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Abstract  

Introduction: Psychotic experiences (PEs), such as hallucinations and delusions, are transdiagnostic 
phenomena that can range from subclinical manifestations in the general population to more severe 
and distressing forms in the psychiatric populations. The Questionnaire for Psychotic Experiences 
(QPE) is a trans-diagnostic tool to explore the diverse and nuanced phenomenology of psychotic 
experiences from a quali-quantitative perspective.  This study presents the preliminary validation of 
the Italian version of the Questionnaire for Psychotic Experiences (QPE-I), assessing its psychometric 
properties in a general population sample.  

Methods: A preliminary validation study was conducted with 87 adults from the general population (M 
= 29.33, SD = 7.30). Participants completed the Italian version of the QPE (QPE-I) and additional 
self-report measures. Psychometric analyses included principal component analysis (PCA), internal 
consistency (Cronbach’s α), convergent and divergent validity, and inter-scale correlations. 

Results: The results indicate that the QPE-I largely retains the core structure of the original instrument 
while adapting to the Italian context. The QPE-I shows good cross-cultural adaptation, internal 
consistency, reliability, and convergent and divergent validity. As expected for a non-clinical sample, 
frequencies of hallucinations and delusions were low but detectable.  

Conclusion: The QPE-I facilitates the transdiagnostic exploration of psychotic experiences by 
distinguishing qualitative differences in hallucinations and delusions among individuals. The QPE-I 
also has potential clinical applications in psychotherapy by providing a means of monitoring 
symptomatic change and therapeutic outcomes. However, this preliminary study is limited by its small 
sample size and inclusion of only non-clinical participants. Future research with larger and clinical 
samples is essential to complete the validation process. 
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1. Introduction 

In recent years, in contrast to the categorical approach of the "Kraepelinian dichotomy, 

(Kraepelin, 1921) research has increasingly supported the hypothesis of a dimensional approach 

to psychosis, suggesting a continuum of psychotic experiences between healthy individuals and 

patients with psychotic and other disorders (Hinterbuchinger & Mossaheb, 2021).  Psychotic 

experiences show a wide range of phenomenological variations (Armando et al., 2012), with the 

most commonly reported being auditory and visual hallucinations and delusions (Rossell et al., 

2019). Other types of hallucinations, such as olfactory and tactile ones, are likely to be under-

reported. This dimensional model is further supported by etiological considerations suggesting 

that severe, frequent psychotic experiences and milder, less frequent manifestations share 

genetic and environmental influences (Zavos et al., 2014).  

In fact, psychosis etiology is multifactorial, and the risk of developing psychosis increases with 

the accumulation of genetic risk variants and exposure to multiple adverse environmental 

factors (Zwicker et al., 2018) such as younger age, drug use, and family history of mental 

disorders (Kusztrits et al., 2021). Additionally, the impact of environmental exposures likely 

depends on genetic factors, through gene-environment interactions. Heritability may also varies 

by type of PE, being highest for paranoia and parent-rated negative symptoms and lowest for 

hallucinations (Zavos et al., 2014). Beyond epidemiological and genetic contributions, qualitative 

research has highlighted the importance of trauma-related mechanisms in shaping the onset and 

phenomenology of psychotic symptoms. Individuals with psychosis often report histories of 

interpersonal trauma, and describe direct links between traumatic experiences and the content, 

emotional tone, and persistence of their hallucinations and delusions (Campodonico et al., 2022; 

Zoromba et al., 2024). 

According to this perspective, psychotic experiences (PEs) can be seen as transdiagnostic 

phenomena, such as hallucinations and delusions, that can range from subclinical manifestations 

in the general population to more severe and distressing forms in the psychiatric population 

(Bebbington & Freeman, 2017; Sommer et al., 2012; Staines et al., 2022). Kusztrits et al.’s 

findings further support the idea of a structural and phenomenological continuum of 

hallucinations and delusions. They showed that the mere presence of PLEs does not reliably 

distinguish between clinical and non-clinical individuals (Kusztrits et al., 2021). The estimated 

lifetime prevalence of psychotic experiences in the general population is 7.8%. Most people 

consider these to be transient phenomena; however, in some cases, they may be persistent or 

recurrent (Staines et al., 2022).  

The highest rates of psychotic experiences can be observed in adolescence (Staines et al., 2023), 

when PEs are associated with an increased risk of affective disorders, anxiety disorders, 

behavioral disorders and substance-use disorders, as well as a four-fold increase risk of psychotic 
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disorder (Healy et al., 2019). Beyond psychopathological outcomes, psychotic experiences in 

adolescence have also been linked to important indicators of psychological vulnerability, 

including self-harm and suicidal behaviors (Hielscher et al., 2021; Steenkamp et al., 2023). 

