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Methods 
Setting and design

We used data from the 2000 survey, which covered all of Great Britain except the Highlands and Islands of Scotland, and from the 2007 survey, which covered only England. Full details of the survey methods can be found elsewhere1-2. The targeted age range was 16–74 in 2000, and 16 and upwards in 2007. In both surveys, the sampling frame was the Small Area Postcode Address File. Adults living in private households were selected using population-based multi-phase probability sampling. Experienced survey interviewers identified private households containing at least one person. They used the Kish grid method to select at random one person in each household, ensuring that all eligible household members had the same chance of being selected3. Most of the instruments used in the two surveys were identical, thus permitting direct comparison.  Stratification of primary sampling units by region and socioeconomic characteristics was more fine-grained in 2007 than in 2000, but in each case data could be weighted to take account of survey design and non-response, in order to render the results representative of the household population in the chosen age range. The sample sizes were designed to have the statistical power required for estimating the prevalence of less common disorders (0.5%-1.0%) by age, sex and region. The numbers of individuals successfully completing phase 1 interviews in the two surveys were 8580 and 7403, respectively. Phase 1 interviews were carried out by the survey interviewers, using a detailed questionnaire which established socio-demographic characteristics, as well as covering a range of other topics. Screening procedures were applied to determine eligibility for the phase 2 interviews, which were carried out by clinically trained research interviewers. The 18 month follow up of a subsample (N=2406) of the 2000 survey used selected instruments from the first phase of the main survey.

Some analyses were limited by the restriction of data collection to one or other survey. When the relevant data had been collected in both surveys, we chose to analyse the surveys independently, as a way of corroborating our findings (we could equally have amalgamated them to increase power).

We had access to three ways of identifying psychotic phenomena: a diagnosis of psychosis, specific ratings of paranoid ideation and auditory hallucinations, and the score on a continuously distributed dimension of paranoia.

 Identifying psychotic symptoms and psychotic disorders

In each survey, participants were screened during phase 1 for possible psychosis, a process that included the Psychosis Screening Questionnaire (PSQ)4.

The PSQ comprises items relating to hypomanic mood, thought interference, paranoid ideation, strange experiences, and auditory hallucinations. Participants were invited for a phase-two assessment if they met one of the following criteria:-

· Currently on anti-psychotic medication

· An inpatient stay for a mental or emotional problem in the past three months, or admission to a hospital or ward specialising in mental health problems at any time.

· A positive response to question 5a in the PSQ. This relates to auditory hallucinations. 

· A self-reported diagnosis of psychotic disorder or of symptoms suggestive of it.

It was assumed that participants not meeting any of these criteria did not have psychosis.

A definitive diagnosis of psychosis was made in phase 2, and was based on the Schedules for Clinical Assessment in Neuropsychiatry (SCAN) system5, a semi-structured clinical interview that, with its attendant algorithm, provides ICD-10 diagnoses of psychotic disorder. In view of the expected low prevalence of psychotic disorders, a single category was created corresponding to ICD-10 codes F20–F30 and those F31 codes that require psychotic symptoms. However, in the analyses presented here, we used a measure of “probable psychosis”. This category included SCAN positive cases, together with some participants who were not interviewed with SCAN. The latter were chosen because they met at least two of the phase 1 psychosis screening criteria listed above (see Sadler & Bebbington6 for details and rationale). 

The PSQ allowed us to identify, in the first phase of the main surveys and in the 18 month follow-up of the 2000 survey, the specific symptoms of persecutory ideation and auditory hallucination. These were treated as ordinal variables in the analyses presented here.

Finally, the data from the 2000 survey allowed us to construct an overall paranoia score, using 15 items from two screening instruments, the questionnaire version of the Structured Clinical Interview for DSM-IV (SCID-II)7, and the PSQ. The rationale behind this procedure is set out by Bebbington et al.8.  The resulting continuum was centred on cognitions of self reference, mistrust, interpersonal sensitivity, and persecution, which together are held to contribute to the formation of persecutory delusions9. 

