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Summary. The characteristics of delusional experience were
examined in a mixed group of 55 patients considered to be de-
luded; 11 belief characteristics were assessed by self-rating:
conviction, preoccupation, interference, resistance, dismissi-
bility, absurdity, self-evidentness, reassurance seeking, worry,
unhappiness and pervasiveness. Only on level of conviction
did no subject show a low score; on other dimensions there
was considerable inter-subject variability. A principal com-
ponents analysis indicated 4 components: distress, belief
strength, obtrusiveness and concern. It is argued that delu-
sions are most usefully regarded as multi-dimensional and,
while characterised by conviction, vary considerably on other
important dimensions.
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Introduction

Since the heyday of phenomenology in the late 19th and early
20th centuries, when Kraepelin (1899), Bleuler (1911) and,
surpassingly, Jaspers (1913) noted in detail their patients’ de-
scriptions of the experience of psychosis, remarkably little has
been published in English about the nature of delusions. The
work of Jaspers has been embodied in current definitions
(Garety 1985) so that if one takes a standard British (Mullen
1979) and American (American Psychiatric Association 1978)
definition it appears that delusions are broadly accepted as
having certain characteristics: (a) their content is regarded as
false or fantastic; (b) the level of conviction is absolute or
firm; (c) the beliefs are idiosyncratic within the context of the
believer’s subculture; and (d) they are maintained in spite of
counter-proof or experience. Additional characteristics can
also be found in certain definitions, e.g. Mullen regards delu-
sions as experienced as self-evident and of great personal sig-
nificance. However, problems have arisen in applying such
criteria and, as long ago as 1969, Strauss suggested that a
dichotomous classification of beliefs, into those that are delu-
sions and those that are not, is inadequate. He argued that de-
lusions may be better conceptualised as more (or less) ex-
treme points along certain belief dimensions, such as, for
example, the level of conviction.

This dimensional approach may also assist with the prob-
lem regarding the distinction between obsessions and delu-
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sions. Mayer-Gross et al. (1969) described an obsession as “a
mental event with a subjective sense of compulsion over-rid-
ing an internal resistance”, but added that if the personality as
a whole identifies itself with the idea, then it may be consid-
ered as a delusional idea. Mullen (1979) also noted that the re-
sistance to an obsession may fluctuate and suggested that in
such cases the phenomenon would only be called a delusion if
the lack of resistance becomes not an occasional but a con-
stant feature of the experience. The distinction between ob-
sessions and delusions is thus recognised, in some cases, to be
a matter of degree.

Recent developments in cognitive approaches to the mod-
ification of abnormal beliefs (Hartman and Cashman 1983;
Hole et al. 1979) also made more apparent the need for fresh
consideration of the nature of delusions across diagnostic
categories. Pharmacological treatments focus on diagnosis as
the determinant of medication choice without requiring de-
tailed analysis of the delusion itself. Cognitive approaches,
however, call for a detailed analysis of the abnormal belief
(Rachman 1983) as a prelude to determining treatment ap-
proach.

Thus a reconsideration of the nature of delusions is timely.
The issues presented above suggest a need to study delusions
as phenomena which may vary along a number of dimensions
rather than all-or-nothing phenomena. This latter view has
not promoted attempts to characterise subgroups of delusions;
it is hoped that a more dimensional view will assist this, with
the possibility of detecting relationships to aetiology and out-
come.

A recent study in the United States took a similar ap-
proach to that advocated here. Kendler et al. (1983) develop-
ed a rating scale to measure 5 dimensions of delusional experi-
ence with the aim of considering whether these dimensions
would correlate with each other, and by factor analysis to dis-
cover whether a small number of factors extracted would pro-
vide an empirical basis for understanding the structure of de-
lusional experience. The 5 dimensions were conviction, exten-
sion (the degree to which the delusional belief involves vari-
ous areas of the patient’s life), bizarreness, disorganisation
and pressure (the degree of preoccupation and concern).
These dimensions were found to be independent of each
other, suggesting that delusions are indeed a multi-dimen-
sional phenomenon; 2 postulated factors were extracted, in-
volvement (cognitive and emotional) and organisation. This
study was conducted in the United States with a sample of 52
subjects from a variety of diagnostic groups. The dimensions
studied were drawn from the literature and the authors’ clini-
cal experience, and were observer- not self-rated. It is not



clear to what extent these findings can be generalised from the
United States to Britain; in addition, in the literature more
than 5 characteristics relevant to delusions can be identified.
Thus, in the present study, a survey of 55 deluded subjects is
described, in which 11 principle belief characteristics were as-
sessed.