Longitudinal evidence also suggests that hallucinations and delusion-like experiences in 

adolescents can follow different trajectories. These trajectories are identified as “paranormal” 

and “pathological” typologies. They are istinguished by cultural meaning-making, emotional 

impact, and appraisals (Coughlan et al., 2022). 

Psychotic experiences are most commonly associated with diagnoses such as schizophrenia 

(Merrett et al., 2016), bipolar disorder (Aminoff et al., 2022), and major depressive disorder 

(Toh et al., 2015). However, they can also occur alongside neurological illnesses and medical 

conditions (Scarfo et al., 2024; Sommer et al., 2012), as well as borderline personality disorder 

(Niemantsverdriet et al., 2022). Some quantitative differences emerged between diagnostic 

groups. However, the overall phenomenology of hallucinations and delusions in BPD was 

comparable to that observed in schizophrenia. In fact, the BPD group reported higher levels of 

paranoia and guilt-related delusions (Merrett et al., 2022). Additionally, the presence of PEs in 

depression and anxiety predicts greater psychopathology (Staines et al., 2022). A recent 

systematic review found that delusions in schizophrenia, bipolar disorder, Alzheimer’s disease, 

and Parkinson’s disease share some common structural correlates, though they also show 

variability specific to each disorder (Rootes-Murdy et al., 2022). 

Contemporary conceptualizations of psychotic experiences that adopt a dimensional and 

transdiagnostic perspective, focusing on symptoms rather than traditional categorical diagnoses, 

are well represented in the Hierarchical Taxonomy of Psychopathology (HiTOP) framework. 

HiTOP proposes a psychosis superspectrum, which captures the broad range of psychotic 

phenomena through empirically derived dimensions (Jonas et al., 2024). The psychosis 

superspectrum comprises two major spectra—psychoticism and detachment. These spectra are 

further subdivided into narrower components and supported by auxiliary domains, such as 

cognition and functional impairment. This model was developed to address the longstanding 

limitations of traditional diagnostic systems, including low reliability, arbitrary boundaries 

between normality and psychopathology, high symptom co-occurrence, and substantial 

heterogeneity within categories.  

Contemporary diagnostic systems, such as the DSM-5-TR (APA, 2022) and the ICD-11 (Chute 

& Çelik, 2021), continue to predominantly adopt categorical approaches. However, there is a 

growing recognition of the need to integrate phenomenological detail in the evaluation of 

psychotic symptoms, as reflected in dimensional formulations, such as those included in the 

PDM-2 (Lingiardi & McWilliams, 2015), Contemporary research highlights the role of 

interpersonal and social dimensions in the broader phenotype of psychosis, beyond symptom 
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expression. Individuals with psychotic spectrum disorders often exhibit distinct attachment 

patterns, greater relationship insecurity, and dimished perceived social support compared to 

healthy individuals, which are not fully captured by traditional diagnostic manuals (Stang et al., 

2024). Phenomenological research has in fact shown that all psychotic experiences involve 

profound disruptions in salience, self-experience, and the relationship with the world. However, 

these dimensions are insufficiently represented in traditional diagnostic frameworks (Fusar‐Poli 

et al., 2022), and the subjective experience and meaning of delusions are often overlooked 

(Ritunnano et al., 2022). 

Recent developments in computational psychopathology propose complementary, dimensional, 

and transdiagnostic frameworks that conceptualize symptoms as continuous parameters and 

emphasize measurable processes over categorical diagnoses. (Myles, 2021). These approaches 

align with contemporary dimensional frameworks and reinforce the need for assessment tools 

that can capture psychotic phenomena across multiple experiential domains. 

Nevertheless, there is a lack of tools capable of capturing the diverse phenomenological 

modalities of PEs. Most existing tools are limited to assessing one modality at a time (Lee et al., 

2016), while others only provide global scores that do not account for specific delusional themes 

or hallucination modalities (Rossell et al., 2019). Systematic reviews on multimodal 

hallucinations highlight the need for tools that assess multiple sensory modalities, which is 

consistent with the QPE approach (Montagnese et al., 2021; Pienkos et al., 2019).  A major 

challenge in PE research is the lack of conceptual and methodological consensus. Definitions 

and assessment tools vary widely, leading to inconsistent findings regarding prevalence, 

persistence, and clinical significance. A recent review of PEs in the general population (2022) 

clearly states the need for a more in-depth analysis of different types of PEs to clarify their 

potentially divergent trajectories and psychopathological significance. The review also states that 

self-report measures without information on duration, frequency, or conviction risk 

misidentifying phenomena (Staines et al., 2022).  

