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Objective The Community Assessment of Psychic Experiences has been widely translated and commonly used as a measure for psychotic
experiences and psychosis proneness in clinical and research environments worldwide. This study aimed to establish the psychometric
properties (reliability and validity) and factor structure of a Korean version of the Community Assessment of Psychic Experiences (K-
CAPE) in the general population.

Methods A total of 1,467 healthy participants completed K-CAPE and other psychiatric symptom-related scales (Paranoia scale, Patient
Health Questionnaire-9, Dissociative Experiences Scale-II, and Oxford-Liverpool Inventory of Feelings and Experiences) via online sur-
vey. K-CAPEs internal reliability was analyzed using Cronbach’s alpha coefficient. Confirmatory factor analysis (CFA) was performed to
investigate whether the original three-factor model (positive, negative, and depressive) and other hypothesized multidimensional models
(including positive and negative subfactors) were suitable for our data. Exploratory factor analysis (EFA) was conducted to explore better
alternative factor solutions with a follow-up CFA. To assess convergent and discriminant validity, we examined correlations between K-
CAPE subscales with other established measures of psychiatric symptoms.

Results K-CAPE showed good internal consistency in all original three subscales (all greater than a=0.827). The CFA demonstrated that
the multidimensional models exhibited relatively better quality than the original three-dimensional model. Although the model fit indi-
ces did not reach their respective optimal thresholds, they were within an acceptable range. Results from the EFA indicated 3-5 factor so-
lutions. In 3-factor solution, “negative-avolition” items were founded to be loaded more consistently with depressive items than with the
negative dimension. In 4-factor solution, positive items were divided into two subfactors: “positive-bizarre experiences” and “positive-de-
lusional thoughts,” while negative symptoms were separated into two distinct subfactors in 5-factor solution: “negative-avolition (expres-
sive),” and “negative-social (experiential).” The correlation coefficients between K-CAPE subscales and corresponding measurements were
significant (p<0.001), confirming the convergent and discriminant validity.

Conclusion Our study provides evidence to support the reliability and validity of the K-CAPE and its use as a measure of psychotic symp-
toms in the Korean population. Although alternative factor structures did not improve the model fit, our EFA findings implicate the use of
subfactors to investigate more specific domains of positive and negative symptoms. Given the heterogeneous nature of psychotic symptoms,
this may be useful in capturing their different underlying mechanisms. Psychiatry Investig 2023;20(7):625-634
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INTRODUCTION shown that a high proportion of the nonclinical populations
report psychotic-like experiences (PLE)."¢ It has been sug-
Community-based studies over the past few decades have gested that individuals with PLE share demographic, func-
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Validation of K-CAPE-42 in General Population

tional, and pathophysiological characteristics with clinical
populations and that they have an increased risk of transition-
ing to clinical conditions in the future.*”” With such increas-
ing evidence, the continuum hypothesis of psychosis has been
proposed, which states that the psychotic symptoms exist
within a wide spectrum from subclinical psychotic experi-
ences to a full diagnosis of psychosis,'*"* with varying severi-
ty and duration.>®" Accordingly, clinical attention to non-
clinical groups with PLE has grown as investigations into
these populations may provide a better understanding of the
etiology of psychosis and other psychiatric disorders. Along
with this trend, several terms indicating nonclinical popula-
tions with PLE have emerged. For instance, “Ultra-high risk
(UHR)” for psychosis refers to people who are at high risk of
developing psychosis although the severity of their current
symptoms is not up to clinical diagnostic standards for psy-
chotic disorders.""* The Diagnostic and Statistical Manual of
Mental Disorders, 5th edition also included “attenuated psy-
chosis syndrome;” as a condition requiring further study as a
means of minimizing duration untreated psychosis and pro-
moting better outcomes in treating psychotic disorders.'® Be-
sides, recent studies have revealed that early intervention in
the high-risk of psychosis may prevent and/or delay the onset
of psychosis.”** Such progression has emphasized the impor-
tance of early identification of high-risk groups in commu-
nity samples, which can lead to early intervention before the
transition to clinical psychosis, improving the prognosis of
patients with psychotic disorders.

