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Objective: A dimensional approach to the characterization of delusions was used to ex-
amine the use of non-content-related descriptors of delusions in revealing differences
across diagnostic categories and delusion types. Method: Interviews with 1,136 acutely
hospitalized psychiatric patients identified subjects as definitely or possibly delusional on
the basis of screening questions derived from the Diagnostic Interview Schedule. Subjects
with delusions were given the MacArthur-Maudsley Delusions Assessment Schedule,
which generates scores on six dimensions of delusions. Delusions were classified by type,
and diagnoses were assigned by using the DSM-III-R checklist. Results: A total of 328
subjects (29%) were rated as definitely or possibly delusional. Their ratings on dimensions
of the MacArthur-Maudsley Delusions Assessment Schedule were significantly but mod-
estly intercorrelated. Subjects with schizophrenia generally had more intense delusions
than those in other diagnostic categories. Grandiose and religious delusions were held with
the greatest conviction, whereas persecutory delusions were marked by strong negative
affect and a propensity to act. Factor analysis of the dimensions revealed a consistent two-
factor solution—"intensity and scope” and “affect and action"—regardless of the diagnosis
or delusion type. Conclusions: The stability of the dimensional structure of delusions
across diagnoses and delusion types suggests that even seemingly diverse delusions are
more like than unlike each other; this is consistent with common etiologic mechanisms. The
utility of a dimensional approach is indicated, in addition, by the ability to characterize delu-
sions of different types and diagnoses so as to highlight therapeutic and other implications.

(Am J Psychiatry 1999; 156:1938-1943)

Delusions are the quintessential symptoms of
psychotic disorders. Systematic study of the phenomen-
ology of delusions, however, is a relatively recent
enterprise, and many fundamental questions remain
unanswered. At the most basic level, it is unclear
whether delusions, with their manifold presentations,
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represent a unitary phenomenon—perhaps with a com-
mon psychopathologic or neurophysiologic basis—or a
cluster of discrete phenomena with superficial similari-
ties (1, 2). Although definite resolution of this ques-
tion awaits advances in the understanding of brain
function and dysfunction, suggestive evidence might
be derived from close analysis of the nature of delu-
sional symptoms.

The study of delusions has been dominated to date
by a focus on content-related aspects of their presenta-
tion; repeated attempts have been made to associate
different content types of delusions (e.g., persecutory,
grandiose) with different disorders. When these at-
tempts are successful, they suggest the heterogeneity of
psychopathological causation across content types.
Probably the most durable findings have suggested
that bizarre delusions, especially of the Schneiderian
type (3), are most commonly found in schizophrenia,
and mood-congruent delusions are most often present
in affective disorders (4). But these conclusions have
not gone unchallenged (5, 6); even when they are sup-
ported, violations of these rules are sufficiently com-
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mon that delusional content has little power to dis-
criminate among dlagnostlc groups (4).

A newer and promising approach to exploring the
commonality or diversity of delusions may be to focus
on their primarily non-content-related characteristics.
Strauss (7) appears to have been the first to point out
that delusions can be characterized along several di-
mensions that are largely independent of their content;
he proposed the dimensions of conviction, preoccupa-
tion, external determinants, and implausibility (the last
is actually content-related). His idea has been elabo-
rated and operationalized by a number of investigators
who have focused on a wide range of delusional char-
acteristics (4, 8-16). As a group, these studies suggest
that many of the proposed dimensions can be mea-
sured reliably and appear to constitute independent
constructs. Few efforts have been made, however, to
use the dimensional approach to explore the unitary or
diverse nature of delusions by comparing their charac-
teristics across diagnostic categories, and none has at-
tempted to compare them across content types.

