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A multifactorial model of the formation and maintenance of persecutory delusions is
presented. Persecutory delusions are conceptualized as threat beliefs. The beliefs are
hypothesized to arise from a search for meaning for internal or external experiences
that are unusual, anomalous, or emotionally significant for the individual. The
persecutory explanations formed reflect an interaction between psychotic processes,
pre-existing beliefs and personality (particularly emotion), and the environment. It is
proposed that the delusions are maintained by processes that lead to the receipt of
confirmatory evidence and processes that prevent the processing of disconfirmatory
evidence. Novel features of the model include the (non-defended) direct roles given to
emotion in delusion formation, the detailed consideration of both the content and
form of delusions, and the hypotheses concerning the associated emotional distress.
The clinical and research implications of the model are outlined.

Garety, Kuipers, Fowler, Freeman, and Bebbington (2001) have proposed a new model
of the positive symptoms of psychosis. In this paper the model is applied to one specific
symptom: persecutory delusions. Given the complex nature of psychosis, such
specification may be clinically and theoretically useful. The positive symptoms of
psychosis frequently co-occur, but symptom-specific models can facilitate theory and
treatment development, as has been found for anxiety disorders (see Clark & Fairburn,
1997). The model was developed with the aim of being helpful for clinicians using
psychological approaches for the problems of individuals with persecutory delusions.
* Requests for reprints should be addressed to Dr Daniel Freeman, Department of Psychology, Institute of Psychiatry,
Denmark Hill, London SE5 8AF, UK (e-mail: D.Freeman@iop.kcl.ac.uk).
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The model is complex, despite the focus on a single symptom. This is because
multiple factors are incorporated. However, we argue that only a multifactorial
understanding of symptom development and maintenance adequately reflects the
phenomenon (Garety & Freeman, 1999; Garety & Hemsley, 1994). In short, the causes
of delusions, even of the same content-type, are likely to vary between individuals. Why
then focus upon persecutory delusions? There are two main reasons. The first is that
persecutory delusions are likely to have common maintaining factors. This is because
they have a common theme of the ‘anticipation of danger’: they are threat beliefs.
Similarly, the psychological conceptualization of anxiety disorders is that they are threat
beliefs. Therefore, many of the processes implicated in the maintenance of anxiety
disorders (Clark, 1999) should be implicated in the maintenance of persecutory
delusions (Freeman & Garety, 1999, 2002). The second reason for focusing on
persecutory delusions is because of their clinical relevance. They are one of the most
frequently occurring delusions (Cutting, 1997) and symptoms of psychosis (World
Health Organization, 1973). They are also associated with distress—more so, for
example, than grandiose delusions. Finally, possession of a persecutory belief often has
clear ramifications for the individual concerned. For example, Wessely et al. (1993)
report that persecutory beliefs are the most likely type of delusion to be acted upon,
and Castle, Phelan, Wessely, and Murray (1994) found that the presence of a
persecutory delusion is a predictor of admission to hospital.
The discussion will concern delusions associated with diagnoses of non-affective
functional psychosis since these are the disorders in which systematic research has
occurred, but the model will have relevance for the understanding of delusions in other
disorders. The model builds upon the work of other authors, notably Maher,
Birchwood, Chadwick, and Bentall, and the research team’s own clinical and theoretical
studies. The differences from the more general framework of Garety et al. (2001) are
those of emphasis. The model of persecutory delusions has greater emphasis on
processes that are typically associated with anxiety. Maintenance factors are grouped
differently. The hypotheses concern both delusional conviction and accompanying
distress (delusional distress, anxiety, and depression). Aspects of the content of
persecutory beliefs are incorporated.
When the model is compared with that proposed by Bentall and colleagues (Bentall,
1994; Bentall, Kinderman, & Kaney, 1994) the differences are greater. In essence, these
researchers suggest that persecutory delusions reflect an attributional defence against
low self-esteem thoughts reaching consciousness. By blaming others for negative
events, rather than the self or the situation, it is argued that negative thoughts about the
self are prevented from reaching awareness. This is summarized by Bentall and Kaney
(1996):
Building on previous accounts that implicate defences against self-esteem (Colby et al.,
1979; Zigler & Glick, 1988), we have argued that paranoid patients have latent negative
self-representations or schemata similar to the more accessible negative selfrepresentations observed in depressed patients (Bentall et al., 1994). When these
negative self-representations are primed by threatening events, leading to discrepancies
between the self-representations and self-ideals, external (other-blaming) attributions
for the threatening events are elicited. These attributions are self-protective in the
sense that they reduce the patient’s awareness of discrepancies between the self and
self-ideals, but carry the penalty of activating schemata that represent threats from
others.
