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Thesis Abstract

This thesisexplored the role of metacognitive beliefs in paranoia. The thesis is
divided into three sections. Pafdepresentsreview of thecurrentevidence relevant
to themetacognitive model of paranoi®aper2 extendghe evidence basby
empirically manipulatingnetacognitive beliefs in nedinical paranoia. Papers 1 and
2 have been prepared for submission to Acta Psychiatrica Scandiaagieaychosis
respectively. Vithin the thesisreferences, tables and figuaee presented in a
consistent format to facilitate readabiliBaper3 representa critical evaluation of

the methods carried out papersl and 2. More specifically,gper Ireports a
systematic review that examinge applicability of the metacognitive moded
explainthe development and maintenancg@afanoiaStudies investigating testable
predictions of the metacognitive model of pararf@eefocusedon assessing the
relationship between metacognitive beliefs and parameiastudiesneeting the
inclusion criterigexploring the relationship between metacognitive beliefs and
paranoia wer@entified through database searchamgl were included in the review.
Resultsshoweda lack of evidencavith regards to the causal role of metacagait
beliefs in the development of parandiaus providing limited support for the
metacognitive model of paranoiBhe strengths and weakness of the studies and of
the reviewwere discussed along with theoretical and clinical applications and
recommendatins for future research.

In the absence of evidence supporting a causal relationship between metacognitive
beliefs and paranoi®aper Zaimed at investigating the direct impactroanipulating
metacognitive beliefs on paranoia frequency assbciatedistressPaper Zeports

an experimental analogue study in which participamts 110) were randomized to
either a positive or negative manipulation group intended to alter beliefs about
paranoia before entering a paranoia induction fls&. metacognitiveeliefs
manipuldion was partially successfuh line with predictions,he positive group
reported an increase in paranoia frequency after the paranoia induction, whereas,
contrary to predictions, participants in the negative beliefs group reportedeaske

in paranoia related distreg3linical and research implications of the experimental
findings are considere®aper Jrovides a critical appraisal of the research process as
a whole.Strengths and limitations of the research are presented aldngliwital

implications, and suggestions for future research.
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Abstract

Overview: The causal relationship between metacognitive variables and paranoia
needs to be established before clinical interventions based on the metacognitive
approach can be recommended in routine clinical practice. To date, no systematic
review has examined theglicability of the metacognitive model to explain the
development of paranoia. Therefore, this review aitnadentify, synthesise and
critically appraise research investigating the relationship between metacognitive
beliefs and paranoia in both cliniGd norclinical samples.
Method: A systematiditerature search of relevant papers published between January
1990 and May 2015 was conducted using the following electronic databases:
PsychINFO, PubMed, MEDLINE and Embase.
Results: A total of tenclinical (n = 4) andnon-clinical (h = 6) studies were identified
that satisfied inclusion criteria for the revie8ix studies assessed metacognitive
beliefs using the Metacognitions Questionnaire and the remaining four using the
Beliefs About Paranoia Scalgtudies reviewedoundsomeevidence supporting an
association between metacognitive beliefs pachnoia and the distress associated
with it. However, as it stands the evidence does not peondlusions with regards to
the causal role of metacognitive ieé$ in the development of paranoia
Conclusion: Thereis some evidence to support the role of metacognitive beliefs in
paranoia. Quality assessmentlod studies highlighted that the findings should be
interpreted with caution due to methodological wessdses. Further rigorous research
is needed before the causal role of metacognitive beliefs in the development of
paranoia can be established.
Keywords: paranoid disorders; psychotic disorders, cognition; anxiety
Summations
1 Metacognitive beliefs are agsated with clinical and nonlinical paranoia
1 The dateare largely crossectional and correlational; conclusions of causality
cannot be established
Considerations
1 There is a need for studies with longitudinal and experimental designs to
explore thecausal role of metacognitive beliefs in the development of
paranoia and distress



Future studies should consider providing data on levels of paranoia frequency
and distress and usimgeasures of metacognitive belisfgecific to paranoia
Research in this aa would be aided by the development of measures that

assess a range of metacognition dimensions relevant to paranoia
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Introduction

Paranoia encompasses experiences ranging from ordinary suspiciousness
through to more extreme persecutory delusions (Freé@arety, 2006). Paranoid
or persecutory delusions are one of the most prevalent symptoms of psychosis
(Freeman, Garety, Kuipers, Fowl& Bebbington, 2002). Persecutory delusions are
often associatedith depression (Drake et. a&2004), anxiety freeman & Garety,

1999; HartleyBarrowclough & Haddock, 2013)and tend to be distressing or
disruptive for the individual experiencing them (Freeman & Garety, 2006).

The difficulties encountered in distinguishing between persecutory delusions
and other types of delusions (such as of sin, guilt and delusions of referenci&) have
recentyearsled researchers to propose operational criteria for classifying delusions as
per secutory: Othe individual beli eves that
him or her, and that the perFeemau& or has t h
Garety, 2000p. 412). Persecutory delusions have traditionally been viewed as a
symptom @& severe mental health problems such as schizophrenia, and have been
associated with a variety of psychiatric diagnoses including unipolar depression
(FrangosAthanassenad sitourides Psilolignos & Katsanouy 1983)and post
traumatic stress disorder @aman et al, 2013). The welbcumented problems with
the lack of validity of psychiatridiagnogs(Bentall Corcoran, Howard, Blackwood,

& Kinderman,2001, Bentall, 2004 has led tosome researchers advocating usthef
singlesymptom approach to resehr an approach that sepa&sdnd stuees
psychological phenomena independently (Persons, 1986; Fré&efarety, 2004;
Bentall, 2006; an Os Gilvarry, Bale Van Horn Tattan & White, 1999).This has
allowed a clearer focus on the dimensions of individual symptoms, such as

preoccupations and distress, and has led to more targeted interventions.

The continuum hypothesis

Researchers have argued that some of the problems with categoriaatlms c

resolved by locating persecutory delusions on a continuumondihary beliefs (van
Os,HanssenBijl, & Ravelli, 2000) Consistent with this proposal, studies have

shown that persecutory delusions are a complex and-dmé&nsional phenomenon
rather than discrete discontinuous entities; they vary across a number of dimensions

and attitudege.g. level of convictionpreoccuption,distress Garety & Hemsley,
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1994). Furthermore, the continuum approach implies that persecutory ideas may be
found in kss severe forms in individuals who have not sought help from mental health
servicesResults form the second British Nationair&ey ( = 8580 looking at

paranoid thoughts in the general populasbowedthat such thoughtsanged from

2% to nearly 30%rad followed an almost perfect exponential distribution

(Bebbington et al., 2033Findings such as these lestdongsupport to the idea that
persecutory ideas range from vaguely held thoughts tdlimin delusions and are
evident in clinical and necalinical populations. One important implication of the
continuum hypothesis is that conducting research indtiaital paranoid experiences
can inform our understanding of clinically severe persecutory delusions (Freeman et
al., 2008).

The metacognitive acount of paranoia
The SelfRegulatory Executive Function-SEF, Wells, 2002; Wells & Matthews,
1996; 2014 model has provided a useful framework for understanding vulnerability
to paranoia. Wi thin this theoryr metacogni:
cognitive processes involved in the apprai:
(Wells, 2007; pg. 18). This theory argues that psychological difficulties and their
maintenance are associated with a style of thinking called the Cogfitamtional
Syndrome (CAS), characterised by worry, rumination, an attentional style of threat
monitoring andhe use of coping behaviouidoreover, the SREF theory highlights
the role of metacognitive beliefs in the activation and persistence of the CAS and their
involvement in vulnerability to, and maintenance of, psychopathology. In other
words, an individual 6s metacognitive knowl
implementation of unhelpful coping strategies such as worry and rumination.
Furthermore, it predicts thabsitive beliefs about mental events will be associated
with an increase in frequency, whereas negative beliefs about such experiences will
be associated with distress and disability.
Several empirical studies have investigated the application &RteF to
paranoia by investigating the role of metacognitive beliefs in clinical and analogue
samples (Morrison et al., 2005; Morrison et al., 2011; Gumley et al., 201Fe The
studiesprovided resultgonsistent with predictions made by th&®EF that posive
and negative beliefs about paranoia will be associated with an increase in paranoia
frequency and paranoia related distress. In light of these findings, Morrison and

12



colleagues (Morrison et al., 2005; Morrison et al., 2011; Gumley et al., 2011)
propased a model where paranoia, driven by the presence of positive beliefs, may be
adopted as a strategy to manage perceived interpersonal threat. According to this
model, distress may arise in response to the activation of negative beliefs about the

experiene of paranoia.

Aims of thereview

Before considering clinical applications that may follow from the metacognitive
beliefs model of paranoithe applicabilityof the metacognitive modeb explain the
development and maintenancepafanoiashould be exained. Most of thempirical
studies investigating testable predictions of this model have focused on the role of
metacognitive beliefs and their association with parafdiarefore, this review will
identify, synthesisand critically appraisresearchtat has investigated the
relationship between metacognitive beliefs and paranoia in both clinical and non

clinical samples.

Method

Search grategy

This review was conducted in accordance withRheferred Reporting Items for

Systematic Reviews and Mefmalyses(PRISMA; Moher et al., 2009 literature

search of relevant papers published between January 1990 and May 2015 was

conducted using the following electronic databases: PsychINFO, PubMed, MEDLINE

and Embase. Two search sets were used and linkedtv t he Bool ean oper a

The first set search related to paranoia a

Opersecutorydé, 6édelusiond, 6éhallucinationd
second search set related to metacognitivelfels and i ncl uded the ter
each term was | inked with the instruction

the titl e, abstracts, contents and key con
OEnglish Languageo.

13



3919 Records identifieihrough database
search

l

2795 Records after duplicates remov

l

2795 Abstracts screened [ 2719 Records excluded
l 66 articles excluded
. No measure of
76 Full text gr.tlc.:I.es assessed for > metacognitive beliefs 32
eligibility .
No measure of paranoia 27
l No associations examined 7

10 Studies included

Figure 1. Flowchart of the study selection process

The study selection process is illustrated in Figure 1. The database search
produced 3919 articles. This number was reduced to 2795 after excluding duplicates.
The titles and abstracts of the 2795 papers were manually reviewed for relevance by
the first athor. This process identified 2719 articles that did not meet the inclusion
criteria and were thygxcluded. To assess reliability of this first stage screening
processan independent researcher screened a sample of 10% of apstitadsgh
interrate reliability (k =0.758). The remaining 76 studies were retrieved and
examined in full for eligibility. Interreliability between the first author and
independent rater waerfect(k = 1). Reference lists of included articles were
reviewed for additiongbapers. This search did not identify additional papers, and also
revealed that no similar systematic review had previously been published. Any
disagreements were resolved through discussion amongst the research team until full

consensus was reached ahtbiet inclusioriexclusion of papers.

14



Eligibility c riteria

Consensus on the criteria was established among all authors, prior to the literature
search. Studies were considered eligdddollows (i) investigated the relationship
between metacognitive befs and paranoia using correlational or regression
approaches, or reported data on metacognitive beliefs of group comparisons between
paranoia and neparanoia groups; (ii) included a psychometrically reliable and
validated measure of paranoia and/or guiestic schedule for persecutory delusions;

(i) measured metacognitive beliefs using the Metacognitions Questionnaire (MCQ);
CartwrightHatton & Wells, 1997pr the Beliefs About Paranoia Scale (BAPS;

Morrison et al. 2005Gumley et al. 201)1 (iv) published in peereviewed journals;

and (v) published in the English language. Other measures of metacognition (such as
the SelfConsciousness Scale by Feningstein et al., 1975) were not included as the
MCQ and BAPS are the only two measures that assess dimgmgimetacognition
thought to be directly relevant to psychological constructs as conceptualised by the S
REF.

Quality assessment

Included studies were assessed for methodological quality to support the critical

evaluation of their findings (Liberatt al., 2009). The Effective Public Health

Practice Project tool (EPHPP; Thomas et al., 2004) has been recommended for use in
systematic reviews of nemandomised intervention studies (Deeks et al., 2608)

was used in the current review as it has gaodent and construct validity (Thomas

et al., 2004) and inteater relialdity (Armijo -Olivo et al., 2012 Moreover, it

facilitates the evaluation of a range of study designs and follows a clear assessment
framework. Ratings (weak/moderate/strong) weeslenacross six domairs)

selection bias; B) study design; C) confounders; D) blinding; E) data collection and F)
withdrawals.G| o b a | ratings were then calcul ated,
weak ratings, Omoder at e émoreweakratiegésée r at i ng al
Appendix A). To allow for meaningful interpretation of findings the current review

al so took advantage of the EPHPPO6s fl exibi
only utilising the domains pertinent to noriervention studie@domains A, C and E,

as per Davies et al., 2013; Michailidou et al., 2014). This method is also consistent

with recommendations that quality assessment tools should include a small number of

key domains and be as specific as possible to the particulgrddamns (Sanderson

15



et al., 2007)Domain specific and global quality ratings are provided in Table 1. The
first authorcompletedall quality assessments and a proportion of these (20% of the
total yielded) were rated by a researcher independent teutete ensure interater

reliability, with high levels of agreement found (k = 0.874).

Results

Out of 76 studies, 10 met the full inclusion criteria. Table 1 provides an
overview of the reviewed studies and their global and adapted quality rating. All
studies were published in the last 12 years, with the majority conducted within the UK
(n=7), two in Spain and one in Switzerland.

To investigatehe association between metacognitive beliefs and paranoia,
both clinical (Morrison &WVells, 2003; Fraser et al., 2006; Valiente et al., 2011,
Morrison et al., 2011) and analogsemples (Largi et al., 2005; Gardfontes et al.,
2005; Varese et al011; Morrison et al., 2005; Campbell & Morrison, 2007; Gumley
et al., 2011) werased. Baed on the data provided in the clinical studies, sample size
ranged from 45 to 300 with three studies (Morrison & Wells, 2003; Valiente et al.,
2012; Morrison et al., 2011) including over 100 participants. The mean age of
participants was 34.0 years (rangf 341 41 years), and the majority of participants
included were femalen(= 356). The sampgdan the nonclinical studies ranged from
147 to 373, with three studies including 0860 participants (Varese et &Q11;
Campbell & Morrison, 2007, Morra et al, 2005). The mean age for the Ron
clinical sample was 21.5 years (range of 1425.5) and involvednore female than

maleparticipants.

Measurement

To assess fahepresence of persecutory beliefs, clinical studies used eitherIDSM
(APA, 1994) diagnostic criteria (Morrison Wells, 2003; Fraser et al., 2006), the
positive symptom items of the Positive and Negative Syndrome Scale (PANNS;
Morrison et al., 20119r the Present State Examinatin@" edition (Valiente et al.,
2012). Out of six notlinical studies, four assesstn presence of paranoia
proneness using the Paranoia Scale (Gumley et al., 2011; Campbell & Morrison,
2007; Morrison et al., 2005; GareMontes et al., 2005pne studyused the

16



persecution subscale of the Persecution and Deservedness Scale (PADSet\érese
2011) andcanother usedhe suspiciousness and persecutory ideas item of the French
version of the Peters et al. Delusions Inventory (PDlLargi et al., 2005)n line

with the inclusion criteria, studies exploring the role of metacognitivefiseh

paranoia used various versions of €Q and the BAPS. Out of four clinical

studies, three investigated the association between metacognitive beliefs and paranoia
using the MCQ (Valiente et al., 2012; Fraseal., 2006; Morrison & Wells, 2003)

and one study used the BAPS (Morrison et al., 2011).

17



Table 1. Studies investigating the association between metacognitive beliefs and paranoia

Study #. Author /
Year

N

Assessment of paranoia

Assessment of
metacognitive beliefs

Overall quality
rating

Adapted quality
rating

Clinical studies

Morrison and Wells (2003)
UK

Fraser et al. (2006)

UK

Valiente et al. (2012)
Spain

Morrison et al. (2011)
UK

Non-clinical studies
Largi et al. (2005)
Switzerland

Garcia-Montes et al. (2005)
Spain

Varese et al. (2011)
UK

Morrison et al. (2005)
UK

Campbell and Morrison (2007)

UK

Gumley et al. (2011)
UK

Voice hearers (n = 49); Persecutory delusions group (n = 24)
Panic disorder group (n = 35) Natinical controls (n = 50)
Persecutory delusions group (n = 15)

Panic control group (s 15)

Healthy controls (n = 15)

Persecutory group (n = 55)

Depression group (n = 38) Natinical controls (n = 44)
Southampton patients with a diagnosis of schizophrenia (n =
Manchester patients who met criteria for schizophrenia,
schizoaffective or schizophreniform disorder (n = 32); Glasgc
patients who met criterifor schizophrenia (n = 28); natiinical
group (n =178)

Non-clinical participants (n = 296)

Non-clinical participants (n= 147)

Non-clinical participants (n = 388)

Nonclinical sample (n = 370)

Nonclinical sample (n = 373)

Nonclinical sample (n = 185)

DSM-IV (APA, 1994)

DSM-IV (APA, 1994)

Present State Examination
(10™ ed.; PSE10).
Southampton: Psychotic
screening module of

the Structured

Clinical Interview for
DSM-IV (SCID);
Manchester and Glasgow:
PANNS (Kay et al., 1988)

PDI-21
(Peters & Garety, 1996)

Paranoia Scale
(Feningstein & Vanable, 1992)

PADS

(Melo et al., 2009)

Paranoia Scale

(Feningstein & Vanable, 1992)

Paranoia Scale
(Feningstein & Vanable, 1992)

Paranoia Scale
(Feningstein & Vanable, 1992)

MCQ-65

MCQ-30

MCQ-30

BAPS18

French MCQ65

Spanish MC®@65

MCQ-30

BAPS31

BAPS-37

BAPS-50

2- Moderate

3- Weak

3- Weak

3- Weak

3- Weak

3- Weak

3- Moderate

3- Weak

2- Weak

3- Weak

1- Strong

3- Moderate

2- Moderate

2- Moderate

3- Weak

2- Moderate

3- Strong

2- Weak

1- Moderate

2- Moderate

MCQ, Metacognition®Questionnaire (Wells & Cartwrigitatton, 200% BAPS, Beliefs about Paranoia Scale (Morrison et al., 2005; Gumley et al., 2011)
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For the norclinical studies, three used the MCQ (Varese et al., 2011; Largj et al.
2005; GarciaMontes et a].2005) and thee used the BAPS (Gumley et @011;
Campbell & Morrison, 2007; Morrison et a22005). All the studies utilised a cress
sectional design; clinical studies compared individuals experiencing persecutory
delusionswith individuals experiencing pan{®orrison & Wells, 2003; Fraser et al.,
2006), depression (Valiente et al., 2012) and-damcal controls (Morrison & Wells;
Fraser et al., 2006; Valiente et al., 2012; Morrison et al., 2011). Analogue studies
recruited university (Largi et al., 2005; i@@-Montes et b, 2005; Varese et al.,

2011; Morrison et al., 2005; Gumley et al., 2011) and school (Campbell & Morrison,
2007) students.