The purpose of this study was to describe the characteris-
tics of a heterogeneous sample of delusions in British subjects,
and to consider the relationships between these characteris-
tics.

Method

Subjects

The subjects were 55 psychiatric patients of the Bethlem
Royal and Maudsley Hospitals described as deluded, regard-
less of diagnosis, by the psychiatrists responsible for their
care. Two points should be made here about the selection of
the sample. Firstly, while it is possible that the structure of be-
liefs varies across diagnostic groups, this remains an empirical
question, worthy of investigation. Secondly, to have made a
more precise specification of ‘deluded’ in determining the
sample, would have begged the very question under consider-
ation, that of the nature of ‘delusions’. The 55 subjects were
referred to the interviewer (P.A.G.) on the grounds that they
were deluded, aged between 18 and 65 years and were not
known to be suffering from an organic condition. An addi-
tional 4 patients were referred: 3 refused to be interviewed
and 1 was unable to complete the interview because of dif-
ficulties in concentrating on the questions. Of the 55 subjects
seen, 9 were out- or day-patients and 46 were in-patients; 28
(50.9% ) subjects were women and the mean age of the sample
was 40.3 years (SD 15.9). Of the total sample 35 subjects were
diagnosed as suffering from schizophrenia; this represents
63.6% of the sample. 3 subjects each (5.5%) were diagnosed
as suffering from schizo-affective psychosis, depression, manic
depression and hypomania. Finally, 8 subjects (14.5%) were
of uncertain diagnosis or thought to have a monosymptomatic
delusional psychosis. Of the 46 in-patients, 31 subjects
(67.4%) were seen within the 1st month of their current ad-
mission and 90% had been in-patients for less than 6 months.
However, 3 subjects had been in hospital for more than 18
months. The mean length of the current admission was 4
months (SD 9.7). In terms of contact with psychiatric services,
for the total sample, the range stretched from less than 1 year
for 8 subjects to 45 years for 1 individual, with the mean at 13
years (SD 11.2 years).

Measures

(a) Characteristics of Delusions Rating Scale. A total of 11 be-
lief characteristics drawn from the literature on abnormal be-
liefs were chosen for the scale. These were all characteristics
which are capable of being assessed by the individual holding
the belief, rather than by an observer. A visual analogue scale
was devised with each characteristic represented on paper as a
line which had at either end a brief description of the opposite
extremes of the dimension. Thus for the characteristic convic-
tion, at the end-points of the line were the words “believe ab-
solutely” and “believe not at all”, while for preoccupation, the
extremes of the dimension were “thinking about it all of the
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time” and “not thinking about it at any of the time, ever” (see
Table 4 for scale). The subject was required to make a mark
with a pen at any point on the line, to represent the extent to
which that characteristic was perceived true of his/her belief.

The 11 characteristics were conviction, preoccupation, in-
terference (in terms of identifiable influence on behaviour),
resistance (in terms of not liking to think about the belief), the
degree to which the belief is dismissible from the mind, absur-
dity, the extent to which the belief is self-evident, the degree
to which reassurance is sought from others, the extent to
which the belief causes the subject worry and unhappiness
and, finally, the pervasiveness of the belief, in terms of the
subject’s ability to attend to other thoughts simultaneously.
The direction of the items was varied on the scale to control
for response acquiescence. Indeed, in the course of the inter-
views the interviewer was able to detect and correct 4 or 5 sub-
jects who appeared to be assuming that the same direction
applied to all items and were thus not attending fully to the
task. No subdivisions were made on the line itself, however
the scoring was done, with a template, on a scale of 0-10. For
all items a score of 10 represented the highest degree of the
assessed characteristic.

(b) Wakefield Depression Inventory. Each subject completed
the Wakefield Depression Inventory (Snaith et al. 1971) a
simple self-rating scale of depression.

(c) Content of Delusions Categorisation. The content of each
delusion was assigned to 1 of 5 categories, modifying cate-
gories devised by Forgus and De Wolfe (1974). These cate-
gories were ‘positive self’ (e.g. I am Jesus Christ), ‘negative
self’ (e.g. I am dementing), ‘positive world’ (e.g. the world is
being purified through an invisible fire), ‘negative world’ (e.g.
the end of the world is this month) and ‘paranoid’ (e.g. the
Mafia are plotting to kill me).

(d) Demographic and present state data were collected from
the responsible psychiatrist and the case notes.