In 2019, Rossell and Schutte developed a trans-diagnostic tool to address gaps in the assessment 

of psychotic experiences (PEs) and explore their diverse and nuanced phenomenology from a 

quali-quantitative perspective. The Questionnaire for Psychotic Experiences (QPE) evaluates 

auditory, visual, olfactory, and tactile hallucinations, as well as various delusional beliefs. It 

contains a total of 50 qualitative and quantitative items. Psychotic experiences are evaluated 

based on lifetime events and current experiences within the past seven days. The QPE provides 

an overall severity score (total QPE) and allows analyses of four subscales: auditory 

hallucinations (AH), visual hallucinations (VH), total hallucinations (TotH), and delusions (D). 

The original English version demonstrated strong psychometric properties, with Cronbach’s α 

> 0.7, near-perfect inter-rater reliability (ranging from 0.99 to 1), and excellent test-retest 
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reliability (ranging from 0.70 to 0.92). Psychometric evaluations have been conducted on both 

clinical and general populations. Convergent validity was assessed by performing interscale 

correlations between the QPE and the PSYRATS (Haddock et al., 1999) (AH and delusions 

subscales), PANSS (Kay et al., 1987) (hallucination and delusion items), SAPS (Andreasen, 1989) 

(hallucinations and delusions subscale), and NEVHI (Mosimann et al., 2008) (total VH severity 

score). PANSS (negative and general subscales), BDI (Beck, 1961) (total score), and BAI (Beck 

et al., 1988) (total score) were used to assess discriminant validity. As a result, convergent and 

divergent validity were found to be adequate, supporting the utility of the QPE in assessing 

psychotic experiences in different contexts (Rossell et al., 2019). 

In the absence of comprehensive instruments to measure psychotic experiences in Italy, this 

study aims to validate the Italian version of the Questionnaire for Psychotic Experiences (QPE-

I). The validation will measure the questionnaire’s psychometric properties in a general 

population sample. This will pave the way for its use in clinical contexts in Italy. It will also 

support a cross-cultural understanding of the construct. Furthermore, it will promote a broader, 

more nuanced, transdiagnostic perspective on psychotic experiences (McGrath et al., 2015;  

Yehya et al., 2023). Consistent with the original validation, we hypothesized that the QPE-I 

would demonstrate good internal consistency, a similar factorial structure, and significant 

correlations with measures of positive psychotic symptoms.  

2. Methods 

2.1 Participants 

Participants (N = 87) were recruited from the general population by publicizing the research 

through social networks. The sample's age ranged from 18 to 60 years, with a mean age of 29.33 

years (± 7.3). Inclusion criteria required both a good understanding of the Italian language and 

the absence of mental retardation. Participants were assessed for a) current use of alcohol, drugs, 

and medications (categorized as weekly, monthly, every 3-6 months, once a year); b) past use of 

alcohol, drugs, and medications (categorized as current); c) discontinued use of alcohol, drugs, 

and medications, with duration of cessation. Demographic information was also collected.  

All participants gave informed consent before completing the protocol and completed the 

questionnaires under the investigator's supervision. Two participants were excluded from the 

study due to issues in finishing the test. The study was approved by the Human Research Ethics 

Committee of the University of Urbino Carlo Bo.  

2.1 Measures 

A total of 4 self-report instruments were administered to the participants.  

  



 
MJCP|13, 3, 2025 Gagliardi et al. 

6 

 

2.1.1 Questionnaire for Psychotic Experiences (QPE-I) 

The main instrument was the Italian version of the Questionnaire for Psychotic Experiences 

(QPE-I). Similar to the original version, the QPE-I comprises 50 qualitative and quantitative 

items assessing different types of hallucinations and delusions in the lifetime and as current 

experiences. The scale provides five total scores, including auditory hallucinations (AH), visual 

hallucinations (VH), total hallucinations (TotH), delusions (D), and overall severity of psychotic 

experiences (total QPE score). For AH and VH, severity is calculated by summing items rated 

on a 6-point scale (0-5) on frequency, duration, distress, and impact. For D, severity is based on 

conviction, preoccupation, distress, and impact. These scores do not include phenomenological 

features (e.g., specific descriptive features). To calculate total hallucinations (TotH) and total 

severity of psychotic experiences (Total QPE score), frequency of tactile hallucinations (THs), 

frequency of olfactory hallucinations (OHs), frequency of multimodal hallucinations, and 

frequency of sleep paralysis (SP) were also included. The QPE scores exclude distress and 

impact information for THs, OHs, multimodal hallucinations, and SP for brevity.  

