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The current debate about the diagnostic significance of delusion revolves around two positions. The neurocognitive position conceives delusion as a non-specific, though polymorphic, symptom. The psychopathological position views features of delusion such as content and structure as having meaningful connections with diagnostic entities. This study aims at contributing to this debate by examining the association between delusional themes and diagnosis in a sample of 830 adult psychotic patients. All diagnoses were made by experienced psychiatrists according to DSM-IV or ICD-10 criteria, and in 348 patients were established with the SCID-I. All patients were administered the Brief Psychiatric Rating Scale (BPRS). In each patient, the presence of somatic delusions and delusions of guilt, grandiosity, and persecution was determined by examining the scores on relevant BPRS items. Delusions of guilt were almost pathognomonic for a psychotic depressive condition (psychotic major depression 40%; psychotic bipolar depression 30%; depressed schizoaffective disorder 8%; bipolar and schizoaffective mixed states 6 and 7%, respectively). Only 1% of patients with schizophrenia and no patient with delusional disorder or bipolar or schizoaffective manic state showed such delusions. The difference between unipolar and bipolar depression and the other diagnostic groups was highly significant. Delusions of grandiosity characterized mostly patients with manic symptoms (bipolar mania 20%; bipolar mixed states 19%; manic schizoaffective disorder 10%). They were observed significantly more often in bipolar mania than in schizophrenia (7%). Persecutory delusions were broadly distributed across diagnostic categories. However, they were significantly more frequent among patients with schizophrenia and delusional disorder compared with depressed and manic patients. Somatic delusions were also observed in all diagnostic groups, with no group standing out as distinct from the others in terms of an increased prevalence of somatic delusions. Our findings suggest a middle position in the debate between the neurocognitive and the psychopathological approaches. On the one hand, the widespread observation of persecutory delusions suggests the usefulness of searching for non-specific pathogenic mechanisms. On the other hand, the association between some delusional contents and psychiatric diagnosis suggests that a phenomenological analysis of the delusional experience may be a helpful tool for the clinician in the diagnostic process.
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INTRODUCTION

Since the beginning of the discipline, delusion has attracted immense interest in the field of psychiatry and has been viewed as a basic, distinctive feature of mental illness. Over the centuries, it has been interpreted in various ways and has been given different meanings, especially with regard to its diagnostic significance. Some types of delusions have been considered pathognomonic of certain conditions, such as delusions of being controlled and of thought withdrawal, insertion, and broadcasting for schizophrenia (1), and delusions of guilt and hypochondriacal delusions in melancholia (2). A careful examination of delusional contents and of their relationship with the underlying disorder was also seen as important for differential diagnosis (2–5).

More recently, and especially during the last two decades, the relationship between delusional themes and diagnosis has lost its centrality and has remained on the sidelines of the nosological debate, to the extent that the last DSM criterion making reference to a typical aspect of delusional experience, i.e., bizarre delusions for schizophrenia, was removed from the latest edition of the manual (6).

Within the current lively debate between leading researchers about how to best conceptualize and study delusions, two major approaches can be distinguished (7). On the one hand, the scholars from the neurocognitive approach conceive and investigate delusions as separate transdiagnostic phenomena, sharing a similar pattern of formation and evolution, attributable to specific cognitive mechanisms and possibly to corresponding neurobiological pathways (8–10). This approach, which stems mainly from studies of persecutory delusions (11), considers delusions dimensionally along a continuum from normality to severe pathology (12–14) and focuses on a number of cognitive and affective styles, life events, and early childhood experiences (9, 10, 15–17). In particular, the model that has received the most empirical support (9) involves two main categories of cognitive bias: the “jumping to conclusions” and the “evidence integration” biases. The first is the tendency to make rushed and premature decisions on the basis of little evidence. The second involves an impairment in the integration of disambiguating evidence, which may result from biases against confirmatory or disconfirmatory evidence and from a “liberal acceptance” bias characterized by proneness to accept implausible interpretations (18). According to this model (11), in persons with such cognitive biases and a proneness to negative emotions and cognitions (e.g., low self-esteem, self-critical thinking), some internal or external events may trigger a search for meaning, which can lead to delusional beliefs. Then, the same cognitive biases involved in the development of delusional beliefs may contribute to maintain and expand such beliefs. While this model is based on studies of persecutory delusions across different diagnostic categories, some attempts have been made to extend it to the genesis of grandiose delusions (16, 17). Overall, the main aim of this approach is the identification of specific targets for therapeutic interventions for delusional thoughts, regardless of specific diagnosis (10, 19).

On the other hand, the scholars who follow the classical psychopathological approach (7, 20–22) hold the view that only a rigorous phenomenological examination of the delusional experience within the context of the whole personality allows to distinguish between different types of delusion. The delusional experience is seen as strongly linked to the overall psychopathological experience, with which it shares the basic structures, such as the relationship with the self, the intersubjective dimension, the spatial and temporal aspects, and the nature of its contents (7, 20, 21). In other words, features of delusion and diagnostic entities cannot be separated without losing meaningful connections. For instance, the phenomenological perspective makes a clear distinction between schizophrenic and melancholic delusions. On the one hand, the bizarre nature of the former is considered to be expression of a deep fragmentation of self-experience (23); on the other hand, the latter are believed to originate from the deadly experience of depressive guilt (22), even when it reaches the level of a temporary psychotic break from reality.

Such a debate involves different epistemologies (20) and has important diagnostic and therapeutic implications. It is an important question whether the careful analysis of delusions in terms of content, structure, and relationship with other symptoms such as disordered mood (24) and hallucinations (25) may contribute to a more accurate diagnostic evaluation, or whether it can be dismissed in favor of a view of delusion as a non-specific, though polymorphic, symptom needing focused attention and treatment. Until now, the empirical literature does not seem to provide a definite answer to this question, as the available evidence does not allow to firmly reject any of the two hypotheses. Only few studies have specifically investigated the distribution of different types of delusion across major psychiatric disorders. Also, they were carried out on different mix of diagnoses, such as all psychotic disorders, or only some of these disorders, or psychotic and substance use disorders together.

The majority of the studies that examined the prevalence of different kinds of delusions in heterogeneous samples of patients with psychotic symptoms have reported consistent prevalence estimates (13–15, 17, 26–30). The most prevalent delusions, though often coexisting with other types of delusions, are those of persecution, reference, grandiosity, thought control, insertion, withdrawal, and broadcasting. A lower frequency has been reported for other types of delusions, such as delusions of guilt, somatic delusions, and delusions of infidelity.