Of the existing studies, Harrow et al. (11) found no
significant differences on three dimensions (conviction,
perspective, and emotional commitment) across diag-
nostic groups, but the number of subjects was quite
small (N=34). Jorgensen and Jensen (12), with a sam-
ple of 88 delusional subjects, showed generally similar
patterns across diagnostic groups on five dimensions
(conviction, extension, systematization, probability,
and pressure) but did not subject their findings to tests
of significance. It is difficult to draw any firm conclu-
sions from these data regarding the phenomenological
heterogeneity of delusions.

In this article, we take a dimensional approach to the
analysis of delusions in a large and diverse group of
acutely hospitalized psychiatric patients. In particular,
we explore the utility of examining non-content-related
descriptors of delusions to reveal differences across diag-
nostic categories and delusion types. We consider the im-
plications of our findings for the general utility of a di-
mensional approach to delusions and for theories of the
common or diverse etiology of delusional symptoms.

METHOD

Data presented in this article are drawn from a prospective multi-
site study of violence among persons with mental disorders—the Mac-
Arthur Violence Risk Assessment Study. The methods of the larger
study are described in detail elsewhere (17). In brief, soon after hospi-
talization at one of the three study sites (Western Missouri Mental
Health Center, Kansas City; Western Psychiatric Institute and Clinic,
Pittsburgh; and Worcester State Hospital and the University of Massa-
chusetts Medical Center, Worcester), the patients were asked for writ-
ten informed consent to participate in the study. Those approached
were selected randomly from all patients admitted to these facilities,
within the constraints of a stratified sampling scheme designed to
equalize the proportion of subjects recruited at each site by age, race,
and gender. Of the 1,695 patients approached, 1,203 (71%) agreed to
participate, and 1,136 completed the baseline interview a mean of 7
days after admission. Eligibility was limited to patients age 18 to 40
who were white, African American, or Hispanic. Patients with eligible
primary diagnoses were grouped into the following categories: schizo-
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phrenia (including schizophreniform and schizoaffective disorders),
depression (including major depression and dysthymia), bipolar disor-
der (including cyclothymic disorder), other psychotic disorders (in-
cluding delusional disorder and brief reactive psychosis), alcohol or
drug abuse or dependence, or personality disorder.

During the hospital admission, study clinicians (one Ph.D. and
two with master’s degrees) used the DSM-III-R checklist (18, 19), a
semistructured interview, to establish subjects’ diagnoses and, fol-
lowing the criteria in that instrument, to determine their primary di-
agnosis—i.e., the diagnosis of greatest immediate clinical signifi-
cance. When multiple diagnoses were present, the primary diagnosis
was almost always (in 84.5% of cases) the diagnosis judged most im-
pairing. Interviewers underwent 3 days of intensive training in the
use of the study instruments, including mock interviews and patient
interviews supervised by experienced psychiatrists (P.S.A. and
L.H.R.). Interrater reliability for the primary diagnoses was calcu-
lated by examining the ratings of the three study clinicians on 22
videotaped diagnostic interviews; 12 of the interviews were rated by
all three clinicians, and 10 were rated by two of the clinicians. The
resulting 46 clinician pairs had an overall agreement rate of 83%,
which corresponded to a Cohen kappa of 0.59.

To determine whether each subject was delusional, the clinicians
asked a series of 17 questions drawn primarily from the Diagnostic
Interview Schedule (available from Dr. Appelbaum) (20). The inter-
viewers were trained to apply the DSM-III-R definition of a delu-
sion, and by further structured questioning and a review of the sub-
jects’ medical records, to use their best judgment to determine
whether the subjects were definitely or possibly delusional or
whether the subjects’ responses reflected reality (e.g., someone in
their neighborhood really was trying to harm them) or some other
nondelusional motivation (e.g., malingering). In case of doubt, the
interviewers were instructed to err on the side of inclusiveness—i.e.,
to categorize the belief as a delusion. To ensure the consistency of
these determinations, the first author (P.S.A.) reviewed all of the
screening forms, which contained the subjects’ verbatim descriptions
of their beliefs and, when necessary, listened to audiotapes of the in-
terviews. In only one case was the decision made to change the inter-
viewer’s scoring by moving a subject from the delusional to the non-
delusional group. All subjects who scored as definitely or possibly
delusional were considered to have delusions for the purpose of this
study, and interviewers categorized the delusions by using a stan-
dard, content-based typology based largely on DSM-III-R.

