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Abstract

Background Paranoia is common in the general population. Focusing on values and enhancing value-based acts may attenu-
ate it. This study compared three brief (30-min, self-directed) online conditions: focusing on values and value-based goal
setting (n =30), goal setting only (n=32) and non-values/goals control (n=32) in a high paranoia sample.

Methods Participants were randomly assigned to condition. State paranoia (primary outcome) and positive and negative
self-views following a difficult interpersonal experience (secondary outcome) were assessed at baseline and two-weeks.
Results Intention-to-treat: state paranoia was significantly lower following the values condition as compared to non-values/
goals control (np®=.148) and goals only (np?>=.072). Only the former comparison was significant. Per-protocol: groups did
not significantly differ (p =.077). Within-group effect sizes: values and value-based goal setting (intention-to-treat d=.82,
per-protocol d=.78), goals only (intention-to-treat d =.41, per-protocol d =.42) non-values/goals control (intention-to-treat
d=.25, per-protocol d=.24). Positive self-views increased in all conditions. The increase was largest for the values condi-
tion, but not significantly so.

Limitations Reliance on self-report, brief follow-up, predominantly White female sample.

Conclusions The values condition was most effective at reducing non-clinical paranoia. The values condition appeared to
increase positive self-views more so than comparison groups, but the sample was small and the difference was non-significant.

Keywords Values - Goals - Paranoia - Self-esteem

Introduction

Paranoia describes the belief that others will intentionally
cause one harm (Freeman & Garety, 2014), which can be
conceptualised as existing on a continuum ranging from
mild concerns of suspicion and distrust of others (e.g., oth-
ers want to cause me harm), to less commonly reported
delusions of persecution, which are more typical in clini-
cal presentations (e.g., severe threat from others; Freeman
et al., 2019). Paranoia is commonly reported in the general
population with approximately 28% of individuals reporting
elevated levels of paranoid thinking in everyday life (Free-
man et al., 2019). Across the spectrum of experience, para-
noia has been associated with common risk factors (e.g.,
urban dwelling, victimisation, childhood adversity) and
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psychological mechanisms (e.g., negative self-beliefs, inter-
pretation bias, worry, negative affect; see Freeman et al.,
2019). High paranoia in the general population is associ-
ated with distress, poor physical health and suicidal ideation
(Freeman & Garety, 2014). Furthermore, it can be a risk fac-
tor for future psychotic illness (e.g., Hanssen, 2005; Poulton
et al., 2000; van Os et al., 2001). Relative to other psychotic-
like experiences, paranoia is also more resistant to change
(Allen-Crooks & Ellett, 2014; Van der Gaag et al., 2014)
and is slow to dissipate once activated (Ellett & Chadwick,
2007). Identifying factors that attenuate paranoia is impor-
tant in its own right, as well as having the potential to inform
effective clinical interventions and offset the escalation of
difficulties in the general population (Elahi et al., 2017).
Intervention research is increasingly interested in devel-
oping therapeutic approaches that are recovery focused;
that is, “personalised, meaningful, and engaging” (Free-
man, 2019) and that help people to become themselves
more fully (Chadwick, 2019). One such approach, which
is central to Acceptance and Commitment Therapy (ACT;
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Hayes, Strosahl & Wilson, 2004), is helping individuals to
identify and reflect on the areas in life they most care about
— their values—and establishing patterns of behaviour that
increase the concordance between their values and day-to-
day actions. A few studies have investigated the independ-
ent effects of values and committed action on aspects of
psychological health. For example, Villatte et al. (2016)
examined the effects of an 8-week, face-to-face, values and
committed action intervention on psychological distress
in an adult sample who met clinical case status using the
Brief Symptom Inventory (Derogatis, 1993). They reported
significant improvements in distress and quality of life fol-
lowing the values intervention with effects maintained at
3-month follow-up. Similar effects have been reported in
student samples (e.g., Levin et al., 2020; Petersen et al.,
2019). Within social psychology, the psychological benefits
of brief value reflection tasks (i.e., without the addition of
value-based goal setting) have been extensively investigated.
Here, research demonstrates that focusing on a strongly held
value or personal strength mitigates the impact of difficult
experiences on the self, by helping to remind people of
their broader identity and global self-worth (e.g., Sherman
& Cohen, 20006).