Study quality
Quiality ratings are presented in Table 1 for both the full and adapted versions of the

EPHPP. Studewith clinical samples were considered to include participants that

were representative of the target popul ati
l i kel yd and rat ed -clinicebsdudiestdne®d ) ( Owdned r ¢ a kK eth g 1@

rat ed). Onlyere ktagdyfCampbell & Morrison, 2007) rep@dthe number of

selected individuals who agreed to participate. The €gessonal nature of the

studies meant that they al/|l rated oOweaké6

avoided confounders throudie use of a matched design (Morrison & Wells, 2003)

whil st others used statistical analyses

W |

t o

Gumley et al., 2011) or O&ésomeod-Monesdt ounder s

al., 2005). The remaining clinicéfraser et al., 2006; Valiente et al., 2012) and non
clinical (Lar Bi et al ., 2005 forttor ri son

confounders domain. The measures used to assess metacognition were considered to

be valid and reliable. Finally, the Wwirawals and dreputs domain was not relevant
for the studies included, and they al/l
EPHPP instructions.

Main findings

All 10 studieseviewedfound evidence supporting an association between
metacognite beliefs and paranoia. On the basis that the MCQ and BAPS assess
slightly different metacognitive constructudy results in this revieare described
by type of measure (i.e. MCQ and BAPS).

19
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Metacognitive beliefs and paranoia in clinical and nofclinical samples using the
MCQ
Three clinical (Morrison & Wells, 2003; Fraser et al., 2006; Valiente et al., 2012) and
three norclinical (Largi et al., 2005; Garcislontes et al., 2005; Varese et al., 2011)
studies investigated the association between metédsagbeliefs and paranoia using
the MCQ. Morrison and Wells (2003) compared differences in metacognitive beliefs
between three sufproups of people with different DSW diagnoses and a control
group. Specifically, they compared individuals who met gatir schizophrenia
with hallucinationstf = 49), schizophrenia with persecutory delusians 24),
individuals with panicrf = 35) and a control groum € 50). The latter waselected in
order to approximately match the clinical groups for age andegendividuals
reporting persecutory delusions scored significantly higher than controls on the
negative beliefs about uncontrollability and dandg€B( 154) = 59.41p = .001),
negative beliefs including responsibility and superstitie3(154) = 53.48p = .001)
and cognitive confidencd-(3, 154) = 28.69p = .001) subscales. Furthermore, the
persecutory delusions group scored significantly higher than the panic group on the
cognitive confidence subscalg(B8, 154) = 28.69p = .001),though no other
differences were noted between these two groups. Finally, the persecutory delusions
group did not score any higher than the véiearing group on any of the MCQ
subscales. An attempt to reduce the influence of confounding factors wagynade
using a matchedesign; however, the effect of other variables (such as anxiety) on
metacognitive beliefs was not taken into account.

In a subsequent study, Fraser, Morriseomd Wells (2006) compared people
with persecutory delusion®EM-1V; n = 15)versus panicr(=15) versus a healthy
control group it =15) on the MCG@BO, and found similar findingsith the previous
study,between the persecutory anealthycontrol groupthe persecutorgelusions
group scored significantly higher on all five MCQbsuaales than theealthycontrol
group.The only significant difference between the delusions and panic control groups
was the positive beliefs about worry subsc&@(40) = 5.45p = .008), with the
panic group scoring significantly lower than the dedas groupDue to the small
sample size his study was lacking in statistical power, which may have compromised
the veracity of findings.

Valiente et al. (2012) examined metacognitive beliefs using the {8CQ
participants with perseantty delusiongas identified by the PSEO; n = 55),

20



participants with depression € 38) and a group of healthy participams=(44).

Individuals with persecutorgelusionsscored significantly higher than nafinical
participants on a number of MCQ subscales, holg uncontrollability and danger

and need to control thought§91) = 4.48p < .001). There was no difference on
metacognitive beliefs between clinical groups. The authors made an attempt to reduce
the potential impact of confounders by controllingKkey demographic variables

however, the lack of consideration of additional confounders means that other
variables (such as anxiety) could hageountedor these differences.

A numberof analogue studies investigating the relationship between
metacognite beliefs and paranoia using the MCQ have also been reported in the past
decadeUsing a French version of the MG&3, Laroi and Van der Linden (2005)
found that positive beliefs about worry and negative beliefs about the
uncontrollability of thoughts and corresponding danger were the best predidioes
suspiciousness and persecutory ideas component of th2lRb+ 0.16;p < .005
andb = 0.24;p < .001 respectively). The results from this study are in contrast to
studies that took into account the influence of confounding varidbdeg®xample,
GarciaMontes et al. (2005)seda Spanish version of the MCED in an
undergraduate sample £ 148) andfound the uncontrollability and danger, loss of
cognitive confidence and positive beliefs about worry subscales predicted paranoia
scores (Pp However, the only metacognitive variables that showed a statistically
significant relationship with paranoia, after taking into account the effect of anxiety,
were positive beliefs about worry£ .18,p < .05) and loss of cognitive confidenee (
=.25,p<.01). Moreover, the only MCQ subscale to predict parandie
controlling for anxiety level¥ was the loss of cognitive confidence subscate (.25,

R? = 0.27;p value not provided).

More recently, Varese et al. (2011) investigated the association between
metacognitive beliefs (MCQ) and the persecution subscale of the RRADS
controlling for the effects of cognitive intrusions with anxious and depressive content
and hallucinatiofproneness. In contrast to the previous study (G&viaates et al.,
2005), negative beliefs about the uncontrollability of thoughts and assbdahger
(sr* = .007,p < .05)reliably predicted paranoia scores<388). Moreover, paranoia
proneness was also predicted by the positive beliefs about s8crry.017,p < .01),
and beliefs about the importance of controlling thoughts<.007,p < .05)
subscales.
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Metacognitive beliefs and paranoia in clinical studies and nculinical samples
using the BAPS
The development of the BAPS enabled researchers to investigate the relationship
between metacognitive beliefs and paranoia with greateffigitg than the MCQ.
These associations have been investigated in both clinical (Morrison et al., 2011) and
nontclinical (Gumley et al., 2011; Campbell & Morrison, 2007, Morrison e2al5)
samplesUsing multiple regression analyshkorrison et al(2005) showed that the
beliefs about paranoia as a survival strategy and negative beliefs about paranoia
subscales of the BAPS predicted the experience of pararmoi@.{5,p < .005) in a
large sample of undergraduate students 817). Moreover, thistady found that
negative beliefs about paranoia was the only BAPS subscale to make a significant
contribution to the distress associated with delusional ideatr®(19,p < .005)
however, their specific contribution to paranoia related distress wasvestigated
As suchconclusions about the specific association between metacognitive beliefs and
paranoia cannot be drawn from these findings.

In a similar study, Campbell amdorrison(2007) also found that survival,
positive and normading belies were predictive of paranoid thoughts (PS) in a large
sample § = 373) of secondary school students. The authors investigated this
relationship further using multiple regression analysis and fthatdhe positive I( =
0.342,p < .001) and survivalr(= 0.516,p < .001) subscales significantly predicted
predisposition to paranoia. This study did not explore the association between
negative beliefs and paranoia and/or paranoia related distress. The results of the above
two studies should be interpreted hvitaution as the lack of conttioly for variables
such as gender, age and anxiety in the analysis could have influracesults.

Controlling for key demographic variables (i.e. age and gender) and a number
of additional confounds such as setinsciasness and levels of anxiety and
depression, Gumley and colleagues (2011) found partial support for the association
between positive beliefs about paranoia as a survival strategy and paranoia frequency
(PS), with negative beliefs about paranoia predichimgrger portion of the variance
(r = 0.399,p<.001). The authors modified the PS by adding a scale to measure
distress and explored the hypothesis that negative beliefs about paranoid thoughts
would be associated with paranoia distress. fiyythesiggained substantial support
with negative beliefs accounting for 30.9% of the varianee@.338,p < .001). This
is the only study to directly test and find support for the contribution of negative
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beliefs to paranoia related distress. It should be nbtagever, that the use of an
analogue sample may linthe generalisability of findings to clinical populatign
Finally, a clinical study by Morrison et al. (201dgedthe short form version
of the BAPS questionnaire and the P&Nitem to assess the pemce of
suspiciousness/ persecution (A6jound a significant positive association between
positive beliefs about paranoia and severity of suspiciousnes.882,p < .005,n
= 60). The specificity of this finding was examined by assessing thdatmns
between the negative and normalising beliefstaré6, whichwere found to be nen
significant ¢ = 0.194,p = .138;r =.214,p = .100, respectively). Moreover, group
comparisons between the individuals with a diagnosis of schizophrenia plus
probematic persecutory delusions versus those without problematic persecutory
delusions revealed that the group meeting criteria for persecutory delusions scored
significantly higher on the negative beliefs about paranoia subscale than the group
without suchdelusionst(= 4.91;p = .001). Negative beliefs about paranoia (as well
as age and gender) also significantly predicted patient status (odds ratio p=<0.20;
.001). Although these two groups had an unequal sample size, group comparisons
between persecutpindividuals and nomersecutory individuals with identical
diagnoses adds to the strength of evidence. However, the generalisability of these
findings may be compromised due to the use of a relatively older, convenience
sample. Finally, although the &wirs controlled for age and gender, the effect of
important confounds such as anxiety and/or depression was not taken into account,

which limits the conclusions that can be drawn for the association betacters.

Discussion

Summary of findings

This systematic review soughtitovestigate the applicability of the metacognitive
model to explain the occurrence of paranoiadentifying, summarigg and

critically evaluaing studies that have investigated the association between
metacognitive beliis andclinical and norclinical paranoialn total, ten studies were
identifiedthat satisfied inclusion criteria for the revie@werall, there is evidence to
supportan association between metacognitive beliefs and pardbioile clinical
studies usig the MCQ, all three (Morrison & Wells, 2003; Fraser et al., 2006;
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Valiente et al., 2012) demonstrated that individuals with persecutory delusions scored
significantly higher than nenlinical controls on the uncontrollability and danger
subscale. In adddn, two studies (Morrison & Wells, 2003; Fraser et al., 2006) found
consistent results for the cognitive confidence subscale with the persecutory group
scoring higher than controls. The differences were less clear between individuals with
persecutory bedifs and panic. One study (Morrison & Wells, 2003) found that the
group with persecutory beliefs scored higher on cognitive confidence whereas another
found this difference to be significant only for the positive beliefs about worry
subscale (Fraser et. &@006). Finally, no differences on metacognitive beliefs were
noted between individuals with persecutory ideas and those with depression or those
who hear voices. All thaon-clinical studies using the MCQ reported that positive
beliefs about worry and gative beliefs about the uncontrollability of thoughts and
corresponding danger predicted the presence of paranoia with one of the studies
(GarciaMontes et h, 2005) showing that the only subscale to remain significant after
controlling for anxiety weréhe positive beliefs about worry and cognitive confidence
subscalesThe MCQ was developed to assess several dimensions of metacognition
such as beliefs, judgments and monitoring tendencies thought to be relevant-to the S
REF model of psychological probleniWells & CartwrightHatton, 2004). The above
studies showethat individuals witlclinical and norclinical paranoidnave more

worries about the control and dangerousness of their thoaigtipositive beliefs

about worry and show less confidence in ithattention and memory. These results

are consistent with the-BEF, which proposes that the use of worrying, as a means of
coping with threat, is driven by positive metacognitive beliefs and that
psychopathology and distress arise in response to thiogment of negative beliefs
about the process of worrying itself (Wells, 2007). These findings are also in line with
previous researcbutcomeghat implicate worry in the occurrence and maintenance

of paranoia (Startup, FreemahGarety, 2007; Freeman ak, 2008)and delusional
distress (Garety & Freeman, 1999).

Although studies using the MCQ have informed our understanding of the
application of metacognition in paranoia, it should be noted that the MCQ applies
principles of the SREF to thinking in geeral. The BAPS on the other hand, applies
S-REF principles specific to paranoid thinking and therefore, its use has led to a more
detailed investigation of a metacognitive approach to para@bihe four studies
investigating the role of survival belsgednd negative beliefs in paranoia using the
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BAPS, three found evidence in support of the associations between positive beliefs
and paranoia (Morrison et al., 2005; Campbell & Morrison, 2007; Morrison et al.,
2011) and between negative beliefs and pargiharison et al., 2005; Gumley et

al., 2011; Morrison et al., 2011). These associations remained significant even when
the impact of demographic and other variables, such as anxiety and depression, on
paranoia were considered (Gumley et al., 2011). Maedkis study also provided
support for an association between negative beliefs and distress associated with
paranoia specificallyOverall, results from the majority ofuglies using the BAPS
showed that positive beliefs about paranoia were associdtegavanoia severity,

while negative beliefs about paranoia were associated with paranoia and delusional
related distress, more problematic delusions and patient staese results are
consistent with the-REF model and provide tentative support fa thetacognitive
model of paranoiaFinally, taken together results from all ten studies, suggest that
there are clear associations across both positive and negative beliefs relevant to the

occurrence of paranoia and the distress associated with it.

Methodological limitations of studies reviewed

The guality assessment highlighted a number of methodological considerations. The
majority of studieswere at ed as O6moderated or Oweakd on
their samples, study design, and lack of cordx@r confounding variables. All of the
studies relied on setkferral and it was not made clear whether all suitable
participants had been approach&de sample across all studies was predominantly
female, which further limits the generalisabilty ofdings. In addition, there was a

large difference in mean age betweendi@cal (38.07 years) and nastinical

(20.92 years) samplesloreover,the tendency to ignotde multidimensional nature

of paranoia by providing data on levelsfiifquencyand distress makes the

comparison across studies and interpretation of results difficult (Freeman, 2007).
Studies providing information on the frequency of paranoid ideation and associated
distress magnable researchers to develop a clearer understawiding role of
metacognitive beliefs at different stages in the development of par&nciaermore,
research investigating the application of a metacognitive model in paranoia may
benefit by making use aheasures such #s BAPS.

25



All of the studiesncluded in this review implemented a correlational or eross
sectional design, which prevents inferences of causality betvegizables Elevated
metacognitive beliefs in individuals with persecutory beliefs may be simply a
consequence of paranoia experesand thus a maintaining, rather than an
aetiological, factor. Secondly, with the exception of two studies (Morrison & Wells,
2003; Morrison et al2011), results from the comparison studies are drawn from
groups of individuals without comparable diage®such as pandisorderand
depression. This means that the groups may have differed on a number of variables
other than paranoiproneress. Freeman et al. (2008ve demonstrated that anxiety
is predictive of the occurrence of paranoid thoughts. Maedkere is also evidence
that increased depression is associated with more frequent paranoid thoughts (Green
et al., 2008). Therefor@eot measuring and controlling for variabksch as anxiety
and depressiona limitation identified in the majority aftudies reviewed may have
led to inflated estimates of the association between metacognitive beliefs and
paranoia. Finally, the generalisation of findings from analogue studies to the clinical

population is limited.

Limitations of the current review

This review has a number of limitations. First, it did not assess the impact of
publication biasthis could have been addressed by including unpublished data,
though such studies tend to be of poor methodological quality and were an exclusion
criterion inthe current review. Secondly, limiting the inclusion of studies to those
written in English may have excluded important papers that reported data regarding
the association between metacognitive beliefs and paranoia. Moreover, this review
focused on studigbat asse&sl metacognitive factors using the MCQ and BAPS.
Excluding studies using nestandardised measures of metacognitive beliefs meant
that the likelihood of detection biased was reduced. However, any conclusions do not
generalise to other metacotiné constructs (such as selbnsciousness) that might

also be implicated in the experience of paranoia. This review could have benefited by
implementation of metanalytic methods to evaluate the validity and specificity of

the mechanisms considered; fem@r,this was not possible due to insufficient data

from reports and the inclusion of studies with a broad range of designs.
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Clinical implications and future research

Despite the limitations presented above, the results from this review offer some
suppat for the role of metacognitive beliefs in clinical and +abinical paranoiaand
tentative support to the metacognitive model of pararfidia identification of
metacognitive beliefs in clinical and nafinical paranoia supports the continuum
hypothesigBentall, Jackson & Pilgrim, 1988; Freemetral.,2005; Johs & van Os,

2000. Therefore, conducting research to identify metacognitive processes involved in
non-clinical paranoia will enable the understanding of variables involved in clinical
paranoia.

This review has highlighted a number of methodological implications for
research studies that might attempt to establish a causal role of metacognitive beliefs
in the development and maintenance of paranoia. Firstly, studies need to incorporate
recruitment strategies that aim to reduce recruitment bias and provide more
information on the representativeness of their sample. For meaningful comparison of
metacognitive beliefs across studies, researchers should also consider reporting levels
of paranoia contion, preoccupation and distress (Freeman, 200@j)eover,
exploration of the role of metacognitive factors in paranoia will be aided by the use of
specific measures and the field will also benefit by continued development of
measures of metacognitionparanoiaVarese an@entall (2011) proposed that
studies should implement rigorous measures to account for the effects of confounds as
far as is possiblélhese authors based this suggestiorthe rationale that the
metacognitive factors of the MCQ are associated with anxiety (Gwilliam, Wells &
CartwrightHatton, 2004) andepression (Wells & Carter, 2002ndfurther
explained that investigating whether the elevation in metacognitive hslieflated
to the experience of paranoia rather than anxiety and depression is crucial. However,
findings that psychotic experiences and affective symptoroecor (Loewy,

Johnson, & Cannon, 2007; van Os, Linscott, M@ermeys, Delespaul, &
Krabbendam2009), as well as that psychotic experiences are often reported by
individualswith both affective and anxiety disorders (Varghese et al., 2009) and that
the persistence of psychotic experiences is linked with increased levels of affective
symptoms (van Rssum, Domingued.ieb, Wittchen, & van Os, 20)nay
contraindicatgoartialing out the effects of anxiety and depression

The results of this review have important clinical implications. The evidence
from previous studies on the association between mgtéo/e beliefs in paranoia
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has encouraged researchers to consider potential clinical applications of the
metacognitive beliefs model (Morrison et al., 2005; Morrison et al., 2011; Gumley et
al., 2011). Specifically, researchers have argued ta¢thcagnitive beliefs about
paranoia have a causal role in the degwelent of paranoia, an assessment of positive
and negative metacognitive beliefs may be considered. This can be achieved by the
use of rating scales (such as the MCQ or BAPS) or employing an
advantages/disadvantages analygihere positive and negative beliefs about
paranoia are identified proponents of this model have suggested that they are
modified using metacognitive therapy strategies (Wells, 2002; 2Baf gxample, if
anindividual has fad life experiences that have led to him viewing paranoia as a
survival strategy then a functional alternative should be considered. Wagagve
beliefs about paranogre identifiedorovidingindividualswith normalsing

information regarding the commanature of paranoia and reducing negative
stereotypes and stigniRyle & Morrison, 2014Wood, Birtel, Alsawy, Pyle, &

Morrison, 2014)o challengesuchbeliefs will assist in reducing distress (Morrison et
al., 2003).

Based on the current evidence, it is important to consider that therapeutic
interventions that focusn metacognitive belief change will not necessarily lead to a
decrease in the frequency of paranoia. Moreover, some individuals cope well with
paranoia experiences and targeting the distress associated with such experiences may
be more important for thenvarese & Bentall, 2011). Indeed, the relationship
between negative metacognitive beliefs and distress associated with the experience of
paranoia warrants more attention.

