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Felt presence (FP) is a phenomenon that might appear in individuals with mental and neurological disorders as well as those without any specific morbidity. Some studies have indicated that FP is closely related to psychotic symptomatology. Yet, the mechanisms underlying its occurrence remain largely unknown. The present study aimed to disentangle as to whether FP is associated with widely known risk factors of psychosis. Data from three independent samples of non-clinical young adults were analyzed. Self-reports were administered to assess psychopathological symptoms (samples 1 – 3), neurodevelopmental risk factors for psychosis (sample 1), social defeat components (sample 2), childhood trauma and loneliness (sample 3). A total of 4782 individuals were surveyed across all three samples. Unadjusted analyses showed that the following factors are associated with higher odds of FP: obstetric complications, childhood trauma, non-right handedness, a lower education level, unemployment, minority status, humiliation, perceived constraints, and loneliness. However, only minority status and a lower level of education were associated with higher odds of FP after adjustment for other psychopathological symptoms, age, and gender. Importantly, hallucination-like experiences across all recorded modalities and paranoia were associated with higher odds of FP in all samples. Depressive symptoms were weakly associated with FP in two samples. Findings from the present study suggest that the majority of known risk factors for psychosis contribute to the emergence of FP through the effects on psychotic experiences. Low educational attainment and minority status might be the only risk factors independently contributing to the emergence of FP.
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1 Introduction

The phenomenon of felt presence (FP) —the sensation of an unseen ‘other’ being near despite the absence of any direct sensory input—represents a fascinating yet underexplored frontier in psychiatric research. While FP is often linked to hallucinations and traditionally associated with neurological disorders, it is also regularly experienced as a normal and non-distressing phenomenon within the general population, particularly in situations of grief and bereavement (3). Despite being prevalent in both clinical settings and broader contexts, FP remains relatively unrecognized and poorly comprehended. Given the prevalence of FP in both clinical and non-clinical settings, it should not be confined to individuals with mental disorders. Instances of FP have been documented across various situations, including among the general population, participants in mountaineering expeditions (1), individuals experiencing bereavement or near-death situations (2, 3), episodes of sleep paralysis (4), as well as post-partum state (5), loneliness (6, 7), and poor sleep (7). Instead of being solely seen as abnormal or pathological, FP is often a typical part of human experience, especially in situations like grief, where it is commonly regarded as a reassuring and welcomed presence. Traditionally associated with neurological conditions like epileptic seizure (8), Parkinson’s disease (9) and psychiatric anomalies such as schizophrenia, FP offers a unique window into the interplay between psychopathology, neurobiology, and contextual background. It is important to note that FP is not merely a perceptual anomaly but can also be understood as an unusual yet meaningful experience that occurs in various psychological and cultural contexts, which poses significant questions about the underlying mechanisms of human consciousness and sensory perception.

Historically, studies on FP have varied widely in focus and scope. Nielsen’s exploration of the phenomenon during sleep paralysis suggests it may arise from dream-like cognitive processes rather than mere sensory misfiring (4). Barnby et al. (10) highlight that the characteristics of FP, such as the level of personification, frequency, intensity, distress, and meaning differ based on individual factors and the socio-cultural context in which they occur. For example, within religious environments, FP is typically seen as a positive and comforting presence, widely accepted among community members (11). Conversely, individuals at an ultra-high risk for psychosis tend to report FP with a greater frequency and vividness, often accompanied by significant distress (12). Barnby et al. (10) expanded on these observations by associating FP with a range of psychiatric symptoms, suggesting its manifestation across a continuum of psychological states from typical experiences to pathological conditions (10).

Despite this, the literature often lacks a unifying framework. For instance, the study by Alderson-Day et al. (13) examined FP within specific demographics, thus revealing its variable manifestation dependent on personal and cultural contexts. The authors employed a mixed-methods approach through three online surveys that explored the frequency, characteristics, and correlates of FP among the general population samples, individuals with spiritual beliefs, and those engaged in solo endurance activities. The findings suggest that FP experiences are common across different contexts and are strongly associated with the general hallucination proneness. However, nuances exist, with proneness to paranoia and male gender also playing significant roles, particularly in the general population where such experiences are more prevalent (13). Finally, two recent studies (6, 7) explored various aspects of FP and hallucinations in relation to social factors, such as loneliness, past occurrence of adverse events, and poor sleep. Findings from one of these studies revealed that increased loneliness correlates significantly with social hallucinations, where voices or touches are personified as coming from a social agent, but not with non-social hallucinations (e.g., hearing music), in a sample of young adults (6).. The second study found that 1.6% of the sample (165 individuals) experienced FP in the past month, while these experiences were often accompanied by visual and tactile hallucinations as well as delusion-like thinking. Notably, FP was associated with prior adverse events, loneliness, and poor sleep quality, suggesting that FP could serve as an indicator of the general hallucination proneness (7).