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The degree to which evidence has been found to support the hypothesized discrepancy
between implicit and explicit self-concepts in individuals with persecutory delusions is
a topic of debate. In a number of studies Bentall and colleagues have sought evidence of
such discrepancy (Bentall & Kaney, 1996; Kinderman, 1994; Lyon, Kaney, & Bentall,
1994). They conclude that: ‘The hypothesis that deluded patients have an implicit, but
explicitly denied, negative self-concept has been more difficult to test but has been
supported by a number of studies’ (Bentall & Kinderman, 1998). These researchers also
interpret the evidence from their attributional studies as supportive of such a
discrepancy (Bentall, 1994; Bentall et al., 1994; Bentall & Kinderman, 1999). However
in a recent review Garety and Freeman (1999) suggest that the defence hypothesis may
only apply to a minority of individuals with persecutory delusions. They argue that
there is evidence of an association of persecutory delusions with an externalizing
attributional bias, but that the evidence is much weaker for the existence of a
discrepancy between implicit and explicit self-schemas. Evidence of implicit and
explicit self-concept discrepancy is not compelling when all the relevant studies are
considered and the value of the various experimental methodologies scrutinized. The
attributional bias may not serve the function of preventing low self-esteem thoughts
from reaching consciousness.
Consistent with the view that persecutory delusions are not a defence, there is
evidence that depression does not increase, or self-esteem lower, when persecutory
delusions improve over time or with a psychological intervention (Chadwick & Lowe,
1994; Freeman et al., 1998). Moreover, Bowins and Shugar (1998) report that delusions
are generally rated as self-diminishing. They found that delusions of persecution and
reference are the most self-diminishing type of delusion. In their study there was
consistency between self-esteem and the content of delusions: the lower the selfesteem, the more self-diminishing the delusion. Therefore, the new model incorporates
the attributional bias element of Bentall et al.’s theory, but it is argued that persecutory
delusions are a direct reflection of the emotions of the individual and not a defence.
That is, the delusions are consistent with existing ideas about the self, others, and the
world.

The model
The model is summarized in Figs 1 and 2. The lines represent major links, and are not
exhaustive.
The formation of the delusion
Underlying the model is a stress-vulnerability framework: the emergence of symptoms
is assumed to depend upon an interaction between vulnerability (from genetic,
biological, psychological, and social factors) and stress (which may also be biological,
psychological, or social). Therefore, the formation of the delusion will begin with a
precipitator, such as a life-event or other stressful occurrence or drug misuse. Arousal
will be caused, and this is likely to be exacerbated by disturbances in sleep.
Furthermore, this may often occur against the backdrop of long-term anxiety and
depression (see below). For individuals with a vulnerability to psychosis, the arousal
will initiate inner-outer confusion (Fowler, 2000), causing anomalous experiences (e.g.
thoughts being experienced as voices, actions experienced as unintended, or more
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Figure 1. Summary of the formation of a persecutory delusion.

subtle cognitive experiences such as perceptual anomalies), which will in turn drive a
search for meaning (Maher, 1988). The inner-outer confusion and the anomalous
experiences may result from the types of psychological dysfunction described by Frith
(1992) and Hemsley (1987). There is evidence of subtle anomalous perceptual
experiences in individuals with schizophrenia (Bunney et al., 1999; Ebel Gross,
Klosterkotter, & Huber, 1989; Freedman & Chapman, 1973; McGhie & Chapman, 1961)
and of individuals with delusions reporting that their beliefs were caused by an unusual
internal state such as the experience of hallucinations (Garety & Hemsley, 1994). The
generation of anomalous experiences by the precipitating event may occur via three
routes (indicated by the three arrows from the precipitant in Figure 1): the precipitant
may trigger anomalies directly; emotional disturbance may be triggered leading to
anomalies; or cognitive biases associated with psychosis may be triggered leading to
anomalies. The heightened state of the individual may lead to external events that are
unusual, ambiguous, negative, or neutral (though often with social significance), also
becoming incorporated into the search for meaning. In a smaller proportion of cases
(e.g. often in delusional disorder), the precipitating event itself will lead directly to a
search for meaning (i.e. there are no internal anomalous experiences). The person will
be searching for an explanation of the triggering event or of recent events related to the
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schema activated by the triggering event. In sum, individuals will be searching for
explanations of internal anomalous experiences, or recent external events, or arousal.