As the literature stands, the methodological design studies have employed
doesnot permit conclusions with regards to the causal role of metacognitive beliefs in
the development of paranoitus providing limited support for the metacognitive
model of paranoieResearch investigating the causal role of metacognitive beliefs in
paranoia would benefit from longitudinal studies that investigh&evolution of
met acognitive beliefs i n iaswellasframstadies wi t h

thatinvolve the experimental manipulation of metacognitive beliefs in paranoia
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Abstract

Aims: Previous studies have investigated the applicability of the metacognitive model
of paranoia to explain the occurrence of paranoia, by exploring associations between
paranoia and metacognitive beliefs, and have found some tentative support. In the
absencef causal conclusions, the present study assessed the direct impact of
manipulating positive and negative metacognitive beliefs on paranoia frequency and
distress.

Methods: A nontclinical samplerf = 110) was randomly assigned to either a positive
or negative manipulation group intended to alter beliefs about paranoia before
entering a paranoia induction task. In the positive beliefs group, participants were
exposed to informatioabout the benefits of paranola the negative beliefs group,
participans were exposed to informatiatout the dangerous and harmful effects of
paranoiaParticipants completed measures of paranoia, metacognition and affective
states before and after the experimental conditions.

Results: Only the positive beliefs induction wauccessful in manipulating
metacognitive beliefs. After the paranoia induction, the positive group reported an
increase in paranoia frequency. Participants in the negative beliefs group reported a
decrease in paranoia related distress.

Conclusions:This study aimed to explore the causal role of metacognitive beliefs in
the development of paranoia. Clinical implications and suggestions for future research

are discussed.

Keywords: paranoia; metacognition; suspiciousness; analogue
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Introduction

The term paranoia is often used to describe thinking in which a person holds
the Oounfounded belief that harm is occurri
(Freeman & Garety, 2000, p. 427). As a broad term, paranoia encompasses
experiences ranging fronveryday suspicions about the intentions of others to
persecutory delusions. Persecutory delusions are thought to rephesextreme end
of theparanoia spectrum (Freeman & Garety, 2G#jhave been identified as a
hallmark symptom of psymwsis (Freeman & Garety, 2006). They have been identified
as the most likely type of delusion to be acteqWwessely et al., 1993) and can have
adebi |l i tating ef fFrreananebah, 2@l4opl eds | i ves (

Survey research condied by Ellett, Lopes, ahChadwick(2003) found
paranoidtype cognitionsvereprevdent in a large student samplex 153).

Similarly, Freeman et al. (2005) found that paranoid thoughts are a weekly occurrence
for many peopleConsistent with this view, research using analogu@esit samples

to study norclinical paranoid experiencéss utility in informing theinderstanding

of the processes and mechanisms underlgergecutory delusions (Freeman et al.,
2005).The use of paranoia induction paradigms has been particularlyap@poong
researchers experimentally investigating the role of causal factors-iclinmal

paranoia (Freeman, 2008; Kesting & Lincoln, 2008coln, Peter, Schafe&

Moritz, 2009).

Wel |l s and Mat t h e Resfégrent(EteBubivednctich@SREBF) Sel f
modelprovides a useful framework for understanding vulnerability to paranoia. This
modelsuggests thgisychological difficulties and their maintenance are associated
with a style of thinking called the CognithAttentional Syndrome (CAS). This
syndome is characterised by perseverative thinking in the form of rumination, worry,
seltfocused attention, threat monitoring, and coping behaviours that fail to challenge
negative beliefs (Wells, 2007). The CAS is controlled by underlying beliefs about
thinking or metacognitive beliefs that fall under two broad categories: positive and
negative beliefs. This theory predicts that positive beliefs about mental events will be
associated with an increase in frequency about such events, whereas negative beliefs
about internal experiences will be associated with an increase in distress.

Experimental studies in paranoia have provided support for the role of worry
(Freeman et al., 2008), rumination (Martinelli, Cavanagh, & Dudley, 2013) and self
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focused attention (Blver, NewmarTaylor, & Stopa, 2015) as predictors of the
occurrence of nowlinical paranoia. The role of metacognitive beliefs in paranoia has
been investigated in crosectional studies using clinical (Fraser, Morrison, & Wells,
2006; Morrison & Wells2003; Morrison et al., 2011; Valienterados, Gomez;
Fuentenebro2012)and nonrclinical samplesGampbell & Morison, 2007Garcia
Montes, Cangas, Pérddvarez, Hidalgo, & Gutiérre2005 Gumley, Gillan,
Morrison, & Schwannaueg011;Lara & Van derLinden 2005;Morrison et al,
2005 Varese, Barkus, & Bentall, 20§, Wwith evidence providing support for an
association between the two variables. However, €gessonal design studies
prevent inference of causality; therefore, causative investigaifangstacognitive
processes in paranoia are needieghetacognitive beliefs about paranoia have a
causal role in the development of paranthan a number of clinical implications for
the assessment and management of paranoia should be considerednfpde,akan
assessment identifies that an individoas had life experiences that have led to
viewing paranoia as a survival strategy (i.e. a positive belief about paranoia), then a
functional alternative should be considered. Winagative beliefs abogparanoiaare
identified, providingindividualswith normalizing information regarding the common
nature of paranoia and reducing negative stereotypes and $Bgltaa Morrison,
2014 Wood, Birtel, Alsawy, Pyle, & Morrison, 2014) challengesuchbeliefs will
assistn reducing distress (Morrison, Renton, Dunn, Willgr& Bentall,2003).
Therefore, the present study aims to explore the causal role of metacognitive
beliefs on paranoia frequency and distress by utilising an experimental design. We
combine methodologies from research on the provision of recordingslienciea
appraisals in the general population (French et al., 2011) with a paranoia induction
paradigm (Williams, Cheuné Choi, 2000). To our knowledge this is the first study
to experimentally investigate the role of metacognitive beliefs on paranoian&ur
aim is to explore whether experimentally manipulating appraisals about paranoia
leads to an increase in paranoid thinking and distress associated with paranoia
following a paranoia induction task. Specifically, we hypothesise thatwikise a
significant interactioretween time (withirsuljects with two levels: baseline and
outcome) and group (betwesnbjectsvariable with two levelspostive and
negative) for paranoia frequencsuch that the positivieeliefs about paranogroup
(PBPG)will showan increase in paranoia frequency (Hypothesis 1). Similarly, we
hypothesised that there will be a significant interaction between time (vsitbijects
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with two levels: baseline and outcome) and group (betvgabjects variable two
levels positive and negative) for paranoia distress, such that the negative beliefs
about paranoia group (NBPG) will show an increase in paraetated distress
(Hypothesis 2).

Methods

Participants

A power calculation was carried ouiased on comparing betwesnbject means
between two groups using a tgample ttest at the conventional twsdded 5%
significance level (alpha 0.05). The sample size calculations were performed using
nQuery Advisor 7.0Drawing on previous studies of nafinical paranoigFreeman

et al. 2005) it was estimatedthat with 55 participants in each group (110 total
participants) this study would have 80% power to detect effect sizes of at least 0.566
between both groups.

An opportunistic analogue sample dfidents and staff was recruitethe
studywas advertised as a study about suspiciousness, emotions and task performance
(see Appendix B)Inclusion criteria wereaged 18 years or older, English speaking,
normal or corrected vision and hearirapyd no curent or past involvement with
secondary care psychiatric services. Participants who contacted the researcher were
provided with the study information sheet via email or hard copywaré givena
minimum 24hour period to consider participation in the spudAppendix C)
Participants with a history of severe mental health problems (e.g. schizophrenia,
bipolar disorder, affective psychosis), andking psychiatric medication were
excluded. Eligible participants were awarded credits for their study afrttversity

or cash reimbursement

Measures and Materials

Trait Paranoia
Green et al. Paranoid Thoughts Scale Part B (GPTS; Green,e2(8).This is a

16-item trait measure focusing on paranoid thinking consistent with Fream@n
Garety $2000) criteria Each of the items is measured on-poit scale giving a

potential total of 80,with higher scores indicating greater levels of persecutory
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thinking. The measure has been reported to have igtehal consistency, reliability
and validity in clinicaland norclinical populations (Green et al., 2008). In therent

study, Cafar thibstalelwéss 91, indicating excellent internal consistency.

State @ranoia

Paranoia Checklist (Freeman et aR005). This is a 18-item measure designed to

invedigate paranoid thought# provides a multtdimensional assessment of paranoid

ideation. Each item is rated on g6int scale for frequency, degree of conviction and
distress.The measure has shown good internal consistency and convergent validity
(Freeman et al., 2005F o r the current a ®afragueney,andCr onbac
distressthesubscalesised in the current studyndcompleted at time 1, were .87 and

.91 respectively, indicating good internal consistency.

Metacognitive leliefs

Beliefs about Paranoia Scalé Short form (Gumley, Gillan, Morrison&
Schwannauer, 2a). This is an 18tem selfreport measure developed &ssess
metacognitive processes involved in paranaiad consists ofthree subscales
survival, normaligg, and negative beliefs about paranoia. Each subscale consists of
six items and each item is rated on #aint scale to measure conviction. The
measwte has previously demonstrated good internal consistency (Morrison, et al.
2011).In thecurrent studyC r o n b awak 8Xfor the positive subscale and .89 for

the negative subscale, suggesting good internal consistency for bestbaded.

Emotional processes

Depression Anxiety Stress Scales (Lovibond & Lovibond, 19%9%g.is a 4Ztem
instrument with three subscales measuring current symptoms of depression, anxiety
and stresOnly the anxiety and depression ssiales were used in the currentdstu

Each subscale consists of 14 items and items are rated-poiat4calewith higher

scores indicating higher levels of emotional distress. Sdades havéeen shown to

be reliable and valid (Brown et al997; Crawford& Henry, 2003; Page et a2007).

For the current sample, this measure demonstrated very good internal consistency,
refl ected baof.a5 fo€theodedreastom sulsscale and .88 for the anxiety

subscale.
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Metacognition nduction

Tasks of beliefs about paranoia manipulati@re unavailable. Therefora,novel
paradigm was developed to manipulate positive and negative beliefs about paranoia
for the purposes of this studihese were developed in line with festing tasks

used with similar populations such as that useBrbych et al(2011) The present
paradigmconsisted of two audicecordingghat were developed mliscussion with a
senior NHS researcher and clinician and the research Raicipants in the positive
condition received information about the benefitparanoia whilst participants in
thePBPGreceived information about the dangerous and harmful effects of paranoia.
The positive recording was eight minutes and the negative recording six niamges
(AppendixD for recording scripfs Participants listened to the audio material using

headphones in a quiet research cubicle.

Manipulation check

Following the metacognitive beliefs manipulation, a state version of the highest

|l oading items on positive/ survival bel i ef
safer to be paranoidd) and negative belief:
parami a t houghts worry rmeinistefed amdrserted @asaBAPS we
manipulation check questionnaire (Gumley et al., 2011). The atateted instruction

was, OHow strongly do thet fohéowmomgnt Adugh

Paranoia nduction

Following the manipulation cheglall participants entedthe paranoia induction

stage. Paranomasinduced usinghe Cyberballtask(Kesing, Bredenpohl, Klenke,

Westermann& Lincoln, 2013 Williams, Cheung & Choi, 20Q0Thisis a welt

established exgrimentalparadigmthathas been found to evoke feelings of social

exclusion assumed telpredominant in paranoia (Kegj et al, 2013).The

Cyberball 4.0 program was saved on the Uni"
HTMLS5.

Procedure anddesign

The experiment was a randomized repeateglasures design with two groups:
within-subjects factor wittwo levels (time: time 1 and time 3), and a between
subjects factor with two leve(§&roup: PBPG and NBPG). On arrivagrficipants
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providad informed consenfAppendix B andwereadvisedhat theycould

discontinue the experiment at anye. Participants were randomized to the PBPG or
NBPG using their total score on the PTS B scale as a stratification factorof cut
(<22.1) was prespecifed and chosen based on data provided by Green et al. (2008).
An independent statistician generata@ndomisation list with 140 participants to
ensure that 70 participants were randomised to each group and within each group 35
with high leveland 35 withlow-level paranoia were included. More participants

scored below 22.1 on the PTS B. Therefore, a second randomization list was
requestedTo ensurghatrandomisation waklinded, the list was sent ta@searcher
independent to the study that used teeth make the randomisation envelopes.

At baseline, participants were assessedretacognitive beliefstate
paranoiaandanxiety and depressideee Appendix For measures Participantsn
thePBPGwer e exposed to the idpadssniNBPGwWeré r ecor di
exposed to t he FKollowinahtbeliefenénipuladotemd di n g .
manipulations check, gllarticipants entedthe paranoia induction stadgénally,
participantsverereassessed with regard to metacognitions, state pawambia
distressStudy instructionsvere standardiseahd provided oMicrosoft Powerpoint.
Participants were informed at the outset that this was a study about paranoia.

Following testing, the researcher checked participant distress and provided
everyone wh normalizing information about psychcolike experiences (French et
al., 2011). No one reported experiencing distress at the end of th€stady
Appendix Gfor distress protocolParticipants were followed up with a phersdl
within 24-hours and ginposted to local services as appropriate. A diagrammatic
description of the procedure is presented in Figure 1.
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Total Sample
(n=110)

|

Timel
Baseline Measures; PTSB, PC,
BAPS, DASS

I

Stratified Randomisation

Postive Condtion Negative Condtion
(n=59) (n=51)

Time 2 Time 2
Pogt-manipulation measures: Post-manipulation measures
BAPS (2 items) BAPS (2 items)
Cybebadl Cybebadl
Time3 Time3
Pog-indudion Measures: PC, Pog-indudion Measures: PC,
BAPS BAPS

Figure 1. Study procedure

Statistical analysis

The data were analysed usiBM SPSS Statistics version 2¢lissing data werero-

rated wth the mean for that scale whiess than 10% of dat@asmissing When this

limit was exceeded thegarticipantdata from the relevant scalas excluded

Variables were assessed for normalityinspection and calculation bistograns,
andQ-Q and PP plots, and calculation and examination of skewaasg«urtosis z

scores This revealed that allariablesvariedsignificantly from the normal

distribution. Attempts to correct the distributional problems using logarithmic
transformations wereot successful. As such, thedistrapfunction was used where
available. Chisquare tests and independent samptests werg@erformed taassess

for baseline differences between the two groups (time 1). These tests revealed that the
groups were not diffrent with respect to key demographic variables (such as age and
gender) and baseline measures. Means/mediahstandard deviatiofiangesof key

variablesare presenteth Tablel.
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Table 1.Distributions of key variables

Whole Sample Positive Group Negative Group
Mean/Median SD/Range N Mean/Median SD/Range N Mean/Median SD/Range N

Trait Paranoia 21.76/19.00 7.60/40.00 110 21.79/19.00 8.01/40.00 59 21.72/19.00 7.18/29.00 51
GPTS B
State Paranoia Paranoia Frequency  27.00/25.00 7.55/35.00 108 26.82/24.00 8.12/35.00 59 27.22/25.50 6.91/30.00 50
PC

Paranoia Distress 27.75/24.00 10.47/45.00 108 28.52/25.00 11.23/45.00 59 26.83/23.00 9.50/45.00 49
Affective States Anxiety 6.51/4.50 6.80/40.00 110 7.45/6.00 7.44/40.00 59 5.43/4.00 5.86/30.00 51
DASS

Depression 7.53/4.50 8.92/40.00 108 8.50/5.00 9.47/40.00 57 6.45/4.00 8.21/34.00 51
Manipulation Survival Beliefs 9.11/7.00 4.09/17.00 110 9.22/7.00 4.48/17.00 59 9.00/7.00  3.63/14.00 51
BAPS

Negative Beliefs 9.26/8.00 3.74/16.00 110 9.54/8.00 3.80/16.00 59 8.94/8.00  3.56/16.00 51

SD = standard deviation; GPTS B = Green Paranoid Thought Scale B; PC = Paranoia ChecklistD2fp&Ssions Anxiety Stress Scales; BAPS = Beliefs
about Paranoia Scale
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The success of the manipulation (that the PBPG and NBPG scored higher on positive
and negative beliefs about parandlatems per subscalbetween time 1 and time 2
respectively) was assessed using a paired samasslietween time 1 and time 2, an
independent samplegdst at time 2 on the-ilem BAPS, and a paired samplegst

on the full BAPS (6 items per subscale) between time 1 and time 3.

A repeated measures ANOVA was conducted to test the direct effect of
metacognitive beliefs about paranoiaparanoia frequency (time: time 1, time 3) as
the withinsubject factor and the experimental group (PBPG, NBPG) as the between
subject factor. This analysis was repeated for paranoia distress. In light of the
distributional problems and absence of atbtap function for ANOVA, the decision
to continue with the ANOVA was based on the observation that it yielded almost
identical results to two independent sampltessts (with bootstrapping) on the change
scores (paranoia frequency and distress) betiweenl and time 3seeAppendix H
for SPSS outpyit Mathematically, theest for the time by group interactifnmom the
ANOVA is exactly equivalent to an independent samplest on the change score
between baseline and outcome (time 1 and tim8ighificant interactions were
explored with paired-tests between time 1 and time 3 and independent samples t

tests at time ®or both paranoia frequency and distress.

Results

Demographic data

One hundred and ten participants were recruited to the studyheitstratified
randomisation procedure allocating 51 to the negative and 59 to the positive
conditions. Thigandomimbalanceoccurreddue tothe randomization listsot being
completed. The mean age of the sample 2Bagears $D=4.75 range = 185)and
comprised 82 females and 28 malBse demographic characteristics of the sample

are presented in Table 2.
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Table 2. Sample characteristic

n (%)
Ethnicity White British 69 (62.7)
Any Other White background 14 (12.07)
Mixed 2 (1.8)
Asian or Asian British 15 (13.6)
Black or Black British 4 (3.6)
Chinese or other ethnic group 6 (5.5)
Native Language English 82 (74.5)
Non-English 28 (25.5)
Highest education level GCSE 6 (5.5)
achieved
AS/ A- level 85 (77.3)
Degree 13 (11.8)
Postgraduate 6 (5.5)
Current degree Psychology 71 (64.5)
Non-psychology Staff 39 (35.5)

Manipulation check

Results from the paired sample®s$t showed that participants in the PBPG reported

an increase in positivieeliefs about paranoia{gm BAPS) from time 1 (M = 2.84,
SE =0.86) totime 2 (M = 4.5, SE = 0.19). This difference (1.62, BCa 95% .GL]
T -1.33]) was significantt(58) =-10.16,p = .000) and represented a medigized

effect @ = 0.54). Participnts in the NBPG reported an increase in negative beliefs
about paranoia (#em BAPS) from time 1 (M = 2.90, SE =0.19) to time 2 (M =
2.94, SE = 0.19), but this differenc®.03, BCa 95% CI-D.331 0.27]) was not
significant ((50) =- 0.26,p = .792).An independent-test on the BAPS at time 2

showed that the two groups differed significantly on positive beliefs about paranoia

(t(108) =-5.7,p = .000). The difference on negative beliefs about paranoia between

the two groups at time 2 was not sigrafnt ¢(108) =- .76,p = .445). Based on the

hypothesis derived from the metacognitive model of paranoia (Morrison et al., 2011),
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suggesting that a level of paranoia should be present before negative belief activation
takes place, the paireddsts wereapeated between time 1 and time 3 for both the
positive and negative group using the relevant subscales from-tten1BAPS. This
revealed a small decrease on negative beliefs from time 1 (M = 8.97, SE = 0.52) to
time 3 (M = 8.29, SE = 0.49). This diffarce (0.68, BCa 95% CI [0.291.12]) was
significant ((47) = 3.16p = .003), with a small effect sizd € 0.17). Finally, an

increase on positive beliefs was noted from time 1 (M = 9.22, SE= 8.20) to time 3 (M
=12.44, SE = 0.64) and this differene®.22, BCa 95% CI-§4.021 -2.47]) was

significant ((58) =-7.29,p = .000), with a medium effect size £ 0.49). Overall, the
metacognitive induction was partially successful; only the positive beliefs induction

was successful in manipulating metacogeitbeliefs.