In sum, previous studies have variably interpreted FP as a byproduct of disrupted sensory processing, a manifestation of extreme psychological states, or a response to social isolation. Moreover, FP has often been conceptualized as a part of psychotic symptoms or at least a significant correlate of hallucination-like experiences. However, it appears to be largely unknown as to whether FP shares overlapping risk factors with hallucination-like experiences. However, FP should also be recognized as a normative experience, particularly within the context of grief, where it often plays a non-pathological role. Given previously noted associations, we sought to clarify whether FP is linked to commonly recognized psychosis risk factors across three independent community samples without prior exposure to psychiatric treatment. Specifically, in the present study, we tested for the relationship of FP with psychopathological symptoms, neurodevelopmental risk factors for psychosis, social defeat components, childhood trauma, and loneliness.




2 Material and methods



2.1 Participants

Participants were enrolled across three independent studies through an internet-based survey. The study was carried out by a research company using its own platform designed to perform internet-based surveys. In all of them, participants were considered eligible if they reported a negative lifetime history of psychiatric treatment. Additionally, participants were enrolled if they met the criterion of age, i.e., 18 – 35 years in study 1; 18 – 40 years in studies 2 and 3. The survey had an anonymous character and all participants were informed about its confidentiality. All of them agreed to participate in the survey. All studies received approval of the Bioethics Committee at Wroclaw Medical University, Wroclaw, Poland (approval numbers: 99/2023, 22/2024, and 240/2024).




2.2 Psychopathological symptoms

To measure hallucination-like experiences and FP, we used the Prodromal Questionnaire-16 (PQ-16) across all samples (14). It was designed in order to screen for psychosis risk states and includes 16 questions with yes-or-no responses addressing the presence of various hallucination-like experiences. In this study, we focused on preceding 4 weeks and analyzed the following phenomena: gustatory/olfactory hallucination-like experiences (item 3: “I sometimes smell or taste things that other people can’t smell or taste”), visual hallucination-like experiences (item 8: “I have seen things that other people apparently can’t see”), auditory hallucination-like experiences (item 4: “I often hear unusual sounds like banging, clicking, hissing, clapping or ringing in my ears”, item 12: “Sometimes I feel suddenly distracted by distant sounds that I am not normally aware of”, and item 13: “I have heard things other people can’t hear like voices of people whispering or talking”; the total score ranged between 0 and 3), and FP (item 15: “I have had the sense that some person or force is around me, even though I could not see anyone”).

Depressive symptoms were measured using the Patient Health Questionnaire-9 (PHQ-9) (15). The PHQ-9 refers to symptoms experienced over preceding 2 weeks. All items are rated on a 4-point scale with responses ranging from 0 – “not at all” to 3 – “nearly every day”. The total PHQ-9 score ranges between 0 and 27 (higher scores indicated higher levels of depressive symptoms).

Anxiety symptoms were assessed using the Generalized Anxiety Disoder-7 (GAD-7) (16). The GAD-7 refers to symptoms experienced over preceding 2 weeks. All items are rated on a 4-point scale (0 – “not at all”; 3 – “nearly every day”). The total PHQ-9 score ranges between 0 and 21 (higher scores indicated higher levels of anxiety symptoms).




2.3 Study-specific risk factors

A detailed description of measures used to assess exposure to specific risk factors is provided in Supplementary Table 1.

In brief, study 1 focused on recognizing the impact of risk factors for hallucination-like experiences operationalized within the exposome score. Specifically, self-reports were used to measure winter season of birth (17), obstetric complications, advanced paternal age (father’s age over > 35 years at the time of birth) (18), non-right handedness, urban upbringing, a history of childhood trauma, and problematic cannabis use. A history of childhood trauma (emotional neglect, emotional abuse, physical abuse, and sexual abuse) was assessed for adversities under the age of 18 years using selected items from the Traumatic Experience Checklist (TEC) (19) and the Childhood Experience of Care and Abuse Questionnaire (CECA.Q) (20, 21). In turn, to record problematic cannabis use, selected items from the Cannabis Problems Questionnaire (CPQ) were administered (22).

Study 2 was developed to understand the associations between social defeat components and hallucination-like experiences. As the measures of social defeat, the following constructs were assessed: (1) socioeconomic status (the level of education, employment status, and monthly income); (2) humiliation; (3) minority status; (4) perceived constraints and domain control (23, 24).

Study 3 included the measures of loneliness and a history of childhood trauma. The study was primarily designed to assess the association of these measures with various domains of psychopathology. To measure a history of childhood trauma, the same items as in study 1 were used. In turn, loneliness was assessed using the Revised UCLA Loneliness Scale (R-UCLA) (25, 26).




2.4 Data analysis

There were no missing data in this study. Differences across samples were assessed using the χ2 (categorical variables) and t-tests (continuous variables). Next, binary logistic regression analysis was used to test the association of risk factors (independent variables) with FP (dependent variable). This part of data analysis was carried out following a stepwise procedure. The first block of variables was limited to risk factors of FP. Next, the measures of psychopathology (depressive symptoms, anxiety symptoms, and hallucination-like experiences) were added to the model. Finally, results were adjusted for age and gender. The percentage of variance in FP explained by each model was assessed by estimating the Nagelkerke R2. Results were considered significant if the p-value was lower than 0.05. Data analysis was carried out in the SPSS software, version 28.