2.1.2 Community Assessment of Psychic Experience 

In addition to QPE-I, three other self-reports were administered to evaluate the convergent and 

divergent validity of the scale, together with clinical dimensions in the sample. The Community 

Assessment of Psychic Experience (Daneluzzo et al., 2008; Stefanis et al., 2002) is a 42-item 

self-report questionnaire used to measure psychotic symptoms and as a screening tool to identify 

individuals at ultra-high risk for psychosis. It is derived from a combination of the Peters 

Delusions Inventory (PDI) (Peters et al., 1999), modified in the wording of some items with the 

addition of items from the Scale for the Assessment of Negative Symptoms (SANS) (Andreasen, 

1989) and the Subjective Experience of Negative Symptoms Scale (SENS) (Selten et al., 1998). 

CAPE provides scores on three dimensions: positive (20 items), negative (14 items), and 

depressive (8 items). For each item, the frequency is indicated on a four-point Likert scale (never 

= 1, sometimes = 2, often = 3, always = 4) and, in the case of a positive response (score>1), 

the level of discomfort is also assessed on four possible levels: not at all = 1, a little = 2, quite a 

lot = 3, a lot = 4). For each dimension, it is, therefore, possible to calculate two different total 

scores: Frequency and Distress.  

2.2.3 State-Trait Anxiety Inventory (STAY-X) 

The State-Trait Anxiety Inventory (STAY-X; Lazzari & Pancheri, 1980; Spielberger et al., 1983) 

is a 40-item self-report measure of anxiety, rated on a four-point Likert scale (ranging from "not 

at all" to "very much") and divided into two subscales addressing state anxiety (20 items) and 

trait anxiety (20 items). STAY showed good internal consistency, with Cronbach's alpha typically 

ranging from 0.86 to 0.95 for both the state (A-State) and trait (A-Trait) scale and good retest 

reliability for the trait subscale (ranging from 0.73 to 0.86 over time). The Italian adaptation 
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shows similar properties, with Cronbach's alpha generally above 0.85 for both scales and factor 

analysis results are consistent with the original scale. 

2.2.4 Symptom Checklist-90-Revised (SCL-90) 

The Symptom Checklist-90-Revised (Prunas et al., 2012; Todd et al., 1997) is administered to 

investigate the various clinical dimensions within the sample. The SCL-90-R is a 90-item self-

report questionnaire designed to assess symptom severity across several clinical dimensions. 

Each item is rated on a five-point Likert scale ranging from 0= not at all to 4= extremely. The 

questionnaire consists of nine primary dimensions: Somatization (SOM); Obsessive-

Compulsivity (O-C); Interpersonal Sensitivity (I-S); Depression (DEP); Anxiety (ANX); 

Hostility (HOS); Phobic Anxiety (PHOB); Paranoid Ideation (PAR); Psychoticism (PSY). The 

SCL-90-R can also provide three global indices consisting of the Global Severity Index (GSI), 

Positive Symptom Total (PST), and Positive Symptom Distress Index (PSDI). The scale is 

widely used and has strong psychometric properties (Cronbach's alpha > 0.80 on most 

dimensions). The Italian version retained the nine-factor structure of the original questionnaire 

and showed strong internal consistency (Cronbach's alpha > 0.85 for most dimensions). 

2.2.5 Cross-cultural adaptation process of the QPE-I 

The QPE was translated into Italian according to the guidelines for cross-cultural adaptation of 

self-report instruments (Beaton et al., 2000). First, two native speakers of the target language 

(Italian) with different backgrounds (one clinical, the other non-clinical) translated the QPE 

from English to Italian (forward translation). Working independently, the translators noted 

ambiguous or problematic phrases and produced two versions: T1 and T2. Secondly, the two 

translators compared their translations in the presence of an observer to reach a consensus and 

thus produce a synthesis of the translations: T12. Third, two native speakers of the original 

language (English) independently translated the T12 version back into English. The translators 

were blind to the original QPE; they had no theoretical knowledge of what the instrument 

measured and no background in clinical psychology. They produced two independent versions: 

BT1 and BT2 (back translations). Fourth, a committee of experts reviewed all the translated 

versions to achieve semantic, idiomatic, and conceptual equivalence, thus creating a pre-final 

version (committee review). Finally, the pre-final version was administered to a group of 30 

participants (mean age = 28.32), who were invited to leave comments and answers to additional 

comprehensibility questions (pre-testing). Then, in the final approval phase, after careful 

consideration of the comments, the final version (QPE-I) was produced, and approval was 

obtained from the author of the original version. The cultural adaptation process of other related 

scales confirms the feasibility of adapting phenomenological instruments in different linguistic 

contexts (Tamayo-Agudelo et al., 2019). 
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Due to the preliminary nature of this study, the sample size was deemed sufficient for an initial 

assessment of the QPE-I’s feasibility and psychometric properties. According to guidelines for 

cross-cultural adaptation, early validation phases, including pilot testing and initial psychometric 

screening, can be conducted with relatively small samples (Beaton et al., 2000). While larger 

samples are necessary for full validation and stable factor solutions (Kline, 2015), preliminary 

exploratory analyses with smaller non-clinical samples are typically performed in the early stages 

of scale adaptation, before advancing to larger clinical populations. Furthermore, the mixed 

nature of the questionnaire, which provides both qualitative and quantitative information, 

enables evaluation of the test's usefulness and gathering of valuable insights into the 

phenomenology of psychotic experiences, regardless of sample size. 

