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Summary
Aberrant salience is likely to be a key mechanism in the
development of psychosis. This concept bridges the perceptual and the cognitive levels but little is known about
their respective roles in the emergence of psychosis. It
has also been suggested that not all aspects of aberrant
salience are specific to psychosis. The aim of this study
was to compare patients with psychosis, patients with
other psychiatric diagnoses and healthy, non-clinical participants on several psychological dimensions related to
aberrant salience.
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A total of 432 French-speaking individuals participated in
the study. Overall, 282 participants from the general population and 150 persons hospitalised in psychiatric institutions in Switzerland were assessed using the Perceptual
Aberration Scale (PAS), the Internal and External Encoding Style Questionnaire (ESQ), the Highly Sensitive Person Scale (HSPS), the Aberrant Salience Inventory (ASI)
and the Magical Ideation Scale (MIS).
Three scores (PAS, ESQ and ASI-Sharpening of Senses)
were able to discriminate between psychiatric patients
(both those with psychosis and those with other psychiatric diagnosis) and the general population whereas three
other scores (HSPS, MIS and ASI-Heightened Cognition)
discriminated patients with psychosis from both patients
with other psychiatric diagnose and non-clinical participants.
The results suggest that low-level processes (perception)
were not specific to psychosis, but rather to psychiatric
disorders more generally. In contrast, aspects related to
cognition, sensitivity, and ideation seems to be specific
to psychosis. Future studies should examine whether aspects of cognition, sensitivity, and ideation play a more
prominent role in the development of psychosis.
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Introduction
Recent studies consider aberrant salience to be a key mechanism in the development of psychosis. In his 2003 article
“Psychosis as a state of aberrant salience” Kapur [1] came
up with this hypothesis, which provides an explanation of
psychosis onset on both biological and cognitive levels.
According to this hypothesis, the abnormal attribution of
significance to innocuous stimuli comes from dysfunctional dopamine release. Irregularities induced by the
dopaminergic system may contribute to aberrant salience
via the creation of confusions between rewarding and aversive signalling, further provoking feelings of apprehension
and the impression that the world is changing [2, 3]. According to Jaspers [4], this state characterises the prodromal phase preceding psychosis, referred to as a delusional
atmosphere. Conrad (1958) also described an initial phase
named “tréma” characterised by similar symptoms of anxiety and restlessness. In psychosis, the threshold of salience
is lowered, leading to a search for stimuli in the environment that should attract attention [1]. Stimuli that were previously ignored thus receive excessive attention. Irrelevant
stimuli are finally given a high degree of importance in an
aberrant way. As a result, the person gives meaning to certain stimuli that he or she recognises as excessively important (delusions) or perceives internal sensations, memories
or thoughts as external stimuli in a disturbed way (hallucinations). When the person attributes too much importance
to many stimuli, the world appears confused and disorganised (disorganisation) [5]. During this period, the patients
describe a feeling of an upcoming important event causing anxiety and depression symptoms. In this framework,
delusions are seen as a cognitive effort by the patient to
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make sense of these aberrantly salient experiences, and in
this context, hallucinations reflect a direct experience of
the aberrant salience of internal representations [1].
The aberrant salience hypothesis of psychosis is in accordance with cognitive models such as the vulnerability
stress mode [6–8]. According to this model, stress triggers
a psychotic decompensation if vulnerability is present, but
it is the person’s appraisal of stressful events that plays a
key role in the formation of symptom, such as delusions.
Aberrant salience is also strongly correlated with psychosis-proneness symptoms such as magical ideation [9] or
perceptual aberration [10]. Salience is therefore a concept
that links the perceptual level and cognitive level and yet
little research, to our knowledge, allows us to differentiate
their precise role in the emergence of psychosis. Recently,
a study using the Aberrant Salience Inventory has suggested that not all aspects of aberrant salience are specific to
psychosis: sharpening of senses (i.e., previously nonsalient
stimuli become salient), although higher than in the general population, did not discriminate between psychiatric patients with psychosis or with other diagnoses [11].
Therefore, the aim of the present study was to determine to
which extent several cognitive and perceptual dimensions
related to aberrant salience are specific to patients with
psychosis or to psychiatric patients in general in comparison with the general population. We hypothesised on the
perceptual level that psychotic-like perceptual distortions,
how encoding is affected by information coming directly
from the senses and anomalies of perceptions and subjective feelings of greater acuteness of the senses would not
be specific to psychosis [12–14]. We also hypothesised that
cognitive dimensions such as those that accompany the attempt to find an explanation to the aberrant salience experience or strange belief in forms of causation would be
more specific to psychosis [15].