ACT as a full treatment package has shown promising
effects for individuals experiencing high levels of para-
noia (e.g., Shawyer et al., 2017; Tyrberg et al., 2017), but
the independent effects of values and committed action
for people with high levels of paranoia has not previously
been investigated. Examining the impact of a values reflec-
tion task on paranoia in a predominantly student sample,
Kingston and Ellett (2014) reported that participants who
reflected on a core value experienced less paranoia follow-
ing a threat induction than those in a non-values control
group. Extending this, Evans et al. (2019) reported that the
combination of values reflection plus value-based goal set-
ting on paranoia exceeded the effects of values reflection
alone when effects were examined over a two-week period.
Moreover, the values plus value-based goals intervention
was most effective for those with low self-esteem. This is
especially relevant to individuals experiencing paranoia, as
negative self-processes such as low trait self-esteem (high
negative and low positive self-beliefs), unstable state self-
esteem (highly fluctuating positive and negative self-beliefs)
and negative core beliefs (negative global self-beliefs) have
been established as causal mechanisms across the spectrum
of experience (e.g., Jongeneel et al., 2018; Kesting & Lin-
coln, 2013; Thewissen et al., 2008, 2011).

Overall, therefore, research suggests that reflecting on a
core value and setting value-based goals may help to attenu-
ate non-clinical paranoia, but this has only been tested in
samples with mild-moderate levels. Testing the possible
benefits for individuals with high non-clinical paranoia
is important, not only because of the negative effects of
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paranoia on day to day life and well-being, but also because
this research has the potential to inform our understand-
ing and treatment of clinical paranoia. The main aim of
the current study was to examine whether a brief, online
values-based intervention (value identification, reflection,
and setting value-based goals) could be effective in reducing
paranoia (primary outcome) for individuals with high non-
clinical paranoia. Whilst previous research has shown that
reflecting on a core value and setting value-based goals is
more effective than the reflection task alone, without a goals
only comparison, it was not possible to ascertain whether the
effects were driven by the combining of values and goals,
or by goal setting in and of itself. In the current study, two
comparisons were therefore utilised; a goal setting only
condition and a non-value and goals control. Finally, we
examined whether participating in the values-based inter-
vention impacted future experiences that paranoia-prone
individuals find challenging — that is, difficult interpersonal
experiences. Here, we tested whether positive and negative
self-views (secondary outcome), following a recent difficult
interpersonal event, were higher/lower following the values-
based intervention as compared to goals only and control.
We examined positive and negative self-views independently
from one another based on research showing that individuals
can simultaneously hold positive and negative beliefs about
the self, that these dimensions independently contribute to
self-esteem and paranoia (Kestling & Lincoln, 2013) and
that they independently predict behaviour (Barrowclough
et al., 2003).

Method
Design

A three-armed single-blind randomised control trial was
conducted fully online and hosted at a British University.
Participants completed baseline assessments (T1) before
being randomised to one of three brief, self-administered,
online conditions: (i) two-week value clarification, reflec-
tion and value-based goal setting task (V + G), (ii) two-week
goal setting only intervention (GO) or (iii) non-values/goals
control (NVGC). After the two-week period, participants
recompleted baseline questionnaires (T2). This included par-
ticipants being asked to identify and describe a challenging
interpersonal experience occurring within the last week. Par-
ticipants then rated how they felt about themselves in that
interpersonal context using a series of positive and negative
self-descriptors. The study protocol was approved by the
host University Ethics Committee, and all participants gave
online informed consent prior to participation.
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Participants