2.2.5.1 Establishing psychometric properties 

To assess the psychometric properties of the QPE-I, six principal component analyses (PCA) 

were conducted to replicate the procedure used in the original study (including the AH, VH, 

and D subscales, both lifetime and current). PCA was conducted as an exploratory and 

preliminary procedure to align with the original QPE validation. For each subscale, all items, 15 

each for AH and VH and 5 for D, were included in the analyses. As in the original study, promax 

rotations were used, considering the ordinal nature of the items and the expected correlations 

between them. Eigenvalues greater than one and factor loadings greater than 0.4 were retained 

and considered satisfactory.  

For convergent validity, correlations were performed with the two positive subscales of the 

CAPE (Frequency and Distress), which were predicted to show a significant positive correlation. 

The SCL-90-R paranoid ideation subscale was expected to show a positive correlation with the 

QPE-I delusions subscales (current and lifetime), and the psychoticism subscale was expected 

to show a positive correlation with the QPE-I total.  

For discriminant validity, we used STAY-X, which was not expected to show a significant strong 

correlation with the QPE-I (at P < .001 with r > .55). Internal consistency was assessed for each 

subscale and dimension using Cronbach's alpha. Cronbach's alpha values > .70 were considered 

acceptable. Interscale correlations were conducted with the expectation that they would be low 

and nonsignificant between subscales (i.e., AH, VH, and D), while individual subscales were 

expected to correlate with the total. 

3. Results 

3.1 Cross-cultural adaptation process 

No significant disagreements or problems arose during the cross-cultural adaptation process. 

Only one issue arose after an exchange with the authors: they informed us of the existence of a 

second, newer, but longer version of the test (more detailed in the delusions section) in addition 
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to the original version developed two years earlier. After extensive analysis of the second 

version, it was decided to continue with the validation of the original version, as it was 

considered easier to administer to a wide range of people, from healthy to patients with 

psychotic and other disorders in our mental health services. 

3.2 Descriptive analyses 

Descriptive analyses are presented in Tables 1 and 2. 19.5% of the sample have a history of 

substance use, and 9.2% of the sample are current users. In addition, 47.1% of the sample used 

alcohol, including 53.2% weekly. The SCL-90-R Depression subscale was the clinical dimension 

most represented in the sample (27.6%), followed by OCD (26.4%). 

Table 1 

History of alcohol and substance use; hallucinations, delusions 

Alcohol use 

Current                                                               N % Lifetime  N% 

Use 41 (47.1%) 42 (48.3%) 

Weekly 21 (53.2%) 24 (57.1%) 

Monthly 12 (29.3%) 10 (23.8%) 

Every 3-6 months 5 (12.2%) 6 (14.3%) 

Yearly 3 (7.3%) 2 (4.8%) 

Stopped Use (<6 months) 2 (50%)  

Stopped Use (<1 year, >6 months) 1 (25%)  

Stopped Use (>1 year) 1 (25%)  

Substance use                                                        

Use 8 (9.2%) 17(19.5%) 

Weekly 2 (25%) 4 (23.5%) 

Monthly 1 (12.5) 4 (23.5%) 

Every 3-6 months 4 (50%) 4 (23.5%) 

Yearly 1 (12.5) 5 (29.4%) 

Cannabis 8 (100%) 14 (87.5%) 

Polyabuse 0 1 (6.3%) 

Other substances 0 1 (6.3%) 

Stopped Use (<1 year, >6 months) 4 (28.6%)  

Stopped Use (>1 year) 10 (71.4%)  

Hallucinations  

Auditory  9   (10.3%) 17 (19.5%) 

Visual  6   (6.9%) 15 (17.2%) 

Tactile  6   (6.9%) 18 (20.7%) 

Olfactory  8   (9.1%) 21 (24.1%) 

Delusions                                                        

Ideation 20  (23%) 32 (36.8%) 

Delusion  2   (2.3%) 3 (3.4%) 
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Table 2 

Clinical characteristics of the sample 

SCL-90 Subscale N. scores >1 % 

(SOM) 

 

14 16.09 

(O-C) 23 26.43 

(I-S) 16 18.39 

(DEP) 24 27.58 

(ANX) 12 13.79 

(HOS) 6 6.89 

(PHOB) 7 8.04 

(PAR) 13 14.94 

(PSY) 6 6.89 

(GSI) 15 17.24 

(SLEEP) 12 13.79 

Note. Somatization (SOM); Obsessive-Compulsive (O-C); Interpersonal Sensitivity (I-S); Depression 

(DEP); Anxiety (ANX); Hostility (HOS); Phobic Anxiety (PHOB); Paranoid Ideation (PAR); 

Psychoticism (PSY). SCL-90-R can also provide three global indices consisting of Global Severity Index 

(GSI); Impaired Sleep (SLEEP). 