Material and methods
Participants
This study was based on the data of the validation study of
the French version of the Aberrant Salience Inventory [11].
A total of 432 French-speaking individuals participated in
the study. The first sample was made up of 282 participants
from the Belgian general population and was recruited online. The second sample consisted of 150 persons hospitalised in various psychiatric institutions in Switzerland.

53% (n = 149) were single or divorced and 47% (n = 133)
were in a relationship or married. None of the participants
reported having a current mental disorder. Roughly 86% (n
= 242) of participants had never had any mental problems
in the past, whereas 16% (n = 40) had suffered from depression and/or anxiety disorders in the past. All participants provided informed consent and completed the online
survey. To ensure data quality, 20 participants were excluded because of an extreme score (≥2.68 SD) on six quality check items. The quality check items consisted of two
items aimed at detecting random completion or attention
lapses (e.g., “please answer XX for this question”), two
items to detect a lie (issued from the Eysenck Personality
Questionnaire Revised; [16]) and two items were designed
to detect the simulation of psychotic symptoms and were
based on publicized clichés (issued from [17]). Eighteen
additional participants were excluded because they reported a current psychiatric disorder, 1 because of current neuroleptic medication and 13 because they were consulting a
mental health professional.
Participants from the clinical sample included 150 patients
who were recruited during their hospitalisation in different
psychiatric hospitals or in other residential facilities from
three French-speaking Swiss cantons (Fribourg, Vaud and
Neuchâtel). They were approached by research assistants
(trained master’s degree psychology students or sixth year
medical students) in presence of their attending nurse or
doctor. Participants were informed about the study and
those interested in participating were assessed individually
after having given written consent. Mean age was 40.6
years (SD12.81) years old and 63% (n = 94) were male.
Almost 73% (n = 109) of the participants were born in
Switzerland, 83% (n = 124) had Swiss nationality and all
of them were native or proficient French speakers. Only
12.7% (n = 19) of the participants were married; the rest
were single, divorced, separated or widowed. Primary diagnostic categories based on the International Statistical
Classification of Diseases and Related Health Problems
10th Revision (ICD-10) were: 50% (n = 75) psychosis,
16.7% (n = 25) depression, 12% (n = 18) mania, 6.7% (n
= 10) personality disorder, 4.0% (n = 6) anxiety and stress
related disorder and 6% (n = 9) other diagnoses.
Measures
An overview of the instruments used and the dimensions
tested with each instrument is provided in table 1.

The general population sample included 282 persons, 72%
(n = 203) were students and 75% (n = 211) were female.
Participants ranged from 18 to 58 years old, with a mean
age of 23.85 years (standard deviation [SD] 7.64). Roughly
Table 1: Overview of the instruments and the dimensions tested with each instrument.
Instrument

Dimension

Perceptual Aberration Scale (PAS)

Psychotic-like perceptual distortions

Internal and External Encoding Style Questionnaire (ESQ)

How encoding is affected by information coming directly from the senses (versus from
preexisting schemata)

Sharpening of Senses (ASI)

Anomalies of perceptions and subjective feelings of greater acuteness of the senses

Highly Sensitive Person Scale (HSPS)

Sensory-processing sensitivity (high sensory sensitivity and associated arousability)

Enhanced Interpretation and Emotionality (ASI)

Emotions that accompany the attempt to find an explanation to the aberrant salience
experience

Heightened Cognition (ASI)

Cognitive abilities that accompany the attempt of finding an explanation to the aberrant
salience experience

Magical Ideation Scale (MIS)

