991, 1995; Eastman & Marzillier, 1984, Kazdin, 1978;
Kirsch, 1985, 1995; Williams, 2010; Wolpe, 1978). The criticism relates to how self-efficacy is

operationalised i.e., confidence that the person can do the target behaviour (Bandura, 2006). It
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has been argued that self-efficacy is more of a reflection of motivation and not a determinant
(Williams and Rhodes, 2016). However, this current study was looking at intention only and not
if the person has tried to change their experience or not. The TPB supports that intention to
change is an important first step and this also has important implications for understanding

change and for working clinically.

Self-determination theory (Deci & Ryan, 2012) highlights the importance of autonomy for
people to feel in control of their own behaviours and goals and by extension perhaps experiences.
This has an important implication for mental wellbeing and fulfilment. Deci & Ryan (2012)
indicate that without a sense of autonomy then the person may lack motivation to intend to change

anything.

Descriptive norms were also associated with whether people intended to change their
experience or not. Descriptive norms refer to whether people believe that other significant people
would also try to change similar experiences (Azjen, 1985, 1987, 1991). Whether significant
others would approve of them changing their experience or not (injunctive norm) was
significantly associated with intention to regulate in fewer experiences. This is supportive of
Boydell et al. (2006) qualitative paper on help seeking with young people and Pescosolido &
Boyer’s (1999) review of help seeking as a social process. Therefore, what significant others

think and what they do will have a large impact on other people’s intentions.

Boydell et al (2006) found that influence of significant others can lead to people either
seeking or avoiding change/seeking help. They outlined that many young people who have
experienced psychosis do not seek help, even though a first episode of psychosis is considered a
“critical time” for intervention to take place. Even so a gap of one or two years from first episode
psychosis before someone seeks help has been found by many studies (Beiser, et al., 1993;

Johnstone et al., 1986; Larsen et al., 1996; Lincoln & McGorry, 1995; McGlashan, 1999). This
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might be due to family and friends not understanding the importance of help seeking at an early
stage. Interviews of young people after a first episode of psychosis revealed the impact of social
networks and their perceived views on psychosis was predictive of them seeking help or revealing
their experiences (Boydell et al., 2006). Therefore, perceived attitudes of significant others were
important in whether the young people would seek help or reveal their experiences. Boydell et
a., (2006) indicates a fear of judgement and lack of understanding from others can led to someone

having no intention to change.

Attitudinal beliefs, reflected by distress caused by the experience, was associated with
intention to regulate PLEs but distress was not associated with intention to regulate any of the
depressive experiences. Therefore, the type of experience seems to be an important moderator of
the relationship between distress and intention to regulate an experience. Although this was not
investigated in this study because the aim was to investigate the overarching factors that were

associated with intention to change experiences.

The other aspect of attitudinal beliefs measured— namely, the perceived anomalousness of
the experience — wasn’t significantly associated with intention to regulate for most of the
experiences. In particular, anomalousness was not associated with intention to regulate any of
the positive PLEs. One hypothesis would be that the anomalousness of the experiences could
help the person feel special or like they have been “chosen” to have this experience Gauntlett-
Gilbert & Kuipers, 2005). Therefore, this might impact their intention to regulate and how they

feel about their experience.

Maybe other factors such as perceived control also needed to be present for a person to
intend to change their experience. It is possible that an intention to change may include several
moderators such as frequency, distress, and self-efficacy (Shenhav et al. 2013). It is also possible

that intention to regulate is an additive model and individual factors on their own may have non-
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significant or small contributions. However, the results do not have enough power to look at
testing these models. Perhaps distress on its own or anomalousness on its own may not be enough
to intend to change an experience but normative beliefs and perceived control may also be
required. Indeed, perceived control seemed to be the most important contributor to intention to

regulate.

4.1. Clinical Implications

In clinical practice, control beliefs are important to consider as it may act as a barrier for
people seeking help. People may want to change but may feel like change is not possible, leading
to learned helplessness (Maier & Seligman, 2016). The role of acceptance may also be important
regarding distress or seeking support for PLEs and it has been found that habitual acceptance and
reappraisal self-efficacy can protect against distress associated with PLEs (Osbourne et al, 2017).
An understanding and acceptance of the experiences can therefore be adaptive and in these cases

control beliefs may be less important for psychological wellbeing.