3 Results



3.1 The general characteristics across studies

The number of individuals invited to participate in each study was 1,100 in study 1 (51.4% females, aged 18 – 35 years), 2,241 in study 2 (53.4% females, aged 18 – 40 years), and 1441 (51.4% females, aged 18 – 40 years) in study 3 (Figure 1). As expected, participants from study 1 were significantly younger compared to those from studies 2 and 3, while differences in gender and education across studies were not significant (Table 1). The level of all categories of hallucination-like experiences, except for visual hallucinations, and depressive symptoms was significantly higher in participants from study 1 compared to those from studies 2 and 3. The same pattern was observed for the prevalence of self-reported FP. Also, the level of anxiety symptoms was significantly higher in participants from study 1 compared to those from study 3 as well as in participants from study 2 compared to those from study 3.




Figure 1 | Study design.




Table 1 | General characteristics of the samples and their comparison.






3.2 Factors associated with FP across studies



3.2.1 Study 1

Unadjusted analysis (Table 2) revealed that a history of any childhood adversities (OR = 2.474, 95%CI: 1.529 – 4.002, p < 0.001), non-right handedness (OR = 1.762, 95%CI: 1.024 – 3.031, p = 0.041), and exposure to obstetric complications (OR = 1.466, 95%CI: 1.018 – 2.112, p = 0.040) are associated with the occurrence of FP. However, all of these associations appeared to be not significant after adding the measures of hallucination-like experiences, depressive, and anxiety symptoms to the model. When controlling for the effects of age and gender, the following measures of psychopathology were associated with the occurrence of FP: depressive symptoms (OR = 1.068, 95%CI: 1.012 – 1.127, p = 0.017), gustatory/olfactory hallucinations (OR = 2.356, 95%CI: 1.510 – 3.676, p < 0.001), visual hallucinations (OR = 3.095, 95%CI: 1.826 – 5.246, p < 0.001), paranoia (OR = 4.133, 95%CI: 2.564 – 6.662, p < 0.001), and auditory hallucinations (OR = 1.912, 95%CI: 1.513 – 2.415, p < 0.001).


Table 2 | Results of binary logistic regression analysis for study 1 showing the association of psychopathological symptoms and exposome components with felt presence.






3.2.2 Study 2

Unadjusted analysis (Table 3) demonstrated that a lower level of education (OR = 0.669, 95%CI: 0.563 – 0.793, p < 0.001), unemployment status (OR = 1.586, 95%CI: 1.011 – 2.489, p = 0.025), minority status (OR = 1.761, 95%CI: 1.349 – 2.298, p < 0.001), humiliation (OR = 1.036, 95%CI: 1.026 – 1.047, p < 0.001), and perceived constraints (OR = 0.987, 95%CI: 0.975 – 1.000, p = 0.045) are significantly associated with the occurrence of FP. However, except for minority status (OR = 1.445, 95%CI: 1.040 – 2.008, p = 0.028) none of these factors appeared to be associated with FP after adjustment for the measures of psychopathology, age, and gender. Simultaneously, there were significant associations of depressive symptoms (OR = 1.047, 95%CI: 1.000 – 1.095, p = 0.048), gustatory/olfactory hallucinations (OR = 2.419, 95%CI: 1.776 – 3.296, p < 0.001), visual hallucinations (OR = 3.546, 95%CI: 2.410 – 5.218, p < 0.001), paranoia (OR = 1.913, 95%CI: 1.367 – 2.677, p < 0.001), and auditory hallucinations (OR = 2.367, 95%CI: 1.997 – 2.804, p < 0.001) with FP after adjustment for age and gender.


Table 3 | Results of binary logistic regression analysis for study 2 showing the association of psychopathological symptoms and social defeat components with felt presence.






3.2.3 Study 3

Unadjusted analysis (Table 4) showed that both loneliness (OR = 1.033, 95%CI: 1.018 – 1.047, p < 0.001) and a history of any childhood trauma (OR = 1.906, 95%CI: 1.324 – 2.744, p < 0.001) are significantly associated with FP. However, after adding the effects of hallucination-like experiences, depressive symptoms, and anxiety symptoms, none of these factors appeared to be significantly associated with FP. Simultaneously, gustatory/olfactory hallucinations (OR = 2.020, 95%CI: 1.435 – 2.844, p < 0.001), visual hallucinations (OR = 2.338, 95%CI: 1.548 – 3.529, p < 0.001), paranoia (OR = 1.748, 95%CI: 1.205 – 2.534, p = 0.003), and auditory hallucinations (OR = 2.079, 95%CI: 1.724 – 2.505, p < 0.001) were associated with FP after adjustment for age and gender.


Table 4 | Results of binary logistic regression analysis for study 3 showing the association of psychopathological symptoms, childhood trauma history, and loneliness with felt presence.








4 Discussion

Findings from the present study revealed that the association of known risk factors for psychosis, except for a minority status and low educational attainment, with FP appears to be not significant after adjustment for hallucination-like experiences, depressive symptoms, and anxiety symptoms. Simultaneously, all categories of hallucination-like experiences were found to be associated with the occurrence of FP. With respect to non-psychotic psychopathology, we found that depressive symptoms, but not anxiety symptoms, might be weakly associated with FP (evidence supported by findings from two, out of three tested samples).