The process of identifying nonclinical populations with
PLE requires thorough clinical interviews conducted by
trained professionals. Comprehensive Assessment of At-Risk
Mental States is one of representative assessment tools cur-
rently used in research settings.” However, it is time-con-
suming and impractical considering that most nonclinical
populations with PLE do not visit hospitals, resulting in blind
spots where high-risk groups cannot receive a proper inter-
vention. It would be useful to develop improved screening
tools that can easily identify the presence of psychotic symp-
toms and track the course of psychosis in community sam-
ples. Previous studies have revealed that self-reported ques-
tionnaires are valid in detecting UHR individuals and assessing
psychotic symptoms.* By employing pre-diagnostic filtering
via self-report, results can be used as references for further
professional steps and can overcome limitations in clinical set-
tings (i.e., lack of trained staff and time constraints), increas-
ing the efficiency of identification.

Several screening tools for psychotic symptoms have been
developed, among which Community Assessment of Psychic
Experience—42 (CAPE-42) has been widely used in clinical
and research environments.”»” CAPE-42 is a self-reported as-
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sessment tool developed to measure the frequency and dis-
tress of a lifetime of psychic experiences in the general popu-
lation. Containing three dimensions (positive, negative, and
depressive symptoms), it evaluates the overall psychotic ex-
periences usually observed in schizophrenia. Along with its
proven psychometric properties,”* it has played a key role
as an essential assessment tool for research examining the
continuum hypothesis of psychosis.**® However, the validity
and reliability of the Korean version of CAPE-42 (K-CAPE-42)
have not yet been evaluated, though CAPE-15, comprising
only positive symptoms, has been translated into Korean and
validated.” Symptoms frequently observed in the prodromal
stage include depression, increased anxiety, social isolation,
and lack of motivation.*®** Given the heterogeneous symp-
toms in psychotic disorders, the simplified version may have
limitations in assessing overall aspects of psychotic experi-
ences for early detection of psychotic disorders.

Accordingly, the K-CAPE-42 seems to have the great po-
tential to be effectively used in research and medical settings
if validated as an assessment tool for individuals with PLE.
Thus, we aim to evaluate the reliability and validity of the K-
CAPE-42, examining whether it can be used as a measure of
the degree of psychotic symptoms in the general population.

METHODS

This study was approved by the Institutional Review Board
of Seoul National University Bundang Hospital (IRB no.
B-2011-648-306), and we obtained informed consent from
all participants. The present study was done as a part of an
ongoing project, “Investigating the Mechanisms underlying
Psychosis Associated with Childhood Trauma,” which aims to
investigate the effect of childhood trauma on behavior, brain,
and mental state.

Participants

The inclusion criteria of this study were: 1) participants
who are aged 18 to 40 years, 2) those who are fluent in Kore-
an to understand the instructions , and 3) those who have no
current or lifetime history of psychotic-related diseases and
psychiatric medications. Among 1,467 registered participants,
17 were excluded due to incomplete responses and/or being
found to be younger or older than the age criterion.

Assessments

K-CAPE-42

In the same way as the original version, K-CAPE-42 in-
volves 42 items, consisting of three dimensions: positive, neg-
ative, and depressive symptoms (20, 14, and 8 items, respec-



tively). Each item contains two 4-point Likert scales. That is,
participants’ lifetime prevalence of psychic experiences was
first rated as “never;” “sometimes,” “often;” and “nearly always”
(from 1 to 4). Next, they further indicated the degree of sub-
jective distress as “not distressed,” “a bit distressed,” “quite dis-
tressed,” and “very distressed” (from 1 to 4).

Prior to the translation process of K-CAPE-42, we first ob-
tained permission from the original author.! A clinical neu-
ropsychologist, who is fluent in both English and Korean,
translated the English version into Korean. After that, two
professional psychiatrists (KET and KSY) participated in the
back-translation process. Lastly, they evaluated whether trans-
lated words and phrases convey the same meaning and/or
implications as the original tool despite cultural differences.
As there were no significant differences between the original
and the translated version, the final Korean version of CAPE
with 42 items was developed (Supplementary Material in the

online-only Data Supplement).