3.3 Factor analysis 

Our study partially confirmed the original structure. The three-factor model was confirmed for 

the AH subscales (current and lifetime) and (VH lifetime), as well as a one-factor model for the 

D subscales (current and lifetime). The VH current subscale showed a better fit with a two-

factor model. For the current AH subscale, current experience analyses yielded the following 

dimensions: level of functioning, pervasiveness, and impact. These factors accounted for 87% 

of the variance. The lifetime AH subscale is composed of the same dimensions, and these 

factors accounted for 85% of the variance. In this case, the item "frequency" did not load on 

any of the 3 factors. The current VH subscale was found to be composed of the following 

dimensions: level of functioning and impact, and these factors accounted for 85% of the 

variance. For the Lifetime VH subscale, past experience analyses yielded the following 

dimensions: level of functioning, pervasiveness, passage, which accounted for 87% of the 

variance. In this case, the item "illusions" did not load clearly on any of the 3 factors, indicating 

a complex structure. When considering the D subscales, the unidimensional model was labeled 

Impact on Functioning, as in the original study. It accounted for 60% of the variance in the 

current data and 49% of the variance in the lifetime data. Table 3 shows the extended results. 
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Table 3 

Principal Component Analysis with Promax Rotations 

  

Auditory Hallucinations Visual Hallucinations  Delusions 

No Item 1 2 3 No item 1 2 3 No Item 1 

 Current Experience 

A11 Insight 1.06   V8 Complexity .99   D12 Distress .86 

A12 Interaction 1.04   V13 Commands .99   D10 Preoccupation .80  

A9 Location 1.01   V10 Time day .98   D11 Conviction .80 

A13 Commands .97   V9 Location .97   D13 Impact .72 

A8 Complexity .95   V5 Distress .96   D14 Impact ha .67 

A10 Time Day .94   V11 Insight .92      

A2 Past event .94   V4 Emotional .92      

A14 Illusions .86   V7 Repetition .92      

A15 Music .82   V2 Past event .88      

A1 Frequency .53  .49 V12 Interaction .86      

A3 Duration  .94  V3 Duration .86      

A4 Emotional  .92  V1 Frequency  .91     

A5 Distress  .69  V6 Impact  .86     

A6 Impact   1.01 V15 Passage  .83     

A7 Repetition .44  .55 V14 Illusions  .73     

  

Lifetime Experience            

A11 Insight 1.09   V7 Repetition .97 .70  D12 Distress .81 

A9 Location 1.07   V11 Insight .97 .70  D11 Conviction .75 

A12 Interaction .99   V13 Commands .97   D10 Preoccupation .73 

A10 Time Day .90   V12 Interaction .96   D14 Impact ha .63 

A14 Illusions .88   V8 Complexity .94   D13 Impact .54 

A13 Commands .88   V1 Frequency .94      

A8 Complexity .85   V10 Time day .92      

A2 Past event .66 .52  V9 Location .83     

A15 Music .57  .48 V14 Illusions .56 .51 .50    

A4 Emotional  1.04  V4 Emotional  .97     

A3 Duration  .95  V5 Distress  .95     

A5 Distress  .59  V3 Duration  .94     

A6 Impact   1.07 V2 Past event  .90     

A7 Repetition   .64 V6 Impact  .81     

A1 Frequency .39 .29 .38 V15 Passage   .92    
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3.4 Convergent and divergent validity 

Table 4 shows the convergent and divergent validity. The results confirm our previous 

hypothesis, except for the lack of correlation between the CAPE positive subscale and the VH 

lifetime subscale. In addition, the SCL-90-R Psychoticism subscale shows a strong correlation 

with the Delusions Lifetime subscale. 

Table 4 

Convergent and divergent validity 

Note. AH, auditory hallucination total score; VH, visual hallucination total score; D, delusions; QPE-I, 

total severity psychotic experiences on the Questionnaire for Psychotic Experiences; L, lifetime; C, 

current. 

***P < .0001. 

3.5 Reliability 

Reliability data are presented in Table 5, showing internal consistency and interscale correlations. 