The exact mechanisms underlying the association of minority status with FP after adjustment for other psychopathological symptoms remain unknown. One of potential explanations is that FP in people representing social minorities might be the effect of social isolation. Indeed, individuals with minority status might show difficulties in social integration (27). Although we did not observe a significant association of loneliness with FP after controlling for other psychopathological symptoms, it is needed to note that social isolation and loneliness represent different constructs. Indeed, loneliness is a subjective phenomenon that can be defined as a discordance between actual and desired relationships (28). To support, this perspective, it is needed to note that FP has been conceptualized as the phenomenon that protects from social isolation (29). It has been reported in relatives of deceased individuals as the way of coping with an objective loss within a close environment (2, 30). The social deafferentation hypothesis (31), although developed on the ground of psychosis research, points to these considerations. According to this theory, hallucination-like experiences often have a social context that appears to be either familiar or distressing for an individual. Apart from the social isolation perspective, it is needed to note that minority status is often related to stressful experiences (32, 33). Observations from our study suggest that FP is associated with all categories of hallucination-like experiences including paranoia, gustatory, olfactory, auditory, and visual hallucinations. This is in line with results of the previous study (7) based on a large population sample, which showed that people who experienced FP present a higher prevalence of visual and tactile hallucinations in the preceding month, as well as delusion-like thinking in comparison with people without FP experiences. However, some studies have not reported these observations consistently. For instance, Larøi et al. (34) did not find a significant association of FP with auditory hallucinations, whereas they determined that FP is more frequently observed among individuals experiencing tactile and olfactory hallucinations. Recent findings from the study by Alderson-Day et al. (13) based on two samples of people with spiritual and spiritualist beliefs and practitioners of endurance/solo pursuits showed that in both samples FP was significantly associated with auditory and visual hallucinations, while there was no significant association with paranoia. It is important to note that this study was based on relatively small, specifically selected samples and that participants were much older than participants form our study.

It is also necessary to discuss the prevalence of FP in our sample that varied between 16.2% (study 3) and 21.6% (study 1). It should be noted that the samples differed significantly in terms of age, with significantly younger participants in sample 1 compared to samples 2 and 3. Previous studies have reported that the prevalence of hallucination-like experiences decreases with age (35–38). Given that FP is an important correlate of hallucination-like experiences, its prevalence should also decrease with age. However, studies reporting the prevalence of FP have provided mixed findings. For instance, in the study performed in the Netherlands, the prevalence rate reached 3.1% in the preceding month among participants aged 14 – 88 years (36). In another study (34), based on a large, randomly selected and representative sample of the Norwegian population, there was a significant difference in the prevalence of FP was observed. It reached 12.3% in people aged 19 – 30 years and 29.8% in those aged 61–96 years.




5 Limitations

There are certain limitations of the present study that require further discussion. It is important to keep in mind that this study was conducted in a non-clinical population, without in-person assessment of psychopathology using validated diagnostic instruments. Moreover, the use of the PQ-16 may result in the misclassification of non-pathological experiences, such as those related to grief or near-death phenomena, as psychotic symptoms, potentially skewing the interpretation of our findings. Therefore, caution should be taken when generalizing the results to clinical populations.

Also, various limitations related to the snowball method and sampling accuracy should be taken into consideration including those related to data accuracy and sample representativeness (39). Another limitation is that only one item was used to measure FP. At this point, it should be noted that some authors notice the heterogeneity of FP experiences in terms of the presence of underlying sensory content or attributed localization in some individuals (40). Moreover, contextual factors contributing to FP and sociocultural backgrounds of participants were not thoroughly assessed. Finally, conclusions about causality cannot be drawn due to a cross-sectional design.




6 Conclusions

In conclusion, findings from the present study suggest that the majority of known risk factors for psychosis contribute to the emergence of FP through the effects on hallucination-like experiences. Low educational attainment and minority status are the only factors that are associated with FP regardless of their associations with hallucination-like experiences. However, further studies are also needed to address limitations of the present study and investigate other mechanisms that might independently lead to the occurrence of FP. Clinical implications from the present study are also important and suggest that interventions focused on underlying hallucination-like experiences might lower the levels of FP, when distressing for the experiencer.





Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.





Ethics statement

The studies involving humans were approved by Bioethics Committee at Wroclaw Medical University, Wroclaw, Poland (approval numbers: 99/2023, 22/2024, and 240/2024). The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.





Author contributions

JM: Writing – original draft, Writing – review & editing. AS: Writing – original draft, Writing – review & editing. MR: Investigation, Writing – original draft, Writing – review & editing. TB: Investigation, Writing – original draft, Writing – review & editing. MB: Investigation, Writing – original draft, Writing – review & editing. BM: Conceptualization, Data curation, Formal analysis, Funding acquisition, Investigation, Methodology, Project administration, Resources, Software, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing.





Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article. The samples used to perform the present study were developed in frame of research projects funded by the National Science Centre, Poland (grant numbers: 2021/41/B/HS6/02323 and 023/07/X/HS6/008194) and Wroclaw Medical University, Wroclaw, Poland (task number: SUBZ.C230.24.077).




Acknowledgments

The authors are deeply grateful to individuals participating in the surveys.