Only some of these studies have examined the distribution of delusional themes in different diagnostic groups. A number of studies have specifically focused on the differential diagnosis between schizophrenia spectrum disorders and either delusional disorder (14, 31) or bipolar disorder (14, 26, 29, 32). These studies reported a greater prevalence of delusions of thought control, insertion, withdrawal, and broadcasting in patients with schizophrenia (14, 26) and of delusions of grandiosity in patients with bipolar disorder experiencing a manic episode (26, 29). The latter finding has been corroborated by further studies, which showed that delusions of grandiosity are only typical of manic states, whereas the overall course of the disorder is mostly characterized by persecutory delusions (33). Interestingly, a recent study on patients with first-episode psychosis reported that the presence of grandiose delusions with religious content was associated with a diagnostic shift from non-affective psychosis to bipolar disorder on the second admission (32).

Only a few studies have investigated the delusional themes that are classically associated with psychotic depression. As far as somatic delusions are concerned, these studies did not report significant differences in frequency between depression and other major psychiatric disorders (14). Moreover, somatic delusions have also been observed in studies that did not include depressed patients (13, 17, 29). Concerning delusions of guilt, the findings are less clear. On the one hand, such delusions have been observed only in a very small proportion of non-depressed psychotic patients (13, 15, 17, 29, 31). On the other hand, the only two studies that directly compared depressed and non-depressed psychotic patients yielded contrasting results. Whereas one study reported that delusions of guilt significantly discriminated between patients with psychotic depression and patients with schizophrenia (27), the other reported that such delusions did not differentiate between depression and schizophrenia spectrum disorders (14).

This study aims at contributing to the debate on the complex relationship between types of delusion and diagnosis by examining the association between a number of delusional themes and major psychiatric disorders in a large sample of psychotic patients. We examined the frequency of somatic delusions, persecutory delusions, delusions of grandiosity, and delusions of guilt among psychotic patients with a diagnosis of schizophrenia, delusional disorder, schizoaffective disorder, bipolar disorder, and major depression. To best determine the relationship between mood and delusions of grandiosity and guilt, we took into account the current polarity of mood both for patients with bipolar disorder and patients with schizoaffective disorder. Based on the available clinical and research literature, we hypothesized that grandiose delusions and delusions of guilt would be associated with manic and depressive states, respectively, and that persecutory and somatic delusions would not show an association with specific diagnoses.

MATERIALS AND METHODS

Participants

The patients included in this study come from a recently completed study performed at the psychiatric department of the Umberto I Policlinico Hospital, Sapienza University of Rome, and from three previous studies carried out in a sample of acute inpatient units spread across Italy (34, 35), in a number of psychiatric inpatient and outpatient units in Rome (36), and in several community mental health centers distributed across Italy (37). A total of 830 adult patients aged 18–65, who were free from intellectual disability or severe cognitive impairment and were diagnosed with a major psychotic disorder (schizophrenia, paranoid, disorganized, catatonic, or undifferentiated type; delusional disorder; schizoaffective disorder; bipolar I disorder, current episode manic, or mixed with psychotic features; bipolar I or II disorder, current episode depressed with psychotic features; major depressive disorder with psychotic features) were included in the study. Table 1 summarizes the clinical and demographic characteristics of all study participants. According to the Italian legislation, this study does not need formal ethical approval because it is a retrospective, purely observational study based on data collected as part of routine patient assessment.

TABLE 1 | Patient characteristics.
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Procedure

In both the recently completed study and the study carried out in community mental health centers across Italy (37), psychiatric diagnoses were established by trained clinicians using the Structured Clinical Interview for DSM-IV-TR Axis I Disorders, Research Version, Patient Edition (SCID-I) (38). It is a clinician-administered interview that covers most Axis I disorders and is regarded as the standard for making DSM-IV diagnoses. Several studies showed its superior validity over standard clinical interviews at intake episode (39, 40). A total of 348 patients were administered the SCID-I. In the other studies (34–36), involving a total of 482 patients, the diagnoses were made by experienced psychiatrists according to DSM-IV or ICD-10 criteria.

In all studies, the patients were administered the Brief Psychiatric Rating Scale (BPRS) (41, 42), which is a clinician-rated instrument consisting of 24 items, scored on a 7-point severity scale. We used a validated Italian version, which has high reliability (43) and is based on the BPRS manual of administration, with defined anchor points and detailed probe questions and rules for scoring (42). Higher scores indicate greater severity of psychiatric symptoms.

All clinicians received specific training in administering and scoring the BPRS. Also, all clinicians who administered the SCID-I were trained in the use of the interview. They based their assessment on all sources of information available, including not only patients’ answers and clinical observation, but also referral notes, medical records, and reports by significant others. The inter-rater reliability was assessed on several occasions using videotaped interviews. A total of 12 interviews of patients representing all the main diagnostic entities were used for reliability assessments. The interviews were presented to groups of raters, then each rater independently completed the assessment instruments, and subsequently either weighted kappa for multiple raters or intraclass correlation coefficient, as appropriate, was computed to measure reliability. Overall, the reliability of the SCID-I as measured by the kappa coefficient was satisfactory; it ranged from 0.75 to 0.94 for the most common diagnoses (psychotic, mood, anxiety, and eating disorders). The mean inter-rater reliability of the BPRS as measured by the intraclass correlation coefficient was also satisfactory, since it ranged from 0.81 to 0.93.

Statistical Analysis

All statistical analyses were performed using SPSS Statistics for Mac, Version 20 (IBM Corp., Armonk, NY, USA). All statistical tests were two-tailed, with alpha set at 0.05. First, patient characteristics were summarized using appropriate descriptive statistics. Then, four dichotomous variables were created using the cut-off score of 6 on the BPRS “Somatic Concern,” “Guilt,” “Grandiosity,” and “Suspiciousness” items. For grandiose and persecutory delusions, a score of 6 or more on the relevant BPRS item is sufficient to infer the presence of a delusion, as the scoring instructions for item 8 “Grandiosity” and item 9 “Suspiciousness” explicitly state that a patient who receives a rating of 6 is delusional. For somatic delusions and delusions of guilt, such a score alone is not sufficient to infer the presence of a delusion, as the scoring instructions for items 1 “Somatic concern” and item 5 “Guilt” state that the patient who receives a rating of 6 may either be delusional or have “preoccupation with somatic complaints with much impairment in functioning” or “unreasonable self-reproach very out of proportion to circumstances,” respectively. However, in combination with a score of 4 (“delusion present but no preoccupation or functional impairment”) or more on item 11 “Unusual Thought Content,” such very high scores on these four BPRS items suggest the presence of somatic delusions, delusions of guilt, delusions of grandiosity, and persecutory delusions, respectively. We categorized patients as having these types of delusions or not based on the combination of scores on the five BPRS items mentioned above.