Scales used for the validation process

To evaluate the convergent and discriminant validity of the
K-CAPEs three symptom dimensions (positive, negative, and
depressive), we employed several psychotic symptom-related
scales. For convergent validity, each three CAPE dimensions
and their corresponding tools are supposed to measure the
same construct and be related to each other. Conversely, for
discriminant validity, two measures should be measuring dif-
ferent constructs and unrelated. Thus, we assumed that two
related scales would be more significantly correlated than
other unrelated scales. For example, scales concerning posi-
tive symptoms would have higher correlation coeflicients with
CAPE-positive (CAPE-pos) dimension than with CAPE-neg-
ative (CAPE-neg) and CAPE-depressive (CAPE-dep) dimen-
sion scores. In the process of selecting scales, we considered
whether it is widely used, validated, easily accessible, and mea-
suring the same content.

The Dissociative Experiences Scale (DES-II) is a self-eval-
uated instrument for screening dissociative symptoms such
as derealization/depersonalization, absorption, and amnesia.”
A validation study of the Korean version of DES has been per-
formed and proven to be valid to assess dissociative symp-
toms in clinical and nonclinical samples.* Of the three sub-
scales, we used the depersonalization/derealization (DES-II-
DD) subdomain for analysis, expecting a high correlation
with the CAPE-pos dimension.

The Paranoia Scale (PS), consisting of 20 items, is a self-re-
port screening instrument measuring the frequency of sub-
clinical levels of paranoia, including ideas of persecution and
reference.”® The Paranoia Scale translated into Korean (K-PS)
has been validated.*
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The Oxford-Liverpool Inventory of Feelings and Experi-
ences (O-LIFE) is a 20-item self-report scale that measures
psychosis-proneness covering four dimensions: “unusual ex-
periences (e.g., magical thinking and perceptual disturbance),”
“cognitive disorganization (e.g., poor attention and decision-
making),” “introvertive anhedonia (e.g., reduced feelings of
social and physical pleasure),” and “impulsive nonconformity
(e.g., impulsive, anti-social mood and behaviors).” In this study,
the dimension of introvertive anhedonia (O-LIFE-IA) and
unusual experiences (O-LIFE-UE) were used for analysis to
compare with positive and negative symptoms, respectively.
The validity and reliability of the Korean version of these
screening tools have not yet been investigated, and the vali-
dation process is in progress.

The Patient Health Questionnaire (PHQ-9) is a self-admin-
istered questionnaire which involves 9 items and screens the
severity of depression.” Its Korean version of PHQ-9 has also
been validated.”

Statistical analysis

All statistical analyses were conducted using R (version
4.1.1; R Foundation for Statistical Computing, Vienna, Aus-
tria). For factor analysis, the R package lavaan was utilized
(version 0.5-17).* The validation process is illustrated in
Figure 1.

Internal reliability

First, to verify the reliability of K-CAPE-42, assessing how
well scale items are correlated with one another and measur-
ing the same construct, we calculated Cronbach’s alpha coef-
ficient for frequency and distress scores of the entire 42 items
and those of three subfactor frequency scores (positive, nega-
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Internal consistency was measured with Cronbach’s Alpha Coefficient
® a of 0.8 or higher indicates good reliability.
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L Analysis (CFA) Analysis (EFA)

=  CFA-test whether the original 3-dimensional model and other hypothesized
multidimensional models fit our data
In case of having unsatisfactory CFA model fits, EFA was employed to explore
better alternative factor solutions.
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and other established measures of psychiatric symptoms
Figure 1. Diagram illustrating the validation process. K-CAPE-42,
Korean version of Community Assessment of Psychic Experience—
42.
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tive, and depressive). Alpha values greater than 0.70 indicates
an acceptable level of internal consistency for further analysis.

Confirmatory factor analysis

CAPEs positive scale was initially developed in one dimen-
sion, but subsequent studies have proposed several multidi-
mensional structures. Representatively, there are three-sub-
factors structure that distinguishes “strange experiences,’
“hallucinations,” and “delusional ideations” and a five-subfac-
tors structure that further decomposes delusional ideation
into subdimensional “paranoia,” “grandiosity;’ and “magical
thinking” (Table 1).