Delusional subjects were given a substantially modified version of
the Maudsley Assessment of Delusions Scale (14), referred to as the
MacArthur-Maudsley Delusions Assessment Schedule (available
from Dr. Appelbaum). Subjects who had more than one delusion
were asked to identify the delusional belief that had the greatest re-
cent impact on their lives so that it could be subject to more detailed
examination with the MacArthur-Maudsley Delusions Assessment
Schedule. In those rare cases in which the subject was unable to iden-
tify such a delusion, the interviewer selected the delusion that ap-
peared to meet the criterion.

The MacArthur-Maudsley Delusions Assessment Schedule gener-
ates scores on seven dimensions: conviction, negative affect, action,
inaction, preoccupation, pervasiveness, and fluidity. Specific ques-
tions are asked about the first four dimensions; the last three are rated
on anchored scales on the basis of the interviewers’ global impres-
sions. (Appendix 1 provides descriptions of each dimension.) For the
purpose of this article, data are reported for actions within the last 2
months before hospitalization. In addition, interviewers were asked
to indicate the delusions being evaluated by content type. This identi-
fication and rating process was also done by trained, usually noncli-
nician, field interviewers in the community for all subjects at five fol-
low-ups over the 1 year following their discharge from the hospital.

The reliability of interviewer scoring of the MacArthur-Maudsley
Delusions Assessment Schedule was evaluated by a review of video-
tapes of five subjects with delusions that were made by each of the
three clinicians (a total of 15 interviews). All interviewers (N=19) re-
viewed the tapes independently and completed the MacArthur-
Maudsley Delusions Assessment Schedule. Results from the intra-
class correlation coefficients (ICCs) were poor only for the fluidity
dimension, which was dropped from subsequent analyses. For all
other dimensions of the MacArthur-Maudsley Delusions Assessment
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TABLE 1. Types of Delusions Reported by 1,136 Acutely Hos-
pitalized Psychiatric Patients®

Percent of
Percent of  Delusional Patients
Delusional  for Whom Delusion
Patients ~ Was Most Important
Type of Delusion N (N=328) (N=317)
None 808
Persecutory 257 78.4 51.1
Body/mind control 195 59.5 26.5
Grandiose 141 43.0 23.0
Thought broadcasting 115 35.1 6.0
Religious 93 284 18.0
Guilt 32 9.8 2.2
Somatic 30 9.1 1.9
Influence on others 4 1.2 0.9
Jealousy 2 0.6 0.3
Other? 87 26.5 8.8

aPercentages total more than 100% because subjects could be
rated as having multiple delusions, and each delusion could be
rated as being of more than one type.

b ncludes delusion of hearing other people’s thoughts and delu-
sions of reference.

Schedule, the ICCs were in the acceptable range (>0.83), except for
pervasiveness (ICC=0.46). However, a two-way analysis of variance
of rater effect yielded no significant interrater discrepancies for this
item, which indicated no consistent pattern in rater bias, and the
item was retained. In addition, to ensure reliability in the classifica-
tion of types of delusions—some of which had not been rated reli-
ably by the interviewers—the first author (P.S.A.) reviewed all Mac-
Arthur-Maudsley Delusions Assessment Schedule interview forms
and rescored the type of delusion; rescoring of at least one type of
delusion (usually adding additional descriptors) occurred in 172 of
the 328 cases reported in this article.