Belief in forms of causation that by conventional standards are invalid
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The Perceptual Aberration Scale (PAS)
The PAS is a 35-item true/false inventory measuring psychotic-like perceptual distortions [10]. Twenty-eight items
describe perceptions of one’s own body (e.g., “I sometimes
have had the feeling that my body is abnormal”) and seven
items describe other perceptual distortions (e.g., “My hearing is sometimes so sensitive that ordinary sounds become
uncomfortable”). Five types of deviant experiences are investigated: unclear boundaries of the body, feeling of unreality or estrangement of parts of one’s body, feeling of
deterioration of one’s body, perceptions of change in the
size, relative proportions, or spatial relationships of one’s
body parts and changes in the appearance of the body. High
scores reflect high levels of perceptual aberration. These
experiences of body-image aberration are more frequent
in the prodromal phase of the illness and tend to diminish
with the development of the illness. In our study, we used
the French version of the PAS [18] and its internal consistency was good in the general sample (α = 0.87) and excellent in the clinical sample (α = 0.90).
The Internal and External Encoding Style Questionnaire
(ESQ)
The ESQ is a 21-item questionnaire designed to measure
individual differences in how encoding is affected by information coming directly from the senses versus from preexisting schemata [19]. Encoding style is considered to be
a low-level process shaping the interindividual differences
[20]. Participants rate, on a six-point Likert scale, ranging
from 1 (strongly disagree) to 6 (strongly agree), the frequency of having experiences of “split-second illusions”,
that indicate the hasty application of the preexisting interpretative categories. Typical items are: “Sometimes when
I’m driving, I see a piece of paper or a leaf being moved
by the wind and for a split second think it might be an animal (e.g., a squirrel or a cat)” or “I’ve sometimes noticed a
particular object to my left or right, and only after I turned
my head I realised it was something else”. There are only six diagnostic items [5, 8, 11, 15, 18, 21]; the 15 other items are included in order to conceal the focus of the
questionnaire. Lewicki (2005) assumed that the two encoding styles range on a continuum from “extremely internal”
to “extremely external”. A high score on the ESQ indicates
an internal encoding style, whereas a low score reflects an
external encoding style. In our study, we used the French
version of the ESQ [21] and its internal consistency was
satisfactory in the clinical sample (α = 0.79). As the scale
consisted of only six diagnostic items, its internal consistency in the general sample can be considered as being adequate (α = 0.66).
The Highly Sensitive Person Scale (HSPS)
The HSPS is composed of 27 items and measures sensoryprocessing sensitivity, which involves high sensory sensitivity and associated arousability [22]. Sensitivity is linked
with social introversion and emotionality, but the two
terms are not equivalent [22]. Participants rated how they
generally feel on a seven-point Likert scale ranging from
1 (not at all) to 7 (extremely). Typical items are: “Are you
easily overwhelmed by strong sensory input?” or “Do other people's moods affect you?”. High scores reflect a high
level of sensitivity. In our study, we used the French-version of the HSPS. The internal consistency of the HSPS in
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the current samples was good (general sample: α = 0.84;
clinical sample: α = 0.88).
The Aberrant Salience Inventory (ASI)
The ASI is a self-report questionnaire that measures aberrant salience and psychosis proneness [23]. The 29 items
have a dichotomous response format on a true-false scale.
The French version of the ASI showed good psychometric
properties and reliability and convergent validity estimates
were good with both psychiatric patients and the general
population [11]. The French ASI distinguishes between
one score related to the perceptual level (Sharpening of
Senses; i.e., anomalies of perceptions and subjective feelings of greater acuteness of the senses; e.g., “Do your senses sometimes seem sharpened?”) and two scores related
to the cognitive level (Enhanced Interpretation and Emotionality, and Heightened Cognition; i.e., related to emotions and cognitive abilities that accompany the attempt of
finding an explanation to the aberrant salience experience;
e.g., “Do you ever have difficulty telling if you are thrilled,
frightened, pained, or anxious?” or “Do you ever feel like
you are rapidly approaching the height of your intellectual
powers?).
The Magical Ideation Scale (MIS)
The MIS is a 30-item true/false questionnaire measuring
“belief in forms of causation that by conventional standards are invalid” and is considered a general measure
of schizophrenia proneness [9]. Typical items include superstitions, magical beliefs and the capacity to read one’s
thoughts (e.g., “Numbers like 13 and 7 have no special
powers”, or “I have sometimes felt that strangers were
reading my mind”). There are seven reverse-scored items
[4, 7, 15, 19, 22, 24, 25] and 23 standard items. The total
score ranges from 0 to 30, with high scores reflecting high
levels of magical thinking. In the present study, we used
the French version of the MIS [18] and its internal consistency was good in both samples (general sample: α = 0.80;
clinical sample: α = 0.86).
Ethics approval and consent to participate
Approval for this study was granted by the Human Research Ethics Committee of the Canton Vaud (protocol
#2016-00768) (Switzerland) and by the Ethics Committee
from the University of Liège (Belgium). Written informed
consent was obtained from all participants and all methods
were carried out in accordance with the recommendations
of the Human Research Ethics Committee of the Canton
Vaud and the Declaration of Helsinki.
Statistical analysis
In order to compare scores from participants with a diagnosis of psychosis, participants with another psychiatric diagnosis, and participants from the general population (without a psychiatric diagnosis) we used a Bayesian model
comparison approach. It represents an elegant alternative
to the classic problem of multiple comparisons [24]. Five
possible Gaussian (μ, σ2) models were estimated. The first
model was the homogeneous model (scores from the three
groups are issued from the same distribution). This model
was referred as (1, 2, 3) and corresponded to the null hypothesis in the classical statistical testing framework. Another model was the heterogeneous model (1) (2) (3) that
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states that the scores from the three groups differ from each
other and are issued from three different distributions. The
three models (1) (2, 3), (1, 2) (3) and (1, 3) (2) were also estimated and indicate than one of the three groups differ from the two other groups. The best model was determined by using the BIC (Bayesian information criterion)
[26]. The BIC coefficients were used to calculate the Bayes
factor and the posterior probability [27]. The Bayes factor
provided a comparison of the best model with the homogenous model. A Bayes factor of 4 would indicate that the
best model is four times more likely to be true than the homogenous model. Values over 3 are generally considered
as sufficiently important to favour one model over another [28, 29]. An equal prior probability of 1/5 was assumed
for all models so that no model was favoured. All statistical analyses were performed with the AtelieR package for
R [30].