In the search for meaning, pre-existing beliefs about the self, others, and the world
are drawn upon. A persecutory belief is likely to be formed if individuals already believe
that they are vulnerable, ‘a soft-target’ (Freeman et al, 1998), or consider that they
deserve to be harmed because of their own previous behaviour (Trower & Chadwick,
1995), or because they view other people and the world as hostile and threatening on
the basis of earlier experiences (e.g. trauma). These beliefs will be closely associated
with premorbid levels of anxiety and depression. In the context of these types of
beliefs, anxiety and depression can influence the formation of persecutory delusions.
High levels of pre-existing anxiety will be particularly significant; the cognitive
component of anxiety centres upon concern about impending danger, and such
thoughts will be reflected in persecutory delusions. The most striking element of
anxiety is the ‘anticipation of danger’ (DSM-IV; American Psychiatric Association, 1994).
This is evident in worry, which can be viewed as ‘the persistent awareness of possible
future danger, which is repeatedly rehearsed without being resolved’ (Mathews, 1990).
The content of worry is physical, social, or psychological threat (Wells, 1994).
Persecutory delusions too, by definition, concern anticipation of danger and have a
content of physical, social, or psychological threat (Freeman & Garety, 2000). The
thematic content of persecutory delusions and anxiety are the same, which is
consistent with the hypothesis that anxiety is directly expressed in persecutory
delusions. Anxiety is hypothesized to be the key emotion with regard to the formation
of persecutory delusions, although other emotions (depression, anger, elation) may add
further to the contents of the delusion. In short, in most cases the content of the
delusion is consistent with the emotional state of the individual.
The explanations considered in the search for meaning will also be influenced by
cognitive biases associated with psychosis (see Garety & Freeman (1999) for a review of
the empirical literature). The ‘jumping to conclusions’ bias described by Garety,
Hemsley, & Wessely (1991) may limit the amount of data gathered to support an
explanation. The attributional bias proposed by Kinderman and Bentall (1997) may
cause a tendency to blame others for the events. The Theory of Mind (ToM) dysfunction
proposed by Frith (1992) may lead to errors in reading the intentions of other people.
From the internal or external events, pre-existing beliefs, and cognitive biases,
explanations will be formed, though the three contributing factors will not, of course,
be independent of each other. Thus, for instance, negative views about the self will
often be reflected in derogatory voices, which in turn shape views about the self. The
explanation chosen will be mediated by at least three other factors. The first mediator is
beliefs about mental illness and ‘madness’ (Birchwood, 1995). Simply put, many
patients have had to make a choice between something being wrong with them and
something being wrong in the world. Believing that something is wrong with them (for
instance, that they are becoming mad) may be a more distressing belief then that they
are being persecuted, and hence a persecutory belief is more likely to be chosen in such
circumstances. In this respect, there is an external attribution that limits the distress
caused to individuals in terms of cost to self-esteem; this could be viewed as a defensive
attribution. However, unlike Bentall (1994) it is not proposed that there is discrepancy
between overt and covert self-esteem, and it is not proposed that such a choice
between explanations occurs in all cases since some individuals consider no alternative
to the delusion. The second mediator is social factors. If the person is isolated, unable to
revise his or her thoughts on the basis of interactions with supportive others, then ideas
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of threat are more likely to flourish. A similar process will occur if the person is
reluctant to talk to others—he or she may be secretive or mistrustful (Cameron, 1959),
or believe that personal matters should not be discussed with others. The final mediator
is that if a person has little belief flexibility (a poor capacity for considering alternatives)
(Garety et al., 1997), or has a need for closure because of a difficulty in tolerating
ambiguity, then they are more likely to accept the initial explanation: the anxious,
persecutory belief.