High non-clinical paranoia has previously been estab-
lished using a cut-off score of 1SD above the non-clinical
norm of the Paranoia Scale (Fenigstein & Vanable, 1992;
e.g., PS> =53, Combs & Penn, 2004). Based on this, we
recruited participants who were 18 years or older and had a
PS score of 53 or greater. Power analysis using G¥POWER
indicated that a total sample of n=92 (31 per condition)
would detect a medium-large effect size on change in state
paranoia with 80% statistical power and a=0.05. A mixed
community-university sample of n=93 (82% female, 85%
students, 68% White British, 12% Asian, 10% Other, 7%
mixed race, 4% Black) participants were recruited to the
study. Participants were recruited via posts on social media,
participant recruitment websites, and an online university
platform for research. The sample age ranged from 18 to
47 years old (M =21.0 years, SD=4.9 years). A Consort
diagram of participant flow through the study is outlined
in Fig. 1.

Measures
Paranoia Inclusion Criteria
Paranoia Scale (Fenigstein & Vanable, 1992) is a 20-item

questionnaire designed to measure non-clinical paranoid
thoughts (e.g., “Someone has it in for me”; “I sometimes

feel as if I am being followed”). Items are rated from I =not
at all applicable to me to 5 = extremely applicable to me and
total scores range from 20 to 100, with higher scores indicat-
ing higher levels of paranoia. The PS is a well-recognised
method for detecting paranoid thoughts (Freeman, 2008),
with good internal reliability (a=0.84), construct validity,
and test—retest reliability (a=0.70) over 6-months period
(Fenigstein & Vanable, 1992). Cronbach’s alpha in this sam-
ple was 0.91.

Primary Outcome

Paranoia and Depression Scale (PDS) — Paranoia subscale
(Bodner & Mikulincer, 1998) is a 7-item measure of state
paranoia, developed for use in non-clinical experimental
contexts. Items rate the frequency of paranoid thoughts (e.g.,
“I do not trust other people’s intentions”, “I feel like people
are hostile to me”), ranging from I =not at all to 7=very
often. Total scores range from 7 to 42. The scale has shown
good construct validity when correlated with other meas-
ures of paranoia (e.g., SCL-90 paranoia subscale (r=0.67,
p<0.001; Bodner & Mikulincer, 1998), and the Paranoia
Scale (r=0.53, p<0.001; Kingston & Ellett, 2014). Good
discriminate validity has been reported when differentiat-
ing paranoia and depression in clinical groups (Bodner &
Mikulincer, 1998). In the present sample, the PDS-Paranoia
subscale had good interval validity (alpha=0.84).
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Secondary Outcome

Reactions following a difficult interpersonal event. At T1
and T2, participants were asked to “bring to mind an event
that occurred in the last week involving an interaction with
another person or group that you found difficult’. They were
asked to describe the event and why they found it difficult,
as well as providing information on the number and type of
people present. Following this, they were asked to rate their
reactions to this event (“During the interaction I felt....”)
using 8 randomly ordered items from the Southampton State
Self-Esteem Scale (Sedikides, 2008). These items were
selected due to their interpersonal nature — i.e., they captured
positive and negative self-views in an interpersonal context
(negative: inadequate, stupid, unappreciated, rejected and
positive: accepted, competent, effective, respected) using a
9-point Likert scale (/ =not at all to 9=extremely).

Goal Adherence. Self-reported goal adherence was
assessed at follow-up in both active conditions through the
use of a single binary item “Did you complete one of your
set goals in the past two weeks?” (Response: “yes” or “no”).