Results
Several scores related to the perceptual level (PAS, ESQ
and ASI-Sharpening of Senses) were able to discriminate
between psychiatric patients and the general population
(table 2). For these scores, the best model did not distinguish patients with and without a diagnostic of psychosis.
One score related to the perceptual level (HSPS) discriminated patients with psychosis from other participants (psychiatric patients without a diagnostic of psychosis and participants from the general population).
Two scores related to the cognitive level (ASI-Heightened
Cognition and MIS) also distinguished patients with a diagnostic of psychosis. The ASI-Heightened Cognition did
not distinguish psychiatric patients without a diagnostic of
psychosis from participants from the general population
while the MIS score did discriminate the three groups. Finally, the ASI-Enhanced Interpretation and Emotionality
score did not discriminate any group.

Discussion
Several scores related to the perceptual level (PAS, ESQ
and ASI-Sharpening of Senses) were able to discriminate
patients from the general population but not patients with
psychosis. This suggests that several perceptual dimen-

sions, although related to aberrant salience, are not specific
to patients with psychosis.
The Heightened Cognition (ASI) score and the Magical
Ideation Score (MIS) were able to distinguish patients with
psychosis from other patients. This suggests that these
cognitive dimensions might be the most specific to psychosis. This is not surprising considering that many studies
have highlighted specific cognitive biases and deficits related to psychosis [25, 31]. According to existing accounts,
salience exerts its effects at an earlier stage of delusion
formation, in facilitating the generation of implausible
thought. Cognitive biases, on the contrary, generally play
a role at later stages of delusion consolidation when this
thought is uncritically accepted as true [32, 33].
Moreover, Magical ideation was the only dimension that
was able to discriminate the three groups. Magical ideation
has been shown to be an indicator of schizotypy and as
being suggestive of predisposition to psychosis [9]. The
same study showed that magical ideation, although partially related to perceptual aberrations, was more sensitive
than the perceptual aberrations dimension in identifying
patients prone to psychosis. The vast majority of the items
refer to beliefs and some to perceptions. Invalid cognitions
could be based on aberrant perceptions. We hypothesise
that magical ideation adds an important cognitive element
that is able to discriminate between different types of psychiatric patient. Magical ideation is related to aberrant
salience in the sense that some stimuli will be more salient
and significant for the person. Similarly, the relationship
between psychotic symptoms (unusual thought content)
and Heightened Cognition as measured by the ASI was also found in a recent paper [34].
The HSPS, which measures sensory-processing sensitivity,
was also able to discriminate patients with psychosis from
other patients. It could be hypothesised that the processing
element of sensorial inputs also involves cognition, which
makes this scale able to distinguish patients better than other scales more related to perception. This issue should be
further investigated with a factor analytic approach in order to better understand how the HSPS items are organised
with regards to the cognitive level and the perceptual level.
The ASI-Enhanced Interpretation and Emotionality did not
discriminate any group from the others. In the validation