Procedure

The principal data gathering took place within the context of
an interview (with P.A.G.) lasting 30 mins to 1h. After the
subject had consented to the interview he/she was asked if
anything was “on hisher mind” or whether “anything unusual
had happened recently to him/her”. When necessary more
specific probes were made with the help of information from
the doctor, ward staff and case notes. Every subject inter-
viewed was willing to talk about his or her delusions, given ap-
propriate reassurances about confidentiality. Once the delu-
sion was stated, the exact wording was discussed until the sub-
ject was satisfied with it. This was then written clearly at the
top of the rating scale.

The subject was then given the rating scale and a pen, and
with the interviewer sitting beside the subject, each item was
explained, clarifications were given and the subject was in-
vited to make a mark at a point along the line to indicate the
degree to which the characteristic described represented his or
her experience. Every effort was made to ensure that the sub-
ject was attending to and understood the items and thus re-
sponded acurately. Subjects were encouraged to take their
time over their responses and were given the opportunity to
describe to the interviewer their experiences and feelings.
After completing the rating scale, subjects completed the
Wakefield Depression Inventory.
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Demographic and Present State Data

Data from the psychiatrists and case notes revealed that 68%
of subjects were regarded as fully deluded at the time they
were seen while the other 32% were thought to be ‘partially
deluded’ [following the Wing et al. (1974) definition]. A total
of 49% were thought to experience auditory hallucinations
and 18.5% were regarded as clinically depressed. Some 84%
were being prescribed psychotropic medication, and 37%
were thought to have shown a positive response to medication
in the current episode; 62% were said to have stable delusions
at the time of the interview.

Wakefield Depression Inventory

Of the subjects, 60% achieved scores above the cut-off for de-
pression on this scale; it is acknowledged by the authors of this
scale that this is a less stringent criterion than for a diagnosis
of clinical depression but rather represents a significant level
of self-rated depressive symptoms.

Table 1. Characteristics of Delusions

Characteristic Total Total % % %
group group subjects subjects subjects
mean SD high moderate low
score scores  scores scores

Conviction 9.1 1.8 80 20 0

Preoccupation 6.2 3.3 40 31 29

Interference 6.3 3.6 47 20 33

Resistance 7.8 3.1 69 15 16

Dismissibility 5.2 3.8 39 18 43

Absurdity 3.8 3.7 25 11 64

Self-evidentness 8.2 2.9 74 15 11

Reassurance

seeking 3.6 3.1 21 21 58

Worry 6.8 3.7 56 19 25

Unhappiness 6.1 4.0 49 15 36

Pervasiveness 5.2 3.7 41 15 44

Table 2. Correlations between characteristics

Content of Delusions

Of the beliefs, 31% were on a ‘positive self’ theme and 25.5%
on a ‘negative self’ theme; 5.5% were categorised as ‘positive
world’ and only 2.1% were categorised as ‘negative world’; fi-
nally, 36% were categorised as being on a paranoid theme.

Characteristics of Delusions

Taking the responses of the whole group, the means and stan-
dard deviations for each characteristic are given in Table 1
(columns 1 and 2). However, since for some items some sub-
jects characteristically scored at one end and others at the
other end of a given scale, in columns 3 to 5 the percentage of
subjects scoring high (8-10), moderate (4-7) and low (1-3)
for the characteristic, are given.

The correlations between the characteristics were calcu-
lated using the Pearson Product Moment method and the re-
sultant correlation matrix is given in Table 2.

A principal components analysis (SPSS, PA2) was then
conducted on the 11 variables with orthogonal (varimax) rota-
tion of components. Four components emerged as shown in
Table 3 (loadings less than 0.4 have been excluded for the
sake of clarity; an oblique rotation yielded the same 4 compo-
nents with similar loadings).

Relationships Between Belief Characteristics and Other Variables

While a small number of significant relationships between in-
dividual belief characteristics and, for example, diagnosis and
depression ratings were found, a more informative analysis of
the relationship between such variables is afforded by a cluster
analysis method, in which subjects are grouped by their re-
sponses to the 11 variables, and these groups are studied to
determine their relationships with the demographic and pre-
sent mental state data. Associations between group member-
ship and both psychiatrist diagnosed clinical depression’ (1 =
6.7, df = 2, P < 0.05) and self-rated depression (Wakefield
Depression Inventory) (¥ = 8.3, df = 2, P < 0.05) were
found. No clear association between diagnosis and group
membership emerged however, although the number of diag-
nostic groups (5) and the sample size, reduced the power of
the y? test in this instance. The stability of the delusions (¥’ =