Then, the Chi square test was used to test for differences between groups in categorical variables. To investigate further statistically significant omnibus chi-square test results and evaluate whether specific cells differ from each other, we followed the procedure described by Goodman (44, 45). In short, a z-test was calculated as follows: z (Ψ−0)/SEψ with Ψ being the contrast of interest and SEψ being the standard error of that contrast, Then, the z obtained value was conservatively tested, not merely against the z critical value for alpha = 0.05, but rather against square root of the chi-square critical value for the entire contingency table (46). Given the fairly large number of cells in each contingency table, all z-tests were adjusted using a Bonferroni correction. Analysis of variance was used to test for differences between groups in continuous variables. Tukey’s post hoc test was used for pairwise comparisons between groups.

RESULTS

There were a few significant differences in demographic variables between groups. Several of these differences were small in magnitude and were due to the high statistical power afforded by the large sample size. Patients with schizophrenia (p < 0.01) and bipolar disorder (p < 0.05) were significantly younger than patients with major depression and delusional disorder. Patients with major depression were significantly more likely than patients in all other groups to be married (p < 0.001), while patients with bipolar disorder and delusional disorder were significantly more likely to be married than patients with schizophrenia (p < 0.001). As far as education is concerned, patients with bipolar disorder had significantly more years of education than patients with schizophrenia (p < 0.05). In terms of degrees, patients with delusional disorder were less likely than patients with bipolar disorder to have completed senior high school (p < 0.05) but were more likely than patients with schizophrenia to have a university degree (p < 0.05). Finally, the patients with schizophrenia had significantly higher scores on the BPRS than the patients with delusional disorder (p < 0.05).

The overall prevalence of delusions in our sample, as indicated by a score of 4 or more on the BPRS Unusual Thought Content item, alone or in combination with a score of 6 or more on the BPRS Somatic Preoccupation, Guilt, Grandiosity, and Suspiciousness items, was 74.1%.

The presence of delusions of guilt was significantly associated with higher age (p < 0.05), married vs. unmarried marital status, and higher total BPRS score (p < 0.01), whereas it was not associated with sex or education. Delusions of grandiosity were associated with male sex (p < 0.01), better education (p < 0.05), and higher total BPRS score (p < 0.001), while they were not associated with age and marital status. Persecutory delusions were associated with higher total BPRS score (p < 0.001), while they showed no association with age, sex, marital status, and education. Somatic delusions were associated with better education (p < 0.05) and higher total BPRS score (p < 0.001), whereas they displayed no association with age, sex, and marital status.

Table 2 and Figure 1 illustrate the distribution of specific delusional themes by group. The standardized residuals for each cell, which express the strength of the difference between observed and expected values, are reported in Table S1 in Supplementary Material. Delusions of guilt were almost pathognomonic for a psychotic depressive condition, as they were found in 40% of patients with psychotic major depression, 30% of those with psychotic bipolar depression, 8% of those with schizoaffective disorder, depressed type, and 6 and 7% of patients with bipolar and schizoaffective mixed states, respectively. On the contrary, only 1% of patients with schizophrenia and no patient with either delusional disorder or bipolar or schizoaffective manic state showed delusions of this kind. The overall difference between diagnostic groups in the proportion of patients with delusions of guilt was significant (p < 0.001). In post hoc analysis, the patients with psychotic major depression significantly differed from all other diagnostic groups (p < 0.001) except those with psychotic bipolar depression, which in turn significantly differed from all the remaining groups (p < 0.001) except for patients with bipolar mixed states and depressive or mixed schizoaffective disorder.

TABLE 2 | Presence of specific delusional themes by diagnostic group.

[image: image1]


[image: image1]

FIGURE 1 | Prevalence of delusional themes by diagnostic group (N = 830). MDD, major depressive disorder; BD; bipolar disorder, depressive episode; SAD, schizoaffective disorder, depressive type; BM, bipolar disorder, mixed episode; SAMI, schizoaffective disorder, mixed type; M, mania; SAMA, schizoaffective disorder, manic type; SC, schizophrenia; DD, delusional disorder.



Delusions of grandiosity characterized mostly patients with mania (20%) and bipolar mixed states (19%), as well as those with manic schizoaffective disorder (10%). However, they were also observed in a non-negligible proportion of patients with schizophrenia (7%), delusional disorder (6%), and mixed schizoaffective disorder (3%). As expected, no patient with a depressive condition showed such delusions. The overall difference between diagnostic groups in the proportion of patients with delusions of grandiosity was significant (p < 0.001). In post hoc analysis, patients with a bipolar manic (p < 0.001) or mixed (p < 0.05) state significantly differed from those with psychotic major depression and depressive schizoaffective disorder; also, manic patients significantly differed from patients with schizophrenia (p < 0.001).

Persecutory delusions were observed in all diagnostic groups, although to different degrees. Such delusions distinguished mostly patients with delusional disorder (45%) but were also frequent in patients with schizophrenia (28%), manic schizoaffective disorder (31%), and psychotic bipolar depression (26%). A lower prevalence of delusions of this kind was found in psychotic major depression (6%), mania (8%), and mixed (17%), and depressed (12%) schizoaffective disorder. The overall difference between diagnostic groups in the proportion of patients with delusions of grandiosity was significant (p < 0.001). In post hoc analysis, psychotic major depression and mania were significantly different from schizophrenia and delusional disorder (p < 0.001). Also, delusional disorder was significantly different from depressive schizoaffective disorder (p < 0.001) and schizophrenia (p < 0.05).

Somatic delusions were observed in a sizable proportion in patients with psychotic unipolar (10%) and bipolar (17%) depression, bipolar mixed states (13%), schizophrenia (8%), delusional disorder (13%), and mixed schizoaffective disorder (24%). They were rarely observed in manic patients (1%) and in patients with manic or depressive schizoaffective disorder (both 3%). The overall difference between diagnostic groups in the proportion of patients with somatic delusions was significant (p < 0.001). In post hoc analysis, mania significantly differed (p < 0.05) from psychotic bipolar depression, delusional disorder, bipolar mixed states, and mixed schizoaffective disorder.

The proportion of patients with a given delusional theme who did not show any of the other three themes studied was 77% for patients with delusions of guilt, 52% for patients with grandiose delusions, 70% for patients with persecutory delusions, and 48% for patients with somatic delusions.

We performed a series of additional analyses to investigate the possible confounding effect of diagnostic assessment methodology, demographic variables, and overall clinical severity. To this purpose, we repeated the analysis after stratifying for SCID-based vs. clinical diagnosis, median age, sex, median years of education, marital status (married vs. others), and median BPRS score. In each of these analyses, the findings were similar to those observed in the full sample.