We performed confirmatory factor analysis (CFA) using
maximum likelihood estimation in the whole sample to in-
vestigate whether the original model and the multidimen-
sional model fit our data. In order to assess the model fit, the
goodness-of-fit indices including root mean square error of
approximation (RMSEA), standardized root mean square re-
sidual (SRMR), comparative fit index (CFI), and Tucker-Lew-
is index (TLI) were calculated to determine whether to main-
tain or improve the the original model. CFI and TLI of higher
than 0.90, and RMSEA of less than 0.08, and SRMR less than
0.06 are considered to indicate that they are suitable for our
data.*

Exploratory factor analysis

In case of having unsatisfactory CFA model fits, we would
need to further investigate to see if we could find a better fac-
tor solution. Before any further analysis, the entire sample was
randomly divided into two subsamples. Using the first half
random sample, exploratory factor analysis (EFA) was con-
ducted to investigate better alternative factor solutions. We
employed principal component analysis with a promax rota-

tion as our method of factor extraction. In the next step, the fol-
low-up CFA was employed for the factor models that were gen-
erated from EFA using data from the second random sample.

Convergent and discriminant validity

Lastly, the degree of correlation between the K-CAPE sub-
scales (CAPE-pos, CAPE-neg, and CAPE-dep) and other cor-
responding scales (DES-II, PS, O-LIFE-UE, O-LIFE-IA, and
PHQ-9) was analyzed using Spearman’s correlation coeftfi-
cient to examine convergent and discriminant validity. This
analysis included a total of 1,373 participants who completed
all scales.

RESULTS

Demographic characteristics

A total of 1,450 participants aged from 18 to 42 years were
included in the final analysis. The mean age of the partici-
pants was 26.84 (standard deviation=>5.56) years, and there
were more women than men in the total sample (n=1,011,
69.72%). The entire sample was randomly divided into two
subsamples for EFA, as described in the “method” section.
Since sample 1 and 2 did not differ in mean age, gender ratio,
and weighted total frequency scores, the randomization was
considered successful. Participants’ demographic character-
istics are provided in Table 2.

Reliability

Cronbachs alpha value of total frequency and distress scores
were 0.921 and 0.924, respectively, which indicates excellent
internal consistency.” In addition to the total scores, internal
reliability of frequency scores for three subfactors (Table 3)
was found to be good for further analysis.

Table 1. Structures of CAPE-42 consisting of CAPE-pos, CAPE-neg, and CAPE-dep with their respective subdomains based on previous

exploratory analyses

Original Hypothesized multidimension
3-Factor* 5-Factor™ 7-Factor* 9-Factor®
Positive Delusional Ideations Paranoia Paranoia
Grandiosity Grandiosity
Magical Thinking Magical Thinking
Bizarre Experiences Bizarre Experiences Bizarre Experiences
Hallucination Hallucination Hallucination
Negative Negative Negative Social Withdrawal
Affective Flattening
Avolition
Depressive Depressive Depressive Depressive

*original three factor structure as reported by Stefanis et al.’; TCAPE-pos three-factor structure as reported by Capra et al.*’; *CAPE-pos five
factor structure as reported by Wigman et al.*'; SCAPE-neg three factor structure as reported by Schlier et al.** CAPE-42, Community Assess-
ment of Psychic Experience-42; CAPE-pos, CAPE-positive; CAPE-neg, CAPE-negative; CAPE-dep, CAPE-depressive
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Table 2. Demographic characteristics of K-CAPE-42 scale scores
for the total sample, and for the two randomized subsamples sepa-
rately