Main analyses

Effect of metacognitive manipulation on paranoia frequency

Mean and standard deviation paranoia frequency (PC) scores at Baselimeca®d

are presented in Table The repeated measures ANOVA revealed no main effect for
group(F(1, 106) = 0.734p = .393,r = 84.05) or timeK(1, 106) = 0.015p = .903r

= 0.174). However, there was a significant group x time interad&i@dn (06) = 12.4,

p = .001), indicating a direct effect of the metacognitive manipulation on paranoia
frequency with a stronger increase in paranoia frequency in the PBPG from time 1 (M
= 26.82, SE =8.12) to time 3 (M = 28.41, SE = 9.51) and a decrease in paranoia
frequency in the NBPG from time 1 (M = 27.22, SE = 6.91) to time 3 (M = 25.52, SE

= 6.55). Thidnteraction is presented in Figure 2.
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Metacognitive
group

/ —— Negative

Positive

28.50

28.00 -~
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27.004

26.507

Estimated Marginal Means

26.00

Time

Figure 2. Interaction effect of group and paranoia frequency

A follow-up pairedtest showed that the differenc&.68, BCa 95% CI-B.03i1 -

0.20]) in paranoia frequency for the PBPG from time 1 (M = 2685 1.04) to

time 3 (M = 28.41, SE = 1.22) was significat{d{) =-2.17,p = .034) and

represented a smadized effectd = 0.07). The same test revealed that the difference
(1.70, BCa 95% CI [0.70 2.84]) in paranoia frequency for the NBPG from tifne

(M =27.22, SE =1.01) to time 3 (M = 25.52, SE = 0.95) was significg®)(=

3.14,p = .003), with a small effect sizd € 0.17).An independent sampleddst
showed that the differende paranoia frequency at time 3 between the two groups
was nonsignificant(t(108) =- 1.63,p = .10).

Effect of metacognitive manipulation on paranoia distress

Mean and standard deviation paranoia distress scores at BaseltimeeaBdire

presented in Table The repeated measures ANOVA revealed no main effect f

group E(1, 104) = 2.58p = .111,r = 566.42) or timeK(1, 104) = 0.006p = .936,r

= 126.04). There was a significant group x time interactgh,(104) = 8.21p =

.005), indicating a direct effect of the metacognitive manipulation on paranoia distress
with a stronger increase in paranoia distress in the PBPG from time 1 (M = 28.52, SE
=11.23) to time 3 (M = 30.03, SE = 12.99) and a decrease in paranoia disthess
NBPG from time 1 (M = 26.78, SE = 9.62) to time 3 (M = 25.19, SE = 8.06). Figure 3
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represents this interaction. A follewp pairedtest showed that the difference (1.59,
BCa 95% CI [0.40 2.95]) in paranoia distress for the NBPG from time 1 (M =
26.78, SE = 1.40) to time 3 (M = 25.19, SE = 1.18) was signifitglg)(= 2.26p =
.028), with a small effect size € 0.09). The difference1.50, BCa 95% CI-B.101
0.016]) in paranoia distress for the PBPG from time 1 (M = 28.52, SE = 1.47)to tim
3 (M =30.03, SE = 1.71) wamot significant(t(58) =-1.91,p = .060). An

independent samplegdst showed that the difference on paranoia distress at time 3
between the two groups was significaiit(5) =- 2.31,p = .015), and the effect size
was snall (d = 0.04).

Paranoia Distress

Metacognitive

31.00
Group

— Negative

Positive
30.00

29.00+

28.004

27.004

Estimated Marginal Means

26.00-

25.007

Time

Figure 3. Interaction effect of group and paranoia distress
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Discussion

The current study investigatéoke causal role of metacognitive beliefs on
paranoia frequency and distress using a novel experimental design. It was
hypothesized that: 1) positive metacognitive belief manipulation would lead to an
increase in paranoia frequency; and 2) negative metacagbgief manipulation
would lead to an increase in paranoia related distress. The metacognitive beliefs
manipulation was partially successful; the positive group reported an increase in
positive beliefs about paranoia following the manipulation; howekremegative
group reported a decrease in negative beliefs following the metacognitive beliefs
manipulation. In line with predictions, individuals with positive beliefs about paranoia
showed an increase in paranoid thoughts (Hypothesis 1). However, thieeggaup
did not report an increase in paranoia distress (Hypothesis 2).

This is the first study to explore the causative role of metacognition in
paranoia. The observed causal relationship between positive beliefs and paranoia
frequency supports the tagognitive prediction of the-BEF model (Wells &

Matthews, 1994) and supports the suggestion that positive beliefs about paranoia,
(e.g. o6lIf I were not paranoid others woul d
of paranoia as a deliberate stratégr managing interpersonal threat (Morison et al.,
2005). The failure of the negative metacognitive task to cause an increase in negative
beliefs means that any potential causal relationship between negative beliefs and
paranoia distress could not beetetined. The fact that the negative manipulation

was not successful might explain the observed decrease in paranoia frequency and
distress (time 3) in this group. Moreovdistdecreasavas observetbllowing a

small but nonsignificant increae in negave beliefs (time 2), which might suggest

that participants engaged in suppression immediately after exposure to the negative
recording. The suppression of the unwanted paranoid thoughts could have led to a
delayed rebound effect (Wenzlaff & Wegner, 2000paranoid thoughts, which was

not assessed.

The finding that positive beliefs increased successfully following a short audio
recording suggests that manipulating positive beliefs about paranoia in analogue
research to test causal predictions is feasibhe majority of the sample consisted of
psychology students (62.7%), with an equal split between the two groups. Psychology

students are well versed in current theories of psychosis and the normalizing approach
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involved when working with people with pdyosis (Morrison et al., 2003).
Moreover, this study was conducted in an urban environment where literature shows
that the occurrence of paranoia is high (Freeman et al., 2008). As such, it may be
possible that the positive recording was successful betawsmntent, although
exaggerated, was reinforcing ideas in line with participants existing beliefs about the
benefits of paranoia, thereby enabling positive beliefs about paranoia amenable to
manipulation. The negative beliefs recording on the other banid have been
perceived as o6far from the truthoé and per h.
likelihood of demand characteristics and experimental bias (Rosenthal & Rosnow,
2009).

The Cyberball paradigm is wedistablished (Williams et al., 2000),cahas
been found to elicit negative emotions such as feelings of social exclusion that are
thought to be predominant in paranoia (Preti & Cella, 2010). During a brief pilot to
test study procedure, it emerged that first year psychology students haddeceive
teaching on Cyberball as part of their social psychology module. Specifically, they
were taught that Cyberball is used in research to induce negative mood states such as
feelings of exclusion. To manage this problem, participants were instructeddo try t
immerse themselves in the study as best they could. The fact that study results
supported the first hypothesis could imply that the above explanation was effective.
However, another explanation might be that knowledge of Cyberball rendered it less
effective in eliciting paranoid thinking in both groups. Therefore, the increase in
paranoia frequency following the positives beliefs task could have been a direct effect
of the positive beliefs manipulation rather than Cyberball. Moreover, a less effective
pamnoia induction task might help explain the failure of the negative beliefs tasks to
lead to an increase in negative beliefs about paranoia. The metacognitive model of
paranoia (Morrison et al., 2011) proposes that negative belief activation takes place
after the emergence of paranoid thinking. Therefore, the negative beliefs task might
have been successful if Cyberball was more effective in eliciting paranoid thinking.
This could have been achieved by recruiting apsychology student sample that
may hae increased the likelihood of participants believing that they were playing
against another person and not against a computer; which has been found to be
essential in eliciting paranoid thinking (Ellett et al., 2012). Although this may have
been sufficientthe paradigm of the current study could have been strengthened even
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further, using Kesting et al.és (2012) app
incorporated a criticism feedback paradignaddition to Cyberball.

Strengths of this study inclu@delequat statistical power, randomized
allocation andtte use of an experimental design; the latter allowed testing of the
causal role of metacognitive beliefs in paranoia. However, findings should be
considered in light of some limitations. First, as discusbetie the negative beliefs
task manipulation was ineffective; however, tasks of metacognitive beliefs
manipulation are unavailable. Moreover, the study may have been limited by the use
of the Cyberball paradigm to elicit paranoid thinking. Other paradigmshave been
more powerful. Finally, the sample was not particularly representative, with regards
to gender and education, suggesting the results may not be generalizable to the wider
population. However, previous research has found no effect of gerttier in
frequency of paranoia (Freeman et al., 2005).

The findings from this study indicate that positive beliefs about paranoia are
directly involved in the development of paranoia. These findings have important
implications for clinical practice. Therefqrargeting positive beliefs about paranoia
will likely lead to a decrease in paranoia frequency. Although many individuals with
paranoia have life experiences that would understandably promote a paranoid view of
the world (Morrison et al., 2011), thesepexiences in and of themselves will not be
inevitably followed by distressna/or clinical status (Johns &anOs, 2001).

Therefore, in cases where individuals with positive beliefs about paranoia are troubled
by their paranoia experiences, therapists khfitst of all support them develop and
choose an alternative strategy that would serve the same function (for example, to
help them feel safe), but without the unwanted consequences (such as social isolation)
of paranoia. This could happen in conjunctrath helping people explore the context
(historical and social) within which their positive beliefs about paranoia may have
developed.

Future studies should investigate the possibility of successfully manipulating
negative beliefs about paranoia in rdimical samples. For example, it may be
possible that training individuals (actor servicgers or even other students) to share
negative experiences about their paranoi a |
credibly than hearing researchers discussieg views over audio recordings.

Moreover, this process could be facilitated through recruitment of-@syarhology
student sample and strengthening the existing paradigm by adding a criticism

53



component, found to be relevant in the development of parglesting & Lincoln,
2013). While research using analogue samples can inform our understanding of
clinical paranoia, this experiment needs to be replicated in a clinical sample before
any conclusions about metacognitive processes involved in clinicalgiaman be
drawn. This research should also assess the application of the BAPS with clinical
paranoia and examine its sensitivity to therapeutic change. Fopadata for delayed
effects should be assessed. Finalbditional avenwsecould involve condcting
longitudinalresearchn sub-clinical and clinical paranoia, assessing and measuring
levels ofmetacognitive gositive and negatiyebeliefs about paranoend heir

prospective influence on the course of symptom development and distress.
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Introduction

Persecutory delusions asae of the modirequentlyoccurringtypes of
delusions and the second most common symptom of psychosis (Sartorius et al., 1986).
Moreover, they are the most likely type of delusions to be acted upon (Wessely et al.,
1993) and their presence predicts admission to hospital (Castle, Phelap|y\&s
Murray, 1994).Experimental researdh this areghas led to the development of
several theoretical moded$ persecutory thinking. These models focusidferent
psychological processes involvedtire presence and maintenance of persecutory
delusions, whichs to be expectediventheir complex and multdimensional nature
(Freeman et al., 2005). Cognitive models describe how individuals interpret
anomalous events based on their life experiences, and emphasise processes such as
attentional and &ibutional biases, and affective states (Bentall, Corcoran, Howard,
Blackwood & Kinderman, 2001; Freeman, Garety, Kuipers, Fowler, Bebbington,
2002; Morrison, 2001). In general, they attempai¢oount foithe occurrence and
maintenancef persecutory dekions, andhave contributed significantly twur
understanding ahis important clinical phenomendgbnderstanding Psychosis; DCP,
2014) and driven the development of effective treatments (NICE, 2014).

Morrison et al. (2005; 2011) have provided a ustarhework for
understading vulnerability to paranoia. This model is based orS#leReferent
Executive Functiotheory(S-REF, Wells & Matthews, 19962004, which suggests
that inflexible and recurrénhinking in response to negative thoughts and feelings,
driven by metacognitive beliefs, contributes to the development and maintenance of
psychological difficulties (such as paranoia). Although clinical implications from this
model have been consideredsearch has not yet investigathd causatole of
metacognitive beliefs in paranoi@dntall et al., 2001). The current thesfers an
assessment amdview of the availablevidencerelevantto the metacognitive model
of paranoia, and presents first experimentaktudyto test the role of metacognitive
beliefs in the developmenft paranoiaandthedistressassociated with .it

The present paper will provide a critical appraisal of the research process as a
whole. Strengths and limitations wilk presented along withinical implications,
and suggestions for future researthe two papers will be discussed separately along
with personal reflections.
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Systematic Review (Paper One)

Review aim

The main aim othe systematic review was to invegate the relevancef the
metacognitive modeb explain the occurrence paranoiaThe scoping search
identified that studies investigating testable predictions made by this model had
focused on examining the association between metacognitive belefmeanoia.
Although a numbem(= 10) of studies investigating the role of metacognitive beliefs
were identified, these had not been organized, synthesized and reviewed in a
systematic way, and as such, the relevance of metacognitive beliefs to woitking w

people who experience paranoia had not been established.

Why a systematic review?

A systematic review of the literature investigating the association between
metacognitive beliefs and paranoia was chosen over other types of reviews such as a
narrative review or a metanalysis for several reasons. First of all, narrative reviews
tend to be mainly descriptive, do not involve a systematic search of the literature and
are therefore open to considerable bias. Systematic reviews on the other hand aim to
cdlate studies that meet pspecified inclusion/ exclusion criteria to address a given
guestion (Higgins & Green, 2011) and can therefore provide reliable evidence. Well
conducted metanalyses also provide reliable evidence; however, results cannot be
gereralised unless the results of the studies combined are consistent and/or
homogenous (Higgins, Thompson, Deeks & Altman, 2003). The studies that met the
pre-specified criteria agreed for this review included a range of designs, employed
clinical and analoges samples, used different measures of metacognition and were

t hus, not considered by the research team -
however, are not affected by heterogeneity and can bring together studies that are
diverse clinically as wellsamethodologically. Therefore, after careful consideration a
systematic review was deemed appropriate for the data available.
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Search terms and inclusion criteria
Terms and inclusion criteria were identified through exploration of other reviews,
current literature, and discussions within the research team. In developing the list of
search terms and inclusion criteria there were two primary considerations: the issue of
deciding whether the review should include studies using analogue samples, and the
types of dimensions/ aspects of metacognition to include. The first issue has been
addressed in the main body of the review and will not be reconsidered here. The
process of deciding which facets of metacognition to include in a review examining
the role ofmetacognitive beliefs was informed by metacognitive theory and a similar
review in the area. Specifically, Varese a
beliefs in hallucinations included studies that assessed metacognition using the
Metacognitions Qestionnaire (MCQ); Well& CartwrightHatton, 2004) and the
Private SeHConsciousness Scale (PSCS; Feningstein & Vanable, 1992). The PSCS
has been used in studies to investigate the role efarlfed attention (SFA) in
paranoia. Selfocus attention hebeen shown to be implicated in paranoia
(Feningstein & Vanable, 1992; Freeman et al., 2013) and contribute to the distress
associated with it (Taylor & Stopa; 2012). However,-§atlus is a marker for the
CAS and thus, a metacognitive process (Well§,720Therefore, the PSCGfSsesses
metacognitiveawarenessot metacognitivéeliefs Moreover, the PSCS apart from
containingsonre it ems that can be def(é.gpdkalh as O met a
aware of the way my mind works when | work througtr@eblen® ) @htane
items not relevant to metacognitidhwas therefore decided that studies using the
PSCS would not be included in the current review. NI was included in its
entirety because althoughniteasure®othmetacognitivebeliefs andnetacognitive
processes (e.g., Cognitive Self Consciousness and Cognitive Confidehaspeen
derived directly from the REF model The data on metacognitive processes was still
synthesized and reported, though the focus was placed on the rolecbgmétive
beliefs and their implication in parandtaoughout the review.

During the early scoping searches it became apparent that metacognition as a
multi-faceted construct is often used in research to refer to mentalisation. Specifically,
a large nurher of studies identified had assessed metacognition in individuals with
psychosis using the Metacognition Assessment Scale (MAS; Semerari et al., 2003).
This scale, which incorporates subscales s
and O6awaortehneersssb ,ofhas not been developed to
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relevant to psychopathology as conceptualised in tR&BS and as a result, studies

including this scale were excluded from the current review.

Quality assessment process

One of the adantages of systematic reviews is that in assessingekti@odological

guality of the included studies using standardised tools, a critical and less biased
appraisal of the findings can be presented. The process of reviewing potential quality
assessment t®identified that there was no appropriate valid and reliable measure
which could be used for nantervention studies, which make up the majority of

papers included in this revieBased on a previous review of quality assessment tools
(Deeks et al., 2(), the Effective Public Health Practice tool (EPHPP; Thomas,
Ciliska, Dobbins, & Micucci, 2004) was selected as one that coulda¥iaid

(Thomas et al., 2004), reliable (Armif@livo, Stiles, Hagen, Biondo, & Cummings,
2012) and flexible appraisal vrying study design®©ne of the disadvantages of

this tool, however, is that inadequacies in reporting rather than in the methodology of
studies can lead to lower EPHPP ratings. There is evidence to suggest that failure to
report does not reflect poor thedology (Soares et al., 2004), and therefore the tool
may not accurately assess the quality of the research conducted. This was managed by
utilizing the flexibility of this tool, andncluding only those aspects applicable to-non
intervention studies (eoponents A, C and E; as used in Davies et al., 2013; Mirza,
FitzpatrickLewis, & Thomas, 2007However, as reported earlier, a more suitable

tool has yet to be developed.

Future reviews

The findings and limitationglentified suggest avenues for fuaureviews. Reviews
investigating metacognition in paranoia could benefit by providing a specific
definition of metacognitiomnd describinghe theoretical framework within which
metacognition is explored. Thehiould therguide the development of inclusio
exclusion criterisandthe selection of assessment scakdevant to the facets of
metacognition definedMoreover, reviewsnterested in the investigation of
metacognitive awareness may benefit fimeusingon studies that have assessed this
corstrud using the MCQthe SREF was the first model to implicate the role of
metacognite beliefs in psychopathologgnd the MCQ has derived directhpm it.
Therefore, th&€SC subscale of the MCQay beconsidered a purer and more
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specific measure of th@rocess of metacognitive awareness, anettebmeasure of
this construct than the PSCS (Wells & Cartwrigfatton, 2004). Reviews focussed
solely on this subscale may therefore present a more accurate picture of the available

evidence.