Table 3 illustrates the distribution of specific delusional themes by group in patients with SCID-based diagnoses only. The Chi square test was significant for all delusional themes (p < 0.001 for delusions of guilt, grandiosity, and persecution; p < 0.05 for somatic delusions). The standardized residuals for each cell are reported in Table S2 in Supplementary Material. Delusions of guilt were still quite specific for a psychotic depressive condition, as they were observed in 47% of patients with psychotic major depression, 43% of those with psychotic bipolar depression, 8% of those with depressive schizoaffective disorder, and 9% of patients with bipolar mixed states. On the contrary, only 1.7% of patients with schizophrenia, and no patient with delusional disorder, mania, and manic or mixed schizoaffective disorder displayed delusions of this kind. The analysis still indicated a significant (p < 0.001) difference between patients with psychotic major depression and all other diagnostic groups except those with psychotic bipolar depression and bipolar mixed states. In turn, the patients with bipolar depression significantly differed from all the remaining groups (p < 0.01) except patients with bipolar mixed states and depressive schizoaffective disorder.

TABLE 3 | Presence of specific delusional themes by diagnostic group in patients diagnosed with the SCID-I (N = 348).
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Delusions of grandiosity still characterized mostly patients with mania and manic schizoaffective disorder (both 22%), as well as those with bipolar mixed states (9%). However, they were also observed in a non-negligible proportion of patients with schizophrenia (6%) and delusional disorder (2%). The analysis still indicated that patients with mania significantly differed (p < 0.001) from those with psychotic major depression and schizophrenia. Also, the patients with manic schizoaffective disorder significantly differed from those with psychotic major depression (p < 0.05).

Persecutory delusions were still observed in all diagnostic groups, although to different degrees, and were found to distinguish patients with delusional disorder (50%), but they were present in all other patient groups. They were frequent in patients with schizophrenia (28%), bipolar mixed states (27%), and psychotic bipolar depression (43%) and were also observed in psychotic major depression (6%), mania (9%), and manic (11%), mixed (14%), and depressive (17%) schizoaffective disorder. The analysis still showed that psychotic major depression was significantly different from schizophrenia (p < 0.05) and delusional disorder (p < 0.01), as well as from bipolar depression (p < 0.05). Also, delusional disorder (p < 0.01) and bipolar depression (p < 0.05) were significantly different from mania.

Somatic delusions were still observed in a fair proportion in patients with psychotic unipolar (12%) and bipolar (29%) depression, bipolar mixed states (9%), schizophrenia (6%), delusional disorder (7%), and mixed schizoaffective disorder (14%). They were rarely observed in manic patients (1%) and were not found in patients with manic or depressive schizoaffective disorder. The analysis indicated that mania significantly differed (p < 0.05) from psychotic bipolar depression.

DISCUSSION

The study sample seems representative of patients with psychotic conditions encountered in everyday clinical practice. Most of the differences observed between diagnostic groups in demographic variables were small in magnitude and should not be over-interpreted as they were mainly due to the high statistical power afforded by the large sample size. In any case, these differences are consistent with the known demographic characteristics of the disorders studied. The patients with major depression were older as compared with the patients affected by disorders with onset in early adulthood, such as schizophrenia and bipolar disorder, and were more likely to be married. The patients with delusional disorder, which typically appears in middle age, were older than the patients with schizophrenia and bipolar disorder, and were more educated than the former and less educated than the latter.

The correlations observed between the different types of delusion, demographic variables, and overall clinical severity are also plausible. The associations of delusions of guilt with age and marital status are explained by the strong association between this delusion type and major depression. Also, as expected, all four types of delusion were associated with greater overall clinical severity as measured by the BPRS.

Far more important, from a clinical perspective, are the findings regarding the distribution of delusion types across the different diagnostic categories. Somatic delusions were present in all diagnostic groups, though they were only rarely observed in manic and depressed schizoaffective patients, and especially in manic bipolar patients. Indeed, the proportion of patients with bipolar mania that presented somatic delusions was significantly lower as compared with the patients affected by delusional disorder, depressed or mixed bipolar disorder, and mixed schizoaffective disorder. No diagnostic group stood out as distinct from the others in terms of an increased prevalence of somatic delusions. Previous studies of psychotic patients did not report a significant association between somatic delusions and diagnosis (14, 27, 29), with the exception of a study that found a greater frequency of such delusions among patients with delusional disorder compared with patients with schizophrenia (31). This apparent lack of specificity seems plausible, given the polymorphic nature of somatic delusions, which can vary from monothematic forms more typical of paranoia (e.g., delusions of parasitosis) to delusional perceptions regarding body parts as in some schizophrenic delusions, to delusions of being dead or rotting as in severe melancholia. Possibly, only a more in-depth analysis of the content of each somatic delusion may allow identifying patterns of presentation typical for different disorders, as a previous study seems to suggest (47).

As previously reported in the literature, in our patients, persecutory delusions were broadly distributed across all diagnostic categories, although they were significantly more frequent among patients with schizophrenia and delusional disorder compared with depressed and manic patients. The relatively common observation of delusions with themes other than grandiosity, guilt, death, or nihilism in patients with a diagnosis of mood disorder lies at the heart of the long-standing, and still not fully resolved, controversy in the literature about the classification of mood disordered patients with mood-incongruent psychotic symptoms, with opinions ranging from conceptualizing such patients as typical cases of affective illness to viewing them as suffering from a form of schizophrenia (48). From another perspective, the observation of persecutory delusions across a wide range of psychotic disorders with putatively different pathogenesis is the foundation on which the research on the common mechanisms of formation of paranoid delusions is based (11, 15, 49, 50). This research has subsequently expanded beyond a focus on persecutory delusion to encompass the cognitive and emotional mechanisms underlying delusion in general (10, 19).

Delusions of grandiosity were also present in all diagnostic groups except depressed patients, either unipolar, bipolar, or schizoaffective. However, such delusions were observed much more often in manic and mixed bipolar patients. The proportion of patients with bipolar mania that showed grandiose delusions was significantly higher compared with patients with schizophrenia and the various depressive conditions. Previous studies yielded similar results regarding the scarcity of grandiose delusions among depressed patients (14) and the greater prominence of such delusions among manic patients as compared with schizophrenic patients (14, 26, 29, 51). A recent review of the phenomenology of psychotic symptoms in patients with bipolar disorder has also suggested that delusions of grandiosity are the most prevalent kind of delusions during manic episodes (33). Overall, our findings, together with those of previous studies, suggest a close link between mood and the most prominent delusional theme, which actually once again raises the issue of the differential diagnosis between affective and non-affective psychosis. It is no coincidence that several authors have attempted to delineate similarities and differences between persecutory and grandiose delusions, albeit reaching different conclusions (16, 17, 52). While the issue is still open, both our findings and previous reports suggest that although grandiose delusions can be observed in non-affective psychoses, the presence of such delusions should prompt the clinician to reflect carefully about the possible affective nature of a psychotic illness (32).