Con-  Pre- Inter-  Resis- Dismiss- Absurd-  Self- Reassur- Worry Unhappi-  Per-

vic- occu- ference tance ibility ity evidentness ance ness vasive-

tion pation ness
Conviction 1.00 0.06 0.11 —0.04 -0.13 —0.33 0.32 —-0.10 0.10 0.10 0.26
Preoccupation 1.00 0.28* —0.03 —0.36%* 0.00 0.27* 0.09 0.11 0.31* -0.09
Interference 1.00 0.05 —0.06 -0.01 0.11 -0.05 0.12 0.16 —0.16
Resistance 1.00 -0.12 0.28* -0.13 -0.07 0.38** 0.46** -0.18
Dismissibility 1.00 -0.05 -0.11 —0.11 -0.11 —0.36** 0.32*
Absurdity 1.00 —0.49%** 0.20 0.21 0.23 -0.22
Self-evidentness 1.00 -0.04 -0.06 -0.14 0.22
Reassurance 1.00 0.26 0.27* —-0.04
Worry 1.00 0.70***  —0.26
Unhappiness 1.00 -0.24
Pervasiveness 1.00

*+k P < 0.001; ** P<0.01; * P < 0.05



Table 3. Principal components analysis

Variable Loading % Variance
Component 1 Resistance +0.53
distress Worry +0.72 44.7
Unhappiness +0.83
Component 2 Conviction +0.59
belief strength Absurdity —0.62 28.0
Self-evidentness ~ +0.67
Component 3 Preoccupation +0.87 15.0
obtrusiveness Dismissibility —0.43
Component 4 Reassurance +0.85 12.3
concern seeking

Table 4. Characteristics of delusions rating scale

Name:

Date:

1. Conviction

Believe absolutely Believe not at all
L |

2. Preoccupation

Not thinking about it Thinking about it
at any time, ever all of the time
L |
3. Interference
Makes an enormous Makes no difference
difference to what I do to what I do
0 ]
4. Resistance
Very much like thinking Do not like thinking

about it about it at all
1 J

5. Dismissibility
Cannot dismiss it at all
from my mind
!

Can dismiss it very
easily indeed
}

6. Absurdity

Seems entirely sensible Seems entirely senseless
L I

7. Self-evident

Seems completely

obvious
L

8. Reassurance

Seems utterly strange,
implausible
J

Do not seek reassurance
about it at all
]

Seek reassurance about it

all of the time
1

9. Worry

Thinking about it does not
make me worry at all
1

Thinking about it makes
me very worried
1

10. Unhappiness

Thinking about it makes me Thinking about it does

very unhappy not make me at all unhappy
1 I
11. Pervasiveness
Cannot think about other Easy to think about it
things at all when thinking and other things at the
same time

about it
1 ]

10.4, df = 4, P < 0.05) and the content of the belief (y*> =
24.1, df = 8, P < 0.005) were associated with group member-
ship. This analysis will be reported elsewhere (Garety et al. in
preparation).
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Discussion

Presented here are data from 55 subjects on key elements of
delusional experience. Perhaps an important variable not as-
sessed here is that of the bizarreness of the belief, however
this is a characteristic which can only be observed and not self-
rated and there are some difficulties with observer ratings.
Kendler et al. (1983) failed to achieve satisfactory levels of
inter-rater reliability (weighted kappa = 0.30) on this vari-
able. Of those variables examined, it appears that the most
characteristic feature of a delusion is a high degree of expressed
conviction; 80% of subjects expressed high levels of convic-
tion, and, alone of all the variables assessed, none expressed
low levels. The responses of the subjects with respect to the
other variables, however, demonstrated a considerable degree
of inter-subject variability (see Table 1). For a number of the
variables, in this sample of delusions it is clearly not accurate
to suggest a characteristically high level: for preoccupation,
interference, dismissibility, unhappiness and pervasiveness,
while many subjects (39%-40%) did express high levels,
many others (29%-44%) expressed low levels. It should be
particularly noted that more than half the subjects showed
high levels of resistance. However, perhaps more predictably,
more than half of the subjects showed high levels of perceived
self-evidentness and worry, and a low level of the perceived
absurdity of the belief.