Health education, public health strategies, and outreach about PLEs could contribute to
better psychological outcomes for people and ensure people seek support when it would benefit
them. Psychoeducation such as public health communications or strategies could help people feel
more in control and knowledgeable about PLEs and therefore make informed decisions about
whether change would be helpful. For example, Herrera et al., (2021) have developed an

educational guide for people “at risk™ for psychosis.

What other people do or whether they would intend to change certain experiences was also
seen to be associated with intention to regulate. This might relate to social and cultural norms.
Although, this study did not specially look at cultural beliefs and social norms. This might be
important for future research as cultural and social norms have been found to impact how people

perceive their experiences and intention to regulate them. Culture has been found to impact the
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development and maintenance of psychotic experiences. It can also influence how someone
interprets their experiences and how and if they seek help (Gupta & Bhugra, 2009; Suhail &
Cochrane, 2002; Napo et al, 2012; Saravanan et al., 2007; Okulate & Jones, 2003; Earl et al.,

2015). This has relevance in being able to deliver culturally sensitive interventions.

When offering psychological intervention to people from different cultural backgrounds
then it would be important for the therapist to consider the impact of significant others.
Vermeiden et al. (2019) found that positive PLES were more commonly endorsed in non-Western
society. There has also been increasing evidence in the importance of making cultural adaptations
for people who have experiences of psychosis (e.g. Rathod, 2010). Stigma around change or
seeking support may also impact whether a person would intend to change their experiences or
not (Mirza et al., 2018). A more culturally sensitive understanding of different experiences would
be helpful in our understanding of people and our ability to reach “harder to reach” groups, but

also in understanding when change may not be necessary or could cause harm.

The results of this study also highlight the importance of autonomy and feeling in control
of change. Self-determination theory (Deci & Ryan, 2012) suggest that autonomy, competence,
and connection is related to people’s motivation to change and this is driven by a need for
fulfilment and growth. It is therefore to consider how autonomous and how much control a person
will feel when considering psychological intervention. The idea of connectedness to others is
also important to consider as what significant others would do in the same situation was also
related to intention to regulate. Without this sense of belonging, psychological intervention may
not be beneficial. Including significant others and considering their point of view is an important
clinical implication of this paper. Particularly as the results indicate the impact of the beliefs and

actions important people seem to have on our decisions to change.

4.2. Strengths and limitations
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This paper has strengths in that it is a novel application of the TPB which has strong
theoretical underpinnings and has been shown to predict a wide range of behaviours. Overall, the
TPB appears to be a good framework in which to understand intention to change experiences,
captured by the CAPE, and emotional states and the reason as to why people may intend to

change their experiences.

One of the main limitations of the study was that is has a cross-sectional design. Therefore,
only associations between the variables and intention to regulate experiences can be inferred and
not cause and effect. Some other limitations include not collecting information around nationality
and religion. People who did not speak English were also not included in the study. It would have
been interesting to see the effect of culture or religion on people’s intention to change their
experiences or not. Additionally, convenience sampling was used and led to participants that
were mainly female, white, and well educated. This may have introduced bias as women make
up 51% of the population in the UK (World Bank, 2020). The results therefore may not be

representative of the general population in the UK and other countries

The question of how frequent a person had an experience could have been altered. A 4-
point scale was used (never, sometimes, often, nearly always). This may have meant that people
who had an experience once chose never, instead of sometimes and a yes or no answer would
have been more informative. This may have prevented some people who only had an experience

once or very infrequently from answering the follow up questions.

Finally, not many of the positive PLE’s were endorsed on average and so it may have been
helpful to invite more participants to gain more information about experiences of positive PLE’s.
A meta-analysis by Linscott & van Os, (2013) indicated that that the annual incidence of positive
symptoms in the population was 2.5% and the prevalence was 7.2%. In comparison Dominguez

et al., (2010) found a 15.7% prevalence of negative/disorganised symptoms in adolescents and
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young adults and a 5.5.% prevalence in experiencing both positive and negative symptoms.
Therefore, positive symptoms are less prevalent in the general population. Maybe more targeting
during recruitment could have helped build on our understanding of these experiences and when

people intend to change them.