Of note, our finding that only about one fifth of manic patients displayed grandiose delusions suggests that, while these delusions are quite characteristic of mania, the manic state is more often characterized by other psychotic symptoms, such as hallucinations, disorganized behavior or speech, and abnormal motor behavior. In our patients with mania, the prevalence of any other type of delusion was 29.6% and the overall proportion of delusional patients was 45.7%. Hints about the prevalence of severe levels of other important, non-delusional symptoms apart from elevated mood are provided by the observation of high (≥5) scores on the relevant BPRS items. Such high scores were found in 9.9% of manic patients for hallucinations and in 9.3, 17.9, 10.5, 38.3, and 24.7% of patients for hostility, bizarre behavior, conceptual disorganization, excitement, and motor hyperactivity, respectively. Indeed, Kraepelin himself, in his description of delusional mania (53), seemed to suggest that only a portion of manic patients experience clear-cut delusions: “The delusions and hallucinations, which in the morbid states hitherto described are fugitive or merely indicated, acquire in a series of cases an elaboration which calls to mind paranoid attacks.” Delusions were also not identified in a non-negligible portion of patients with diagnoses other than mania. When the whole sample is considered, about one fourth of patients (25.9%) did not display any type of delusion. This finding is consistent with the non-delusional nature of many of the qualifying symptoms for psychotic disorders.

The type of delusion showing the strongest association with diagnosis was delusion of guilt, to the extent that it emerged as almost pathognomonic of psychotic depressive conditions. Its prevalence in major depression was significantly higher than in any other diagnostic group, with the exception of bipolar depression that, in turn, showed a significantly higher prevalence than all the other groups except those characterized by some amount of depressive symptoms (i.e., depressive schizoaffective and mixed bipolar or schizoaffective patients). Moreover, this type of delusion was not observed in any patient with a bipolar or schizoaffective manic mood state, in any patient with delusional disorder, and only in a very small proportion of patients with schizophrenia. Consistent with our study, previous studies reported that delusion of guilt was rarely observed in non-depressed psychotic patients (13, 15, 17, 29, 31) and that it significantly discriminated between patients with psychotic depression and patients with schizophrenia (27). However, in these studies, some patients with non-depressive psychotic conditions showed delusion of guilt, and in another study, this type of delusion did not differentiate between depression and schizophrenia spectrum disorders (14). A possible explanation for the discrepancy in findings between this study and previous work is that in all previous studies the schizophrenia spectrum disorder group included also the patients with schizoaffective disorder. Given that our study and previous research (54) suggest that delusion of guilt is relatively common among non-manic schizoaffective patients, their inclusion within the schizophrenia spectrum disorder group may have inflated the prevalence of delusions of guilt in this group in previous studies.

The discriminant value of delusion of guilt for the diagnosis of depression does not support the hypothesis that all delusions result from similar pathogenic mechanisms. As far as the differentiation between affective and non-affective psychoses is concerned, this finding is compatible with the hypothesis proposed by classical psychopathologists that the phenomenological analysis of the backbone of delusional experience may allow to better distinguish between different psychotic disorders (22). Our findings concerning grandiose delusions are also compatible with this hypothesis, though with greater caution given that these delusions were also observed in a small, but non-negligible, proportion of patients with non-affective psychoses. However, given some limitations as described below, this study does not allow drawing firm conclusions about this issue, which could be better elucidated by future studies investigating a broader range of delusional themes together with affective symptoms and emotional and cognitive processes.

This study has some limitations. First, although in principle the BPRS allows a reliable and standardized assessment of the presence of the delusion types that we investigated, there is a limit to the degree to which this can be achieved in practice, as the BPRS is not specifically designed to assess delusions. Second, the BPRS does not allow to perform a sophisticated assessment of delusion content, pervasiveness, development, and evolution. For instance, as previously touched upon, it has not been possible to figure out the exact nature of the delusional content of a given somatic delusion that can range between two poles with profoundly different meanings, i.e., hypochondriacal delusions and delusions of bodily change. A third, related limitation is that it has not been possible to study all delusional themes, but only the four themes specifically assessed by the BPRS. Although the delusional themes that were examined are among the most often encountered in clinical practice, some important delusion types, such as delusions of reference, infidelity, ruin, thought control, insertion, withdrawal, and broadcasting, could not be investigated. Fourth, in about half of the patients, the diagnosis was not established using a standardized clinical interview. However, all diagnoses were made according to ICD or DSM criteria, and identical findings were observed when only patients diagnosed with the SCID-I were included in the analysis. Fifth, the cross-sectional design makes it impossible to exclude that some patients may have previously or subsequently shown a delusional theme that they were not displaying when the evaluation took place. Therefore, the interpretation of the findings is limited to the current psychotic episode and cannot be generalized to the entire course of the disorders examined in this study. Finally, the assessment of the main study variables was not independent, as the same psychiatrist who completed the BPRS was also frequently involved in making the diagnosis. This carries the risk of circularity bias, as the presence of a specific kind of delusion (e.g., guilt) may have increased the likelihood of making a specific diagnosis (e.g., psychotic depression). This risk is an inherent problem for studies of this kind, and it is particularly high for the patients who were not diagnosed with a structured diagnostic interview. This limitation is mitigated by the observation that the results of the subgroup analysis on SCID-diagnosed patients were very similar to those of the full sample.

Given these limitations, some measure of caution is warranted in interpreting the findings of this study, which await replication and extension. Studies using assessment instruments that are more suitable than the BPRS to assess delusions would be particularly valuable.

The present study contributes to the line of research on the relationship between delusional themes and psychiatric diagnosis. It can only partially address this issue due to the absence of data about delusions other than the four types specifically covered by the BPRS. Overall, our findings appear to suggest a middle position in the debate between scholars from a cognitive approach and scholars following a classical psychopathological approach.

On the one hand, the close link between grandiose delusions and mania, and the even closer link between delusions of guilt and depression, suggest that these types of delusion may differ from other kinds of delusion. A phenomenological analysis of the delusional experience may give back meaning to the arising of such delusions in the context of distinct clinical entities, as is the case with the guilt paradigm. In this respect, a careful examination of delusional themes may be a helpful tool for the clinician in the diagnostic process and, therefore, in the choice of treatment. The phenomenological approach may represent a valuable framework for gathering information to make sense of the delusional experience which, in isolation from its psychopathological context, has limited diagnostic value (20). It should nevertheless be noted that although delusions of grandiosity and guilt were found to characterize manic and depressive episodes, respectively, their differential diagnostic value is limited by the fact that only a minority of the patients with a psychotic mood disorder experienced such delusions. The differential diagnostic value of delusion is further limited by the fact that in a substantial proportion of patients the clinical presentation is primarily characterized by psychotic symptoms other than delusion, and that some psychotic patients do not show any type of delusion.