RESULTS

Presentation of Delusions

Of the 1,136 subjects screened for delusions, 328
(29%) were rated as possibly (N=43) or definitely (N=
285) delusional. Only 55 of the delusional subjects
(16.8%) were scored as delusional on just one screening
question. The median number of delusional responses
was four. Similarly, 75.9% (N=249) of the delusional
subjects were rated as having delusions that fell into
more than one category in the content-based typology;
the median was three. Table 1 shows that persecutory
delusions and delusions of body/mind control predomi-
nated, and when present, persecutory and religious de-
lusions were proportionately most likely to be chosen as
having the greatest impact on subjects’ lives. The preva-
lence of delusions in this sample was highest in patients
with schizophrenia (71%, N=138 of 194) and lowest in
patients with depression (12%, N=56 of 467) and alco-
hol or drug abuse (11%, N=30 of 273). Comorbidity
with alcohol or drug abuse did not affect the prevalence
of delusions in the other diagnostic categories. Table 2
illustrates the distribution of delusion types by diagnos-
tic category. Of note is the very high prevalence of per-
secutory delusions across diagnoses and the dispropor-
tionate presence of persecutory, body/mind control,
thought broadcasting, and religious delusions in SChlZO-

1940

phrenia compared with depression or bipolar disorder.
As expected, grandiose delusions were less prevalent in
depression. Delusions in alcohol and drug abusers had
no content-related distinguishing features.

Dimensions of Delusions

With the exception of the relationship between con-
viction and action or inaction, all of the MacArthur-
Maudsley Delusions Assessment Schedule dimensions
were significantly correlated with each other (p<0.01)
but generally only to a modest extent (range of Pearson
correlation coefficient, r=0.15-0.53; p values ranged
from <0.05 to <0.001).

When we compared dimensional scores by diagnosis
in table 3, significant differences were found for con-
v1ct1on/1n31ght preoccupation, and pervasiveness; sub-
jects with schizophrenia scored higher on all three
dimensions. When subjected to post hoc multiple-
comparisons Bonferroni tests, subjects with schizo-
phrenia were likely to score significantly higher on per-
vasiveness than subjects with bipolar disorder (mean
difference=0.44, SD=0.14, p=0.01) and subjects with
alcohol or drug disorder (mean difference=0.83, SD=
0.19, p=0.001) as a primary diagnosis. A similar anal-
ysis for type of delusion is shown in table 4. Of partic-
ular note are the significantly higher scores on the
conviction dimension for grandiose and religious delu-
sions and the combination of higher scores on inaction
and action for persecutory delusions. Somewhat sur-
prising, perhaps, are the significantly lower scores on
action in subjects with grandiose delusions.

A rotated component factor analysis, displayed in
table 5, revealed two factors: one we labeled “intensity
and scope” (consisting of conviction, pervasiveness, and
preoccupation); the second we labeled ‘action and af-
fect” (consisting of action, inaction, and negative af-
fect). Each factor accounted for approximately 30% of
the variance. The results of additional factor analyses
were essentially identical for all diagnostic groups when
completed for each separately, except for the heteroge-
neous category of “other psychoses.” The factor results
also held across all types of delusions. These results sug-
gest a strong underlying similarity in the dimensional
structure, regardless of diagnosis or delusion type.

DISCUSSION

A dimensional approach to the characterization of
delusions in 328 acutely hospitalized psychiatric pa-
tients revealed a low to moderate degree of correlation
among the dimensions, a finding consistent with previ-
ous work (8, 21). There was, however, a strong simi-
larity in the factor structure of the dimensions across
diagnoses and types of delusions. “Intensity and
scope” and “action and affect” provided a robust two-
factor solution for almost all diagnostic and typologi-
cal categories. This indicates that from the perspective
of their non-content-related phenomenology, seem-

Am J Psychiatry 156:12, December 1999



APPELBAUM, ROBBINS, AND ROTH

TABLE 2. Relation of Primary Diagnosis to Delusion Type in 324 Patients With Suspected Delusions?