Conflict of interest

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.





Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fpsyt.2024.1442313/full#supplementary-material




References

1. Garrido E, Hüfner K. An episode of “Third person” Phenomenon involving somesthetic and visual hallucinations in a world-class extreme altitude climber. Wilderness Environ Med. (2023) 34:549–52. doi: 10.1016/j.wem.2023.07.004

2. Hayes J, Leudar I. Experiences of continued presence: On the practical consequences of ‘hallucinations’ in bereavement. Psychol Psychother. (2016) 89:194–210. doi: 10.1111/papt.12067

3. Kamp KS, Steffen EM, Alderson-Day B, Allen P, Austad A, Hayes J, et al. Sensory and quasi-sensory experiences of the deceased in bereavement: an interdisciplinary and integrative review. Schizophr Bull. (2020) 46:1367–81. doi: 10.1093/schbul/sbaa113

4. Nielsen T. Felt presence: paranoid delusion or hallucinatory social imagery? Conscious Cogn. (2007) 16:975–91. doi: 10.1016/j.concog.2007.02.002

5. Nielsen T, Paquette T. Dream-associated behaviors affecting pregnant and postpartum women. Sleep. (2007) 30:1162–9. doi: 10.1093/sleep/30.9.1162

6. Boer 6. Brederoo SG, Linszen JN, Blom MMJ, Begemann RE, Sommer MJH, IEC. Social deafferentation and the relation between loneliness and hallucinations. Schizophr Bull. (2023) 49:S25–32. doi: 10.1093/schbul/sbac064

7. Brederoo SG, Alderson-Day B, de Boer JN, Linszen MMJ, Sommer IEC. The experience of felt presence in a general population sample. Br J Psychiatry. (2024) 224:119–21. doi: 10.1192/bjp.2024.7

8. Picard F. Epileptic feeling of multiple presences in the frontal space. Cortex. (2010) 46:1037–42. doi: 10.1016/j.cortex.2010.02.002

9. Fénelon G, Soulas T, Cleret de Langavant L, Trinkler I, Bachoud-Lévi AC. Feeling of presence in Parkinson’s disease. J Neurol Neurosurg Psychiatry. (2011) 82:1219–24. doi: 10.1136/jnnp.2010.234799

10. Barnby JM, Park S, Baxter T, Rosen C, Brugger P, Alderson-Day B, et al. The felt-presence experience: from cognition to the clinic. Lancet Psychiatry. (2023) 10:352–62. doi: 10.1016/S2215-0366(23)00034-2

11. Luhrmann TM, Weisman K, Aulino F, Brahinsky JD, Dulin JC, Dzokoto VA, et al. Sensing the presence of gods and spirits across cultures and faiths. Proc Natl Acad Sci USA. (2021) 118(5):e2016649118. doi: 10.1073/pnas.2016649118

12. Rosen C, Park S, Baxter T, Tufano M, Giersch A. Sensed presence, attenuated psychosis, and transliminality: at the threshold of consciousness. Psychopathology. (2023) 56:359–70. doi: 10.1159/000528572

13. Alderson-Day B, Moseley P, Mitrenga K, Moffatt J, Lee R, Foxwell J, et al. Varieties of felt presence? Three surveys of presence phenomena and their relations to psychopathology. Psychol Med. (2023) 53:3692–700. doi: 10.1017/S0033291722000344

14. Ising HK, Veling W, Loewy RL, Rietveld MW, Rietdijk J, Dragt S, et al. The validity of the 16-item version of the Prodromal Questionnaire (PQ-16) to screen for ultra high risk of developing psychosis in the general help-seeking population. Schizophr Bull. (2012) 38:1288–96. doi: 10.1093/schbul/sbs068

15. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression severity measure. J Gen Intern Med. (2001) 16:606–13. doi: 10.1046/j.1525-1497.2001.016009606.x

16. Spitzer RL, Kroenke K, Williams JB, Löwe B. A brief measure for assessing generalized anxiety disorder: the GAD-7. Arch Intern Med. (2006) 166:1092–7. doi: 10.1001/archinte.166.10.1092

17. Coury SM, Lombroso A, Avila-Quintero VJ, Taylor JH, Flores JM, Szejko N, et al. Systematic review and meta-analysis: Season of birth and schizophrenia risk. Schizophr Res. (2023) 252:244–52. doi: 10.1016/j.schres.2022.12.016

18. Torrey EF, Buka S, Cannon TD, Goldstein J M, Seidman LJ, Liu T, et al. Paternal age as a risk factor for schizophrenia: how important is it? Schizophr Res. (2009) 114:1–5. doi: 10.1016/j.schres.2009.06.017

19. Nijenhuis ERS, van der Hart O, Kruger K. The psychometric characteristics of the Traumatic Experiences Checklist (TEC): First findings among psychiatric outpatients. Clin Psychol Psychother. (2002) 9:200–10. doi: 10.1002/cpp.332

20. Bifulco A, Bernazzani O, Moran PM, Jacobs C. The childhood experience of care and abuse questionnaire (CECA.Q): Validation in a community series. Br J Health Psychol. (2005) 44:563–81. doi: 10.1348/014466505X35344