4.3. Future directions

Future research would benefit from a more varied sample and collecting more demographic
information. Trying to recruit groups of people who have high prevalence of PLEs would also

be of interest.

Future research could also look at how the type of experience moderates intention to change
experience, i.e. depressive experiences, negative PLEs, or positive PLE’s, particularly as
intention to regulate positive PLE’s was not associated with how anomalous the experience was
and intention to regulate depressive experiences was not associated with level of distress. Maybe
the experience itself and how it is appraised is an important consideration. For example, Yung et
al (2006) found that bizarre experiences and persecutory ideas were associated with more
negative emotions, whereas magical thinking was not. It would be interesting to see if this
translates to intention to regulate those experiences. Additionally, Peters et al (2017) found that
“abnormal” appraisals of PLEs were significantly more associated with being in a patient group
compared to a non-patient group. Again, this has clinical implications and we must consider what
the person wants to change or not and not to make assumptions. Distress might be expected
during difficult life circumstances and to feel otherwise may not be desirable. Additionally, our
findings indicate that distress was associated with intention to change in less experiences than

other factors.

It would be helpful for future research to ask why people did not feel able to control an

experience, such as was it a lack of skill, support, resources, or something different? It would
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also be beneficial to discover more about the role of subjective norms and whether this is
supportive to their mental health or can it act as a barrier to change. This study helps us to
consider that people may be more likely to seek support for PLEs and depression if they feel like
this is within their control and this would include access to the right support. Changes in helping
people to feel in control of their care and services might be helpful therapeutically (Wood et al.,
2019) Change itself and intending to change through seeking help or support could be undesirable
if it means social stigma or lack of understanding from significant people (Peteet, 2019; Gronhol,

etal., 2017).

4.4. Conclusions

In conclusion, people intend to regulate their experiences if they feel they are in control
and if significant others would also regulate their experience. Significant other’s approval of
change, level of distress, and to a lesser extent anomalousness was also consistently associated
with intention to regulate some experiences. These findings can help us consider interventions in
health promotion and in tackling stigma. The results would also be important to consider who
may or may not want psychological therapy for their experiences. It emphasises the importance
of control and the role of significant others in people’s lives and for their psychological

wellbeing.
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PROJECT TITLE: What factors influence intentions to regulate psychotic like experiences?
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» University research ethics application form 038087 (form submission date: 16/02/2021); (expected project end date:
22/05/2022).
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= Participant consent form 1086806 version 1 (3L01/2021).
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Ethics Administrator
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Participant information sheet
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Participant Information Sheet

Research Project Title:

When do people try to change how they feel

Invitation paragraph

You are being invited to take part in a research project. Before you decide whether to participate, it is
important for you to understand why the research is being done and what it will involve. Please take
time to read the following information carefully and discuss it with others if you wish. Ask us if there is
anything that is not clear or if you would like more information. Take time to decide whether you wish
to take part.

What is the project’s purpose?

We have a range of experiences and feelings every day, At what point do people want to change their
experiences and what leads to this? The study aims to investigate what factors will influence a person’s
intention to change their experiences or how they feel.

This research may help us design support services for people who are struggling to change the
experiences in the way they want to. The study should not take longer than an hour. The research is
part of a doctorate in Clinical Psychology.
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Why have | been chosen?

You have been chosen or invited to take part because you are over the age of 18 and speak English.

Do | have to take part?

It is up to you whether or not to take part in this study. If you do decide to take part, you will be given
this information sheet (and asked to sign a consent form) and you can withdraw at any time without
any negative consequences. You do not have to give a reason. If you wish to withdraw from the
research, please contact Colleen McElhatton (Trainee Clinical Psychologist) on
cmcelhattoni@sheffield.ac.uk.

What will happen to me if | take part? What do | have to do?

The research will involve completing an online questionnaire. This should not take longer than an hour.
The questionnaire will ask questions about experiences you may or may not have had. It will also ask
some demographic questions and questions regarding your mood. You will be entered into a prize draw
to win amazon vouchers one of 2 £25 Amazon vouchers, if you wish. If you consent to taking part in the
prize draw, we will collect your name and email address. This information will be kept separate from
the other data collected and so responses will not be identifiable nor linked to the online questionnaire.