In summary, persecutory delusions will arise from a search for meaning that reflects
an interaction between psychotic processes, the pre-existing beliefs and personality of
the individual, and the (often adverse) environment. Clearly a persecutory delusion is
an attribution (i.e. a causal explanation for events). But, again, there are differences
from the model of Bentall and colleagues. The attribution tradition, developed in
research on depression, has concerned causal explanations for good or bad events
(Abramson, Seligman, & Teasdale, 1978). Consequently, Bentall and colleagues argue
that: ‘the deluded individual makes external, global and stable attributions for negative
events to minimise the extent to which discrepancies between self-representations and
self-guides are accessible to consciousness’. Attributions for negative events are central
to the paranoia model proposed by Bentall and colleagues. In contrast it is observed in
clinical practice that neutral events (e.g. a glance in the street), or even positive events
(e.g. a smile), can be taken as threatening by individuals with persecutory delusions
(e.g. the glance is a sign of plotting, the smile is a nasty one). The attribution can also be
for an unusual or discrepant event—that is, an event that may not necessarily be
threatening but that requires explanation (e.g. perceptual abnormalities or arousal).
A further complexity should be highlighted: two levels of attributions may be
involved in delusion formation. The delusion can be an attribution for other
attributions. The individual with a persecutory delusion may make attributions for
events (e.g. seeing a person in the street glancing leads to the attribution ‘the person is
watching me’ or ‘the look was a nasty one’), and the delusion may be an attribution for
a number of these attributions (e.g. ‘that person was watching me’, ‘I was given a nasty
look’ leads to the attribution ‘there must be a conspiracy, they are out to get me’). This
raises the interesting issue of the links between delusions of reference and delusions of
persecution. There is also a time dimension to the attributional process. Bentall and
colleagues’ theory has the implication that a rapid attribution is made in order to
prevent implicit negative schema becoming conscious. However, the formation of
some delusions results from a lengthy search or investigatory process by the person
(especially in cases preceded by delusional mood). There can a period of puzzlement,
confusion, and surprise, which Maher describes in his writing. Why use the term
‘search for meaning’? The term is broad and can include within it attributions for
negative events, neutral events and unusual events. It can incorporate the possibilities
that the delusion is an attribution for several attributions and that the explanation
process may take time. Search for meaning does not have such a close tie to self-esteem
(it is theoretically more neutral). The term works well in clinical settings as it is easily
understood.
Anxiety is given a central role in the model. Postulating a direct role for anxiety, in
combination with psychotic processes, is novel in contemporary theories (but see
Bleuler, 1911/1950). It is consistent with evidence that levels of anxiety are high many
years before the development of psychosis, during the prodrome, and subsequently.
Jones, Rodgers, Murray, & Marmot (1994) examined data gathered from a cohort of
5000 people all born in the same week in 1946 who were followed from birth. Children
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who went on to develop schizophrenia were significantly more socially anxious at 13
years of age than those children who did not. Krabbendam Janssen, Bije, Vollebergh, &
van Os (2002) report data from a 3-year population sample study of 4000 individuals.
High neuroticism and low self-esteem predicted first ever onset of psychotic symptoms.
Tien and Eaton (1992) presented results from the NIMHEpidemiologic Catchment Area
Program: the presence of anxiety 1 year before onset was a risk factor for development
of delusions or hallucinations. Prospective, retrospective, and clinical studies find that
in a majority of cases (60–80%) symptoms of anxiety, depression, and irritability
precede by 2 to 4 weeks the appearance of positive symptoms, often accompanied by
subtle cognitive changes and, later, by low-level psychotic phenomena (see reviews by
Birchwood, Macmillan, & Smith, 1992; Docherty, Van Kammen, Siris, & Marder, 1978;
Yung & McGorry, 1996). The presence of anxiety has been studied in individuals who
have positive symptoms (i.e. are symptomatic at the time). Anxiety has been found to
be frequently comorbid with schizophrenia (Argyle, 1990; Cosoff & Hafner, 1998;
Foulds & Bedford, 1975; Moorey & Soni, 1994; see review by Turnbull & Bebbington
(2001)). For instance, Cosoff and Hafner (1998) report 43% of 60 consecutive inpatients with schizophrenia having an anxiety disorder. In a longitudinal study, Norman
and Malla (1994) showed that anxiety and depression are more strongly related to
positive symptoms than to negative symptoms. The authors report a further study in
which anxiety was found to be more strongly related than depression to delusions and
hallucinations (Norman, Malla, Cortese, & Diaz, 1998). Finally, a role for anxiety in
delusion formation is consistent with findings of high rates of trauma and PTSD in
individuals with severe mental illness (Mueser et al., 1998), and with early abuse being
reflected in the content of delusions (Read & Argyle, 1999).