Depression  Schizophrenia Bipolar Disorder  Other Psychotic ~ Alcohol or Drug
(N=56) (N=138) (N=73) Disorder (N=27) Disorder (N=30) Analysis

Type of Delusion N % N % N % N % N % X2 (df=4) p
Persecutory (N=254) 41 732 116 84.1 52 71.2 23 852 22 73.3 6.90 0.14
Body/Mind Control (N=193) 20 35.7° 104 754 36 493> 18 66.7 15 50.0¢ 3242 <0.001
Grandiose (N=141) 12 21.4b 67 48.6 43 58.9 10 37.0 9 30.0 22.26 <0.001
Thought Broadcast (N=112) 9 16.1P 72 522 13 178> 11 40.7 7 23.3¢ 38.58 <0.001
Religious (N=93) 8 14.3b 49 355 24 32.9 7 25.9 5 16.7 11.66 0.02
Guilt (N=32) 5 8.9 14 10.1 6 8.2 4 14.8 3 10.0 1.03 0.90
Somatic (N=30) 2 3.6 15 10.9 8 11.0 4 14.8 1 3.3 5.08 0.28
Other (N=87) 11 196 47 341 17 23.3 4 14.8 8 26.7 7.60 0.11

a Subjects with a primary diagnosis of personality disorder (N=4) were omitted owing to small sample size.
b Significant difference from schizophrenia (p<0.01, difference of proportions test corrected for multiple comparisons).
¢ Significant difference from schizophrenia (p<0.05, difference of proportions test corrected for multiple comparisons).

TABLE 3. Relation of Primary Diagnosis to Scores on the MacArthur-Maudsley Delusions Assessment Schedule for 313 Patients
With Suspected Delusions?

Depression  Schizophrenia  Bipolar Disorder  Alcohol or Drug ~ Other Psychotic
(N=52) (N=134)° (N=72) Disorder (N=28)  Disorder (N=27) (ANOVA)

Dimension Mean SD Mean SD Mean SD Mean SD Mean SD F df p
Conviction/insight 335 25 422 22 339 25 329 33 352 22 252 4,308 0.04
Preoccupation 1.67 1.2 1.98 1.2 1.53 1.2 1.32 1.2 2.15 14 321 4,301 0.01
Pervasiveness 173 09 205 0.9 1.62 0.9 1.22 1.0 1.70 1.0 6.08 4,299 <0.001
Negative affect 238 17 223 1.6 1.85 1.7 211 17 2.33 1.8 1.01 4,306 041
Inaction 165 20 205 21 1.70 1.7 1.74 2.2 1.89 22 057 4,302 0.69
Action 181 12 149 11 1.67 1.0 1.50 1.3 200 13 156 4,308 0.19

a Subjects with a primary diagnosis of personality disorder (N=4) were omitted owing to small sample size. Numbers of patients vary owing
to missing data.

b There were only two significant differences in post hoc multiple-comparisons Bonferroni tests; both involved the dimension of pervasiveness
and patients with schizophrenia spectrum disorders. There were significant differences between schizophrenia and bipolar disorder (mean
difference=0.44, SE=0.14, p=0.01) and between schizophrenia and alcohol or drug disorder (mean difference=0.83, SE=0.19, p<0.001).

TABLE 4. Relation of Delusion Type to Scores of 317 Patients With Suspected Delusions on Dimensions of the MacArthur-
Maudsley Delusions Assessment Schedule?®

Conviction/Insight Preoccupation Pervasiveness Negative Affect Inaction Action
Type of Delusion Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD
Persecutory 3.59 2.4 1.79 1.3 1.82 09 2.73b 1.6  2.03 21 188 1.2
Body/mind control 3.87 21 2.01°¢ 1.2 2.00¢ 0.9 2.37 1.7 2.26° 22 181 1.3
Grandiose 4.64° 25 1.64 12 194 09  1.29° 15 146 19 132¢ 10
Thought broadcasting 4.05 2.2 2.18 1.3 1.94 1.0 217 15 2.22 1.7 1.58 0.9
Religious 4.81° 2.3 2.05 1.2 2.04¢ 0.8 191 1.7 1.77 2.0 1.63 1.2
Guilt 2.71 31 2.14 1.3 157 1.3 243 1.7 2.57 25 1.29 0.8
Somatic 4.00 2.0 1.67 1.0 1.83 0.8 1.00 1.3 0.83 0.8 1.33 0.5
Overall 3.75 24 1.78 1.3 1.79 0.9 2.18 1.7 1.87 2.0 1.63 1.2
Other 3.46 2.3 1.41 1.2 1.52 0.9 1.219 1.3 1.56 19 1.14° 0.9