What are the possible disadvantages and risks of taking part?

Talking about experiences that may be distressing may be difficult for some people and you are free to
withdraw from the research at any point. However, after submitting the answers you will not be able to
withdraw as from that point the data is anonymised.

If participating in this study causes any distress, please refer to the material through the following
links, or email one of the investigators for more information:

Free mental health support for students at the University of Sheffield:
https://togetherall.com/en-gb/

Sheffield Student Access to Mental Health Support:
https://www.sheffield.ac.uk/mental-wellbeing/about-samhs

Sheffield nightline (24-hour phone support):
https://www.sheffieldnightline.co.uk/

136


mailto:c.mcelhatton@sheffield.ac.uk
https://togetherall.com/en-gb/
https://www.sheffield.ac.uk/mental-wellbeing/about-samhs
https://www.sheffieldnightline.co.uk/

10.

The Samaritans:

https://www.samaritans.org/

NHS Every Mind Matters:

https://www.nhs.uk/oneyou/every-mind-matters/

What are the possible benefits of taking part?

Whilst there are no immediate benefits for those people participating in the project, it is hoped that this
work will lead to better understanding of why people intend to change their experiences and inform the
design of improved pathways to accessing psychological intervention.

Will my taking part in this project be kept confidential?

All the information that we collect about you during the course of the research will be kept strictly
confidential and will only be accessible to members of the research team. You will not be identifiable in
any reports or publications. If you agree to us sharing the information you provide with other
researchers (e.g. by making it available in a data archive) then your personal details will not be included.

What is the legal basis for processing my personal data?

According to data protection legislation, we are required to inform you that the legal basis we are
applying in order to process your personal data is that ‘processing is necessary for the performance of
a task carried out in the public interest’ (Article 6(2)(e)). Further information can be found in the
University’s Privacy Notice

https://www.sheffield.ac.uk/govern/data-protection/privacy/general

What will happen to the data collected, and the results of the research project?

Data will be used as part of a doctoral thesis. All data collected will be anonymised and only those
involved in the project will have access to it. The data will be stored at the University of Sheffield for a
period of 10 years. However, names and email addresses for the prize draw will be destroyed after the
prize draw takes places. Due to the nature of this research it is very likely that other researchers may
find the data collected to be useful in answering future research questions. We will ask for your explicit
consent for your data to be shared in this way.
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Who is organising and funding the research?

This research is funded by the University of Sheffield as part of a doctorate in Clinical Psychology.

Who is the Data Controller?

The University of Sheffield will act as the Data Controller for this study. This means that the university
is responsible for looking after your information and using it properly.

Who has ethically reviewed the project?

This project has been ethically approved via the University of Sheffield’s Ethics Review Procedure, as
administered by the Department of Psychology.

What if something goes wrong and | wish to complain about the research?

If you wish to make a complaint or report a serious adverse event please contact Colleen McElhatton
(Trainee Clinical Psychologist) on cmcelhattoni@sheffield.ac.uk in the first instance. If you do not
feel like your complaint has been handled satisfactorily you can contact the Head of Psychology
Department, Professor Liz Milne on psy-hod@sheffield.ac.uk or Dr Robert Schmidt and Dr Jilly
Gibson-Miller, chairs of the Department Ethics Subcommittee on r.schmidt@sheffield.ac.uk and
j.gibson-miller@sheffield.ac.uk.

If the complaint relates to how the participants’ personal data has been handled, information about
how to raise a complaint can be found in the University’s Privacy Notice:
https://www.sheffield.ac.uk/govern/data-protection/privacy/general.

Contact for further information

If you would like any further information please contact Colleen McElhatton, Trainee Clinical
Psychologist (Principal Investigator) via email: ccelhattoni@sheffield.ac.uk.

Or my supervisors: Dr Vyv Huddy (Lecturer in Clinical Psychology): v.huddy@sheffield.ac.uk and
Professor Thomas Webb: t.webb@sheffield.ac.uk

Thank you for taking part in this project
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mailto:psy-hod@sheffield.ac.uk
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https://www.sheffield.ac.uk/govern/data-protection/privacy/general
mailto:c.mcelhatton@sheffield.ac.uk
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Consent form

The
University
Of
Sheffield.