Conditions

Values Clarification, Reflection and Value-Based
Goal Setting Condition (V + G)

A computerised version of the V+ G intervention was uti-
lised. Participants read a brief description of values (e.g.
Chase et al., 2013; Harris, 2008, 2011, 2013), after which
they completed a digital card-sort task (Harris, 2008, 2013),
allocating 58 cards to one of three piles: very important to
me; quite important to me; not important to me (Ciarrochie
& Bailey, 2008; Harris, 2008, 2013). Participants then chose
a very important value to write about for ten minutes, focus-
ing on why it is meaningful to them and describing a time
it made them feel good about themselves. As a manipula-
tion check, participants then wrote two reasons why their
chosen value was important to them (Sherman et al., 2006).
After this, participants completed a goal-setting task (Evans
et al., 2019). Participants read a rationale for values-based
goal setting and were given guidance on setting a personally
meaningful values-based goal to work on over the next week
using ‘SMART" principles: specific, meaningful, adaptive,
realistic and time-framed (Harris, 2008, 2013). All data (i.e.,
the card sort, the written values reflection task, the question-
naire data, and the chosen goal) was completed online and
submitted to the experimenter via the online system. Two
weeks later, as part of T2 data collection, participants were
asked whether they had successfully completed their goal
(“yes/no”).
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Goal Setting Only Condition (GO)

This condition was the same as the values-and-goals condi-
tion, but excluded the values component. That is, partici-
pants were orientated to the notion of goals and goal setting.
They were then asked to generate a ‘SMART’ goal to com-
plete over the next 2-week period. These instructions were
identical to the values-and-goals condition. Two weeks later,
participants were asked whether they had successfully com-
pleted their goal. In this condition, it was possible that the
goals chosen by participants were value-based goals, despite
having not been explicitly asked to do this. If so, this could
invalidate the goals only condition as a comparison group.
To address this, participants in this condition completed the
online card sort task (described above) at the end of the
study and were asked to indicate the extent to which the
goal that they had chosen 2-weeks previously (i.e., as part
of the goals only condition) was in line with their top value
(“0” — not at all to “10” completely).

Non-Values/Goals Control (NVGC)

A computerised version of the non-values control condition
descried by Evans et al. (2019) was utilised. This condition
was similar to the initial stages of the values-and-goals con-
dition, in that participants were informed about values and
asked to sort 58 values into the above described piles. After
the card sort, participants were instructed to select their least
important value and to write about it from the perspective of
someone else. This control condition is typically used within
social psychology literature as it controls for non-specific
aspects of the values task (i.e., ranking values followed by a
focused writing task), but crucially does not involve reflect-
ing on one’s top values (McQueen & Klein, 2006).

Procedure

Consenting participants completed the experiment online
using Qualtrics software (Qualtrics, Provo, UT). After read-
ing a participant information sheet and providing online
consent, participants provided demographic data, and com-
pleted baseline assessments. All participants were invited
to participate, but only the data of those meeting criteria
for high non-clinical paranoia (described above) were uti-
lised for the current study. After completing baseline assess-
ments, participants were automatically randomised by Qual-
trics software to one of the three experimental conditions
described above. All conditions and all questionnaires were
fully computerised and completed without support (i.e.,
fully self-help). Two-weeks later, a follow-up email with a
link to post-intervention questionnaires was sent automati-
cally to participants. The follow-up survey (T2) required
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participants to complete measures of state paranoia (PDS)
and goal adherence (V + G and GO only). After completing
T2 measures, those in the GO condition completed the card
sort task (see above).

Analysis Strategy

Sociodemographics and study variables for the three condi-
tions at baseline were explored using two-sided independent
t-tests and Pearson Xz—tests. Similarly, dropout, defined as
those participants not completing the post-treatment assess-
ment, were compared to those completing it, to assess sys-
tematic attrition. Two manipulation checks were conducted
prior to hypothesis testing. Firstly, to examine whether par-
ticipants in the V + G condition had written about values
that were important and meaningful to them, the experi-
menter read the essays and checked post-essay items (see
methods section). Secondly, we wanted to assess whether
GO participants had selected valued-goals, despite not being
explicitly asked to (which could invalidate this condition as
a comparison condition). We therefore examined scores on
the likert scale administered at the end of the experiment,
which measured the extent to which the goal that they had
devised 2-weeks previously was in line with their top value.