Total Sample 1 Sample 2
(N=1,450) (N=725) (N=725)
Age (yr) 26.8+5.6 27.0+5.6 26.7+5.5
K-CAPE-42 sum scores
Total score 76.7+15.8 76.4+15.4 77.0+16.1
Positive 30.2+6.5 30.0+6.3 30.4+6.7
Negative 28.4+7.4 28.3+7.4 28.6+7.4
Depressive 18.0+4.7 18.0+4.7 18.1+4.8
Sex
Male 439 (30.3) 217 (29.9) 222 (30.6)
Female 1,011 (69.7) 508 (70.1) 503 (69.4)
Education
High school 161 (11.1) 71 (9.8) 90 (12.4)
University 1,080 (74.5) 545 (75.2) 535 (73.8)
Graduate 188 (13.0) 94 (13.0) 94 (13.0)
Etc 21(1.4) 15(2.1) 6(0.8)

Values are presented as mean+standard deviation or number (%).
Before any further analysis, the entire sample was randomly divid-
ed into two subsamples. Sample 1 was used for EFA while Sample
2 was used for the follow-up CFA. Among 1,467 participants, 17
were excluded according to the inclusion criterion. K-CAPE-42, Ko-
rean version of the Community Assessment of Psychic Experiences;
EFA, exploratory factor analysis; CFA, confirmatory factor analysis

Table 3. Internal reliability of K-CAPE-42 scale scores for the total
sample, and for the two randomized subsamples separately

Total Sample1  Sample 2
(N=1,450) (N=725)  (N=725)
Cronbachss alpha coefficient (number of items)
Frequency
Total sore (42) 0.921 0.921 0.921
Positive score (20) 0.828 0.831 0.825
Negative score (14) 0.865 0.871 0.859
Depressive score (8) 0.870 0.870 0.871
Distress
Total sore (42) 0.924 0.924 0.924
Positive score (20) 0.840 0.843 0.837
Negative score (14) 0.857 0.865 0.848
Depressive score (8) 0.838 0.834 0.842

Before any further analysis, the entire sample was randomly divid-
ed into two subsamples. Sample 1 was used for EFA while Sample
2 was used for the follow-up CFA. Cronbach’s alpha values greater
than 0.70 were considered to be acceptable for further anlaysis. K-
CAPE-42, Korean version of the Community Assessment of Psychic
Experiences; EFA, exploratory factor analysis; CFA, confirmatory
factor analysis

Correlation analysis between frequency and distress was
performed for the total score and each dimension. Pearson
correlation was significant between total scores of frequency
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Figure 2. Linear pattern of the correlation between frequency and
distress in the entire sample.

and distress (r=0.893, p<0.001), and was also significant in
three hypothesized dimensions (r>0.800 and p<0.001 for all
dimensions) (Figure 2).

Confirmatory factor analysis

Table 4 indicates the goodness of fit indices of the original
three-dimensional and other hypothesized multidimension-
al model analyzed from the CFA. According to the CFA re-
sults, even though the model fit indices did not reach their
respective optimal thresholds, they were within an acceptable
range (RMSEA, SRMR, and RMR, but not CFI and TLI).
Furthermore, multidimensional models showed relatively
better quality compared to the original three-dimensional
model, but it did not significantly improve the model fit.

Exploratory factor analysis and follow-up CFA

Since goodness of fit indices of the CFA did not reach the
expected value, EFA was conducted to investigate another
factor solution that optimally describes the data. Values of the
Kaiser-Meyer-Olkin measure of sampling adequacy (MSA=
0.936) and Bartlett’s sphericity test (x’=23,239; p<0.001) were
calculated, which suggested our data were factorable. As a
result, EFA proposed multiple factor solutions with 8 eigen-
values >1 while the result of the scree plot indicated 3-5 fac-
tor solutions (Figure 3).

In a 3-factor solution, “negative-avolition” items were found
to be loaded more consistently with depressive items than
with the negative dimension (Table 5). The 4-factor solution
separated positive symptoms into two factors: “positive-bizarre
experiences” and “positive-delusional thoughts,” while, in ad-
dition to this, the 5-factor solution separated negative symp-
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Table 4. Fit indices from the confirmatory factor analysis (CFA)