Such consistent findings of high levels of emotional distress throughout the course of
delusions and hallucinations supports the hypothesis that emotion has a direct
contributory role to positive symptom development. However, it could equally be
argued that emotion is simply a consequence of psychotic symptoms. For example,
some authors suggest (most famously Chapman, 1966) that the emotional disturbance
that occurs in the prodromal phase of illness is a consequence of subtle (attentional and
perceptual) changes associated with psychosis. However it is the ubiquitous presence
of emotional disturbance prior to full symptoms that is the key finding with regard to its
potential influence on delusions: even if anxiety is a consequence of another
psychological dysfunction, in preceding the frank occurrence of positive symptoms,
it may still have a role in symptom formation. In addition, as Yung and McGorry (1996)
propose, it is plausible to suggest that there are interactions between anxiety and more
specific dysfunction (such as perceptual changes) prior to the appearance of positive
symptoms. This argument also follows for emotion caused by the formed psychotic
symptom. Any anxiety generated by a delusion is likely to alter the processing of the
individual and therefore may play a part in the maintenance of the belief.

The maintenance of the delusion
Persecutory delusions are conceptualized as threat beliefs. They are reinforced by the
relief that comes with an explanation (Maher, 1988), the knowledge that the person is
not ‘losing their mind’, and the confirmation of pre-existing ideas and beliefs.
Maintaining factors can then be divided into two types: those that result in the
obtaining of confirmatory evidence and those that lead to disconfirmatory evidence
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Figure 2. Summary of the maintenance of a persecutory delusion.

being discarded. The more maintenance factors that are present, the more likely that
the delusion will persist.
There are a number of ways in which confirmatory evidence is obtained. The normal
belief confirmation bias will operate: individuals will look for evidence consistent with
their beliefs (Maher, 1988). Attentional biases will come on-line, as is found in
emotional disorders: threat will be preferentially processed (Bentall & Kaney, 1989);
threatening interpretations of ambiguous events will be made; and such biases are likely
to be enhanced by a self-focused cognitive style (Freeman, Garety, & Phillips, 2000).
Memory biases, which may be associated with emotional disorder (e.g. intrusive trauma
memories), will lead to frequent presentations in the mind of the individual of the
evidence for the delusion. Continuing anomalous experiences (often triggered by
anxiety), and the cognitive biases associated with psychosis, will also provide evidence
consistent with the threat belief. Finally, the person’s interactions with others may
become disturbed. The person may act upon their delusion in a way that elicits hostility
or isolation (e.g. by being aggressive, or treating others suspiciously), and they may
suffer stigma (Wahl, 1999). In essence, others may act differently around the person, or
break contact with them, thus confirming persecutory ideas.
But why does the persecutory belief remain for such a length of time when the
predicted harm has not actually happened? Some individuals live in fear that their
persecutors are about to ring their doorbell, but the persecutors have never called.
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Some are convinced that governmental organizations are going to kill them, yet they are
still alive. It is argued that potentially disconfirming evidence is discarded in two main
ways.
The first main way is by the use of safety behaviours. Safety behaviours is an
important concept developed by Salkovskis (1991, 1996) to explain the maintenance of
threat beliefs in anxiety disorders, and has since has been applied to persecutory
delusions (Freeman, 1998; Freeman, Garety, & Kuipers, 2001; Morrison, 1998). It is
hypothesized that individuals with persecutory delusions take actions designed to
reduce the threat, but which actually prevent disconfirmatory evidence being received
or fully processed. To explain the absence of the feared outcome, individuals can
reason that their safety behaviours have prevented harm, rather than that the harm was
not going to occur in any case. Potentially disconfirming evidence is rendered
ineffective by turning the situation into a ‘near miss’ (‘The persecution would have
occurred if I hadn’t . . . ’). The use of avoidance behaviours will have the additional
effect of limiting the amount and detail of potentially disconfirming evidence received.