a Numbers of patients vary owing to missing values.

b Significant difference between subjects with and without delusion type (subject could have more than one type) (p<0.001, separate one-
way ANOVA, df=1, 315).

¢ Significant difference between subjects with and without delusion type (subject could have more than one type) (p<0.05, separate one-
way ANOVA, df=1, 315).

d Significant difference between subjects with and without delusion type (subject could have more than one type) (p<0.01, separate one-
way ANOVA, df=1, 315).

ingly diverse delusions are more like than unlike each
other. Although similarity in the characteristics of de-
lusions is not determinative of etiologic homogeneity
(i.e., disparate neurophysiologic or psychopathologic
processes could result in similar symptoms), it is cer-
tainly consistent with such a hypothesis.

It is difficult to compare these findings on factor
structure to the small number of previous investiga-
tions that have taken a dimensional approach, because
each research group to date has selected a different set
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of dimensions to measure. Kendler and colleagues (8),
for example, examined five dimensions in 52 sub-
jects—conviction, extension (similar to our concept of
pervasiveness), bizarreness, disorganization, and pres-
sure (which resembles preoccupation in this study).
They found two factors. The one encompassing con-
viction, extension, and pressure was called “delusional
involvement” and seems similar to our first factor—
“intensity and scope.” Their second factor, which con-
sisted of bizarreness, disorganization, and extension,
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TABLE 5. Factor Analysis of Principal Components for 328 Pa-
tients With Suspected Delusions?

Factor 1: Intensity Factor 2: Action

Dimension and Scope and Affect
Explained variance (%) 31.8 30.3
Factor loading
(varimax rotation)
Conviction 0.83 -0.07
Preoccupation 0.66 0.43
Pervasiveness 0.83 0.21
Positive actions -0.03 0.77
Negative actions 0.14 0.73
Negative affect 0.26 0.67

aReliability analysis: factor 1, alpha=0.61 (p<0.05); factor 2,
alpha=0.58 (p<0.05), unweighted reliability.

they labeled “delusional construct.” In contrast, Eisen
et al. (16), looking at six dimensions in 50 subjects,
found that they all loaded onto a single factor; most of
the dimensions, however, seemed to relate to our “con-
viction” dimension (i.e., conviction, perception of oth-
ers’ views of belief, explanation of differing views, at-
tempt to disprove beliefs, and insight—but not fixity of
ideas), making this finding less surprising. By using a
broader approach, Garety and Hemsley (9), employing
11 dimensions with 55 subjects, found a four-factor so-
lution: distress, belief-strength, obtrusiveness, and con-
cern. However, the stability of the factor structure dem-
onstrated in our data raises the question of whether
“intensity and scope” and “affect and action” may rep-
resent fundamental characteristics of delusions. This
appears to be worth further investigation with similar
methods in other patient samples.