Number Goodness-of-fit index

of factors X df p RMSEA GFI TLI CFI SRMR RMR
3 6,925 816 <0.001 0.074* 0.775 0.695 0.711 0.074* 0.049*
5 6,702 809 <0.001 0.071* 0.792 0.723 0.740 0.071* 0.047*
7 5,175 798 <0.001 0.062* 0.828 0.791 0.807 0.060* 0.038*
9 3,752 783 <0.001 0.051* 0.883* 0.856 0.869 0.054* 0.033*
3-factor solution 3,618 816 <0.001 0.069* 0.789 0.747 0.760 0.077* 0.051*

“3-factor solution” (last row) presents fit indices from follow-up CFA. *denote indices greater than corresponding acceptable fit criteria. Meet-
ing minimally acceptable fit criteria: RMSEA <0.08, GFI >0.85, CFI 20.90, TLI >0.90, SRMR <0.08, RMR <0.05. RMSEA, root mean square er-
ror of approximation; GFI, goodness of fit Index; TLI, Tucker-Lewis index; CFI, comparative fit index; SRMR, standardized root mean square

residual; RMR, root mean square residual
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Figure 3. Scree plot of exploratory factor analysis. The scree plot
indicated 3-5 factor solutions.

toms into two distinct factors: “negative-avolition (expressive)”
and “negative-social (experiential).”

The three-factor model accounted for 38.9% of the total
variance (depressive symptoms, 19.8%; positive symptoms,
11.8%; negative symptoms, 7.3%). The model fit statistics of
the three-factor model showed an appropriate fit except for
the CFI and TLI (Table 4). Based on the results of the follow-up
CFA, we rejected four- and five- factor models because they
did not significantly enhance the model fit.

Convergent and discriminant validity

We analyzed the correlations between three dimensions of
K-CAPE (pos, neg, and dep) and their corresponding symp-
tom scales. As presented in Table 6, K-CAPE-pos total scores
had stronger positive correlations with total scores of DES-
II-DD (r=0.595, p<0.001, df=1,371), O-LIFE-UE (r=0.639, p<

630 Psychiatry Investig 2023;20(7):625-634

0.001, df=1,371), and PS (r=0.643, p<0.001, df=1,371), while
it has lower correlations with total scores on O-LIFE-IA (r=0.241,
p<0.001, df=1,371) and PHQ-9 (r=0.455, p<0.001, df=1,371).
On the other hand, K-CAPE-neg total score was highly cor-
related with O-LIFE-IA (r=0.566, p<0.001, df=1,371) the most,
while the correlation with other scales was relatively lower.
Lastly, K-CAPE-dep dimension scores had a higher correla-
tion coefficient with PHQ-9 (r=0.726, p<0.001, df=1,371)
than others.

DISCUSSION

This study aimed to evaluate the reliability and validity of
the K-CAPE-42 for application as assessment tool in com-
munity samples. Our findings established favorable internal
consistency and robust convergent (and divergent) validity
with their relevant subscales. Factor analysis showed that fit
indices of the three-dimensional original model derived from
CFA were not optimal and that EFA proposed alternative fac-
tor solutions with different item loadings but did not signifi-
cantly improve the model fit. Thus, our study provided evi-
dence to support that the Korean version applying the original
three-dimensional model is suitable.

According to CFA, it is found that the original three-di-
mensional model of K-CAPE-42 exhibited inconsistent fit
indices; CFI and TLI values were below the cutoff (>0.95)
while RMSEA, RMR, and SRMR were satisfactory (<0.05).
However, this is consistent with previous findings that not all
fit indices of the translated versions exceed the acceptable
criteria.****” Also, it was suggested that CFI is not a valid in-
dicator because it has a negative bias when the correlations
between items are generally low.***> RMSEA is an absolute
measure of fit that determines how well the hypothesized
model fits the perfect fitting model, whereas CFI and TLI are
incremental fit indices evaluating the hypothesized model
compared to the baseline model in which no items covary.* It
has been calculated that when RMSEA is less than 0.158, ob-