Experimental Paper (Paper Two)

Peer review and ethical approval

The study outlined in paper 2 was presented to the Clinical Psychology doctorate
(ClinPsyD) Research subcommittee d@h @ctober 2013. The panel consisted of a
group of academics attached to the Man@vedinical psychology training program,

a trainee representative and a service user consultant. The meeting involved
discussion of a research proposal (AppendiXhe panel made a number of
recommendation@.g. inclusion of a control group, use of sfied randomisation

and the screening and exclusion of individuals at high risk of paranoia), which were
addressed in two response letters and a revised proposal (Appetaithe revised
design the randomisation was stratified by trait paranoia agiharsamplerf = 100)
increased by 10%. Given the robust associations between affective states and paranoia
(Freeman, 2007) consideration was given to the confounding effects of anxiety and
depression. However, although the application of stratifiedorarmgtion is simple, it
can become complicated to implement if many variables are involved. Therefore, it
was assumed that randomisation would balance anx{@66) =-1.38, p < .171and
depressiorft(106) =-1.19, p <.233)evels between the two groypshich was

supported by the finding&ollowing these amendments, the study was apprbyed

the research subcommittee (Appenixas meetingriteria for submission to the
University of ManchesteResearctethics Committee. Thdresearch Ethics
Committeereviewed the proposahnd application form (Appendix), andrequested
some minor amendments includitigta follow up telephone call 2dours after
participation to check levels of distress. No participants reported feeling distressed as
a direct resulof the study tasks, suggesting that manipulation of metacognitive
beliefs using audio recordings and Cyberball are safe and pngnnigthods in the

study of norclinical paranoia.
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Public involvement

The aim of public involvement is to improve the quality and feasibility of research.
Public involvement was sought through 8&hool of Psychological Sciences
Community Liaison Group (CLG) at the University of Manchester. This is a group of
service usera/ho contribute tall aspects of clinical psychology trainirgcluding
researclprojects Trainees can submit their research proposals to the group for review
prior to approval. The experimental study (papewas presented to the group, and a
discusson was held regarding the recruitment of a group of people with persecutory
delusions. The ethics of inducing paranoia to a group of people already experiencing
paranoia and distress were considered. Although the author had not come across any
reports in he literature of unwanted and/or harmful side effects associated with
paranoia induction paradigms, it was agreed that the study limits itself to use of an
analogue sample. Moreover, it was agreed that the researcher shouddtagher

robust distress protol.

Recruitment

The trainee recruited to target. The process of recruitment included a number of
methods. For example, the study was advertised using posters, which were placed
around the campus and in halls and via the intranet. Moreover, the stsidy wa
registered with a credit scheme web system available to psychology students, which
rewards students for participation in research studies. The credit system was fruitful
regards raising participant numbers; however, it yielded a higher number of
(psychobgy) participants than the other methods. Although participation of
psychology students in research provides them with valuable experience of research
methodology, their familiarisation with Cyberball meant that the trainee had to also
consider alternativeethods of recruitment. To facilitate recruitment ofnon
psychology students an application for an amendment to permit financial
compensation (£8 per participant) was made to the research ethics committee and
duly approvedAppendix M). This resulted in 3% of the sample involving nen
psychology students. It was felt that this would lead to the sample being less biased,

and therefore increase the generalisability of the results.
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Metacognitive beliefsinduction and manipulation check

Given the absence afidio recordings for theanipulationof positive and negative

beliefs about paranoia in research settings, a novel paradigm was developed for use in

the current study. Two electronic audio recordings (positive and negative) of Dr

Judith Johnson (LectureClinical Psychologist) interviewing Dr Rory Byrne

(postdoctoral researcher in psychosis) were completed. The scripts for the recordings

were developed by the first author in consultation with Professor Paul French

(Associate director for Early Interveati Services) and the research team. The

content was based | oosely on relevant 1ite:
resource book for cognitive therapy for ps
Bentall, 2014) and 0 Ovoesrthoughs: ansghielpguideanoi d an
using cognitveb e havi our al therapydé (Freeman & Gare
recordings were developed to capture relevant themes from the Beliefs About

Paranoia Scale short form (BAPSGumley, Gilan, Morrison & Schwannauer,

2011; Morrison et al., 2005Specifically the positive beliefs recording was based on

the following survival items (6 items): 01"

paranoid others would take advantage of me.

paranoia keeps me on my toes6é, O0OBeing para
protects me.® The negative beliefs recordi:
paranoia items (6 items): OMy paranoia get:
parami d6, O6My paranoia prevents me from doin
t houghts worry meé, O6My paranoia gets exag

The effectiveness of the recordings to manipulate positive and negative beliefs
about paranoia was assed using the BAPS. Participants completed titent
version at baseline and at time 3. Following the podcast (time 2), participants
completed a state version (6How saarongly d
t h e mo)ofehe highdgst loadingu ml ey et al ., 2011) positi
is i mportant to be paranoiddé and O0lt i s sa;
(6My paranoia distresses me6 and O6My par an
that the positive recording was eétive in manipulating positive beliefs about
paranoia. Specifically, participants reported a significant increase in positive beliefs
from time 1 to time 2 as well as from time 1 to time 3 following exposure to the
positive recording. The group exposedhe negative recording, on the other hand,

reported an increase in paranoia negative beliefs at time 2, which was not significant.
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Furthermore, this was followed by a significant decrease between time 1 and time 3 as

well as from time 2 to time 3. There& the manipulation of metacognitive beliefs

was only partially successful. As discussed in paper 2, the sample characteristics (i.e.
predominantly psychology students) may have been largely responsible for this

outcome. Moreover, during the process dirifing, a large number of participants

reported that they were surprised regarding the information provided during the
negative recording given their understandi:
Ohel pful & exper i enc edsynthesisinggaditatieedeedbaxikh, col |

as part of this research would have aided the interpretation of findings.

Cyberball

Paranoia induction paradigms can be used to identify the causal processes involved in
paranoid thinking; the factors of interest aranipulated and the effects on paranoid
thinking examined. The choice of a paranoia induction paradigm for the present study
was informed through the exploration of reviews that$adhesied and

systematically reviewed studies using paradigms to matgpkranoia thinking in

clinical and norclinical samples (Freema008; Owens, 2003Fr eemands (2008)
narrative synthesis of the Virtual Reality (VR) literatdesscribed/R as a useful and
promising paradignm eliciting paranoid thinking and in furghing our understanding

of the mechanisms involved in paranoia. Although ligis been denmstrated in a

large 1= 200) and comprehensive analogtedy(Freeman, 200&hecost of VR
equipmentrenderedhis paradigmnaccessibleOwen®(2013)review of studies that

had usegaranoia paradigm® = 27) to increase state paranoia identified types

of paradigmsstress vulnerability; manipulation of attentional footigual games,
virtual atherparadigns d e r 6 e x a tiopodfpersonalani pul a
evaluations and motivational goa)ut of these, only studi@svestigating the use of
virtual gamegn = 5) to manipulatgparanoia thinking were considerga the current

study Computerised paradignave a number of strengths: treyphasise the
importance of interpersonal context in inducing paranoid thin&itgdonot rely on
interpersonal interactionthusallowing for a stringent control of the experimental
context(Owens, 2013). In addition, theye accessible and inexpensi8éudies that
haveinvestigated the impact of social stress on paranoia thinkioggh

computerised games have used tlypetball paradigm (Kestin@redenpohl

Klenke Westermann& Lincoln, 2013; Westermann et al., 2012; Williams, Cheung
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& Choi,20000and the virtual ver s Game(PDdEldtdhe Pri so

et al., 2013)Kesting et al(2013)used Cyberball andaiticism feedback paradigm
combined, and found a direct effect of social stress on state paranoia. Moreover,
Westernann et al. 2012) has shown thatyBerball alones effectivein increasing
paranoia thinking in analogue sangld@herefore, the criticism task was dropped for

the present study, &yberballalone was deemed appropriate. It might also have been
possible thaactivation of multiple negative states could have had implications when
attempting to draw inferences about the hypothesised impact of metacognitive beliefs
on paranoiatherefore, Cyberball alone was perhaps necessary for a tightly controlled

experiment.

Discussion of results

During the early stages of the study the trainee became aware that psychology
students, which made up the majority of the sample, were familiar with Cyberball. As
already discussed in paper 2 this was managed by asking psycholdgytstto

immerse themselves in the study as best they could, and via extending recruitment
methods to include nepsychology students; given that the results for the positive
group were significant it is possible that this explanation might have sufficed.
Moreover, during debriefing a number of Rpsychology students reported that they
did not believe they were playing with real opponents (Cyberball players are led to
believe that they are playing against other people). Ellett and colleagues (2012) found
that participants reported an increase in paranoid thinking only when they believed
they were playing the PDG against another person, and not when playing against a
computer. It might have been possible that the increase in paranoia frequency
observed inle positive group was a direct response to the positive recording;
information about the survival and usefulness of paranoia may have increased
attentional deployment towards paranoid thoughts. Alternatively, the positive audio
recording may have had a nmalizing effect thus enabling participants to be more

open about their experiences of paranoia at time 3.

Clinical implications and directions for future research

The finding that positive beliefs about paranoia are directly involved in the
development bparanoia extends results from the cresstional literature and has
important clinical implications. Recent clinical work in psychosis (Hutton, Morrison,
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Wardle, & Wells, 2013) revealed that a short course of MCT was associated with a
clinically significant reduction in delusion severity. More specifically, this case series
study found that the individuala € 2) who achieved symptom improvement also
achieved a drop in positive metacognitions (MCQ). The findings from our empirical
study are encouraginfyture, more targeted, pilot work in clinical paranoia using
MCT techniques to challenge positive beliefs about paranoia (using the BAPS) could
be helpful as it would add to the evidence regarding causality, as well as test whether
MCT is a viable therapgic approach in clinical paranoia. Depending on findings the
effectiveness of MCT could be evaluated further in studies using mobile applications.

Recent work (Varese & Bentall, 2011) has suggested that the role of
metacognitive beliefs may be maneportant in understanding the distress associated
with hallucinatory experiences rather than hallucination occurrence per se. This
reflects findings that many people in the community have unusual experiences and are
not distressed by thewénOs,HanssenBijl, Ravelli, 2000;Johns et al., 2004;
Pechey & Halligan, 2011). Therefore, the investigation of the role of metacognitive
beliefs in paranoiaelated distress is an important area that warrants further
investigation. However, due to the difficultiescenntered in increasing negative
beliefs about paranoia perhaps future studies could explore the causal relationship
between negative beliefs about paranoia and distress by designing and using
paradigms that are aimed to reduce negative beliefs aboubarahen it could be
observed whether distress decreases in tandem with negative beliefs.

Finally, additional avenugcould involve conductingpngitudinalresearchn
people experiesing subclinical paranoia or paranoia within a first episode psyahosi
assessing and measuriegels ofmetacognitive gositive and negatiydeliefs about
paranoiaand teir prospective influence on the course of symptom development and

distress.

Personalreflections

Before clinical training, | worked as a cognitisehavioural therapist (CBT) within

primary care adult mental health delivering 1:1 CBT for individuals with moderate to
severe anxiety and/or depression. Prior to that, | worked as a clinical studies office
(CSO) in psychosis research, assisting laxgpde trials with recruitment and baseline

and followrup assessments. My clinical and research interests encouraged me to apply
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for clinical training, as | considered it a perfect way to combine my clinitalasts

with my passion for working with young people with distressing unusual experiences.
During my first placement within an Early Intervention Service (EIS), | honed my
skills in CBT by working with people who hear voices, and | was supported to work
with a young person experiencing paranoia using a{@egnitive approach (MCT).
During this work, | became aware of the fact that, although MCT for psychosis is
delivered in the National Health Service (either in a purist or more integrative
manner), the wdel proposed by Morrison and the metacognitive model of paranoia
(Morrison et al., 2005; Morrison et al., 2011) in particular, required further
exploration. Therefore, | decided to embark on this research project with the aim to
contribute towards furtherg our understanding and management of paranoia within
metacognitive theory.

During the remainder of my clinical (and psychotherapy) training, | have
continued to work with individuals experiencing a wide range of difficulties (often
resulting from trauratic experiences), and for whom sometimes, existing
conceptualisations (such as CBT and/or MCT) felt restrictive or did not seem to fit
their experiences or personal narrative. These observations encouraged me to think
about paranoia more dynamically; hs result of intrapsychic, interrelational and
social interactions rather than the product of maladaptive thinking (or thinking about
thinking) alone. This introduced an interesting dynamic between the topic of my
research project and myself that was egbived until later in the process of clinical
training.

Bowl byds attachment theory (1969; 1980)
defense hypothesis, and the social account of paranoia (Cromby & Harper, 2009)
offer useful frameworks for understandingranoia and have been particularly
influential in my thinking. Attachment provides a useful framework for understanding
paranoia (Berry, Barrowclough & Warden, 2008) and studies have provided support
for the association between anxious and avoidant atemhi@and paranoid thinking
in both clinical (Dozier, 1990; Dozier, Stevensorv&lligan, 1991 Mickelson,

Kessler & Shaver, 1997; Wickam, Sitko & Bentall, 2D4aBd analogue samples

(Berry, Wearden, Barrowclough & Liversidge, 2006; MacBeth, Schwannauer &
Gumley, 2008; Pickering, Simpson & Bentall, 200B¢ntall and colleagues
conceptualise persecutory delusions as an attributional defence that serves to protect
individuals against lovgelfesteem (Bentall, Kinderman & Kaney, 19%gre

70



persecutory ideath is seen as a motivational belief that serves to maintain some
intra-psychic function for the individual (Bentall et,£2001). The problem with
making external attributions, however, is that it leads to the activation of schemata
that represent threatoom othersBe nt a |l | et al.d6s (2001) theor
complexity; however, adence in support of the relationship between-esstéermand
paranoid ideation is mixed largely due to difficulties in accurately measuring implicit
selfesteem. Cnmby & Harper (2009) emphasise the predominance of social,
relational, and material factors and their role both in the occurrence and perpetuation
of paranoia. The impact of social deprivation on paranoia is documented (Wickam et
al., 2014), however, althguh Cr omby & Harper é6s (2009) t hec
challenge to existing understandings of paranbremains largely untested.

CBT (as well as family therapy) is the first line treatment for psychosis
(NICE, 2014). We should perhaps hold in mind, boer, that the amenability of
cognitive theories to measurement and testing might have facilitated their
prominence. Indeed, recent evidence suggests that CBT may be as equally effective
for psychosis as other psychological treatments (Jones et al., Rifképver, a
recent study revealed the importance of the therapeutic relationship as having a causal
role on outcome of psychotherapy on early psychosis (Goldsmith et al., 2015)
opening up space for relational approaches in psychosis such as Cegnélyec
Therapy (CAT; Taylor et al., 2014). Evidence shows that childhood adversity is
associated with paranoia in adulthood (Bentall, Wickam, Shevlin & Varese, 2012)
and that this relationship is influenced by insecure attachment (Sitko et al., 2014).
Therebre, helping an individual using CAT to understand their experience of
paranoia (an interpersonal process) from an interpersonal perspective (for example, by
looking at its interpersonal origin), while attending carefully to the therapeutic
relationship (ge of rupturaepair sequences to help the person feel safe and secure
and enable a more secure attachment style) sound promising. Moreover, CAT can
also be helpful given the impact of social inequality on paranoia (Wickam, Taylor,
Shevlin & Bentall, 2014as it can situate the individual within a social context.
Drawing upon community psychology perspectives and psychopolitical theories may
facilitate community work where the impact of social adversity can undermine
individual psychotherapy work (Sma#(05). Although these are exciting avegue
the use of CAT in psychosis is yet to be evidenced.
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Given the complexity of this clinical phenomenon and the observation (for
example, during the CBT for psychosis debate;
http://www.kcl.ac.uk/ioppn/news/eventS/24/April/MaudsleyDebate-CBT-for-
Psychosis.aspx t hat arguments such as the d6done si
dialogue and contribute to the paucity of potentially fruitful research endeavours, |
have come to real i sef atchtaotr 6t htehraet ccaonu | bde andoe g
the development and perpetuation of paranoia, the distress associated with it or any of
the other dimensions involved (for example, what causes the degree of belief
conviction, resistant to change). It is possible thifiérent factors are involved in
different dimensions. Paranoia researchers should therefore continue to propose well
articulated theories and to test their hypothesised causal relationships openly and
critically, while holding in mind that we are all e@ting under limited knowledge

and that the individuals we work with are bigger than our paradigms.
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EPHPP Quality Assessment

Morrison 2003 2 3 2 2 1 2 2- Moderate  1- Strong

Valiente 2012 2 3 3 2 1 2 3- Weak 2- Moderate

Largi 2015 3 3 3 2 1 2 3- Weak 3- Weak

Varese 2011 3 3 1 2 1 2 3- Weak 3- Moderate

Campbell 2007 3 3 2 2 1 2 1- Moderate
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Version 4: 14/11/14

Research Participation

Want to find out more about how a virtual game can affect the

experience of suspiciousness, paranola and associated mood states?

Want to help with clinically relevant research?

Want to learn more about a career In clinlcal psychology, or have a
chance to win a voucher or receive a relmbursement for participation?

We are interested in the way people think about suspiciousness and parancia and
the impact of distraction on suspiciousness, paranoia and mood. Participants will be
eligible to receive entry to a clinical-psychology themed career seminar offered by
twao current Clinical Psychology Doctorate Trainees, with the cpportunity 1o ask
questions as well as enter into a raffle with the chance of winning one of two high
street gift vouchers, as a token of appreciation. Allernatively, participanis can elect to
receive a reimbursement for participation.

Who can take part?

Students at the University of Manchester

Aged 18 years or older

English speaking

Mormal or corrected vision and hearing

Mo current or past involvernent with secondary care psychiatric services

What will it iInvolve for me?
You will be asked to see a researcher on campus for approximately 45 minutes.
The session will involve completing some questionnaires, listening to a podcast,
playing a virtual game on the computer and doing a Quiz. It is possible that the
podcast or games can be minimally distressing, however, we hope that our
findings can in future be applied to help people who experience suspiciousness or
paranocia. You may complete these tasks alongside other students, but your
answers will remain confidential.

Further Information
If you would like to take part or have any questions about the study, please get in
touch: Maria Kaltsl. Emall: maria.kaltsi@postgrad.manchester.ac.uk

SUSQICIOUSROSS 200 DAFE R0

Faria kaltsffposigrad manchastar ac.uk

Suspiclousness and paranaila

B kalts @ pestgrad manchester ac uk

SUspiciauEnReEs ard parenaia
Mara kaltsi posigrad manchastar. acouk

Suspiciousnoss and paranaia
Suspicicusnoss and paranaia
Fara kaltsf@pesigad mancnester, ac,uk
SUSRICIISRAEs and parenala
Mtarka kalisfl posigrad manchaabar, ac.uk
Suspiciousnoss and paranoia
Marna kaltsi posigrad manchaster.ac.uk
Suspiclousness and paranada
Mara kelts @ posigrad manchastar o uk
Suspiclousness ard paranaila
Mara keltsif posigrad manchaster 6o uk
Suspicicusness erd parenola
Mara kaltsifiposigrad manchastor. acouk
Suspiciousness and paranaia
Maria kaltsf@posigrad manchastar, ac,uk
Suspiciousnoss end paremoda
Fara kaltsif posigrad manchaster.ac.uk
Suspiciousnoss and paranaia
Mara keltsifl posigrac manchaster 6o uk

Mlana kaltsil posigrad manchestar, ac,uk

Suspicicusnoss ard paramoia
Melara. kaltsi@ posigrad manchaster.ac.uk

Suspiciousness and parenada
Flara kaltsifflposigrad manchestor. acuk
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Version 4: 14/11/2014

School of Psychological Sciences
2" Floor Zochonis Building

The University of Manchester
Brunswick Street

Manchester M13 9PL

Participant Information Sheet

Study Title: Exploring the relationship between suspicious thoughts,
emotions and task performance.

You are being invited to take part in a research study. Before you decide
whether to take part it is important you understand why the research is being
done and what it will involve. Please take time to read the following
information carefully. We can go over it in more detail when we meet if you
like. Talk to others about the study if you wish. Thank you for reading this.