The QPE-I subscales showed internal consistency ranging from excellent to good, with 

Cronbach's α ranging from .73 to .93 for lifetime experiences and 0.72 to 0.96 for current 

experiences. The TotH is an exception, showing just acceptable internal consistency with 

Cronbach's α of .62 and .69 for lifetime and current experiences, respectively. In this scale, the 

item-total correlations for certain items appear to be low, as in the case of O1 (.063) and O3 

(.067) for lifetime experiences and A3 (.185), O1 (.126) for current experiences.  

The QPE-I scale also shows some low item-total correlations, as observed in the case of O1 

(.167) and O3 (.067) for lifetime experiences and A3 (.065), A6 (.091) for current experiences. 

The interscale correlations were mostly low and no significant across the subscales (i.e., AH, 

Alternate 

Measures Subscale 

QPE-I Subscales  

AH VH D QPE-I 

L C L C L C L C 

Convergent Validity Inter-scale Correlations 

CAPE Positive .11 .19 * .13 .20* .23** .32*** .19* .33*** 

Pos 

Distress 

.18* .19* .19* .21* .20* .30** .20* .32*** 

SCL-90 (PAR) .14 .14 .02 .14 .30*** .41*** .20* .33*** 

(PSY) .13 .07 .16 .15 .28** .47*** .22** .36*** 

Discriminant Validity Inter-scale Correlations 

STAY-X A-State .01 -.02 .09 .05 .09 .20* .02 .11 

A-Trait .12 .07 .17* .14 .14 .27** .11 .21* 
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VH, and D), except AH with D in lifetime experiences, which was already significant in the 

original study. Individual subscales were correlated with total subscale scores (i.e., AH with 

TotH and QPE). Overall, these data indicate good internal consistency, especially for the AH, 

VH, and D subscales and for the assessment of different dimensions of psychotic experiences.  

Table 5 

Internal consistency and inter-scale correlations 

 AH  VH TotH D QPE-I 

AH 

L .92     

C .93     

VH 

L.21* .93    

C.19 .96    

TotH 

L.65*** .44*** .62   

C.65*** .53*** .69   

D 

L.34*** .20* .33*** .73  

C.16 .15 .30** .81  

QPE-I 

L.57*** .38*** .72*** .71*** .71 

C.51*** .41*** .72*** .72*** .73 

Note. AH, auditory hallucination total score; VH, visual hallucination total score; TotH, total 

hallucinations; D, delusions; QPE-I, total severity psychotic experiences on the Questionnaire for 

Psychotic Experiences; L, lifetime; C, current; Internal consistency is represented in bold on the diagonal 

and are reported as Cronbach’s; Inter-subscale correlations ** significant at .01;***significant at .001 

using Kendall’s Tau. 

4. Discussion 

The aim of this study was to validate the Italian version of the Questionnaire for Psychotic 

Experiences (QPE-I) and to measure its psychometric properties in a general population 

sample. The QPE-I was able to collect data on a wide range of psychotic experiences in 

participants selected from the general population and unlikely to be familiar to health 

professionals. A growing body of research underscores the importance of developing a 

questionnaire that evaluate unusual sensory experiences across different modalities (MUSEQ), 

emphasizing the necessity of multimodal instruments (Mitchell et al., 2017).  

 As in the original study, auditory hallucinations were the most commonly reported 

phenomenon (Rossell et al., 2019). Rates of delusional ideation, but not of delusions, were high, 

likely reflecting the non-clinical nature of the sample (Bebbington & Freeman, 2017). Olfactory 
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and tactile hallucinations were present, with olfactory hallucinations showing even higher rates 

than visual hallucinations, although this phenomenon is usually overlooked in the literature 

(Langdon et al., 2011; Rubert, 1961). Our findings regarding the prevalence of olfactory 

hallucinations in the general population align with recent epidemiological evidence (Wehling et 

al., 2021) which also revealed higher rates among younger adults and women. Olfactory 

hallucinations frequently co-occur with hallucinations in other sensory modalities and are 

associated with anxiety and stressful life events. Our observation that olfactory hallucinations 

were reported more frequently than visual hallucinations in our sample, when considering the 

lifespan, aligns with these results and suggests that such experiences may be more common—

and more clinically relevant—than traditionally assumed. 

Statistical analysis revealed that the interview measures different dimensions of psychotic 

experiences. This finding is consistent with recent literature advocating for a more complex, 

dimensional approach to assessing psychotic experiences (Heilskov et al., 2020; Hinterbuchinger 

& Mossaheb, 2021; Rossell et al., 2019; Staines et al., 2022).  Good internal consistency and a 

good ability to discriminate psychotic experiences from other psychological phenomena were 

shown. The total hallucinations subscale (TotH) was the only one that did not show high 

internal consistency (Cronbach's α of .62 and .69 for lifetime and current experiences, 

respectively), with low item-total correlations, especially for items measuring “other” 

hallucinations, which in fact have less space in the interview. It will be useful to replicate this 

data in a clinical sample and examine these items and the scales that contain them.  