Thus is appears that delusions can, and do, take many dif-
ferent forms. Nearly all will be held with conviction, but in
addition to this, some will be preoccupying, others not; some
will be dismissible, others not; most will be resisted, while
many will be worrying and associated with unhappiness. Most
will not appear absurd and most self evident, and relatively
few will generate reassurance seeking to any great extent. The
two final variables, interference and pervasiveness were the
two which the subjects in the structured interview reported to
be most difficult to assess. Interference required an assess-
ment not of the belief, but of associated actions, while perva-
siveness required the subject to make an analysis of the degree
to which his/her attention was taken up by thinking about the
delusion. Interestingly, these variables did not correlate
strongly with other variables, nor did they feature with high
loadings in the principal components analysis. At this stage,
therefore, it appears safest not to place too much weight on
the role of these variables in the structure of delusions.

In distinguishing between obsessions and delusions, these
data highlight an interesting point. It appears that delusions
may often be characterised by resistance and sometimes (al-
though apparently less often than obsessions, Stern and Cobb
1979) by perceived absurdity. While the precise meaning
affforded resistance is important here, lack of resistance, as
suggested by Mullen (1979) does not appear to be a hallmark
of the delusion. The exact nature of the distinction between
these two phenomena appears to warrant a study of its own.

Few strong relationships between these different key vari-
ables were found (see Table 2): the strongest were the nega-
tive correlation between perceived absurdity and self-evident-
ness (r = —0.49, P < 0.001) and the positive correlation be-
tween the worry and unhappiness associated with the belief (r
= (.70, P < 0.001). A number of other significant but low cor-
relations between variables were found, however, in general it
appears that these characteristics of delusions are relatively in-
dependent of one another. Kendler et al. (1983) reported that
no 2 of their 5 dimensions correlated highly with each other,
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they argued that none of their dimensions assessed the same
basic phenomenon to any substantial extent, and thus that
their results supported the hypothesis that delusions are multi-
dimensional. The results of this study also support this conten-
tion.

This relative independence of most of the variables mea-
sured here also has implications for the assessment of delu-
sions and of change in delusions. It is not sufficient to assess
one or two elements only, since the key elements do not ap-
pear to be strongly related and may not change at the same
rate. Kendler et al. also make this point, noting that Hole et
al. (1979) found that individual dimensions of delusional ex-
perience often change independently of one another during
the course of a psychotic episode.

However while individual variables are not, for the most
part, strongly correlated, the principal components analysis
generated 4 components, or groups of variables which clus-
tered together, (see Table 3). The first component, labelled
distress, had high loading on resistance, worry and unhappi-
ness. The second, with high loadings on conviction, self-evi-
dentness and, negatively, on absurdity, appeared to represent
the belief strength. The third component, labelled obtrusive-
ness consisted mostly of high loadings on the degree of pre-
occupation and (negatively) of dismissibility, while the final
component loaded mostly on reassurance seeking, and thus
was labelled concern. The results of this principal component
analysis suggested that there may be at least 4 processes which
underlie these 11 elements of delusional experience. It is not
possible, at this stage, to speculate on their clinical signifi-
cance; however in assessing change in a delusion it may be
valuable to assess at least 3 or 4 variables, 1 drawn from each
of these 3 or 4 clusters, rather than simply assessing conviction
alone (e.g. Watts et al. 1973; Milton et al. 1978) or conviction
and preoccupation alone (e.g. Hole et al. 1979; Hartman and
Cashman 1983).

The factors extracted by Kendler et al. (1983), from the 5
dimensions measured, were those of delusional involvement
with high loadings on conviction and pressure {preoccupation)
and of delusional construct with high loadings on extension
(the degree to which the belief involves different areas of
one’s life), disorganisation and bizarreness. These factors do
not relate clearly to the components presented here; this is
however understandable since, in the Kendler et al. study
rather fewer measures were taken, and none of distress; fur-
thermore, the variables were observer- and not self-rated. It is
a matter of debate, perhaps, whether the delusional experi-
ence is best assessed by observers or by self-report.

In this study, an attempt was made to obtain a representa-
tive sample of delusional psychiatric patients and to assess the
nature of their beliefs. The diagnostic breakdown, allowing
for transatlantic differences, is not dissimilar to that of the
Kendler et al. sample of 52 subjects in a similar enterprise.
However the extent to which results can be generalised must
be a matter of further investigation.

Despite any limitations of sample size and representative-
ness, however, the evidence is accumulating to support the

contention that delusions may be regarded as multi-dimen-
sional, and, while characterised by conviction, may take many
different forms. From the 11 variables assessed here, 4 com-
ponents were extracted. It is suggested, that the distress, ob-
trusiveness and concern experienced by the deluded patient
should be considered in the assessment of delusions, in addi-
tion to the belief strength. It is hoped that taking account of
these variables may cast further light on the nature of this still
puzzling phenomenon, the delusion.
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