On the other hand, the widespread observation of persecutory and somatic delusions suggests the usefulness of searching for non-specific pathogenic mechanisms. Indeed, for a number of seemingly ubiquitous delusions, the research work aimed at identifying shared patterns and etiologies that are being carried out within neurocognitive science has potential to lead to significant therapeutic advances. Future studies may fruitfully integrate these approaches by examining both the content of delusions and their relation to the cognitive, perceptual, and emotional aspects of information processing.

ETHICS STATEMENT

According to the Italian legislation, this study does not need formal ethical approval because it is a retrospective, purely observational study based on data collected as part of routine patient assessment.

AUTHOR CONTRIBUTIONS

AP designed the study, contributed to the coordination and supervision of data collection, performed data quality control and statistical analysis, and drafted the manuscript. LF contributed to study conception and to coordination of data collection, contributed to literature review, and revised the manuscript for important intellectual content. MP contributed to study conception and to coordination of data collection, contributed to literature review, and revised the manuscript for important intellectual content. AG contributed to coordination and supervision of data collection and revised the manuscript for important intellectual content. MB provided inputs for study design, contributed to coordination and supervision of data collection, and revised the manuscript for important intellectual content. All authors contributed to and approved the final manuscript, and agreed to be accountable for all aspects of the work.

ACKNOWLEDGMENTS

We thank Prof. Rossella Miglio for her valuable statistical advice.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at https://www.frontiersin.org/articles/10.3389/fpsyt.2018.00132/full#supplementary-material.

REFERENCES

1. Schneider K. Klinische Psychopathologie. Stuttgart: Thieme Verlag (1950).

2. Tellenbach H. Melancholie. Zur Problemgeschichte. Typologie. Pathogenese und Klinik. Berlin: Springer (1961).

3. Jaspers K. Allgemeine Psychopathologie. Berlin: Springer (1913).

4. Tatossian A. La phénoménologie des psychoses. Paris: Masson (1979).

5. Callieri B. Quando vince l’ombra. Problemi di psicopatologia clinica. Roma: Edizioni Universitarie Roma (2001).

6. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders (DSM-5). 5th ed. Washington DC: American Psychiatric Publishing (2013).

7. Sass L, Byrom G. Phenomenological and neurocognitive perspectives on delusions: a critical overview. World Psychiatry (2015) 14:164–73. doi:10.1002/wps.20205

8. Poletti M, Sambataro F. The development of delusion revisited: a transdiagnostic framework. Psychiatry Res (2013) 210:1245–59. doi:10.1016/j.psychres.2013.07.032

9. McLean BF, Mattiske JK, Balzan RP. Association of the jumping to conclusions and evidence integration biases with delusions in psychosis: a detailed meta-analysis. Schizophr Bull (2017) 43:344–54. doi:10.1093/schbul/sbw056

10. Bebbington P, Freeman D. Transdiagnostic extension of delusions: schizophrenia and beyond. Schizophr Bull (2017) 43:273–82. doi:10.1093/schbul/sbw191

11. Freeman D, Garety P. Advances in understanding and treating persecutory delusions: a review. Soc Psychiatry Psychiatr Epidemiol (2014) 49:1179–89. doi:10.1007/s00127-014-0928-7

12. Freeman D. Suspicious minds: the psychology of persecutory delusions. Clin Psychol Rev (2007) 27:425–57. doi:10.1016/j.cpr.2006.10.004

13. Paolini E, Moretti P, Compton MT. Delusions in first-episode psychosis: principal component analysis of twelve types of delusions and demographic and clinical correlates of resulting domains. Psychiatry Res (2016) 243:5–13. doi:10.1016/j.psychres.2016.06.002

14. Appelbaum PS, Robbins PC, Roth LH. Dimensional approach to delusions: comparison across types and diagnoses. Am J Psychiatry (1999) 156:1938–43.

15. Raune D, Bebbington P, Dunn G, Kuipers E. Event attributes and the content of psychotic experiences in first-episode psychosis. Psychol Med (2006) 36:221–30. doi:10.1017/S003329170500615X

16. Knowles R, McCarthy-Jones S, Rowse G. Grandiose delusions: a review and theoretical integration of cognitive and affective perspectives. Clin Psychol Rev (2011) 31:684–96. doi:10.1016/j.cpr.2011.02.009

17. Garety P, Gittins M, Jolley S, Bebbington P, Dunn G, Kuipers E, et al. Differences in cognitive and emotional processes between persecutory and grandiose delusions. Schizophr Bull (2013) 39:629–39. doi:10.1093/schbul/sbs059

18. Sanford N, Veckenstedt R, Moritz S, Balzan RP, Woodward TS. Impaired integration of disambiguating evidence in delusional schizophrenia patients. Psychol Med (2014) 44:2729–38. doi:10.1017/S0033291714000397

19. Garety P. Therapeutic advances for people with delusions will come from greater specification and empirical investigation. World Psychiatry (2015) 14:180–1. doi:10.1002/wps.20210

20. Parnas J. Delusions, epistemology and phenophobia. World Psychiatry (2015) 14:174–5. doi:10.1002/wps.20206

21. Fuchs T. The intersubjectivity of delusions. World Psychiatry (2015) 14:178–80. doi:10.1002/wps.20209

22. Stanghellini G, Raballo A. Differential typology of delusions in major depression and schizophrenia. A critique to the unitary concept of ‘psychosis’. J Affect Disord (2015) 171:171–8. doi:10.1016/j.jad.2014.09.027

23. Cermolacce M, Sass L, Parnas J. What is bizarre in bizarre delusions? A critical review. Schizophr Bull (2010) 36:667–79. doi:10.1093/schbul/sbq001

24. Fennig S, Bromet EJ, Karant MT, Ram R, Jandorf L. Mood-congruent versus mood-incongruent psychotic symptoms in first-admission patients with affective disorder. J Affect Disord (1996) 37:23–9. doi:10.1016/0165-0327(95)00073-9

25. Telles-Correia D, Moreira AL, Gama Marques J, Saraiva S, Moreira CA, Antunes F, et al. The proximity between hallucination and delusion dimensions: an observational, analytic, cross-sectional, multicentre study. Front Psychol (2016) 7:1642. doi:10.3389/fpsyg.2016.01642

26. Junginger J, Barker S, Coe D. Mood themes and bizarreness of delusions in schizophrenia and mood psychosis. J Abnorm Psychol (1992) 101:287–92. doi:10.1037/0021-843X.101.2.287

27. Linskey C. Theme and content of delusions in Asian Indian psychotic patients: correlation with diagnosis. Jefferson J Psychiatry (1994) 12:21–8.