Types of safety behaviours reported by individuals with persecutory delusions include
avoidance, escape, within-situation behaviours, compliance, and aggression (Freeman
et al., 2001). Higher levels of anxiety associated with the delusion will lead to greater
use of safety behaviours, consistent with the literature concerning acting upon
delusions (Buchanan et al., 1993).
The second way in which disconfirmatory evidence may be discarded is by
incorporating the failure of predicted harm events into the delusional system. Only
Melges and Freeman (1975) make passing reference to this issue when they set out their
cybernetic model of persecutory delusions:
The ruminative vicious cycle common to this stage can be paraphrased as follows: ‘If I
do this, they will do that; and if they don’t do that, it’s because they are pretending
(much like I am) in order to catch me off guard later on.’ In this way, his predictions
appear confirmed no matter what happens, and his seemingly correct predictions
ensnare him further in what seems to be a preordained web of events determined by
others.

In other words, disconfirmatory evidence is dismissed because individuals view it as
instances of the deviousness of the persecutors. They may say, ‘I can’t be sure of the
exact plans of my tormentors, but in the end they’ll get me’. Or individuals may believe
that they have been lucky, or that other powers are acting in their favour. Some patients
have attributed bad events that do happen (e.g. loss of a job, illness, mugging) to the
persecutors, take this as an indication that worse will follow, and can therefore
disregard inconsistent evidence.

The emotion associated with the delusion
The model includes hypotheses concerning the emotional distress associated with the
delusion (delusional distress, anxiety, and depression), based upon the findings of
Freeman et al. (2001). It is hypothesized that emotional distress arises in two ways:
from the content of the delusion and from further appraisal of the delusion and
associated experiences.
At the simplest level, emotional experiences are directly associated with the content
of delusional beliefs. The cognitive content of emotions will have been expressed in the
delusions and, in turn, the content of the delusions will contribute to the maintenance
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and exacerbation of the emotion. Negative beliefs about the self, others, and the world,
which are associated with emotional distress, influence, and are reflected in, the
contents of delusions. Once the delusion is formed, it is likely to feedback and confirm
affect-related beliefs, leading to the persistence and enhancement of emotional distress.
Anxiety will directly result from the threat belief. In particular, beliefs about the
pervasiveness of threat and the presence of rescue factors will influence levels of
anxiety. The threat belief will reaffirm and exacerbate previously held ideas about
vulnerability or hostility. Levels of delusional distress will be higher for individuals who
believe that the harm will be extremely awful and that it is very likely to occur.
Depression will be associated with beliefs about the power of the persecutors
(Chadwick & Birchwood, 1994) and about whether the persecution is deserved
punishment (Trower & Chadwick, 1995). If persecutors are believed to be extremely
powerful, this will reinforce and increase depression. Similarly, if individuals had been
depressed, and believed that they deserved to be harmed, then the threat belief will
confirm their depressive thoughts and hence increase depression. The link between
delusions and depression is consistent with observations that depression is frequently
comorbid with the acute symptoms of psychosis but remits with recovery (Birchwood,
Iqbal, Chadwick, & Trower, 2000; House, Bostock, & Cooper 1987; Koreen et al.,
1993).
The second way in which emotion is generated concerns further appraisal, in
relation to the self, of the contents of the delusional belief and of the actual delusional
experience itself, the importance of which will vary from individual to individual. The
further appraisal may increase the negative emotional reaction to the delusional belief,
and lead to the person becoming ‘stuck in psychosis’ (Fowler, 2000). Depression will
result from negative appraisals of the delusion or delusional thoughts in relation to the
self: e.g., that the persecution or persecutory thoughts are a sign of failure or badness.
For some individuals, the negative beliefs about the self are long term, precede delusion
formation, and were already reflected in the contents of the delusion. However, for
other individuals, appraisal of the delusion can trigger ideas of failure or badness.
Depression will also occur if individuals believe upon reflection that they have no
control over the persecutory situation, and that this seems to be true of many areas of
their lives. Additional anxiety may result from appraisals concerning vulnerability,
hostility, and danger. Delusional distress will be associated with appraisals of the
experience of delusional thoughts (Freeman & Garety, 1999). Higher levels of
delusional distress will be associated with worries about a lack of control of
persecutory thoughts, particularly in individuals with a longer illness history.