Examination of the absolute dimensional scores sug-
gests that this approach can be helpful in elucidating
other properties of delusions as well. Persecutory delu-
sions, for example, had significantly higher scores on
action and negative affect, a combination that raises
the question of whether persons with these delusions
may be more likely to act, perhaps violently, in re-
sponse to the dysphoric aspects of their symptoms.
Wessely and colleagues (13, 22), in fact, by using the
original version of the Maudsley Assessment of Delu-
sions Scale, found that persecutory delusions and neg-
ative affect were significantly associated with acting on
delusions, and Cheung et al. (23) recently extended
these findings to violent actions per se. Our findings
here may suggest a mechanism for a relationship be-
tween delusions and violence (24), particularly for
how “threat/control override” delusions, of which per-
secutory delusions are a component, may predispose a
patient to violence (25-27). On the other hand, body/
mind control delusions, also a type of threat/control
override delusion, revealed no greater propensity in
our data for inducing negative affect or for resulting in
violence. Indeed, this category of delusions was signif-
icantly more likely to lead to abstention from action
(“inaction”) than were other types of delusions.

Recent efforts to treat delusions by means of cogni-
tive behavioral therapy may also be informed by these
data. One group of investigators (28, 29) has suggested
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that such efforts are most likely to be successful when
patients begin with some inherent doubts about their
delusional beliefs. If that proves to be correct, patients
with schizophrenia and with grandiose and religious
delusions, all of whom scored significantly higher on
ratings of conviction, may be least susceptible to cog-
nitive behavioral interventions.

The MacArthur-Maudsley Delusions Assessment
Schedule appears to offer a practical means of assessing
the dimensions of delusional beliefs. In this study, even
with a majority of the interviewers lacking clinical back-
grounds, most dimensions were scored reliably; this
points to the potential use of the MacArthur-Maudsley
Delusions Assessment Schedule in large-scale, commu-
nity-based studies. The data on dimensional characteris-
tics associated with diagnoses and types of delusions
provide substantial reassurance regarding the validity of
the resulting scores. Further exploration of the charac-
teristics of the instrument and its relationship to other
approaches of assessing delusions is warranted.

APPENDIX 1. Descriptions of Dimensions in the MacArthur-
Maudsley Delusions Assessment Schedule

Conviction. Covers subjects’ certainty about the delusional belief,
including the existence of evidence (if any) that might persuade
them of its falsity and the degree to which the belief is or might be
shared by others. Conviction is tested additionally by posing a hy-
pothetical situation that might disprove the belief and assessing
subjects’ responses. Scores of four individual questions are
summed for the total dimension score (possible score of 0-8).

Negative affect. Addresses whether the delusional belief makes
subjects unhappy, frightened, anxious, or angry. Scores of four in-
dividual questions are summed for the total dimension score
(possible score of 0-4).

Action. Explores the extent to which subjects’ actions are motivated
by the delusional belief. Actions queried in a series of 13 ques-
tions, some specific and some open-ended, range from talking to
someone about the belief to trying to hurt someone because of it.
Subjects are questioned separately about actions within the last 2
months and since the delusion began. Responses are gathered
into a summary scale score of 0 to 5, ranging from no actions to
nonaggressive actions only, aggressive thoughts, aggressive acts
without injury to the victim, aggressive acts with unknown injury to
the victim, and violence with injury or use of weapons.

Inaction. Eight questions probe whether subjects have refrained
from any actions (e.g., meeting friends, eating, or drinking) be-
cause of the delusional belief within the last 2 months and since
the delusions began. A count of the number of items where inac-
tion is identified is computed (possible score of 0-8).

Preoccupation. A single question addresses the extent to which
the subjects indicate that their thoughts focus exclusively on the
delusion. End points of the scale range from not at all to the sub-
jects hardly being able to think about anything else (possible
score of 0-4).

Pervasiveness. This item, which is rated at the end of the interview
on the basis of all information available to the interviewer, reflects
the degree to which the delusional belief penetrates all aspects of
the subjects’ experiences. End points of the scale range from not
at all to the subjects interpreting practically all experiences as re-
lated to the delusional belief (possible score of 0-3).

Fluidity. At the conclusion of the interview, on the basis of all avail-
able information, the interviewer rates the degree to which the
delusional belief changed frequently during the interview, often
encompassing new people or contexts as they entered the dis-
cussion. The scale moves from no variation to frequent changes
in the presentation of the delusion (possible score of 0-2).
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