What is the study about?

This study looks at the relationship between suspicious thoughts, emotions
and task performance. We are using various tasks such as a virtual game and
a memory test. We hope that our findings can in future be applied to help
people who experience negative emotions and paranoia.

Why have | been asked to take part?

We are inviting you to take part because you are a student or a member of
staff at the University of Manchester and are 18 years old or over. People
involved will also have normal or corrected vision and hearing, no current or
previous involvement with secondary care psychiatric services and speak
English. We are hoping for 110 participants to take part in this study.

Who can participate?

Due to the nature of this study we are asking everyone some questions in
order to determine whether there is any reason they shouldnd participate. If
you respond &es & any of the following questions you will not be able to
participate in the present study:

1. Have you ever been hospitalised for assessment and/or treatment of
schizophrenia, bipolar disorder, a psychosis-related problem (e.g. depression
with psychosis, etc.)?

2. Have you ever been given a diagnosis for any of the above?

3. Have you ever been advised to take medication for hearing voices,
paranoia or unusual thoughts?

What will participation involve?

If you choose to take part, a researcher will arrange to meet with you at a
room at the University of Manchester. The study will take no longer than 60
minutes and will involve completing some questionnaires, listening to a
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podcast, playing a virtual game on a computer and taking part in a memory
test. Some of the questions ask if you experience suspicious or paranoid
thoughts but you will not be asked to provide details of these. You may
complete these tasks alongside other students, but your answers will remain
confidential.

Do | have to take part?

No. It is up to you whether or not you decide to take part. If you do decide to
take part you will be given a copy of this information sheet and be asked to
sign a consent form saying you agree to take part. If you decide to take part,
you can leave the study at any time without giving a reason. If you decide to
leave at any time, or not to take part, this will not affect your study at the
University.

Are there any risks involved in taking part?

There is the possibility that you may find some of the questions in this study
uncomfortable or upsetting. If this is the case, you are free to leave any of
these guestions unanswered and you are welcome to end your participation
any time. The study will also involve listening to a podcast containing
information on suspiciousness and paranoia, playing a virtual game on the
computer and doing a Quiz. It is possible that the podcast or games can be
minimally distressing, however If any aspect of the research is upsetting, we
will signpost you to sources of support, including the University Student
Services, NHS 111 Emergency Care number, or the Samaritans (Tel: 08457
90 90 90). Moreover, we can support you to access your GP but we will only
do this with your consent.

What are the likely benefits of this study?

Some people enjoy completing the tasks involved in research and the
opportunity to talk to someone about their experiences. The project will help
us to understand more about the impact of competing tasks on the experience
of suspiciousness and paranoia and explore people& emotional reactions to
both. We hope that this study will inform our ways of supporting people who
are distressed by feeling suspicious or paranoid.

Reimbursement for my time

Participants will be eligible to receive entry to a clinical-psychology themed
career seminar offered by two current Clinical Psychology Doctorate Trainees,
with the opportunity to ask questions and enter into a raffle with the chance of
winning one of two A 5 Bigh street gift vouchers, as a token of appreciation.
Alternatively participants can elect to receive A8 for their efforts.
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What if | have questions or want to complain about this study?

If you have a concern about any aspect of this study, you should ask to speak
to the researchers who will do their best to answer your questions. If they are
unable to help or you wish to make a complaint regarding the study, please
contact a University Research Practice and Governance Coordinator on 0161
275 7583 or 0161 2758093 or by email to research-
governance@manchester.ac.uk.

In the unlikely event that something does go wrong and you are harmed
during the research you may have grounds for a legal action for compensation
against The University of Manchester but you may have to pay your legal
costs.

Will my taking part be confidential?

If you agree to take part in the study, any information you give the researcher
will be kept strictly confidential. We will conform to the Data Protection Act of
1998 with respect to data collection, storage and destruction. Your name will
not appear on any of the forms; we will give you a study number instead. Any
information you give to the researcher will not be shared with any staff without
your consent, unless the researcher feels that either yourself or others are
likely to be harmed.

What will happen to the results of the research study?

A trainee clinical psychologist will be analysing the data collected in this
project as part of their thesis, supervised by Professor Anthony Morrison and
Dr Sandra Bucci. The findings will be presented to a range of mental health
professionals and academics. Hopefully, the research will also be published in
a scientific journal. If requested, the researchers can send you a copy of the
final published article.

Who is organising and funding the research?
This study is funded and organised as part of the University of Manchester
Doctorate in Clinical Psychology Programme.

Further Information
If you would like any further information or have any questions about the
study, please ask a member of the research team:

Maria Kaltsi
(Trainee Clinical Psychologist )

85



Email: maria.kaltsi@postgrad.manchester.ac.uk

School of Psychological Sciences
Zochonis Building, 2 ™ Floor
University of Manchester
Brunswick street

Manchester, M13 9PL

Supervised by:

Professor Anthony Morrison

Academic Supervisor

Email: Anthony.morrison@manchester.ac.uk
Tel: 0161 306 0400

Dr Sandra Bucci

Academic Supervisor

Email: Sandra.Bucci@manchester.ac.uk
Tel: 0161 306 0400

Version 4: 14/11/2014
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Script 1: Positive Beliefs about Paranoia

Introductions:

JUDE

Hello, my name is DHelen Lesteand | am a Lecturer at the University of Leeds and
honorary Lecturer at the Univeristy of Manchester. Today, | will be discussing the
subject of paranoia with Dr Rory Byrne. Dr Byrne has extensive research in the area
of psychosis and works aspostgraduate researcher in the Psychosis Research Unit.
He is involved primarily in useled research into early detection and intervention for
psychosis, and the prevention or treatment of psychosis using psychological therapies.
The reason why | felt that it would be helpful to have this discussion today is because
research findings in the area of paranoia are increasingly pointing towards the
direction that paranoia is a normalé and i
that, as The University of Manchester is an organization with an extensive research
portfolio in the area of psychosis and paranoia, we have a duty of care to keep the
public informed of recent important developments. Dr Byrne, thank you for coming
here tocy.

RORY

Thank you for inviting me. As you already said, informing the public correctly on
important health matters is our responsibility. | am glad to be here today to discuss the
important topic of paranoia. It is vital that the public is well inforrabdut the most

up to date research on paranoia.

JUDE
OK, so at this point it may be helpful if you could tell us what you mean when you
say paranoia. What actually is paranoia?

RORY

Paranoia goes by a variety of names such as paranoid feslings,pi ci ous t hough
The term 6paranoiad has negative connotat:i
term suspicious or paranoid thought sé

Paranoia is typically characterized by the fear that something bad is happening or
about t o happ ¢is bBappaning or abdow to is wdused by others. For

example, a person might fear that someone is trying to cause them physical or
emotional harm by spreading rumors about them.

JUDE
Could you please expand a bit more on this?

RORY

People from a differentountry, people who do not share our religious or political

beliefs or our sexual orientation, even people with an unusual haircut or style of dress

Tal |l are frequently the objects of our dis
worried about walkip al ong a deserted street | at e a
approaching home after a time away, that the house may have been burgled in their
absence? Who hasndét found themselves suspe
friend, colleague or familymmeb er hasndét their best interes
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may take many different forms and may vary hugely in degree, but what unites them

is the suspicion that other people intend to do us harm.

JUDE

It sounds | i ke paranoia i s a common exper.i:

RORY

Yes, there is no doubt that paranoia is extremely common among people of all ages,

from adolescence to old age. In fact, paranoia may be almost as common as
depression or anxiety, with one third of the UK population regularly experiencing
suspicious thogrh t s . Mo st of those people arenot v
thoughts, and only-3% will have quite severe paranoia and will need specialist
treatment.

So clinical cases aside, we can observe paranoia in-dagrgeople in their everyday

lives. These statistics may seem surprising. I
may be thinking, but | had no idea that so many other people have had the same
feelings. One explanation for this surprise may be that most people find it very
difficult to talk about these sorts of worries with those closest to them. No one, after

al | wants to be seen as anxious or fearf
courage to voice our fears, we often di s mi
just being parandi, butédé (long pause). When are we
paranoia?

JUDE

Why do paranoid or suspicious thoughts occur?

RORY

Daniel Freeman and colleagues at the University of Oxford have identified two many

types of trigger for suspicious thoughts:€eThituations, events and experiences we
encounter in the world and the way we fee
occur out of the blueé

Suspicious thoughts often arise when we are in social situations, when we feel
exposed, when we think we migbhte blamed or accused or when we are alone.

Moreover, some peoplebs fears are triggere
ot her peopleé their fears may be provoked
JUDE

Could you please el aborateé?

RORY

OK | et 06 sthe exampteiofdsecial situations. For many people social situations

can be stressful events. We may feel a pre
It can seem as though we are forced to perform. We have to try to be entertaining,
amusing, articula e , even just plain politeé I n situ
anxieties i1itbés not surprising that peopl e

negatively. If we spot people looking at us while talking to someone else we wonder

whet her Itkheybéradbootuda usé So examples of susp
walking down the street and seeing a group of people standing around talking. If they

start laughing as we walk past, we may sometimes worry that they are laughing at

usé Or é Bei nand l@aving ¢the thoaghtt tyat some people are saying
negative things about us behind our backée
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To a greater or lesser extent, we all experience paranoid feelings on occasion, for the
simple reason that paranoid fears and suspicions often serve some usghll
functions.

JUDE

So paranoia can have a useful functioné
RORY

Exactly. As | have already mentionedé par a

by a combination of stress and major life events as well as negative feelings such as
anxiety and depssion.

Typically, paranoia starts when something stressful or unexpected happears

stress, changes in our sleep pattern, the spread of rumors... Such events create
uncertainty. Most of us tend to deal with the unknown by trying to give the events
meanng. This type of mental processing sets in motion a common psychological
reaction known as fAhypervigilance. 0 Suddet
paying close attention to everything going
our remarks at # last outing, or maybe we were left off a gathering. So, in this

context paranoia or suspiciousness can be seen as important as it can help us find
answers and therefore bring a close to our search for meaning or our worry.

JUDE

Does paranoia haveanydmer wuseful functionsé?

RORY

Hmmé how about when being suspicious can h.
it comes to meeting people with malicious intent. In those cases paranoia can ensure

our survival. | guess we are all familiar with the examglevalking back home at

night and constantly checking behind our b
suspicious of others. The world is, after all, sometimes a dangerous and hostile place.
Moreover, Richard Bentall and colleagues at the Universityiv@rpool have found

that in people with traumatic early experiences paranoia can protect them from
negati ve feelings. Wh e n t he p a{eseemn i a i s
improves therefore in this case, suspiciousness or paranoia serves divprotec

function.

JUDE

OK thank you for this. Individuals who will be accessing this podcast will either be
students or staff at the University so | am wondering what you would suggest to
someone who identified with the experiences you have described.d&/tia¢y need

to do?

RORY

First of all 1 would suggest that they bring some of the information that we are
discussing in mind. The fact the paranoia is common and in many occasions helpful
and protective. If however, they do worry about their experiences | would advice
them to cordct their GP or book an appointment at the Student Counseling Service
we have provided extensive training there so everyone is well on board with the
current evidence on paranoia and will be able tassure them.
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JUDE
Great. This is very helpful.Know you are busy Dr Byrne so thank you for your time
and for sharing with us your important findings.

RORY
My pleasure. Hopefully, | have been able to convey the message that paranoia should
not worry people as much as it has done in the past.

Script 2: Negative Beliefs about Paranoia
Introductions:

JUDE

Hello, my name is DHelen Lesteand | am a Lecturer at the University of Leeds and
honorary Lecturer at the Univeristy of Manchester. Today, | will be discussing the
subject of paranoia with Dr Rp Byrne. Dr Byrne has extensive research in the area
of psychosis and works aspostgraduate researcher in the Psychosis Research Unit.
He is involved primarily in useled research into early detection and intervention for
psychosis, and the preventiontreatment of psychosis using psychological therapies.
The reason why | felt that it would be helpful to have this discussion today is because
research findings in the area of paranoia are increasingly pointing towards the
direction that paranoia is nas safe as people once thought. In fact, it is quite the
opposite! And | feel that, as The University of Manchester is an organization with an
extensive research portfolio in the area of paranoia, we have a duty of care to keep the
public informed of recanimportant developments. Dr Byrne, thank you for coming
here today.

RORY

Thank you for inviting me. As you already said, informing the public correctly on
important health matters is our responsibility. | am glad to be here today to discuss the
importanttopic of paranoia. It is vital that the public hear the most up to date research
on paranoia. By increasing awareness about the latest developments in paranoia we
might be able to prevent serious mental health problems.

JUDE:

Please do tell us a littleit more about this.

RORY

Wel |l &€ studies have shown that the | onger

ignoredé the worse the outcomeé and the
decrease. Untreated paranoid symptoms can lead to people staying in hospital for
longer periodsand having to take more powerful medications and for longer. In
addition, paranoia tends t oi peaple with this huge
problem are more likely to experience a breakdown in their relationships, lose their
employment, have seng difficulties completing their studies and so forth.
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JUDE

oK, So ignoring paranoia can have a huge i
would be helpful if you could tell us what you mean when you say paranoia. What

actually is paranoia?

RORY

Paranoia is typically characterized by the fear that something bad is happening or
about to happené and that o6éthe badédé that i
example, a person might fear that someone is trying to cause them physical or
emotobnal harm by spreading rumours about them. Some people even fear that others

want to kill them. People with paranoia can also feel their physical safety may be
threatened by one or more people.

JUDE
Can paranoia be experienced in a mild as well as in a sawere form?

RORY

Absolutely. In its more severe form individuals tend to be convinced about the reality
of their thoughts. They are convinced for example, that others are trying to cause
them harm. People at the severe end will often receive a diagsfoschizophrenia.
However, paranoia can also be a feature of another very serious condition called
paranoid personality disorder. In any case, people at the severe end of Paranoia tend
to be extremely frightened, even frightened for their life, amy déstressed by the
presence of their experiencers.

JUDE

OK thank you for this. Individuals who will be accessing this podcast will either be

students or staff at the University so it could also be helpful to talk about paranoia in

its milder form. Whad oes paranoia |l ook | ike in the b
uncontrollable and distressing, and even life threatening?

RORY

Describing paranoia in its milder form so people know exactly what they need to look

out for is certainly one of the recommendas we have made based on our recent

research findings on paranoia. People with milder forms of paranoia, like the people

who might be listening to this podcast, tend to have similar thoughts to people in the

severe end but the difference is that peoptd wiild beliefs tend to doubt the reality

of their experiencesé they are better at
someone might think that people are spreading rumors about me, or people are trying

to cause me psychological harm in some way,tihey will be able to challenge the

reality of their thoughts/beliefs. So although these thoughts may initially be upsetting

this tends to reduce when the person has questioned these thoughts. People in this
category may also havequatéelrtighensesxpenbderl
somet hing bad is about to happen or happe
articulate exactly what they feel.

JUDE

OK. So if someone can identify with the experiences you have described, what do
they need to do?
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RORY

This is the important part | think. Up until recently, we regarded these experiences as

nor mal & har ml ess. However, our research hi
experiences are not as harmless as we first thought. Certain stressors such as exam
stres can tip someoneds experiences from mil
these thoughts early is a very good first step. Studies by Alison Young, Clinical
Professor of Psychiatry at the University of Manchester and the Psychosis Research

Unit at Greger Manchester West NHS Foundation trust and colleagues suggest that at

least 50% of people who experience suspicious thoughts or unusual experiences will

go on to develop first episode psychosis within one year. The second step would be to

speak to a prefksional as soon as they notice themselves having such thoughts or
experiences. We could recommend that people contact their GP immediately or book

an appointment at the Student Counseling Servisge have provided extensive

training there so everyonewsll on board with the current evidence on paranoia.

JUDE
Great. This is very helpful. | know you are busy Dr Byrne so thank you for your time
and for sharing with us your important findings.

RORY

My pleasure. Hopefully, | have been able to conveyntieesage that paranoia should

be not taken lightly and that if untreated can quickly lead to serious conditions such as
long-term MH problems, hospitalisation and so forth. So please do take action before
ités too | ate.

The End
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CONSENT FORM

Client Identification Number for this study: é é é .

Title of Project: The role of competing tasks on paranoia, suspiciousness and
associated mood states

Name of Researcher:

Name of Participant:
Please initial box

1. | confirm that | have read and understand the information sheet
for the above study and have had the opportunity to ask questions.

2. lunderstand that my participation is voluntary and that | am free to withdraw at any time,
without giving any reason, without my legal rights or study being affected.

3. lconsentto my GP being contacted in the event that | experience very high levels
of distress and need support of this nature and that the researchers will inform my GP
of the study | have taken part in.

4. | understand that relevant sections of the data collected during the study may be
looked at by individuals from the University of Manchester or from regulatory authorities
where it is relevant to my taking part in this research. | give permission for these
individuals to have access to my data.

5. | agree to take part in this study.

6. | consent to my contact details being passed to the investigator of an allied study within
the same research group, with the understanding that | have no obligation to take part.

7. | consent to be contacted about similar future projects within the same research group,
with the understanding that | have no obligation to take part.

Name of Participant Date Signature

Name of Researcher Date Signature
1 copy for participant; 1 for researcher
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Measures

Manipulation check: In order to assess the effectiveness of the manipulation, a state version of the highest loading positive and higlhesding

negative beliefs of the Beliefs about Paranoia Scale (BARSumley, Gillan, Morrison & Schwannauer, 2010) will be radministered. The state

AAADPOAA ET OOOOAOEIT xEI1T AA O(1 x 0©00dt therhothentn the@En@lnalﬁEiaperl Gumlgyl eCal. @BIO)YOCE OO

identified the highest loading positive and negative items as follows: )

0f OEOEOA EOAiIi O0d O0)O EO EI Pi OOAT O Oi AA PAOATTEAS AT A 0)O0 EO OAEAO OiI A
ACAOEOA EOAI 0 O6-U PAOATT EA ABGB®OOA®DA O ARSdh AT A O-U PAOATT EA OEI OCE

A successful manipulation is defined as where posgst scores are greater than baseline scores on these items.

Paranoia Checklist (Summary Sheet)

Many people have thoughts, worries, or suspicions that others may be trying to upset them. It is a common experience, jsigieple
can sometimes feel anxious or low in mood. Below are listed some of the thoughts that people report. For each one pledseate in
the moment how strongly you have the thought, how strongly you believe it, and how upsetting the experience is for you, by ticking the
appropriate box.

| sometimes get the thought that:

1 2 3 4 5 Not A little Somewhat | Moderately Very
Not at Very Do not Believe it | Believe it | Believeit | Absolutely distressing | distressing | distressing | distressing | distressing
all strongly believe it a little somewhat alot believe it

I need to be on
my guard
against others.

There might be
negative
comments being
circulated about
me.

People
deliberately try
to irritate me.

I might be being
observed or
followed.
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People are
trying to make
me upset.

People
communicate
about me in
subtle ways

Strangers and
friends look at
me critically.

People might be
hostile towards
me.

Bad things are
being said about
me behind my
back.

Someone | know
has bad
intentions
towards me

| have a
suspicion that
someone has it
in for me.

People would
harm me if
given an

opportunity.

{2YS2yS
know has bad
intentions
towards me.
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Thereis a
possibility of a
conspiracy
against me.