Next, to examine the effect of conditions on state para-
noia, the primary analysis was carried out as an Intention to
Treat analysis (including all those randomised), including
the data of all those meeting inclusion criteria. Missing data
was managed using Multiple Imputation (MI) and Predic-
tive Mean Matching in SPSS, with 10 iterations (computed
per condition) calculated and averaged. Multiple imputa-
tions were conducted on each condition separately in order
to limit the impact on any potential interactions between
groups (Sullivan et al., 2018). Secondary analysis was com-
puted in the “per protocol” sample, defined as those partici-
pants who 1) met inclusion criteria, 2) completed all stages
of assessments and 3) reported completing all aspects of
the intervention (e.g., essay provided for V+G and NVGC,
goals set for V+ G and GO). The aim of the latter analysis
was to examine the effects of the interventions when suc-
cessfully administered to the target population.

The primary and secondary outcomes were tested using
3 (V+G, GO, NVGC) X 2 (T1, T2) repeated measures
ANOVA:s. Significant interactions were decomposed using
between-group and within-subject analyses. First, one-
way ANCOVAs were computed to compare V+G, GO
and NVGC whilst controlling for baseline paranoia. Next,
post-hoc paired samples t-tests were computed to assess the
significance of change per condition. Effect sizes are also
reported. For post-hoc analyses, alpha was set to p <0.01 to
adjust for multiple comparisons.

Results
Descriptives and Preliminary Analyses

Trait paranoia scores ranged from 53-83 (M =61.38,
median=159, SD=28.21). All variables were normally dis-
tributed and conditions were equivalent on all sociode-
mographic (gender: y 2(2)=0.268, p=0.874, ethnicity: y
2(8) =13.07, p=0.109; age: F; ¢5y=0.1.133, p=0.327) and
baseline variables (Paranoia Scale: F, o,)=0.272, p=0.763,
state paranoia: F, ¢5,=0.179, p=0.837).

Essays and manipulation check items from the V+G
group were read to ensure that all participants had iden-
tified values that were highly meaningful to them. The
most commonly identified values in the V4G group were
‘Authenticity’ (n=3, example goal: "To do more things that
benefit myself and that I enjoy. It can be measured by the
amount of times I make a decision based on my own wants
and needs") and ‘Kindness to Self and Others’ (n=3, exam-
ple goal: "Ring someone that is important to me every day
for at least five minutes to maintain our relationship and
let them know I am thinking of them e.g. my grandparents,
my sister, my auntie, friends etc".). Two people identified
‘Self-development’, two people identified ‘Trust’, and one
person identified ‘Acceptance’, ‘Contribution’, ‘Freedom’,
‘Fun’, ‘Gratitude’, ‘Humour’, ‘Open Mindedness’, ‘Respect’,
‘Self-Care’, ‘Self-Control’, and ‘Skilfulness’. In the NVGC
group, n=23§ identified ‘Power’, n=3 identified ‘Romance’,
n=3 identified ‘Sexuality’, n=2 identified ‘Conformity’,
n=2 identified ‘Contribution’, and n=1 identified ‘Asser-
tiveness’, ‘Creativity’, ‘Flexibility’, ‘Honesty’, ‘Independ-
ence’, ‘Patience’, ‘Self-care’, and ‘Sensuality’.

The final check before analysis was to assess whether
GO participants had selected value-based goals, despite not
being explicitly asked to. To assess this, we examined scores
on the single Likert scale, which asked the extent to which
the chosen goal was in line with values from their “most
important to me” pile from the card sort. The mean value
consistency score was low (Mean=3.27, SD=3.78) sug-
gesting that goals in this condition were not value congruent.