The structural analysis of the QPE-I didn’t exactly match that of the original interview. Our 

study confirms the original with a three-factor structure for the auditory hallucinations (AH) 

subscales and the visual hallucinations (VH) lifetime subscale and a one-factor model for the 

delusions (D) subscales. The VH current subscale was the only exception, showing a better fit 

with a two-factor model, including the level of functioning and impact, whereas the original 

study found three dimensions (impact on functioning, incidence, and illusions). In addition, the 

underlying dimensions of the other subscales do not fully overlap. While both studies found a 

3-factor solution for the AH subscales, the specific dimensions underlying the subscales 

differed. For the current subscale, "incidence" and "illusions" in the original study are replaced 

by "pervasiveness" and "impact" in our study. The same happens with the “insight" and 

"illusions" dimensions in the lifetime subscale. Moreover, the variance explained is significantly 

higher in the QPE-I version (63% in the original study, 87% in our study for current, 49% vs. 

85% for lifetime). The lack of clinical representation in the sample may have led to redefinitions 

of the dimensions, and differences in factor interpretation, translation nuances, or cultural 
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differences in how item are perceived. Therefore, it is important to continue studying the QPE-

I psychometric properties in clinical samples to facilitate comparison of the results. 

The delusion results are consistent between the two studies, which supports the robustness of 

the unidimensional structure across cultures. This is an important finding, as recent literature 

has highlighted significant methodological challenges in assessing delusions in the general 

population (Heilskov et al., 2020).  

5. Strengths and limitations 

The present study makes a preliminary contribution to the validation of the Italian version of 

the Questionnaire for Psychotic Experiences (QPE-I) and add to the growing body of literature 

that supports the use of dimensional and transdiagnostic approaches to assessing psychotic 

experiences. Initial evidence gathered showed good feasibility, comprehensibility, and 

psychometric properties in a general population sample. A key strength of this work is the cross-

cultural adaptation process, which was conducted in accordance with established guidelines and 

is supported by initial reliability and validity indicators that align with those of the original 

instrument. The qualitative data collected also provides interesting information on the 

phenomenology of psychotic experiences, suggesting the usefulness of the questionnaire in this 

regard. 

However, several limitations must be acknowledged. First, the sample size was modest, so the 

findings should be interpreted as preliminary. A larger sample size is required for more stable 

factor solutions and full validation, especially since PCA with Promax rotation requires a larger 

sample size to capture complex structures. Second, the study relied exclusively on non-clinical 

participants. While this approach is appropriate for the initial stages of adaptation, it limits the 

generalizability of the results to clinical populations, in which psychotic experiences are more 

frequent and severe. Third, future studies should examine additional psychometric properties, 

including test–retest reliability and inter-rater agreement. Moreover, from a qualitative and 

theoretical standpoint, the questionnaire lacks some relevant information. For instance, studies 

on latent inhibition suggest that abnormalities in salience assignment could lead to hallucinations 

and unusual beliefs (Myles et al., 2023). The QPE-I primarily focuses on the phenomenological 

characteristics of hallucinations and delusions, so it is beyond its scope to assess the cognitive 

mechanisms implicated in psychosis. 

Overall, despite these limitations, the current work provides a foundation for continued QPE-

I validation. Including clinical samples and larger cohorts in future research will be essential to 

confirm the factorial structure, enhance the generalizability of the findings, and fully establish 

the clinical utility of the instrument in the Italian context. 
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6. Conclusions 

The Italian version of the Questionnaire for Psychotic Experiences (QPE-I) provides a detailed 

picture of both qualitative and quantitative aspects of psychotic phenomena, offering valuable 

insights into the nuanced dimensions of these experiences. This makes it particularly useful for 

transdiagnostic assessment, examining qualitative differences in psychotic experiences among 

individuals with different psychiatric disorders, such as schizophrenia and borderline personality 

disorder, where the phenomenological quality of the experience rather than its quantity is crucial 

for a deeper understanding.  

QPE-I has demonstrated its applicability to non-clinical populations, providing insight into 

common, often overlooked symptoms. The QPE-I could be very useful for application in 

psychotherapy settings, allowing clinicians to monitor symptomatology improvements over 

therapeutic interventions, providing a structured framework for assessing changes in the 

phenomenology of psychotic symptoms and providing an outcome measure for intervention 

research. 

Further studies are needed to confirm and extend the psychometric properties of the QPE-I 

and to ensure its robustness and applicability across different populations. Nonetheless, the 

QPE-I stands as a useful tool that significantly enriches the understanding and assessment of 

psychotic experiences in our country. 
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ANX - Anxiety 
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PSY - Psychoticism 
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