People are
laughing at me.

| am under
threat from
others.

| can detect
coded messages
about me in the
press/TV/radio

My actions and

thoughts might

be controlled by
others.
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Paranoid Thought Scales

Please read each of the statements carefully.

They refer to thoughts and feelings you may have habout others over the last month

Think about thelast month and indicate the extent of these feelings frorth (Not at all) to 5 (Totally). Please complete both Part A and
Part B.

(N.B.Please do not rate items according to any experiences you may havel hender the influence of drugs).

33/
Part B. % %%_ é@é
1. Certain individuals have had it in for me 1 2 3 4 5
2. | have definitely been persecuted 1 2 3 4 5
3. People have intended me harm 1 2 3 4 5
4. People wanted me to feel threatened, so they stared at me 1 2 3 4 5
5. | was sure certain people did things in order to annoy me 1 2 3 4 5
6. | wasconvinced there was a conspiracy against me 1 2 3 4 5
7. | was sure someone wanted to hurt me 1 2 3 4 5
8. I was distressed by people wanting to harm me in some way 1 2 3 4 5
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9. | was preoccupied with thoughts of people trying

to upsetme deliberately

(@}
mv
m\
—
m
m

pntg ) AT O1l ATd80O 001 b
11. | was distressed by being persecuted
12. | was annoyed because others wanted to deliberately
upset me
13. The thought that people were persecuting me
played on my mind
14. It was difficult to stop thinking about people
wanting to make me feel bad
15. People have been hostile towards me on purpose

16. | was angry that someone wanted to hurt me

1 2
AAT OO
1 2
1 2
1 2
1 2
1 2
1 2

3 4 5

PAT PHA BA

3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5

—_—)
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Beliefs about Paranoia Scale

The experience of feeling paranoid is a common one. Itis particularly common when under stress. Listed below are a nuraber
attitudes and thoughts that people hae expressed about paranoia. There are no right or wrong answers. Please give a response about
how you generally feel.

Please read each statement and thasircle the number that corresponds to how much you believe this.  Please give a response to all
the statements.

y AAT EAOA OEAGQ Notatall Somewhat | Moderatel | Very
y SO much so

1. My paranoia gets out of 1 2 3 4

control

2. 1 get upset when | feel 1 2 3 4

paranoid

3. Itis important to be 1 2 3 4

paranoid

4. If | were not paranoid others | 1 2 3 4

would take advantage of me

5. It is safer to be paranoid 1 2 3 4

6. Everybody feels paranoid at | 1 2 3 4

some time or other

7. My paranoia prevents me 1 2 3 4

from doing things | enjoy

8. Most people get paranoid 1 2 3 4

sometimes

9. My paranoidthoughts 1 2 3 4

worry me

10. Paranoia is normal 1 2 3 4
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11. My paranoia keeps me on
my toes

12.Being paranoid keeps me
sharp

13. Everybody is paranoid on
some level

14.My paranoia gets
exaggerated

15. Myparanoia protects me

16.Paranoia is something
everybody has to some extent

17. Being paranoid is just
human nature

18. My paranoia distresses me
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Meta-Cognitions Questionnaire (Revised)

This questionnaire isconcerned with beliefs people have about their thinking.

Listed below are a number of beliefs that people have expressed. Please read each item and say how mucheymrally agree with it
by circling the appropriate number.

Please respond to all the iters, there are no right or wrong answers.

Do not Agree Agree Agree
agree slightly moderately  very much
Worrying helps me to avoid problems in the
future 1 2 3 4
My worrying is dangerous for me 1 2 3 4
| think a lot about my thoughts 1 2 3 4
| could make myself sick with worrying 1 2 3 4
| am aware of the way my mind works when
am thinking through a problem 1 2 3 4
If I did not control a worrying thought, and
then it happened, it would be my fault 1 2 3 4
I need to worry in order to remain organised
1 2 3 4
| have little confidence in my memory for
words and names 1 2 3 4
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10

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

My worrying thoughts persist, no matter how
| try to stop them

Worrying helps me to get things sorted ant
my mind

| cannot ignore my worrying thoughts
I monitor my thoughts
| should be in control of my thoughts all of th
time
My memory can mislead me at times
My worryingcould make me go mad
| am constantly aware of my thinking
| have a poor memory
| pay close attention to the way my mind worl
Worrying helps me cope

Not being able to control mghoughts is a sign
of weakness

N

w w

A
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21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

When | start worrying, | cannot stop

| will be punished for not controlling certain
thoughts

Worrying help me to solve problems

I have little confidence in mypemory for
places

It is bad to think certain thoughts
| do not trust my memory

If I could not control my thoughts, | would not
be able to function

I need to worry, in order to work well

| have little confidence in my memory for
actions

| constantly examine my thoughts
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Depression Anxiety Stress Scales

Please read each statement aaiicle an appropriate number (see below) 0, 1, 2 owBich indicates how much the statement applied to you
over the past weekThere are no right or wrong answers. Do not spend too much time on any statement.

0 = Did not apply to me at all

1 = Applied to me in some degree, or some of the time

2 = Appliedto me a considerable degree, or a good part of the time
3 = Applied to me very much, or most of the time

1. | was aware of dryness of my mouth 0 1 2
H O L O2dzZ RyQil &SSY (2 SELSNASgOS1IyeR

3. lexperienced breathing difficulty (e.g. excessively rapid 0 1 2
breathing, breathlessness in the absence of physical exertion)

nao L 2dzald O2dzZ RyQid aSSy (2 3ISaG 3I2Ay3A
5. I had a feeling of shakiness (e.g. legs going to give way) 0 1 2

6. | found myself in situations that made me so anxious | was 0 1 2
most relieved when they ended

7. | felt that |1 had nothing to look forward to 0 1 2

8. | felt sad and depressed 0 1 2

3
LIBAAGAGS FTSStAy3

3

[:]
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9. | had a feeling of faintness

10. | felt that | had lost interest in just about everything

MM® L FSEd L 6layQid ¢2NIK YdzOKOl a1l

12. | perspired noticeably (e.g. hands sweaty)

13. | felt scared without any good reason

14.1FSt G GKFEG fATFS 6layQi 62NIKgogBAT S

15. | had difficulty in swallowing

0

0

0

0

0

1

1

1

1

1

2 3
2 3
PISNB 2 Yy
2 3
2 3
2 3
2 3

Mc® L O2dzZ RyQi asSSy G2 3IS0 FryeoSyaz2exSya

17. 1 was aware of the action of my heart in the absence of
physical exdion (e.g. sense of heart rate increase, heart
missing a beat)

0 = Did not apply to me at all

1 = Applied to me in some degree, or some of the time

2 = Applied to me a considerable degree, or a good part of the time
3 = Applied to me very much,ronost of the time

0

1

2

3

2 dzii

27

KAy 3a

L
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18. | felt downhearted and blue
19. | felt | was close to panic

20. | feared that | would be thrown by some trivial orun
familiar task

21. | was unable to become enthusiastic abanything
22. | felt | was pretty worthless

23. | felt terrified

24. |1 could see nothing in the future to be hopeful about
25. | felt that life was meaningless

26. | was worried about situams in which | might panic
and make a fool of myself

27. | experienced trembling (e.g. in the hands)

28. | found it difficult to work up the initiative to do things
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Division of Clinical Psychology,
2™ Floor Zochonis Building,
University of Manchester,
Brunswick Street,

The University of Manchester Manchester
M13 9PL

Tel: 0161 3060400

Experimental manipulation of metacognitive beliefs and paranoia in a non-
clinical population
Screening Interview & Distress Protocol
(V.1, 04/04/2014)

All screening will be conducted via email by Maria Kaltsi, Trainee Clinical
Psychologist, and accredited, Cognitive-Behavioural Psychotherapist.

Participants with a history of severe mental health problems (e.g., schizophrenia,
bipolar disorder, affective psychosis), current use of secondary services (e.g.,
CMHT, EIS), and on psychiatric medication will be excluded from the present
study. Specifically, in order to screen for the above criteria participants will be
asked the questions detailed below. Anyone who responds ‘yes’ will be deemed
ineligible to participate in the study and will not be contacted further:

Dear x,

Thank you for your interest in the study. Due to the nature of this study we are
asking everyone some questions in order to determine whether there is any
reason they shouldn’t participate. If you respond ‘yes’ to any of the following
questions you will not be able to participate in the present study:

1. Have you ever been hospitalised for assessment and/or treatment of
schizophrenia, bipolar disorder and/ or a psychosis related problem (e.g.
depression with psychosis, etc.)?

2. Have you ever been given a diagnosis for any of the above?

3. Have you ever been advised to take medication for hearing voices, paranoia or
unusual thoughts?

Thank you for your time and interest.

Yours Sincerely,
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Distress Protocol

Student services will be informed prior to commencement of the study and the
researcher will ensure that participants are registered with a GP and know their
name and telephone number. All participants will be provided with pocket sized
laminated cards with details of the local A&E department and the following help-
line numbers:

0 NHS Direct

0 The Samaritans

o Minddémental health charity

0 A&RETHINK @nental health charity

If participants experience distress during testing they will be asked if they wish to
take a break or end the session and their decision will be respected. The
researcher will also check distress at the end of the experimental session.
Participants who report distress will be encouraged to contact their GP and would
be helped to do so if they wish, but the decision regarding whether or not they
access help would remain theirs. A follow-up phone call will be made within 24
hours to all participants to check that they are not distressed. Following testing,
all participants will be provided with normalising information about paranoia.

112



Appendix H: SPSS aitput (t-test on the change scores)
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It doesnt matter which of thesetwo methods you use,but the t-test enables you to very simply test the effec

sampling distri butions using the bootstrap. See bottom of thisfile.

PC_Frequency

Repeated M easures ANOV A

GLM Baseline_PC_Freq_Total Outcome_PC_Freq_Total BY MetaCog_Induction

/WSFACTOR=Time 2 Polynomial
/METHOD=SSTYPE(3)
/CRITERIA=ALPHA(.05)
/WSDESIGN=Time
/DESIGN=MetaCog_Induction

General Linear Model

Tests of Within-Subjects Contrasts

easure: MEASURE 1

Type lll Sum of
Source Time Squares df Mean Square F Sig. |
Time Linear 174 1 174 .015 903
Time * MetaCog_Induction __ Linear 144.989 1 144.989 12.401 .001
Error(Time) Linear 1239.284 106 11.691
Tests of Between-Subjects Effects
Measure: MEASURE_1
Transformed Variable: Average
Type Il Sum of

Source Squares df Mean Square F Sig.

Intercept 156546.005 1 156546.005 1368.215 .000
MetaCog_Induction 84.005 1 84.005 734 393

Error 12128.120 106 114.416
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ICRITERIA=CI(.95).

T-Test
Independent Samples Test
Levene's Test for Equality of Variances t-test for Equality of Means
Std.
3 Sig. t df Sig. (2-tailed) Mean Difference Differ
Change_PC_Freq Equal variances assumed 6.302 .014 3.522 106 .001 3.28621
Equal variances not assumed 3.617 101.176 .000 3.28621

N.B. 3.522 squared = 12.404
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KEPEALEU IVIEDSUT ES ANUYV A

GLM Baseline_PC_Dis_Total Outcome_PC_Dis_Total BY MetaCog_Induction

IWSFACTOR=Time

2 Polynomial

IMETHOD=SSTYPE(3)
/CRITERIA=ALPHA(.05)

/WSDESIGN=Time

/DESIGN=MetaCog_Induction.

General Linear Model

Measure: MEASURE_1

Tests of Within-Subjects Contrasts

Type Il Sum of
Source Time Squares df Mean Square F
Time Linear -100 1 .100 .006 936
Time * MetaCog_Induction __Linear 126.043 1 126.043 8.208 -005
Linear 1597.032 104 15.356
Tests of Between-Subjects Effects
Measure: MEASURE_1
Transformed Variable: Average
Type Il Sum of
Source Squares df Mean Square F Sig.
Intercept 159822.372 1 159822.372 729.822 .000
MetaCog_Induction 566.428 1 566.428 2.587 111
Error 22774.761 104 218.988

t-test on change score

T- TEST GROUPS=MetaCog_Induction(1 2)
IMISSING=ANALYSIS
IVARIABLES=Change_PC_Dis
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Independent Samples Test

Levene's Test for E

quality of Variances

F Sig t df Sig. (2-tailed
Change_PC_Dis Equal variances assumed 3.816 .053 2.865 104 .005
Equal variances not assumed 2.938 103.996 .004

Mean Difference

3.10422
3.10422

t-test for Equality of Means

Std. E

Differe

117



PC_Frequency

BOOTSTRAP
ISAMPLING METHOD=SIMPLE
IVARIABLES TARGET=Change_PC_Freq INPUT=MetaCog_Induction
ICRITERIA CILEVEL=95 CITYPE=PERCENTILE NSAMPLES=1000
/MISSING USERMISSING=EXCLUDE.

Bootstrap

Bootstrap Specifications

Sampling Method Simple

Number of Samples 1000
Confidence Interval Level 95.0%
Confidence Interval Type Percentile

T- TEST GROUPS=MetaCog_Induction(1 2)
IMISSING=ANALYSIS
IVARIABLES=Change_PC_Freq
ICRITERIA=CI(.95).

T-Test
Bootstrap for Independent Samples Test
Bootstrap®
95% Confidence Interval
Mean Difference Bias Std. Error Sig. (2-tailed) Lower Upper
Change_PC_Freq Equal variances assumed 3.28621 .02051 92001 .002 1.49809 5.05905
Equal variances not assumed 3.28621 .02051 .92001 003 1.49809 5.05905
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BOOTSTRAP
ISAMPLING METHOD=SIMPLE

/VARIABLES TARGET=Change_PC_Dis INPUT=MetaCog_Induction
ICRITERIA CILEVEL=95 CITYPE=PERCENTILE NSAMPLES=1000

/MISSING USERMISSING=EXCLUDE.

Bootstrap

Bootstrap Specifications

Sampling Method Simple
Number of Samples

Confidence Interval Level

Confidence Interval Type Percentile

1000
95.0%

T- TEST GROUPS=MetaCog_Induction(1 2)
IMISSING=ANALYSIS
IVARIABLES=Change_PC_Dis
ICRITERIA=CI(.95).

T-Test
ootstrap for Independent Samples Test
Bootstrap®
95% Confidence Interval
Mean Difference Bias Std. Error Sig. (2-tailed) Lower Upper
Change_PC_Dis Equal variances assumed 3.10422 .05511 1.04559 .005 1.22363 5.34976
| Equal variances not assumed 3.10422 .05511 1.04559 .004 1.22363 5.34976

a. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples
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University of Manchester
Clin.Psy.D
Large Scale Research Project
Proposal Submission Proforma

Do _not exceed the physical limits of this form - should not be double sided

Name Maria Kaltsi

Title of Project Experimental manipulation of metacognitive beliefs and
paranoia in a non-clinical population

Supervisor(s)

Academic Professor Anthony Morrisonand Dr Sandra Bucci

Clinical/Field N/A

INTRODUCTION

Provide a brief overview of relevant existing research and any pilot work in this area.

Paranoid or persecutory delusions are one of the most frequent symptoms of pg
(Freeman, Garety, Kuipers, Fowler & Bebbington, 2002), and tend to be distress
disruptive for the individual experiencing them (Freeman, Freeman & Garety, 1
Paanoi a has been defined as a belief th
persecutor has the intention to cause

theories have accounted for the occurrence of paranoia. Bentall araueleconceptualis
persecutory delusions as an attributional defence that serves to protect agasest &sieern
in normal individuals (Bentall, Kinderman & Kaney, 1994). Their theory suggests th
making external attributions for negative even@ther than blaming the self, negati
thoughts about the self are prevented
esteem is preserved. The problem with this mechanism however, is that it leads
activation of schemata that represent ttwefiom others. Evidence in support of t
relationship between sedisteem and paranoid ideation is conflicting. For example, Chag
& Lowe (1994) found that selfsteem does not lower when persecutory delusions imp
whilst Freeman et al. found lowelfesteem to be common in people with persecu
del usi ons. Trower and Chadwickédés (1995
6bad meé) provides a framework for und
delusions. Accordingtoth aut hors people with O6poor

victims and to bl ame others. Peopl e wi
themselves and to view others as just.i
pe secutory delusions incorporates Bent
persecutory delusions are a reflection

defence. Wel |l s an-defererd ¢éxechtieeviundiors(RER Sadb@l has asl
provided a useful framework for understanding vulnerability to paranoia. This model sy
that metacognitive beliefs about mental experiences are important in psycho
dysfunction. It proposes that metacognitive beliefs dseléfocused attention and ruminati
processes, worry and the interpretation of events, and predicts that positive belief
mental events will be associated with an increase in frequency, whereas negative belig
such experiences will be assateid with distress and disability. In order to explore the ro
metacognition in paranoia, Morrison et al. (2005; 2011) examined the above predictio
in a clinical and nostlinical population group, and found results consistent with tREB.
Speifically, they found positive and negative beliefs about paranoia to be associated v
experience of paranoia, and negative beliefs about paranoia to be associated with
associated with delusional ideation. These findings offer some tentatjygort for a
metacognitive model of clinical paranoia. However, the nature of the design meant t
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authors could not make causal inferences. The present study will aim to address son
methodological limitations reported by Morrison et al.2Dby exploring the causal role
metacognitive beliefs on paranoia frequency and distress utilising an experimental des
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AIMS & HYPOTHESES

State the principal aims of the research, hypotheses to be tested, and also subsidiary
hypotheses or questions to be investigated.

This study will use an experimental design to assess the impact of metacognitive belie
paranoia on paranoia frequency and distress associated with paranoia inclinicain
population. Specifically, this study will be taggithe following hypotheses:

1. Participants in the negative beliefs about paranoia group (NBPG) will score
than participants in the positive beliefs about paranoia group (PBPG) on meas
distress associated with paranoid thinking.

2. Participants wth positive beliefs about paranoia will score higher than particig
with negative beliefs on paranoia frequency.

METHOD

EXPERIMENTAL DESIGN

Provide an outline of the design to be used (e.g. correlational, group comparison
etc.)

The experiment will be conducted as a randomised group comparison. Independent
Group (two levels: positive beliefs/negative beliefs). Dependent variables: Freque
paranoia; paranoia associated distress.

At baseline, participants will be a&ssed with regard to their metacognitive beliefs, trait
state paranoid ideation, paranoia associated distress and other relevant variables
anxiety and deservedness of paranoia. Participants will then be randomised to the H
NBPG using sealdenvelope.com. Following the manipulation the highest loading iten|
positive/survival beliefs and negative beliefs from the BAPS (state version) will -4
administered and will serve as a manipulation check questionnaire. Theadspted
instructionwi | | be 6How strongly do tathhe mdmentall g
participants will then enter the paranoia induction stage. Finally, participants w
reassessed with regard to metacognitions, state paranoia and distress.

PARTICIPANTS

Describe the types of participants (e.g., patient groups, students, age and sex ratios
If appropriate and methods of recruitment).

All participants will be recruited at the University of Manchester. The study will be t
OExamining peooplwibrst uradacganmensd and wi l
student intranet. Students able to take part in the study will be awarded credits for the
at the university and will automatically be entered into a prize draw for Amazon vol
(£50). The main inclusion criterion will be that participants are a@e8l years. Participant
with a history of severe mental health problems (e.g., schizophrenia, bipolar dig
affective psychosis), previous admission to a psychiatric hospital and on giggg
medication will be excluded. In order to gain reliable and valid results participants will
informed that the study is about beliefs about paranoia until completion of testing.
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POWER CALCULATION/EXPECTED NUMBER OF PARTICIPANTS

NB This section must be completed in conjunction with a statistician to satisty

COREC requirements

With 50 participants in each group (100 total participants) the study will have 80% po
detect effect sizes of at least 0.566 between both groups.