Other mental symptoms 

Depressive symptoms were assessed in the first phase with the Clinical Interview Schedule Revised (CIS–R)10. This is an interviewer-administered structured interview schedule covering the week prior to interview. We here used a continuous score of symptoms, which we then divided into four levels of severity (0-5, 6-11, 12-17, and 18+). Hypomanic mood was assessed in relation to the past year in the first section of the PSQ.

The 2007 survey included screening for PTSD, using the Trauma Screening Questionnaire (TSQ)11. This covers the re-experiencing and arousal features of PTSD, but not criteria related to avoidance and numbing. Respondents were first asked whether they had experienced a traumatic event at some time in their life after the age of 16. If so, they rated ten PTSD items in relation to the past week. Endorsement of six or more of these was taken to indicate a positive screen for PTSD.
Sociodemographic variables

In addition to sex we controlled for age, employment status, marital status, and ethnic grouping. Age was grouped into 10-year bands commencing at 16. Participants were divided into those in employment and the remainder. Marital status was coded as single, married or cohabiting, divorced or separated, and widowed. Participants were asked to allocate themselves to an ethnic group, using the same categories as the most recent Census: because of the relatively small numbers in most groups, categories were collapsed into a black group vs the remainder. 
Assessing a history of sexual abuse

The 2007 survey included detailed enquiry about sexual abuse in a confidential computer-based self-completion part of the first-phase interview. Respondents were asked about different levels of sexual abuse12 as follows:

(a) Has anyone talked to you in a sexual way that made you feel uncomfortable?

(b) Has anyone touched you, or got you to touch them, in a sexual way without your consent?

(c) Has anyone had sexual intercourse with you without your consent?

Such events were dated precisely. In our analyses here, we focus on abuse in childhood (age <16) that involved sexual intercourse or other physical molestation. 
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Supplementary Tables

Supplementary Table 1: The cross-sectional relationship between mood instability and paranoid ideation

	National Psychiatric Morbidity Survey (NPMS) 2000 

	
	Odds ratio (95% confidence limits)
	T
	p>t

	Unadjusted


	4.68 (4.07-5.37)
	21.97
	<0.001

	Controlling for sociodemographic variables 1
	4.36 (3.77-5.04)
	19.98
	<0.001

	Controlling for the above plus CIS-R total score
	2.27 (1.93-2.68)
	9.79
	<0.001

	Controlling for above plus hypomanic mood
	2.26 (1.92-2.67)
	9.75
	<0.001

	Adult Survey of Psychiatric Morbidity (APMS) 2007

	
	Odds ratio (95% confidence limits)
	T
	p>t

	Unadjusted


	5.74 (4.90-6.73)
	21.60
	<0.001

	Controlling for sociodemographic variables 1
	5.09 (4.32-6.01)
	19.46
	<0.001

	Controlling for the above plus CIS-R total score
	2.35 (1.91-2.89)
	8.09
	<0.001

	Controlling for above plus ptsd symptoms and hypomanic mood


	2.25 (1.82-2.77)
	7.61
	<0.001


1 age, sex, marital status, employment status and ethnicity

Supplementary Table 2: The cross-sectional relationship between mood instability and auditory hallucinations

	National Psychiatric Morbidity Survey (NPMS) 2000 

	
	Odds ratio (95% confidence limits)
	T
	p>t

	Unadjusted


	3.38 (2.6-4.38)
	9.19
	<0.001

	Controlling for sociodemographic variables 1
	3.18 (2.44-4.13)
	8.66
	<0.001

	Controlling for the above plus CIS-R total score
	1.62 (1.21-2.17)
	3.24
	<0.001

	Controlling for above plus hypomanic mood


	1.61 (1.20-2.17)
	3.21
	<0.001

	Adult Survey of Psychiatric Morbidity (APMS) 2007

	
	Odds ratio (95% confidence limits)
	T
	p>t

	Unadjusted


	3.53 (2.67-4.68)
	8.86
	<0.001

	Controlling for sociodemographic variables 1
	3.13 (2.33-4.19)
	7.66
	<0.001

	Controlling for the above plus CIS-R total score
	1.70 (1.17-2.49)
	2.76
	0.006

	Controlling for above plus ptsd symptoms and hypomanic mood


	1.58 (1.05-2.36)
	2.23
	0.027


1 age, sex, marital status, employment status and ethnicity