When do people try and change how they feel?

Consent Form

Please tick the appropriate boxes Yes | No

Taking Part in the Project

| have read and understood the project information sheet dated 29/01/2021 or the project has been fully
explained to me. (If you will answer No to this question please do not proceed with this consent form until
you are fully aware of what your participation in the project will mean.)

| have been given the opportunity to ask questions about the project.

| agree to take part in the project. | understand that taking part in the project will include completing a

questionnaire. D

| understand that my taking part is voluntary and that | can withdraw from the study at any time. | do not

O 0O (0o O

have to give any reasons for why | no longer want to take part and there will be no adverse consequences D
if | choose to withdraw.

How my information will be used during and after the project

| understand my personal details such as name and email address etc. will not be revealed to people
outside the project. D

[

| understand and agree that my responses may be quoted in publications, reports, web pages, and other
research outputs. | understand that | will not be named in these outputs. D D
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I understand and agree that other authorised researchers will have access to this data only if they agree
to preserve the confidentiality of the information as requested in this form. D

[

I understand and agree that other authorised researchers may use my data in publications, reports, web
pages, and other research outputs, only if they agree to preserve the confidentiality of the information as D D
requested in this form.

| give permission for the questionnaire data that | provide to be deposited in ORDA so it can be used for
future research and learning I:I I:I

So that the information you provide can be used legally by the researchers

| agree to assign the copyright | hold in any materials generated as part of this project to The University

of Sheffield. D D

Name of participant [printed] Signature Date

Name of Researcher [printed] Signature Date
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The
University
Of
Sheffield.

EXPERIMENT DEBRIEF INFORMATION

When do people try to change how they feel?

Understanding when a person wants to change their experiences would inform the design of improved
pathways to accessing psychological intervention. We want to know when people intend to change
their experiences by any means. In particular we wanted to look at unusual or depressive experiences
that occur in the general population.

The factors we predict may influence when a person intends to change or not are: how distressing the
experiences is, how frequent the experience is, whether someone believes someone close to them
would change their experience, whether they believe someone close to them would approve of them
changing their experience, if they feel they have the ability to change their experience, and how unusual
the experience seems to them.

Thank you for your time

Contact for further information

If you would like any further information or support please contact Colleen McElhatton, Trainee Clinical
Psychologist (Principal Investigator) via email: cmcelhattoni@sheffield.ac.uk

Contact for support if participation has caused distress


mailto:cmcelhatton1@sheffield.ac.uk

1. Free mental health support for students at the University of Sheffield:
https://togetherall.com/en-gb/

2. Sheffield Student Access to Mental Health Support:
https://www.sheffield.ac.uk/mental-wellbeing/about-samhs

3. Sheffield nightline (24-hour phone support):
https://www.sheffieldnightline.co.uk/

4. The Samaritans:

https://www.samaritans.org/

5. NHS Every Mind Matters:

https://www.nhs.uk/oneyou/every-mind-matters/

If something goes wrong and | want to make a complaint

If you wish to make a complaint or report a serious adverse event please contact Colleen McElhatton
(Trainee Clinical Psychologist) on cmcelhattoni@sheffield.ac.uk in the first instance. If you do not
feel like your complaint has been handled satisfactorily you can contact the Head of Psychology
Department, Professor Liz Milne on psy-hod@sheffield.ac.uk or Dr Robert Schmidt and Dr Jilly
Gibson-Miller, chairs of the Department Ethics Subcommittee on r.schmidt@sheffield.ac.uk and
j.gibson-miller@sheffield.ac.uk.

If the complaint relates to how the participants’ personal data has been handled, information about
how to raise a complaint can be found in the University’s Privacy Notice:
https://www.sheffield.ac.uk/govern/data-protection/privacy/general.
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Appendix e
The Community Assessment of Psychic Experiences (CAPE)

Redacted
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Appendix f

The questionnaire items inputted into Qualtrics

Questionnaire Items

Redacted

Note: The Community Assessment of Psychic Experiences (CAPE) and a questionnaire based on
the CAPE and the Theory of Planned behaviour have been redacted
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