The power clgulations are based on comparing betwselject means between two grou
using a twesample ttest at the conventional twgided 5% significance level (alpha 0.0
This assumes that the outcome means are normally distributed. The effect size isads
the difference in meandlivided by thecommon standard deviatiomlhe sample siz
calculations were performed using nQuery Advisor 7.0.

In addition with 100 participants the study will have reasonable power to detect diffe
for a maximum of 10 ingpendent predictors in an analysis of covariance (ANCOVA) m
using the conventional 10:1 rule for number of participants to number of predictors.

MEASURES

Describe the measures that will be used in the study and any training that is required
to use them.

1. Paranoia Checklist (Freeman et al. 2008)is 18item measure has been designeq
investigate paranoid thoughts and to provide a rditiensional assessment of paran
ideation.

2. Peters Delusions Inventory (Peters, JoseplGatety, 1999). This 2ktem measure ha
been developed to assess delusional ideation in the general population.

3. Beliefs about Paranoia ScaleShort form (Gumley, Gillan, Morrison, Schwannau
2010). This is an X8em selfreport measure that hasdmedeveloped to assess metacogni
beliefs about paranoia in the general population.

4. Metacognitions Questionnaire30 (Wells & CartwrightHatton, 2004). This is a shorten
30-item version of the MCQ and measures individual differences in metacognitive b
judgements and monitoring tendencies.

5. The Persecution and Deservedness Scale (Melo, Corcoran, Shryane & Ber@allTRia(
10item measure has been developed to assess persecutory ideation and a
deservedness.

6. StateTrait Anxiety Inventory (Spielberger, Gorsusch, Lushene, Vagg & Jacobs, 1
This is a measure of state and trait anxiety.

7. Screening fon to determine eligibility.
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PROCEDURE

Descri be the studyds practical procedu
Students who meet the inclusion criteria will be contacted via email and invited to Zo
building in order to take part in the study. On arrival, participants will be invited to pr
informed consent and will be informed that they can discontirriexperiment at any time.
Participants will be exposed to a specific definition of paranoia (Freeman & Garety,
before completing assessments of metacognitive beliefs, trait and state paranoia and
before being randomised to the PBPG or NBP@xticipants in the first group will receiy
information about the benefits of paranoia whilst participants in the second group will r
information about the dangerous and harmful effects of paranoia vi@qeled podcast
These will be developedn collaboration with Dr. Paul French). Following this,
participants will enter the paranoia induction stage. Paranoia will be induced using Cy,
(Williams, Cheung & Choi, 2000) and a task feedback paradigm (Kestling, Brede
Klenke, Westerman & Lincoln, 2013). This paradigm has been found to evoke feelin
social exclusion and criticism assumed to be predominant in paranoia (Kestling et al.
Participants will be reassessed on the same measures. Testing will last for approxintatg
40 minutes. After the experiment participants will be fully debriefed (see below).

STATISTICAL ANALYSIS

Provide an outline of the statistical procedures to be used in data analysis.

Descriptive statistics will be performed to characterise the saemlecheck for baselin
balance between the 2 groups. Analyses of covariance will be performed using the
allocation as grouping factor, distress or frequency of paranoia as the dependent vari
baseline variables as covariates.

Continuous datavill be assessed for normality prior to analyses, and skewed data norn
using logarithmic transformation if suitable. For data that cannot be normalised, appr
non-parametric analyses methods will be used.

PATIENT AND PUBLIC INVOLVEMENT  (PPI)

Describe the potential utility and benefit of the proposed research project to service
users and their supporters. If you have any discussion or consultation with service
users, please describe it in this section

Analogue research is commonly usedidentify causal factors and make inferences a
psychological processes in clinical populations. The continuum perspective mak
prediction that nonclinical persecutory ideation is likely to be related to delug
experiences (Freeman et al. 2P0bBhus, studying noelinical paranoid experiences inforn
the understanding of clinical paranoia (Freeman, Gittins, Pugh, Antley, Slater & Dunn,
This study is an attempt to build on our understanding of a metacognitive model of p:
with poterially important implications for its conceptualisation, assessment and treatmeg

The research design of this study could be strengthened by recruitment of a pers
delusions group. This idea was abandoned following a discussion with the Com
Liaison Group during which the ethics of inducing paranoia to a group of people a
experiencing paranoia were considered.

It is worth mentioning that paranoia induction paradigms have been used widely in th¢
of paranoia both with clinical andon-<clinical populations (Freeman et al. 2005; Ellett
Chadwick, 2007; Freeman et al. 2008; Freeman, 2008; Green et al. 2012; Valmagg
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2012; Westermann, Kesting & Lincoln, 2012; Kestling et al. 2013). To date, the auth
not come across any perts in the literature of unwanted and / or harmful side eff
associated with paranoia induction paradigms or with metacognitive beliefs manipy
Therefore, follow up assessments to determine any adverse reaction to the procedure
be condoted. Debriefing will include providing participants with normalising informa
about paranoia. The experimenter will make sure that the participants are not distress
they leave the experiment and will provide them with posketd laminated cds with
various helgine numbers (e.g., Samaritans, Saneline) as well as with the contact de
the local A&E department.

COSTS

Estimate the research costs (e.g., cost of tests/measures, travel, photocopying etc.)

- Photocopying of measures: £10

- Laminated pocket sized cards: £10

- Two £50 vouchers: £100

-Sealed envelope: £95

- Presentation at the BABCP2015 summer conference: £175 registration.

Total= £390

QUESTIONS FOR THE COMMITTEE

List any questions that you would like the committee to advise on.

1. 1 would appreciate it if you could consider the ethics and feasibility (i.e., in terms
recruitment) of recruiting a high nartinical paranoia group.

2. Benefits of immediate debrief versus using a diary measure for sustained data
collection.
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DIFFICULTIES

Please include a list of the difficulties that this research presents you with. Include
practical pitfalls, ethical issues, and potential confounds.

1. It is possible that the metacognitive beliefs manipulation and/or paranoia ind
mani pul ation checks o6fail 6. The experi
study. If the manipulation and induction fail then correlational analysiksevused (seg

contingency plan).
2. Confounds will be identified in the preliminary analysis.

3. Analogue research is increasingly being used in the field of psychosis research, |
the use of noitlinical participants in this study limits theegeralisability of findings tq
clinical populations.

4. Although adverse side effects in relation to paranoia induction have not been note
literature, this cannot be ruled out. The experimenter will ensure that participan
debriefed, offerechormalising information in relation to paranoia and if necessary, supq
to access relevant services. If risk to self and/or others is identified, the experimen
conduct a thorough clinical risk assessment and depending on the risk identified
predesigned risk protocol.
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TIME BUDGET

Plan showing how time is accounted for.

Nov-1& Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-1£ May-15 Jun-1¢

Materials prep
Lierature review
Ethics approvals
Recruitment
Data analysis
Experimental paper
Reflective paper
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BRIEF SUMMARY OF PROPOSAL IN LAY TERMS (200 -300 WORDS)

Paranoia is a common experience. In fact, paranoia may be almost as common as dg
or anxiety, with one third of the UK population regularly experiencing suspicious tho
Mo s t of those people arendt ver FHrntwll dhavd
guite severe paranoia and will need specialist treatment.

Over the past twenty years, research has identified a number of factors involved
occurrence of suspicious thoughts. Some researchers suggest that these thought
cawsed by a combination of stress and major life events as well as negative feelings
anxiety and depression. For example, often when we are anxious we tend to overesti
chance of threat. Therefore, the way we feel has a big influence on thevevayink.
However, another line of research suggests that the way we think about paranoia may
important. For example, if we believe that paranoia is harmful and/or dangerous we
distressed by its presence and engage with paranoia in & \kagp it at bay. Unfortunately
these strategies often backfire and increase our paranoia and distress. If, on the other
think of our paranoia as helpful for example in terms of our safety, then understanda
may choose to engage with it. drefore, the way that we think about paranoia is
important as it may have an impact on our experience of paranoia and distress.

With the present study we are hoping to explore this very idea. However, instead of s
people who are already exparcing paranoia we will conduct an experiment with studen
the University of Manchester. Specifically, we will advertise our study to all psych
students and those willing to participate will be contacted. We will randomly &
participants towo different groups. The first group will receive information about para
being helpful (positive group), whilst the second group will receive information 4
paranoia being unhelpful (negative group). Following this, participants will be invitdeytc
a computer game designed to induce paranoid thinking. Participants will complete
guestionnaires throughout the study. From the results, we are interested in findi
whether the negative group will experience more distress than the pgsiuye If this is the
case, then we can focus on developing treatments that will help people with parano
about their experience in ways that do not lead to more paranoia and distress.

CONTINGENCY PLAN

1.

If the manipulation is not effective in producing a betwgesup difference,
correlational analysis will still offer a method of assessing a relationship bet
metacognitive beliefs and frequenfayistress associated with paranoia.

The researchemwill explore the possibility of online manipulation an
administration to aid recruitmerRecruitment will be regularly reviewed agair]
the GANNT chart above. If recruitment falls below 50% of expected aft
months, then alternae possible recruitmeésourcegi.e., staff)will be explored
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SUBMISSION FORMAT

The ClinPsyDb6s preferred submi s-kased format.plft i
you and your supervisor feel that your thesis would be best submitted in the chapter-
based format, please give more details here:

x) It is anticipated that multiple papers will be produced from the research

() The research uses particularly novel and/or complex methodologies which may
require more comprehensive exposition

() Other (please explain):
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University of Manchester
Clin.Psy.D
Large Scale Research Project
Proposal Submission Proforma

Do not exceed the physical limits of this form - should not be double sided

Name Maria Kaltsi

Title of Project Experimental manipulation of metacognitive beliefs and
paranoia in a non-clinical population

Supervisor(s)

Academic Professor Anthony Morrison and Dr Sandra Bucci

Clinical/Field N/A

INTRODUCTION

Provide a brief overview of relevant existing research and any pilot work in this area.
Paranoid or persecutory delusions are one of the most frequent symptoms of pg
(Freeman, Garety, Kuipers, Fowler & Bebbington, 2002), and tend to be distress
disruptive for the individal experiencing them (Freeman, Freeman & Garety, 2(
Paranoia has been defined as a belief
persecutor has the intention to cause
theories acamnt for the occurrence of paranoia. Bentall and colleagues concepf
persecutory delusions as an attributional defence that serves to protect agasest &sieern
in normal individuals (Bentall, Kinderman & Kaney, 1994). Their theory suggests yh
making external attributions for negative events, rather than blaming the self, n¢
thoughts about the self are prevented from reaching awareness, thereby presel
i ndi vi d-esteénd The grablerh with this mechanism however, is thaadsl|éo the
activation of schemata that represent threats from others. Evidence in support
relationship between sedisteem and paranoid ideation is conflicting. For example, Chag
& Lowe (1994) found that seHsteem does not decrease when pateec delusiong
improve, whilst Freeman et al. found low se$iteem is common in people with persecut

del usi ons. Trower and Chadwickédés (1995
6bad medé) provides a fr ame orypevikende orrperseautb
delusions. According to the authors, p
victims and bl ame ot hers. People with
view others as justifiably punishing them. E&rma n et al .6s (200
del usions incorporates Bentall et al . 6
delusions are a reflection of the indi

and Mat t heaealfgseferert éxBchtide) function {8EF) model has also provided
useful framework for understanding vulnerability to paranoia. This model suggest
metacognitive beliefs about mental experiences are important in psychological dysfy
The SREF poposes that metacognitive beliefs drive $etfused attention and ruminati
processes, worry and the interpretation of events. It predicts that positive beliefs aboul
events will be associated with an increase in frequency, whereas negative ddmbief such
experiences will be associated with distress and disability. In order to explore the
metacognition in paranoia, Morrison et al. (2005; 2011) examined the above predictio
in a clinical and nostlinical population group, and fourrdsults consistent with theFEF.
Specifically, they found positive and negative beliefs about paranoia to be associated
experience of paranoia, and negative beliefs about paranoia to be associated with
associated with delusional idemti These findings offer some tentative support fg
metacognitive model of clinical paranoia. However, the nature of the design meant t
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authors could not make causal inferences. The present study will aim to address son
methodological lintations reported by Morrison et al. (2011) by exploring the causal rg
metacognitive beliefs on paranoia frequency and distress utilising an experimental des
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AIMS & HYPOTHESES

State the principal aims of the research, hypotheses to be tested, and also subsidiary
hypotheses or questions to be investigated.

This study will use an experimental design to assess the impact of metacognitive belie
paranoia on paranoia frequency and distress associated with paranoia inclinicain
population.Specifically, this study will be testing the following hypotheses:

3. Participants in the negative beliefs about paranoia group (NBPG) will score
than participants in the positive beliefs about paranoia group (PBPG) on meas
distress associatedth paranoid thinking.

4. Participants with positive beliefs about paranoia will score higher than partic
with negative beliefs on paranoia frequency.

METHOD
EXPERIMENTAL DESIGN

Provide an outline of the design to be used (e.g. correlational, group comparison
etc.)

The experiment will be conducted as a randomised group comparison. Independent
Group (two levels: positive beliefs/negative beliefs). Dependent variables: Freque
paranoia; paranoia associated distress.

At baseline, partipants will be assessed with regard to their metacognitive beliefs, tra
state paranoid ideation, paranoia associated distress and other relevant variables
anxiety and deservedness of paranoia. Participants will then be randdptisgified by
trait paranoia) to the PBPG or NBPG using sealedenvelope.com. Following
manipulation the highest loading items on positive/survival beliefs and negative belief
the BAPS (state version) will be -eelministered and will serve as a manipulatidreak
guestionnaire. The staedapt ed i nstruction wil/l be
apply to youat the moment?All participants will then enter the paranoia induction stg
Finally, participants will be reassessed with regard to metacogsjtistate paranoia al
distress.

PARTICIPANTS

Describe the types of participants (e.q., patient groups, students, age and sex ratios
If appropriate and methods of recruitrment).

All participants will be recruited at the University of Manchester. The study will be t
OExamining peoplebdés reaction to virtuas
student intranet. Students who are able to take part in the studyevalvarded credits fqg
their study at the university and will automatically be entered into a prize draw for Arn
vouchers (£50)The main inclusion criterion is: aged Q18 years. Participants with a
history of severe mental health problems (e.g., schizognia, bipolar disorder, affective
psychosis), current use of secondary services (e.g., CMHT, EIS), and on psychial
medication will be excluded from the present studySpecifically, in order to screen for
the above criteria participants will be asked tke following questions. Anyone whg
responds O0yesd6 will be deemed ineligib
1. Have you ever been hospitalised for assessment and/or treatment of schizophre
bipolar disorder, a psychosisrelated problem (e.g. depression wit psychosis, etc.)?

2. Have you ever been given a diagnosis for any of the above?

3. Have you ever been advised to take medication for hearing voices, paranoia
unusual thoughts?

4. Was there ever a period in your life when you were receiving supportdm an Early
Intervention Service?

In order to gain reliable and valid results participants will not be informed that the st
about beliefs about paranoia until completion of testing.

135



POWER CALCULATION/EXPECTED NUMBER OF PARTICIPANTS

NB This sectbn must be completed in conjunction with a statistician to satisfy

COREC requirements

With 55 participants in each groug110 total participants) the study will have 80% powsg
to detect effect sizes of at least 0.566 between both groups.

The power calcul#ons are based on comparing betwesahject means between two grou
using a twesample ttest at the conventional twgided 5% significance level (alpha 0.0
This assumes that the outcome means are normally distributed. The effect size is de
the difference in meandlivided by thecommon standard deviatiomhe sample siz
calculations were performed using nQuery Advisor 7.0.

In addition with 110 participants the study will have reasonable power to detect diffe
for a maximum of 1@ndependent predictors in an analysis of covariance (ANCOVA) m
using the conventional 10:1 rule for number of participants to number of predictors. In
to achieve a sample size of a 110 it is conservatively estimated that 1 in 4 indi
expressing interest in the study may need to be excluded on the basis of the criteri
above (A. P. Morrison, personal communication, September, 27, 2013).

MEASURES

Describe the measures that will be used in the study and any training that is required
to use them.

1. Paranoia Checklist (Freeman et al. 2008)is 18item measure has been designeq
investigate paranoid thoughts and to provide a rditiensional assessment of paran
ideation.

2. Peters Delusions Inventory (Peters, Joseph, & Gat689). This 2ditem measure ha
been developed to assess delusional ideation in the general population.
3. Beliefs about Paranoia ScadleShort form (Gumley, Gillan, Morrison, Schwannay
2010). This is an X8em selfreport measure that has been depetbto assess metacogniti
beliefs about paranoia in the general population.

4. Metacognitions Questionnaire30 (Wells & CartwrightHatton, 2004). This is a shorten
30-item version of the MCQ and measures individual differences in metacognitivés b
judgements and monitoring tendencies.
5. The Persecution and Deservedness Scale (Melo, Corcoran, Shryane & Bentall, 20(
10item measure has been developed to assess persecutory ideation and a
deservedness.

6. StateTrait Anxiety Inventory (Spielberger, Gorsusch, Lushene, Vagg & Jacobs, 1
This is a measure of state and trait anxiety.

7. Screening form to determine eligibility (as above).
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PROCEDURE

Descri be the studyds practical procedu

Students who meet the inclusion criteria will be contacted via email and invited

Zochonis building to complete the study. On arrival, participants will be invited to pr
informed consent and will be informed that they can discontinue the exymtranany time.

Participants will be exposed to a specific definition of paranoia (Freeman & Garety,
before completing assessments of metacognitive beliefs, trait and state paranoia and
They will then be randomised to the PBPG or NBP@ttiEipants in the first group wi
receive information about the benefits of paranoia whilst participants in the second grg
receive information about the dangerous and harmful effects of paranoia viecpreed
podcasts. These will be developedcollaboration with Dr. Paul French. Following this,
participants will enter the paranoia induction stage. Paranoia will be induced using Cy,
(Williams, Cheung & Choi, 2000) and a task feedback paradigm (Kestling, Brede
Klenke, Westerman& Lincoln, 2013). This paradigm has been found to evoke feeling
social exclusion and criticism assumed to be predominant in paranoia (Kestling et al.
Participants will be rassessed on the same measures. Testing will last for approximat
minutes. After the experiment participants will be fully debriefed (see below).

STATISTICAL ANALYSIS

Provide an outline of the statistical procedures to be used in data analysis.

Continuous data will be assessed for normality prior to analyses, and skewed data no
using logarithmic transformation if suitable. For data that cannot be normalised, appr
nortparametric analyses methods will be used.

Descriptive statisticwill be performed to characterise the sample and check for ba
balance between the 2 groups. Analyses of covariance will be performed using the
allocation as grouping factor, distress or frequency of paranoia as the dependent vari
baseine variables as covariates.

The primary analysis will include all randomised participants. Furthermore, a sens
analysis, which will be of secondary interest, will allow us to look for patterns in a sul
participants. This subgroup will considtparticipants with an increase in positive or nega
beliefs as measured by the BAPS.
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