21. Kasznia J, Stańczykiewicz B, Pytel A, Szczygieł K, Misiak B. Psychometric properties of the Childhood Experience of Care and Abuse Questionnaire (CECA.Q) in a sample of individuals with schizophrenia from Poland. Arch Psychiatry Psychother. (2022) 24:42–8. doi: 10.12740/APP/141861

22. Copeland J, Gilmour S, Gates P, Swift W. The Cannabis Problems Questionnaire: factor structure, reliability, and validity. Drug Alcohol Depend. (2005) 80:313–9. doi: 10.1016/j.drugalcdep.2005.04.009

23. Lachman ME, Weaver SL. The sense of control as a moderator of social class differences in health and well-being. J Pers Soc Psychol. (1998) 74:763–73. doi: 10.1037//0022-3514.74.3.763

24. Seeman M, Stein Merkin S, Karlamangla A, Koretz B, Seeman T. Social status and biological dysregulation: the “status syndrome” and allostatic load. Soc Sci Med. (2014) 118:143–51. doi: 10.1016/j.socscimed.2014.08.002

25. Russell DW, Peplau LA, Cutrona CE. The Revised UCLA Loneliness Scale: Concurrent and discriminant validity evidence. J Pers Soc Psychol. (1980) 39:472–80. doi: 10.1037/0022-3514.39.3.472

26. Kwiatkowska MM, Rogoza R, Kwiatkowska K. Analysis of the psychometric properties of the Revised UCLA Loneliness Scale in a Polish adolescent sample. Curr Issues Pers Psychol. (2018) 6:164–70. doi: 10.5114/cipp.2017.69681

27. Cherng H-YS. Social isolation among racial/ethnic minority immigrant youth. Sociol Compass. (2015) 9:509–18. doi: 10.1111/soc4.12276

28. Hawkley LC, Cacioppo JT. Loneliness matters: a theoretical and empirical review of consequences and mechanisms. Ann Behav Med. (2010) 40:218–27. doi: 10.1007/s12160-010-9210-8

29. Suedfeld P, Mocellin JS. The “sensed presence” in unusual environments. Environ Behavior. (1987) 19:33–52. doi: 10.1177/0013916587191002

30. Kamp KS, O’Connor M, Spindler H, Moskowitz A. Bereavement hallucinations after the loss of a spouse: Associations with psychopathological measures, personality and coping style. Death Stud. (2019) 43:260–9. doi: 10.1080/07481187.2018.1458759

31. Williams DR, Mohammed SA. Discrimination and racial disparities in health: evidence and needed research. J Behav Med. (2009) 32:20–47. doi: 10.1007/s10865-008-9185-0

32. Meyer IH. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: conceptual issues and research evidence. psychol Bull. (2003) 29:674–97. doi: 10.1037/0033-2909.129.5.674

33. Hoffman RE. A social deafferentation hypothesis for induction of active schizophrenia. Schizophr Bull. (2007) 33:1066–70. doi: 10.1093/schbul/sbm079

34. Larøi F, Bless JJ, Laloyaux J, Kråkvik B, Vedul-Kjelsås E, Kalhovde AM, et al. An epidemiological study on the prevalence of hallucinations in a general-population sample: Effects of age and sensory modality. Psychiatry Res. (2019) 272:707–14. doi: 10.1016/j.psychres.2019.01.003

35. Capizzi R, Korenic SA, Klugman J, Damme KSF, Vargas T, Mittal VA, et al. Developmental changes in the endorsement of psychotic-like experiences from middle childhood through young adulthood. J Psychiatr Res. (2024) 175:425–31. doi: 10.1016/j.jpsychires.2024.05.034

36. Chen Y, Wang J, Xu L, Wei Y, Tang X, Hu Y, et al. Age-related changes in self-reported psychotic experiences in clinical help-seeking population: From 15 to 45 years. Early Interv Psychiatry. (2022) 16:1359–67. doi: 10.1111/eip.13285

37. Rep C, Dubertret C, Pignon B, Sleurs D, Tebeka S, Strat YL, et al. Psychotic-like experiences in general population: Psychiatric comorbidity and impact on quality of life across lifespan. Schizophr Res. (2023) 256:52–62. doi: 10.1016/j.schres.2023.04.014

38. Linszen MMJ, de Boer JN, Schutte MJL, Begemann MJH, de Vries J, Koops S, et al. Occurrence and phenomenology of hallucinations in the general population: A large online survey. Schizophr (Heidelb). (2022) 8:41. doi: 10.1038/s41537-022-00229-9

39. Wright KB. Researching internet-based populations: advantages and disadvantages of online survey research, online questionnaire authoring software packages, and web survey services. J Comput Mediat Commun. (2005) 10(3):JCMC1034. doi: 10.1111/j.1083-6101.2005.tb00259.x

40. Ratcliffe M. Sensed presence without sensory qualities: A phenomenological study of bereavement hallucinations. Phenomenol Cognit Sci. (2021) 20:601–16. doi: 10.1007/s11097-020-09666-2




Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.


Copyright © 2024 Maciaszek, Senczyszyn, Rejek, Bielawski, Błoch and Misiak. 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(s) 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.