Table 2: Comparisons between the general population, patients with other diagnoses and patients with psychosis.
(1)
General population
n = 282
Mean (SD)

Psychiatric patients
(2)
Clinical population
n = 71
Mean (SD)

(3)
Psychosis
n = 79
Mean (SD)

Best model*

Bayes factor
against null hypothesis†

Probability of the
model to be true‡

Perceptual Aberration Scale
(PAS)

4.68 (4.96)

7.28 (6.15)

8.48 (7.39)

(1), (2, 3)

7.18 * 108

0.899

Internal and External Encoding
Style Questionnaire (ESQ)

19.80 (5.17)

17.65 (6.91)

16.70 (6.91)

(1), (2, 3)

587.56

0.892

Sharpening of Senses (ASI)

1.85 (1.48)

2.79 (1.53)

2.94 (1.65)

(1), (2,3)

5.38 * 107

0.946

115.31 (19.74)

115.62 (27.51)

124.89 (24.18)

(1,2), (3)

13.98

0.854

Enhanced Interpretation and
Emotionality (ASI)

9.03 (3.97)

9.75 (4.20)

10.24 (4.60)

(1,2,3)

1.00

0.438

Heightened Cognition (ASI)

1.80 (1.47)

2.11 (1.81)

2.95 (1.76)

(1,2), (3)

1.14 * 105

0.861

Magical Ideation Scale (MIS)

7.44 (4.82)

9.51 (5.36)

12.46 (6.92)

(1), (2), (3)

9.46 * 1011

0.661

Highly Sensitive Person Scale
(HSPS)

BIC = Bayesian information criterion; SD = standard deviation * On the basis of the BIC coefficient. † Bayes factor comparing the best model with the homogeneous model (1, 2,
3). ‡ Among all possible models ((1, 2, 3) / (1, 2) (3) / (1) (2, 3) / (1, 3) (2) / (1) (2) (3)).
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study, this score was nevertheless significantly related to
other scales in both the clinical and non-clinical group
[11], suggesting that inter-individual differences were not
random and that there may be meaningful inter-individual
differences. However, since average scores were not significantly different between groups, this dimension cannot
be used for diagnostic purpose.

10

Our study has several limitations that could be the focus of
future studies. First, some demographic characteristics differed between our general population and our clinical population samples. Patients were older and more likely to be
men and single. The Bayesian mean comparison method,
as used here, does not allow for the inclusion of covariates. Second, our clinical sample size was moderate and
our findings must be replicated in other samples.

12

Conclusions
It was possible to highlight which constructs specifically
discriminated patients with a diagnosis of psychosis and
which ones discriminated psychiatric patients more broadly. In general, differences in low-level processes (perception) were not specific to psychosis, but rather to psychiatric disorders more generally. In contrast, aspects related
to cognition, sensitivity, and ideation seems to be specific
to psychosis.
Acknowledgement
The authors would like to thank Mélissa Staecheli, Nathanael Favre,
Camille Dubuis, William Rod, Yasmine Poisat, Célia Devas, Maude
Bertusi, Sylfa Fassasi Gallo, Isabelle Gothuey, Laurent Loutrel, Pedro
Planas, Alban Ismailaj, Armando Brana, Philippe Rey-Bellet and
Jacques Thonney for their help with patient recruitment.
Competing interests

11

13

14

15

16

17

18

19

20

The authors declare that they have no competing interests.
Financial disclosure
This study was based on institutional funding.