28. Gutiérrez-Lobos K, Schmid-Siegel B, Bankier B, Walter H. Delusions in first-admitted patients: gender, themes and diagnoses. Psychopathology (2001) 34:1–7. doi:10.1159/000049273

29. Pini S, de Queiroz V, Dell’Osso L, Abelli M, Mastrocinque C, Saettoni M, et al. Cross-sectional similarities and differences between schizophrenia, schizoaffective disorder and mania or mixed mania with mood-incongruent psychotic features. Eur Psychiatry (2004) 19:8–14. doi:10.1016/j.eurpsy.2003.07.007

30. Rajapakse T, Garcia-Rosales A, Weerawardene S, Cotton S, Fraser R. Themes of delusions and hallucinations in first-episode psychosis. Early Interv Psychiatry (2011) 5:254–8. doi:10.1111/j.1751-7893.2011.00281.x

31. Peralta V, Cuesta MJ. Characteristics and clinical correlates of dimensions of delusional experience in schizophrenia and delusional disorder. Schizophr Res (2016) 176:404–10. doi:10.1016/j.schres.2016.05.024

32. Kim JS, Baek JH, Choi JS, Lee D, Kwon JS, Hong KS. Diagnostic stability of first-episode psychosis and predictors of diagnostic shift from non-affective psychosis to bipolar disorder: a retrospective evaluation after recurrence. Psychiatry Res (2011) 188:29–33. doi:10.1016/j.psychres.2010.09.017

33. Smith LM, Johns LC, Mitchell RLC. Characterizing the experience of auditory verbal hallucinations and accompanying delusions in individuals with a diagnosis of bipolar disorder: a systematic review. Bipolar Disord (2017) 19:417–33. doi:10.1111/bdi.12520

34. Picardi A, Battisti F, de Girolamo G, Morosini P, Norcio B, Bracco R, et al. Symptom structure of acute mania: a factor study of the 24-item Brief Psychiatric Rating Scale in a national sample of patients hospitalized for a manic episode. J Affect Disord (2008) 108:183–9. doi:10.1016/j.jad.2007.09.010

35. Picardi A, Viroli C, Tarsitani L, Miglio R, de Girolamo G, Dell’Acqua G, et al. Heterogeneity and symptom structure of schizophrenia. Psychiatry Res (2012) 198:386–94. doi:10.1016/j.psychres.2011.12.051

36. Picardi A, Pallagrosi M, Fonzi L, Biondi M. Psychopathological dimensions and the clinician’s subjective experience. Psychiatry Res (2017) 258:407–14. doi:10.1016/j.psychres.2017.08.079

37. Gigantesco A, Lega I, Picardi A; SEME Collaborative Group. The Italian SEME surveillance system of severe mental disorders presenting to community mental health services. Clin Prac Epidemiol Mental Health (2012) 8:7–11. doi:10.2174/1745017901208010007

38. First MB, Spitzer RL, Gibbon M, Williams JBW. Structured Clinical Interview for DSM-IV-TR Axis I Disorders, Research Version, Patient Edition (SCID-I/P). New York: Biometrics Research, New York State Psychiatric Institute (2002).

39. Fennig S, Naisberg-Fennig S, Craig TJ, Tanenberg-Karant M, Bromet EJ. Comparison of clinical and research diagnoses of substance use disorders in a first-admission psychotic sample. Am J Addict (1996) 5:40–8. doi:10.3109/10550499608995655

40. Ramirez Basco M, Bostic JQ, Davies D, Rush J, Witte B, Hendrickse W, et al. Methods to improve diagnostic accuracy in a community mental health setting. Am J Psychiatry (2000) 157:1599–605. doi:10.1176/appi.ajp.157.10.1599

41. Lukoff D, Nuechterlein KH, Ventura J. Manual for expanded Brief Psychiatric Rating Scale. Schizophr Bull (1986) 12:594–602.

42. Ventura J, Lukoff D, Nuechterlein KH, Liberman RP, Green M, Shaner A. Appendix 1: Brief Psychiatric Rating Scale (BPRS) expanded version (4.0) scales, anchor points and administration manual. Int J Methods Psychiatr Res (1993) 3:227–44.

43. Roncone R, Ventura J, Impallomeni M, Falloon IR, Morosini PL, Chiaravalle E, et al. Reliability of an Italian standardized and expanded Brief Psychiatric Rating Scale (BPRS 4.0) in raters with high vs. low clinical experience. Acta Psychiatr Scand (1999) 100:229–36. doi:10.1111/j.1600-0447.1999.tb10850.x

44. Goodman LA. How to ransack mobility tables and other kinds of cross-classification tables. Am J Sociol (1969) 75:1–40. doi:10.1086/224743

45. Goodman LA. Partitioning of chi-square, analysis of marginal contingency tables, and estimation of expected frequencies in multidimensional contingency tables. J Am Stat Assoc (1971) 66:339–44. doi:10.1080/01621459.1971.10482265

46. Marascuilo RA, Serlin RC. Statistical Methods for the Social and Behavioral Sciences. New York: W.H. Freeman (1988).

47. McGilchrist I, Cutting J. Somatic delusions in schizophrenia and the affective psychoses. Br J Psychiatry (1995) 167:350–61. doi:10.1192/bjp.167.3.350

48. Kendler KS. Mood-incongruent psychotic affective illness. A historical and empirical review. Arch Gen Psychiatry (1991) 48:362–9. doi:10.1001/archpsyc.1991.01810280078012

49. Bentall R, Rowse G, Shryane N, Kinderman P, Howard R, Blackwood N, et al. The cognitive and affective structure of paranoid delusions. A transdiagnostic investigation of patients with schizophrenia spectrum disorders and depression. Arch Gen Psychiatry (2009) 66:236–47. doi:10.1001/archgenpsychiatry.2009.1

50. Fowler D, Hodgekins J, Garety P, Freeman D, Kuipers E, Dunn G, et al. Negative cognition, depressed mood, and paranoia: a longitudinal pathway analysis using structural equation modeling. Schizophr Bull (2012) 38:1063–73. doi:10.1093/schbul/sbr019

51. Bhuyan D, Chaudhury PK. Nature and types of delusion in schizophrenia and mania – is there a difference? IOSR J Dental Med Sci (2016) 15:1–6. doi:10.9790/0853-1505020106

52. Lake CR. Hypothesis: grandiosity and guilt cause paranoia; paranoid schizophrenia is a psychotic mood disorder; a review. Schizophr Bull (2008) 34:1151–62. doi:10.1093/schbul/sbm132