OEBPS/Text/toc.xhtml


  

    Table of Contents



    

		Cover



      		

        Felt presence and its determinants in young adults: results from three independent samples

      

        		

          1 Introduction

        



        		

          2 Material and methods

        

          		

            2.1 Participants

          



          		

            2.2 Psychopathological symptoms

          



          		

            2.3 Study-specific risk factors

          



          		

            2.4 Data analysis

          



        



        



        		

          3 Results

        

          		

            3.1 The general characteristics across studies

          



          		

            3.2 Factors associated with FP across studies

          

            		

              3.2.1 Study 1

            



            		

              3.2.2 Study 2

            



            		

              3.2.3 Study 3

            



          



          



        



        



        		

          4 Discussion

        



        		

          5 Limitations

        



        		

          6 Conclusions

        



        		

          Data availability statement

        



        		

          Ethics statement

        



        		

          Author contributions

        



        		

          Funding

        



        		

          Acknowledgments

        



        		

          Conflict of interest

        



        		

          Supplementary material

        



        		

          References

        



      



      



    



  



OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/fpsyt.2024.1442313_cover.jpg
& frontiers | Frontiers in Psychiatry

Felt presence and its determinants in young
adults: results from three independent
samples





OEBPS/Images/table2.jpg
Model

Model 1 (exposome components), R? = 0.305

Model 2 (exposome components and
psychopathology), R* = 0.436

Model 3 (exposome components, psychopathology,
age, and gender), R* = 0.436

Significant associations (p < 0.05) are marked in bold.

Independent variable
‘Winter season of birth
Obstetric complications
Advanced paternal age
Non-right handedness
Childhood trauma
Problematic cannabis use
Urbanicity

‘Winter season of birth
Obstetric complications
Advanced paternal age
Non-right handedness
Childhood trauma
Problematic cannabis use
Urbanicity

Anxiety symptoms
Depressive symptoms
Gustatory/olfactory hallucinations
Visual hallucinations
Paranoia

Auditory hallucinations
‘Winter season of birth
Obstetric complications
Advanced paternal age
Non-right handedness
Childhood trauma
Problematic cannabis use
Urbanicity

Anxiety symptoms
Depressive symptoms
Gustatory/olfactory hallucinations
Visual hallucinations
Paranoia

Auditory hallucinations
Age

Gender, female

OR
0976
1.466
1.088
1.762
2474
1131
0.900
1.106
1.154
0.840
1.649
1176
1.008
0.838
0.954
1.068
2.362
3.152
4.096
1916
L110
1144
0.833
1641
1.176
1.002
0.821
0.956
1.068
2356
3.095
4.133
1912
1.000

0.893

95%Cl

0.644 - 1.479
1.018 - 2.112
0731 - 1.620
1.024 - 3.031
1.529 - 4.002
0.992 - 1.289
0.627 - 1.290
0.674 - 1.816
0.739 - 1.802
0.510 - 1.385
0.838 - 3.244
0.639 - 2.165
0.859 - 1.183
0.537 - 1.308
0.897 - 1.014
1012 - 1.127
1.516 - 3.679
1.869 - 5.315
2.548 - 6.585
1517 - 2419
0.675 - 1.826
0.731 - 1.789
0.503 - 1.378
0.833 - 3232
0.639 - 2.166
0.853 - 1.177
0522 - 1.292
0.898 - 1.017
1.012 - 1.127
1.510 - 3.676
1.826 - 5.246
2.564 - 6.662
1.513 - 2415
0.958 - 1.043

0.564 - 1.415

0.909

0.040

0.678

0.041

< 0.001

0.066

0.900

0.690

0.528

0.840

0.147

0.602

0.920

0.437

0.132

0.017

< 0.001

< 0.001

< 0.001

< 0.001

0.681

0.557

0.477

0.152

0.602

0977

0.394

0.956

0.017

< 0.001

< 0.001

< 0.001

< 0.001

0.986

0.630






OEBPS/Images/table4.jpg
Model Independent variable
Model 1 (loneliness and childhood trauma), R* = 0.055 Loneliness
Childhood trauma
Model 2 (loneliness, childhood trauma, and psychopathological Loneliness
symptoms), R? = 0.324
Childhood trauma
Depressive symptoms
Anxiety symptoms
Gustatory/olfactory hallucinations
Visual hallucinations
Paranoia
Auditory hallucinations
Model 3 (loneliness, childhood trauma, psychopathological Loneliness
symptoms, age, and gender), R* = 0.327
Childhood trauma
Depressive symptoms
Anxiety symptoms
Gustatory/olfactory hallucinations
Visual hallucinations
Paranoia
Auditory hallucinations
Age
Gender, male

Significant associations (p < 0.05) were marked in bold.
R? refers to Nagelkerke R*.