21

References
1

2

3

4
5
6

7

8

9

Kapur S. Psychosis as a state of aberrant salience: a framework linking
biology, phenomenology, and pharmacology in schizophrenia. Am J
Psychiatry. 2003;160(1):13–23. doi: http://dx.doi.org/10.1176/appi.ajp.160.1.13. PubMed.
Bromberg-Martin ES, Matsumoto M, Hikosaka O. Dopamine in motivational control: rewarding, aversive, and alerting. Neuron.
2010;68(5):815–34. doi: http://dx.doi.org/10.1016/j.neuron.2010.11.022. PubMed.
Howes OD, Nour MM. Dopamine and the aberrant salience hypothesis
of schizophrenia. World Psychiatry. 2016;15(1):3–4. doi:
http://dx.doi.org/10.1002/wps.20276. PubMed.
Jaspers K. General psychopathology (trans: Hoenig, J., Hamilton, MW):
Manchester University; 1963.
Bonsack C. Vécu psychothique et saillance aberrante. Santé Mentale.
2020;numéro spécial:24–9.
Nuechterlein KH, Dawson ME. A heuristic vulnerability/stress model of
schizophrenic episodes. Schizophr Bull. 1984;10(2):300–12. doi:
http://dx.doi.org/10.1093/schbul/10.2.300. PubMed.
Garety PA, Kuipers E, Fowler D, Freeman D, Bebbington PE. A cognitive model of the positive symptoms of psychosis. Psychol Med.
2001;31(2):189–95. doi: http://dx.doi.org/10.1017/
S0033291701003312. PubMed.
Kuipers E, Garety P, Fowler D, Freeman D, Dunn G, Bebbington P.
Cognitive, emotional, and social processes in psychosis: refining cognitive behavioral therapy for persistent positive symptoms. Schizophr
Bull. 2006;32(Suppl 1):S24–31. doi: http://dx.doi.org/10.1093/schbul/
sbl014. PubMed.
Eckblad M, Chapman LJ. Magical ideation as an indicator of schizotypy. J Consult Clin Psychol. 1983;51(2):215–25. doi: http://dx.doi.org/
10.1037/0022-006X.51.2.215. PubMed.

Swiss Archives of Neurology, Psychiatry and Psychotherapy · PDF of the online version · www.sanp.ch
Published under the copyright license “Attribution – Non-Commercial – No Derivatives 4.0”.
No commercial reuse without permission. See http://emh.ch/en/services/permissions.html.

22

23

24

25

26
27

28
29

30

31

Chapman LJ, Edell WS, Chapman JP. Physical anhedonia, perceptual
aberration, and psychosis proneness. Schizophr Bull. 1980;6(4):639–53.
doi: http://dx.doi.org/10.1093/schbul/6.4.639. PubMed.
Golay P, Laloyaux J, Moga M, Della Libera C, Larøi F, Bonsack C.
Psychometric investigation of the French version of the Aberrant
Salience Inventory (ASI): differentiating patients with psychosis, patients with other psychiatric diagnoses and non-clinical participants.
Ann Gen Psychiatry. 2020;19(1):58. doi: http://dx.doi.org/10.1186/
s12991-020-00308-0. PubMed.
Crego C, Widiger TA. The conceptualization and assessment of schizotypal traits: A comparison of the FFSI and PID-5. J Pers Disord.
2017;31(5):606–23. doi: http://dx.doi.org/10.1521/pedi_2016_30_270.
PubMed.
Patterson JV, Sandman CA, Jin Y, Kemp AS, Potkin SG, Bunney WE,
Jr. Gating of a novel brain potential is associated with perceptual anomalies in bipolar disorder. Bipolar Disord. 2013;15(3):314–25. doi:
http://dx.doi.org/10.1111/bdi.12048. PubMed.
Tolin DF, Abramowitz JS, Kozak MJ, Foa EB. Fixity of belief, perceptual aberration, and magical ideation in obsessive-compulsive disorder. J
Anxiety Disord. 2001;15(6):501–10. doi: http://dx.doi.org/10.1016/
S0887-6185(01)00078-0. PubMed.
Favrod J, Rexhaj S, Bardy S, Ferrari P, Hayoz C, Moritz S, et al. Sustained antipsychotic effect of metacognitive training in psychosis: a randomized-controlled study. Eur Psychiatry. 2014;29(5):275–81. doi:
http://dx.doi.org/10.1016/j.eurpsy.2013.08.003. PubMed.
Eysenck SB, Eysenck HJ, Barrett P. A revised version of the psychoticism scale. Pers Individ Dif. 1985;6(1):21–9. doi: http://dx.doi.org/
10.1016/0191-8869(85)90026-1.
Moritz S, Van Quaquebeke N, Lincoln TM, Köther U, Andreou C. Can
we trust the internet to measure psychotic symptoms? Schizophr Res
Treatment. 2013;2013:. doi: http://dx.doi.org/10.1155/2013/457010.
PubMed.
Dumas P, Bouafia S, Gutknecht C, Saoud M, Daléry J, d’Amato T. Validations des versions françaises des questionnaires d’idéation magique
(MIS) et d’aberrations perceptives (PAS) [Validation of French versions
of magical ideation and perceptual aberrations questionnaires]. Encephale. 2000;26(4):42–6. Article in French. PubMed.
Lewicki P. Internal and external encoding style and social motivation.
Social motivation: Conscious and unconscious processes.
2005:194–209.
Lewicki P. Internal and external encoding style and social motivation.
In: Forgas J, Williams K, Laham S, editors. Social motivation: Conscious and unconscious processes. Cambridge: Cambridge University
Press; 2005. p. 194–209.
Billieux J, D’Argembeau A, Lewicki P, Van der Linden M. A French
adaptation of the internal and external encoding style questionnaire and
its relationships with impulsivity. Revue Européenne de Psychologie
Appliquée. Eur Rev Appl Psychol. 2009;59(1):3–8. doi:
http://dx.doi.org/10.1016/j.erap.2008.09.002.
Aron EN, Aron A. Sensory-processing sensitivity and its relation to introversion and emotionality. J Pers Soc Psychol. 1997;73(2):345–68.
doi: http://dx.doi.org/10.1037/0022-3514.73.2.345. PubMed.
Cicero DC, Kerns JG, McCarthy DM. The Aberrant Salience Inventory:
a new measure of psychosis proneness. Psychol Assess.
2010;22(3):688–701. doi: http://dx.doi.org/10.1037/a0019913. PubMed.
Golay P, Morandi S, Silva B, Devas C, Bonsack C. Feeling coerced during psychiatric hospitalization: Impact of perceived status of admission
and perceived usefulness of hospitalization. Int J Law Psychiatry.
2019;67:. doi: http://dx.doi.org/10.1016/j.ijlp.2019.101512. PubMed.
Dudley R, Taylor P, Wickham S, Hutton P. Psychosis, delusions and the
“jumping to conclusions” reasoning bias: a systematic review and metaanalysis. Schizophr Bull. 2016;42(3):652–65. doi: http://dx.doi.org/
10.1093/schbul/sbv150. PubMed.
Schwarz G. Estimating the dimension of a model. Ann Stat.
1978;6(2):461–4. doi: http://dx.doi.org/10.1214/aos/1176344136.
Kass RE, Raftery AE. Bayes factors. J Am Stat Assoc.
1995;90(430):773–95. doi: http://dx.doi.org/10.1080/
01621459.1995.10476572.
Jeffreys H. Theory of Probability (3rd edition). Oxford: Clarendon;
1961.
Wagenmakers EJ, Wetzels R, Borsboom D, van der Maas HL. Why psychologists must change the way they analyze their data: the case of psi:
comment on Bem (2011). J Pers Soc Psychol. 2011;100(3):426–32. doi:
http://dx.doi.org/10.1037/a0022790. PubMed.
Noël Y. AtelieR: A GTK GUI for teaching basic concepts in statistical
inference, and doing elementary bayesian tests. R package version 0.24.
2013.
Ross RM, McKay R, Coltheart M, Langdon R. Jumping to conclusions
about the beads task? A meta-analysis of delusional ideation and data-