Table 5. Exploratory factor analysis of the K-CAPE-42 items
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) Full sample
Items Subdomain
1 2 3
Feel sad Depressive 0.646
Feeling persecuted Pos (Paranoia) 0.415
Pessimistic about everything Depressive 0.729
12 No future for you Depressive 0.821
14 Do not want to live anymore Depressive 0.711
18  Lacking in motivation to do things Neg (Avolition) 0.747
19 Cry about nothing Depressive 0.538
21  Lacking in energy Neg (Avolition) 0.620
22 People look at you oddly Pos (Paranoia) 0.441
23 Empty mind Neg (Avolition) 0.543
25  Spending days doing nothing Neg (Avolition) 0.722
29 Lacking in spontaneity Neg (Soc. Withd) 0.667
35  Neglecting your appearance/personal hygiene Neg (Avolition) 0.434
36 Never getting things done Neg (Avolition) 0.690
37  Lack of hobbies/interests Neg (Avolition) 0.516
38  Feel guilty Depressive 0.542
39  Feellike a failure Depressive 0.864
40  Feel tense Depressive 0.429
2 People drop hints/say things with a double meaning Pos (Paranoia) 0.304 0.378
5  Message on TV/magazines especially for you Pos (Biz. Exp) 0.515
6  People are not what they seem to be Pos (Paranoia) 0.330
10 Conspiracy against you Pos (Paranoia) 0.545
11 Feeling destined to be someone important Pos (Grandiosity) -0.563 0.694
13 Beinga very special or unusual person Pos (Grandiosity) -0.589 0.650
15  Communicate telepathically Pos (Mag. Think) 0.619
17 Electrical devices can influence the way you think Pos (Biz. Exp) 0315
20  Believing in witchcraft/voodoo/the occult Pos (Mag. Think) 0.474
24 Thought withdrawal Pos (Biz. Exp) 0.442
26 Thoughts in your head are not your own Pos (Biz. Exp) 0.481
28  Thoughts so vivid that other people may hear them Pos (Biz. Exp) 0.505
30  Thoughts echoed Pos (Biz. Exp) 0.535
31  Feeling under the control of some force or power Pos (Biz. Exp) 0.549
33 Hearing voices Pos (Hallucination) 0.587
34  Hearing voices talk to each other Pos (Hallucination) 0.476
41  Capgras Pos (Hallucination) 0.323
42 Seeing things other people cannot see Pos (Hallucination) 0411
3 Not very animated person Neg (Soc. Withd) 0.758
4 Not much of a talker Neg (Soc. Withd) 0.464
Experiencing no/few emotions Neg (Aff. Flat) 0.659
16  No interest to be with other people Neg (Soc. Withd) 0.478
27  Emotions lack intensity Neg (Aff. Flat) 0.813
32 Blunted emotions Neg (Aft. Flat) 0.862
Factor 1 Factor 2 Factor 3
SS loadings 8.296 4.968 3.068
Proportion Var 0.198 0.118 0.073
Cumulative Var 0.198 0.316 0.389

Only items with factor loadings >0.30 are shown. K-CAPE-42, Korean version of Community Assessment of Psychic Experience; Depressive,
depressive symptoms; Pos, positive symptoms; Neg, negative symptoms; Soc. Withd, social withdrawal; Biz. Exp, bizarre experience; Mag.

Think, magical thinking; Aff. Flat, affective flattening; SS loadings, the sum of squared loadings; Var, variance
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Table 6. Spearman’s coefficients of correlation among the K-CAPE-42, paranoia scale, DES, O-LIFE, and PHQ-9

Positive Negative Depressive
Paranoia Scale DES-II-DD O-LIFE-UE O-LIFE-IA PHQ-9
K-CAPE-Pos 0.643* 0.595* 0.639* 0.241 0.455
K-CAPE-Neg 0.582 0.404 0.407 0.566* 0.623
K-CAPE-Dep 0.633 0.409 0.438 0.434 0.726*

*denote the greatest value among correlation coeflicient with other scales. K-CAPE-42, 42-item Korean version of Community Assessment
of Psychic Experiences; Pos, positive domain; Neg, negative domain; Dep, depression domain; DES, Dissociative Experiences Scale; DD, de-
personalization/derealization; O-LIFE, Oxford-Liverpool Inventory of Feelings and Experiences; UE, unusual experience; IA, introvertive an-

hedonia; PHQ-9, 9-item Patient Health Questionnaire

tained CFI values would be too small.** In our analysis, as the
RMSEA of the baseline model was 0.135 (less than 0.158), the
CFI and TLI (and other incremental fit indices) may not be
very informative.* Thus, it is reasonable to conclude based on
RMSEA and SRMR rather than on CFI and TLI, which sug-
gests the acceptability/adequacy of the original model.