53. Kraepelin E. Manic-Depressive Insanity and Paranoia. Edinburgh: E & S Livingstone (1921).

54. Breslau N, Meltzer HY. Validity of subtyping psychotic depression: examination of phenomenology and demographic characteristics. Am J Psychiatry (1988) 145:35–40. doi:10.1176/ajp.145.1.35

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Picardi, Fonzi, Pallagrosi, Gigantesco and Biondi. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fpsyt-09-00132-t002.jpg
Delusions of guilt Delusions of Persecutory Somatic  None of these
grandiosity delusions delusions  delusional types

Schizophrenia 3(09%) 22/(6.9%) 88 (27.7%) 24(7.5%) 209 (65.7%)
Delusional disorder 0 6(6.3%) 43 (45.3%) 12 (12.6%) 44 (46.3%)
Schizoaffective disorder, manic type 0 3(103) 9(31.0%) 1(3.4%) 18(62.1%)
Schizoafective disorder, mixed type 2(6.9%) 1(3.4%) 5(17.2%) 7 (24.1%) 18 (62.1%)
Schizoaffective disorder, depressive type 5(83%) 0 7(11.7%) 2(33%) 47 (718.3%)
Bipolar | disorder, current episode manic 0 33(20.4) 13 (8.0%) 2(12%) 123 (75.9%)
Bipolar | disorder, current episode mixed 2(62%) 6(18.8%) 5(15.6%) 4(125%) 22 (68.8%)
Bipolar disorder, current episode depressed with 7/(304%) 0 6(26.1%) 4(17.4%) 11(47.8%)
psychotic features
Major depressive disorder with psychotic features 33 (40.2%) 0 5(6.1%) 8(98%) 0 (48.8%)
Between-group differences MDD > all other groups M > MDD, SAD, SC DD > MDD, M, SAD  BD, DD, BM,

except BD (p < 0.001) (p <0.001) (p<0.001),SC  and SAMI > M

B0 > all other groups BM > MDD, SAD 0 <0.05) (p<0.05)

except BM, SAMI, and (0 <0.001) SC> MDD and M

SAD (o < 0.001) ( <0.001)

MDD, major depressive disorder; BD; bipolar disorder, depressive episode; BM, bipolar disorder, mixed episode; SAMI, schizoaffective disorder; mixed type; SAD, schizoaffective
disorder, depressive type; M, mania; SC, schizophrenia; DD, delusional disorder.





OPS/images/fpsyt-09-00132-t003.jpg
Delusions of guilt Delusions of Persecutory delusions ~ Somatic  None of these
grandiosity delusions  delusional types

Schizophrenia 2(1.7%) 7(6.0%) 33 (28.4%) 7(6.0%) 76 (75.5%)
Delusional disorder 0 1(24%) 21 (50.0%) 3(7.1%) 19 (45.2%)
Schizoaffective disorder, manic type 0 2(222) 1(11.1%) 0 6(66.7%)
Schizoaffective disorder, mixed type 0 [ 1(14.3%) 1(14.3%) 5(71.4%)
Schizoaffective disorder, depressive type 2(83%) 0 4(16.7%) 0 18 (75.0%)
Bipolar | disorder, current episode manic 0 16(21.6) 7(0.5%) 1(1.4%) 54 (73.0%)
Bipolar | disorder, current episode mixed 1(9.1%) 1(0.1%) 3(27.3%) 1(9.1%) 7(63.6%)
Bipolar disorder, current episode depressed with 6(42.9%) o 6(42.9%) 4(286%) 3(21.4%)
psychoic features
Major depressive disorder with psychotic features 24(471%) 0 3(5.9%) 6(11.8%) 22(43.1%)
Between-group differences MDD > all other groups M > MDD and SG SC (p < 0.05), DD BD>M

except BD and BM (0 <0.001) (p<001),andBD (0 <001)

(0 <0.001) SAMA > MDD (p <0.05) > MDD

BD > all other groups (0 <0.05) DD (p < 0.01) and BD
except BM and SAD (p<0.05)>M
(p<0.01)

MDD, major depressive disorder; BD; bipolar disorder, depressive episode; BM, bipolar disorder, mixed episode; SAD, schizoaffective disorder, depressive type; M, mania; SAVA,
schizoaffective disorder, manic type; SC, schizophrenia; DD, delusional disorder.





OPS/images/cover.jpg
frontiers
in Psychiatry

Delusional Themes Across
Affective and Non-Affective
Psychoses





OPS/images/fpsyt-09-00132-g001.jpg
OGuilt SGrandiosity —Persecution 4 Somatic

e )

(I
LELELEEren

g






OPS/images/fpsyt-09-00132-t001.jpg
Schizophrenia
=318

Delusional
disorder (N = 95)

Schizoaffective
disorder (N = 118)

Bipolar disorder
W =217)

Major depressive
disorder (N = 82)

N

21367.0)
105 (330)

Mean + SD

212115

N(% Mean:SD N(% Mean+SD

41082)
54(568)

58(492)
60(508)

5391108 4062107

N (%)

106 (48.8)
16512

Mean £SO N(%)

97127

20(35.4)
54(64.6)

Mean + SD

4412123

Total years of education
Primary school

Junior high school
Senior hgh school
Universty degree

3(11.5)
126 (41.3)
118(387)
2685)

104235

105242
16(17.6)
34@7.4)
23259
18 (198

108237
1021
41653
@97
15029)

2006

61209
9(46.2)
310149

114263

16(20.0)

25@1.2)

212
)

101237

Separated or dvorced
Widowed

250(79.1)
2005
3108

49516)

31328

10(105)
569

81692

19(162)

16(12.8)
20

123(86.7)
63200
20(134)

209

24299

41(00)

16(105)
102

Diagnosis
Schizophenia, parancid
type

Schizophenia,
disorganized

type

Schizophrenia, catatonic
type

Schizophrenia,
undiferentated type
Delusional disorder
Schizoaflectve csorder,
maric type
Schizoalective tsorder,
mixed type
Schizoaflectve dsorder,
depressive type

Bipolr | disorder, current
episode manc

Bipolr | disorde, current
episode mixed

Bipolar disorder, curent
episode depressed, with
psychoti features

Major deprossive csorder
with psychotic features
SCID-based diagnosis
Brief Psychiatric Rating
Scal total score

235(739)

53(16.7)

508

2509

116@6.5)

603164

95(100)
20046

29246)

60608

2042) 40@39)

5482148 591155

At oy it ockd i et el 100N 11 6ach G, chin fo & v mibalia ate:

162 (74.7)
2(147)

23(108)

99456

5732182

82(100)

51(622)

5842116





OPS/images/logo.jpg
Ghesk for

i@