Page 5 of 6

Original article

Swiss Arch Neurol Psychiatr Psychother. 2021;172:w03215

32

33

gathering. Schizophr Bull. 2015;41(5):1183–91. doi: http://dx.doi.org/
10.1093/schbul/sbu187. PubMed.
Andreou C, Moritz S, Veith K, Veckenstedt R, Naber D. Dopaminergic
modulation of probabilistic reasoning and overconfidence in errors: a
double-blind study. Schizophr Bull. 2014;40(3):558–65. doi:
http://dx.doi.org/10.1093/schbul/sbt064. PubMed.
Garety PA, Freeman D, Jolley S, Dunn G, Bebbington PE, Fowler DG,
et al. Reasoning, emotions, and delusional conviction in psychosis. J

Swiss Archives of Neurology, Psychiatry and Psychotherapy · PDF of the online version · www.sanp.ch
Published under the copyright license “Attribution – Non-Commercial – No Derivatives 4.0”.
No commercial reuse without permission. See http://emh.ch/en/services/permissions.html.

34

Abnorm Psychol. 2005;114(3):373–84. doi: http://dx.doi.org/10.1037/
0021-843X.114.3.373. PubMed.
Comparelli A, Corigliano V, Montalbani B, Bargagna P, Forcina F, Cocco G, et al. Relationship between aberrant salience and positive emotion
misrecognition in acute relapse of schizophrenia. Asian J Psychiatr.
2020;49:. doi: http://dx.doi.org/10.1016/j.ajp.2020.101975. PubMed.

Page 6 of 6