Main Analyses: State Paranoia

Intention-to-treat Analyses are reported in Table 1. The
Time*Condition interaction was significant. Controlling
for state paranoia at T1, T2 levels were significantly lower
in V+G as compared to NVGC (F(; ¢;,=10.60, p=0.002,
n p>=0.148). T2 paranoia was lower in V + G as compared
to GO, but this was not significant at the adjusted p-level
of 0.01 (F(;s5)=4.52, p=0.038, 1 p?>=0.072). GO and
NVGC did not significantly differ (F; sq,=1.08, p=0.303,
n p>=0.018). Paired samples t-tests showed a significant
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Table 1 Means (SD), interactions, and group comparison statistics
for state paranoia scores

V+G GO NVGC
ITT (n=93)
State Paranoia TI ~ 24.28 (7.33)  23.48(8.28)  23.28 (5.37)
State Paranoia T2 18.39(6.35)  21.01 (7.37)  22.18 (6.44)

Condition"Time Inter: F, g9,=5.387, p =.006, partial I*=.107
PP (n=65)

State Paranoia TI ~ 24.78 (6.63)  23.00 (7.39)  23.00 (5.29)
State Paranoia T2~ 18.91(7.04)  20.45(7.98)  21.82(7.18)

Condition"Time Inter: F(, ¢,,=3.27, p =.045, partial I]*=0.095

V+G=values and value-based goal setting; GO=goals only;
NVGC =non-values/goals control

reduction in paranoia from T1-T2 for V+ G (t(31)=4.63,
p<0.001, d=0.82) and GO (t3,,=2.206, p=0.036,
d=0.41), but not NVGC (¢3,,=1.40, p=0.172, d=0.25).

Per Protocol Analysis Also showed a significant
Time*Condition interaction. Controlling for T1 state
paranoia, T2 scores were lower in V+ G as compared to
NVGC and GO, but not significantly so with p-values
adjusted (NVGC: F; 45,=4.79, p=0.034, n p®=0.102 and
GO: Fy43,=1.74, p=0.195,  p*=0.042). Paired samples
t-tests showed a significant reduction in paranoia from T1-T2
for V+G (t(22)= 3.74, p=0.001, d=0.78), but not for GO
(t19y=1.87, p=0.077, d=0.42), or NVGC (7,,=1.11,
p=0.281,d=0.24).

Goal Completion

In both the V + G and GO condition, 61% of participants
reported completing their goals.

Reactions to a Difficult Interpersonal Event

Due to an administration error, 12 participants did not
receive the reactions to interpersonal events measure. A
further nine received it but did not complete it. Thus, anal-
yses were based on n=44 (V+G n=14, GO n=16 and
NVGC n=14). Figure 2 illustrates mean T1 and T2 scores
for positive and negative self-views per group. Inspection of
the means suggested that baseline negative self-views were
lower in the V 4+ G than GO and NGVC, but not significantly
80 (F(p43=2.24, p=0.12). For all groups, negative self-
views appeared to be relatively stable from T1-T2, suggest-
ing conditions did not affect negative self-views. For posi-
tive self-views, means suggested equivalence across groups
at baseline and improvements in positive self-views from
T1-T2 in all conditions. V + G showed the greatest increase.
A mixed repeated measures ANOVA indicated a main effect
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Fig.2 Endorsement of positive and negative self-evaluations fol-
lowing a difficult interpersonal event at T1 (baseline) and T2
(2-week follow-up) with standard error bars. Higher scores reflect
higher negative self-views (top) and higher positive self-view (bot-
tom). V+G=values and value-based goal setting; GO=goals only;
NVGC =non-values/goals control

of Time (F; 4;y=5.377, p=0.025) but the Time*Condition
interaction was not significant.