Contributing to these feelings of uncontrollability will be the counterproductive use
of thought control strategies.
The importance of each of the two paths to emotional distress will vary from
individual to individual. Further appraisal may be elaborate and negative for some
individuals, while in other cases it may be fleeting and not a source of concern.
Negative views of the self may already be incorporated into the contents of delusions,
and hence the contribution of further appraisal in these cases is minimal; negative
views of the self may be contained within the contents of the delusions if appraisals had
occurred at an early stage of delusion formation, or low self-esteem had driven the
delusions, such as in Bad-Me paranoia (Trower & Chadwick, 1995).
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Clinical implications
The model identifies a number of processes that may form and maintain persecutory
delusions. Careful assessment will be needed to determine those that operate in the
individual case. Also, given the conceptualization of persecutory delusions as threat
beliefs, and the high levels of anxiety found in this group, the clinician needs to be
especially attentive to issues of rapport (see Chadwick, Birchwood, & Trower, 1996;
Fowler, Garety, & Kuipers, 1995; Kingdon & Turkington, 1994). Furthermore, the
model suggests that individuals will be especially sensitive to clinicians viewing them as
mad or mentally ill. Emphasis is placed in the model on beliefs about illness; it is
hypothesized that individuals who develop persecutory delusions do not have any
alternative explanations that are palatable in comparison with the delusional
explanation. Therefore, a key aim of therapy must be to construct with clients
alternative non-delusional models of experiences that are acceptable to them and not
stigmatizing. The therapist will need to explore the meaning for individuals of different
explanations for their experiences (including the delusional explanations). Normalizing
is helpful (Kingdon & Turkington, 1994), but a plausible, biases-in-psychologicalprocessing explanation is particularly valuable (Fowler et al., 1995; Freeman & Garety,
2002). An individualized explanation is needed of how psychological processes may
lead to specific subjective experiences; this is central to cognitive therapy for all
disorders. However, the emphasis of an explanation will clearly depend primarily on
what is acceptable and helpful to clients.
Conceptualizing persecutory delusions as threat beliefs leads to the ideal objective of
therapy being the reduction of emotional distress via change in the degree of conviction
in the threat beliefs. Evaluating delusional beliefs and alternative explanations is a key
technique. The model indicates that some coping strategies could act as safety
behaviours that prevent delusional belief change and maintain emotional distress.
However, the use of coping strategies with people with psychosis will need to be
pragmatic, and based upon careful individualized formulation to identify the potential
advantages and disadvantages of each coping strategy. Coping strategies can be used
early in therapy to build trust in the relationship, or to deal with high levels of
emotional distress before going on to evaluate beliefs (Fowler et al., 1995), when the
use of such strategies would be discouraged. Some individuals are unwilling to evaluate
their delusional beliefs, and coping strategies can be a helpful technique in reducing
emotional distress. Coping strategies that reduce focus upon delusions, that allow
distancing, but that do not deliberately suppress delusional thoughts, are more
favourable than coping strategies that have the opposite consequences. Those
strategies that help the person to deal with distress while engaged in activity (and
hence provide an opportunity for the person to be less self-focused) will on the whole
be better than ones that try to deal with distress simply by withdrawal. Strategies that
contribute to the person being locked into the delusional system, providing little
opportunity for him or her to receive disconfirmatory evidence, should preferably not
be used. The therapist should consider the coping strategy in relation to the individual
formulation, and, ideally, discuss with the person how the strategy works, or does not
work, from this perspective.
The individualized model can guide the intervention. In particular, altering the
identified maintenance factors (e.g. reasoning and attentional biases) will be central to a
good outcome. Ideally, this should be carried out with the goal in mind of evaluating
the delusional versus the psychological explanations of experiences. A clinically useful
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manoeuvre is to address safety behaviours (Freeman & Garety, 2002). A client giving up
a safety behaviour is a test of the function of the behaviour; but it is also a test of the
threat belief, albeit a less direct one than the belief challenging more routinely used in
cognitive therapy for psychosis (see Chadwick & Lowe, 1994). A further benefit is that
by reducing the constrictions imposed on the person’s life by the safety behaviours
there may be associated increases in feelings of control and therefore reductions in
depression.