On the other hand, EFA suggested alternative factor solu-
tions in which item loadings differ from the original CAPE-
42. In factor solutions, several negative items (“avolition”) were
consistently loaded with depressive items than negative items.
However, this result is consistent with other previous valida-
tion studies on the translated version of CAPE-42 in which
the depression factor included few negative items.* It should
also be noted that the negative (especially “avolition” symp-
toms) and depressive domains are conceptually overlapping
and have common phenomenological characteristics with
negative symptoms.**' Since K-CAPE-42 was conducted
through self-report, and detailed information and phenome-
nology are required to distinguish it, it is reasonable to obtain
different item loading results. For example, positive item 7
(“Feeling persecuted”) and item 22 (“People look at you odd-
ly”) were repeatedly included with depressive items rather
than positive items. Even though both items were originally
designed to cover the “paranoia” domain of positive symptoms,
they can also be regarded relating to “low self-esteem?” People
with low self-esteem has a lack of confidence and feel worth-
less about themselves, which is deeply associated with depres-
sion and also acts as a risk factor for depression.”>* Despite
the different item loadings, this seems acceptable when con-
sidering overlapping characteristics of psychotic disorder.
However, these alternative factor solutions were not selected
since the follow-up CFA on these solutions did not significant-
ly improve the model fit. Thus, we concluded that the three-
factor model was suitable, as in the originally proposed.

Lastly, the correlation coefficients between the K-CAPE-42
subscales and their corresponding measurements (e.g., CAPE-
pos & DES-II vs. CAPE-pos & O-LIFE-IA) were the highest
while the subscales were less correlated with scales of other
dimensions, confirming convergent and divergent validity. As
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mentioned above, with respect to the EFA results that “nega-
tive-avolition” and “positive-paranoia” items were included in
the depressive domain, the correlation between CAPE-neg
and PHQ-9 (r=0.623, p<0.001) and between CAPE-pos and
PHQ-9 (r=0.455, p<0.001) were relatively higher than those
with other irrelevant scales (but lower than those with corre-
sponding scales), which again indicates overlapping features
of psychotic symptoms (i.e., depression with “negative” and
“positive” subdomains).

Our study is the first validation report of the K-CAPE-42
which includes reliability, factor structure, and convergent-
divergent validity. There have been multiple CAPE variants
depending on the language of the translation, the validation
process, the target population, and what items they included
(CAPE-42 or CAPE-P15).22645436 Specifically, although
there is one study that validated the K-CAPE-15, consisting
only of positive items and involving only young adults for
analysis,” the present study can be further generalized as it
includes a wider range of participants and all three subdo-
mains. K-CAPE-15 conducted face-to-face clinical interviews
to evaluate the diagnostic validity and determined the cutoff
values for UHR detection. Yet, we excluded individuals who
have been diagnosed with psychotic disorders from the study
and did not conduct follow-up investigations; further research
is needed to evaluate the usefulness of detecting whether par-
ticipants developed a psychotic disorder. When choosing a
scale, it would be advantageous to consider the pros and cons
of these different versions of CAPE, depending on the pur-
pose of the measurement. In addition, due to the self-report-
ing system and recruitment via online social media, there
might be potential biases such as response bias (e.g., social-
desirability bias, over or underreported symptoms) and selec-
tion bias, which possibly influence the quality of data. Never-
theless, even with such limitations, K-CAPE-42 can be effectively
used as a pre-screening tool for “at-risk” populations.

In conclusion, this study showed that the K-CAPE-42 is a
valid and effective screening tool with sufficient psychometric
properties to measure PLE in community settings. Although
the K-CAPE-42 is not a diagnostic tool for UHR, it aims to



pre-screen individuals at potential risk for psychotic disor-
ders, which consequently facilitates early identification and
intervention as well as psychosis research.
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