Discussion

The current findings suggest that individuals with high levels
of non-clinical paranoia engaged with these brief online and
self-help tasks, with levels of drop-out (30%) comparable
to online interventions for other presentations (see Melville
et al., 2010). Results from the ITT analysis indicated that a
values clarification and reflection task followed by values-
based goal setting (i.e., V + G condition) led to lower levels
of state paranoia after a 2-week period as compared to goal
setting alone and a non-values/goals control. Paranoia scores
were significantly lower for V +G as compared to the no
values/goals control (large ES) whereas scores were lower,
but not significantly so, when comparing V + G to goals only
(medium ES). Significant within-subject’s reductions in par-
anoia were reported for V+ G and GO, with uncontrolled
effect sizes of d=0.82 and d=0.41 respectively. In the per
protocol sample there were no significant between-group
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effects over time. Looking at within-group change, the
effect sizes were comparable to the ITT analysis, but only
the V 4+ G condition showed significant reductions in para-
noia. Contrasting ITT and PP findings, the between group
differences were greater in the ITT sample. This may have
occurred because the V+ G condition retained individuals
with higher baseline state paranoia (i.e., the baseline mean
for the ITT sample was lower than that of the PP sample),
whereas the reverse occurred for GO and NVGC. Overall,
these findings suggest that focusing on a core value and pur-
suing value-based action can affect a reduction in paranoia to
a greater extent than setting and pursuing goals that are not
formulated within the context of an individual’s values. Ten-
tatively, this finding suggests that embedding goal setting—a
common and well utilised therapeutic technique—within an
individual’s core values enhanced the effectiveness of the
intervention.

The current study also sought to investigate whether
conditions differentially impacted positive and negative
self-views following a difficult interpersonal experience.
Although the three conditions did not significantly differ on
positive or negative self-views over the two-week period,
mean scores suggested two noteworthy observations: (a)
none of the conditions effected negative self-views overtime
and (b) positive self-views increased in all conditions over
time, but noticeably more so for those in the V +G condi-
tion. These findings must be interpreted with caution, given
the small sample and non-significant findings. Tentatively,
they suggest that V 4+ G participants evaluated themselves
more positively following a difficult interpersonal event than
participants in the other two conditions. Research has not
previously investigated the impact of values work on self-
views following difficult experiences; however, these find-
ings complement those of Jaremka et al. (2011) who found
that reflecting on an important aspect of the self reduced
subsequent distancing from others following a lab-based
interpersonal threat. Future research would benefit from
testing the replicability of this finding in a larger sample,
in standardised settings and in real time, such as by using
virtual reality or a social interaction role play. If replicated, it
would be useful to examine the specifics of this effect, such
as whether enhanced positive self-views mediates the effect
of V+ G on paranoia.

The current findings should be considered in light of sev-
eral limitations. Firstly, the impact of the conditions was not
examined over the longer term and, as such, it is not pos-
sible to ascertain whether the observed effects are durable.
Secondly, there are measurement issues for both the primary
and secondary outcome. Both relied on self-report, and the
secondary outcome measure—reporting on past negative
events—is likely to have involved different types of recall
bias. Furthermore, the effect of concurrent difficulties such
as, for example, depression and anxiety were not controlled

for. Future research would benefit from including a range
of indices of paranoia, such as by examining the impact of
the interventions on behavioural outcomes in a virtual real-
ity environment or an artificially constructed, standardised,
difficult interpersonal event (e.g., Cyberball, social interac-
tion role play). Thirdly, whilst all participants presented with
high levels of paranoia, the sample was nonetheless pre-
dominantly white and female. As such, several of the charac-
teristics known to be associated with high levels of paranoia
(e.g., ethnic minority groups, males) were not represented.
This limits the generalisability of the findings. Finally, para-
noia is a multifaceted experience and future research would
benefit from examining belief dimensions such as distress,
conviction and impact on functioning.

Notwithstanding these limitations, the study has some
tentative implications. Firstly, the findings suggest that a
brief values clarification, reflection and values-based goals
intervention may provide a low intensity and non-pathol-
ogising method for attenuating high levels of paranoia in
non-clinical groups. Secondly, goal setting is a commonly
utilised and transdiagnostic clinical method that is a cor-
nerstone of many cognitive behavioural interventions. The
current data tentatively suggest that the effects of goal set-
ting on paranoia were enhanced by rooting this process in
an individual’s values system. Future research would ben-
efit from examining whether the differences observed here
are evident for other areas of distress, with the potential for
enhancing goals-based interventions.
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