The model highlights the importance of addressing the emotional distress associated
with a delusion, and this is particularly the case when an individual is unwilling to
consider alternative explanations to the delusional belief. Discussing the links between
the content of a delusion and how the person is feeling can be empathic and
normalizing, and can suggest beliefs that can be targeted to cause changes in emotional
experiences. For instance, beliefs about the power of the persecutor can be evaluated,
as in the innovative work on cognitive therapy for voices (Chadwick et al., 1996).
Changes in such beliefs may reduce depression and be a gentle challenge to central
parts of the persecutory delusions. It is also useful in the early stages of therapy simply
to think through the details of the threat with the client. For instance, it may be helpful
to ask the person when the threat is most likely to occur. This may prompt the person
to consider why the harm has not actually materialized (i.e. to process disconfirmatory
evidence)—it may make them less anxious and it may provide insights into how the
belief can be evaluated. Overall, then, targeting aspects of the content of a delusion may
lead to emotional changes and may begin to weaken the conviction in the delusion.
Such a process may socialize the person into the cognitive approach and lead to greater
success when more direct testing of the delusion is attempted.
Individuals’ appraisals of their delusional beliefs and associated experiences may
have led to emotional distress. Therefore, the use of thought chaining from the
delusion, and checking for the presence of meta-worry, may be helpful in the
assessment stage. Beliefs about the self, others, and the world, may need re-evaluating.
In some cases (e.g. if it is believed that the persecution is deserved) addressing these
beliefs will be a main goal of therapy. However, in many other cases, it will be a later
target, with particular regard to relapse prevention.
Finally, the model also highlights the social world’s importance in the formation and
maintenance of the delusion. Social factors are sometimes overlooked in cognitive
interventions with their emphasis upon internal processes. However, relationships with
others, levels of expressed emotion, and beliefs about talking with others, may also be
valuable topics for discussion in therapy.

Indications for further research
The model indicates many research paths. What are the newer directions it highlights?
Exploration of the variety and types of explanations that clients have available for the
experiences their persecutory beliefs are intended to explain will clearly be of interest.
The types of internal and external events that contribute to delusion development
remain to be determined empirically. The model allows for events that may be negative,
neutral, or even positive to be incorporated into the delusion. Investigation of direct
roles for emotion in delusion development is needed, bringing the study of neurosis and
psychosis closer together (see Freeman & Garety, in press). Detailed study of how
disconfirmatory evidence is discarded would be valuable. Further study of the content
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of delusional systems would be greatly beneficial; this can be investigated in relation to
emotional experiences and key beliefs about the self, others, and the world. Attention
needs to be given to the patients’ relationships with their persecutors and the identity
of the persecutors, as Birchwood, Meaden, Trower, Gilbert, & Plaistow (2000) have
considered for voices. Individuals’ appraisals of their delusional beliefs and associated
experiences require further investigation. These topic areas are underdeveloped and
need basic work in terms of questionnaire development, cross-sectional studies
assessing the presence of the cognitive factors, and longitudinal studies assessing their
influence.
It remains to be determined whether the cognitive biases associated with
persecutory delusions are state or trait variables or whether a differential activation
relationship exists such as in depression (Teasdale, 1988). Manipulation of the key
variables in individuals with persecutory delusions will be an important step in
determining causal roles. Study of cognitive processes associated with delusions across
disorders is also likely to be a valuable strategy. Delusions have been studied from a
cognitive perspective in non-affective functional psychosis but they occur in many
other disorders (Manschreck & Petri, 1978; Coryell & Tsuang, 1982; Cummings, 1992;
Cutting, 1987; Trimble, 1992). A strength of such a research strategy is that it facilitates
investigation as to whether there are psychological processes that are specific to the
occurrence of delusions in each disorder. In order to study delusion-specific factors a
closely matched control group of individuals without delusions is needed; it is difficult
to recruit a control group of individuals with schizophrenia who have never had
delusions but the task is simpler for individuals with depression and individuals with
neurological disorder. Furthermore, it is significant for the new model of persecutory
delusions that delusions in mood disorders such as bipolar disorder and depression are
associated with emotion (by diagnostic definition). This is a clear indication of direct
roles for emotion in delusion formation and maintenance.
Finally, the model highlights the interaction between psychotic processes, nonpsychotic processes, and the environment; cognitive investigation into how each
affects the other will be of great interest.
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