OR

1.033
1.906
0.997
1.141
1.010
1.039
2.015
2.294
1.716
2.043
0.996
1.155
1.018
1.016
2.020
2.338
1.748
2.079
1.024

1.069

95%Cl

1.018 - 1.047
1.324 - 2744
0.979 - 1.016
0.753 - 1.729
0.964 - 1.059
0.989 - 1.092
1.433 - 2.835
1.526 - 3.448
1.186 - 2.482
1.698 - 2.460
0.978 - 1.015
0.760 - 1.754
0.970 - 1.067
0.985 - 1.089
1.435 - 2.844
1.548 - 3.529
1.205 - 2.534
1.724 - 2.505
0.997 - 1.051

0.762 - 1.501

< 0.001

< 0.001

0.771

0533

0.671

0.127

< 0.001

< 0.001

< 0.001

< 0.001

0.677

0.500

0474

0.167

< 0.001

< 0.001

0.003

< 0.001

0.084

0.698





OEBPS/Images/table3.jpg
Model Independent variable
Model 1 (social defeat components), Education, higher
R =0.105
Unemployed
Monthly income
Minority status
Humiliation
Perceived constraints
Domain control
Model 2 (social defeat components and psychopathology), R> Education, higher
= 0441
Unemployed
Monthly income
Minority status
Humiliation
Perceived constraints
Domain control
Depressive symptoms
Anxiety symptoms
Gustatory/olfactory hallucinations
Visual hallucinations
Paranoia
Auditory hallucinations
Model 3 (social defeat components, psychopathology, age, and Education, higher
gender), R? = 0.442
Unemployed
Monthly income
Minority status
Humiliation
Perceived constraints
Domain control
Depressive symptoms
Anxiety symptoms
Gustatory/olfactory hallucinations
Visual hallucinations
Paranoia
Auditory hallucinations
Age
Gender, male

Significant associations (p < 0.05) are marked in bold.
R? refers to Nagelkerke R.

OR

0.669
1.586
1.017
1761
1.036
0.987
0.993
0.688
1579
0.996
1425
1.000
1.000
1.000
1.045
0.985
2.396
3.610
1.930
2.362
0.683
1.578
0.966
1.445
1.000
1.000
1.000
1.047
0.986
2419
3.546
1913
2367
1010

0.895

95%Cl

0.563 - 0.793
1.011 - 2.489
0.857 - 1.208
1.349 - 2.298
1.026 - 1.047
0.975 - 1.000
0.979 - 1.008
0.558 - 0.848
0.922 - 2.705
0.805 - 1.233
1.028 - 1.975
0.987 - 1.014
0.984 - 1.017
0.981 - 1.018
0.999 - 1.093
0.938 - 1.035
1.761 - 3.261
2.459 - 5299
1.381 - 2.699
1.993 - 2.798
0.551 - 0.846
0.915 - 2.723
0.773 - 1.207
1.040 - 2.008
0.987 - 1.014
0.984 - 1.017
0.982 - 1.019
1.000 - 1.095
0.939 - 1.036
1.776 - 3.296
2.410 - 5218
1.367 - 2.677
1.997 - 2.804
0.984 - 1.036

0.644 - 1.244

< 0.001

0.045

0.847

< 0.001

< 0.001

0.045

0.370

< 0.001

0.096

0.973

0.034

0.954

0.998

0.978

0.057

0.559

< 0.001

< 0.001

< 0.001

< 0.001

< 0.001

0.101

0.760

0.028

0.965

0.967

0.977

0.048

0.583

< 0.001

< 0.001

< 0.001

< 0.001

0.456

0.509






OEBPS/Images/fpsyt-15-1442313-g001.jpg
Study 1

Positive history of
psychiatric treatment
(n=773)

Did not respond or
declined to participate
(n=5,427)

Study 2

Positive history of
psychiatric treatment
(n=1,098)

Did not respond or
declined to participate
(n=1,417)

Study 3

Positive history of
psychiatric treatment
(n=659)

Did not respond or
declined to participate
(n=635)

Did not complete the
whole survey
(n = 40)






OEBPS/Images/logo.jpg
’ frontiers ‘ Frontiers in Psychiatry





OEBPS/Images/table1.jpg
Study 1 Study 3 Pairwise comparisons
(n = 1100) (n = 1441)
Age, years 27.1+5.1 303 £6.3 295+63 <0.001 1<2,1<3
Gender, %F 565 (51.4) 1197 (53.4) 740 (51.4) 0332 -
Education
Primary 61 (5.5) 64 (2.9) 91 (6.3) <0.001 =
Vocational 89 (8.1) 161 (7.2) 109 (7.6)
Secondary 553 (50.3) 908 (40.5) 617 (42.8)
Higher 397 (36.1) 1108 (49.4) 624 (43.3)
Felt presence 238 (21.6) 370 (16.5) 233 (16.2) <0.001 1>2,1>3
Gustatory/ 427 (38.8) 682 (30.4) 467 (32.4) <0.001 1>2,1>3
olfactory hallucinations
Auditory hallucinations 533 (48.5) 827 (36.9) 569 (39.5) <0.001 1>2,1>3
Visual hallucinations 167 (15.2) 276 (12.3) 183 (12.7) 0.061 =
Paranoia 475 (43.2) 762 (34.0) 507 (35.2) <0.001 1921573
Depressive symptoms 94+6.2 8.1+56 79 +5.6 <0.001 1>2,1>3
Anxiety symptoms 76£55 74£52 63 +52 <0.001 1>3,2>3

Significant differences (p < 0.05) are marked in bold.

Data provided as mean + SD or n (%).





