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ABSTRACT 

BACKGROUND 

Patients with substance dependence exhibit various kinds of beliefs about their substance taking behaviour. Despite having clear 

problems, they deny them and believe that they can control themselves. No one has examined the delusional intensity of these 

beliefs. In this study, we tried to measure the delusional intensity of the beliefs by using Brown assessment of belief scale (BABS). 

 

MATERIALS AND METHODS 

Two core beliefs, first “I don’t have any problem with my substance intake” and second “I can quit substance whenever I want” 

were selected and then measured on BABS scale for delusional intensity. Total 64 patients were assessed. 

 

RESULTS 

42 patients reported having first belief and 22 patients had second belief; 31 with first belief and 17 with second belief had fixity of 

their belief in delusional intensity. 

 

CONCLUSION 

Delusional fixity of beliefs is common in patients of substance dependence, which should be assessed while planning any treatment 

and rehabilitation strategy for these patients. 
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BACKGROUND 

Caregivers of substance dependent patients always wonder 

what is going on in the patient’s mind. Why even loss of job, 

divorce, loss of children, homelessness, illness, etc. do not 

deter the addict from substance taking behaviour. To a non-

addict, the behaviour of an addict seems irrational and 

illogical. But addict seems very comfortable with it. Addict 

believes that life would be unliveable without drug. So they 

continue drugs at any cost. Patients develop many cognitive 

distortions in order to maintain their drug seeking behaviour. 

Cognitive distortions are ways of perceiving reality that can 

distort the truth of a situation. Everyone uses cognitive 

distortion. Addicts and other psychiatric patients use them 

more frequently. Their life is so wretched that they cannot 

function without these distortions. Many patients deny that 

they have any problems with substance at all. Many would 

believe that they can control themselves at any time despite 

repeated failures. Denial, personalisation, labelling, 

magnification, minimisation, distorted mental filters and 

irrational emotional reasoning are main cognitive distortions 

in patients of drug dependence. 
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Personality variables are psychological factors that 

attempt to explain why certain people are drawn to 

substance use and abuse.1 Oluwatelure (1995) found a 

positive correlation between extroversion and substance 

abuse.2,3 Some studies found a strong relationship between 

neuroticism and substance abuse.4 Few studies have found a 

positive relationship between psychoticism and substance 

abuse.5,2,3 High scorers on psychoticism exhibit some 

personality and behavioural traits such as impulsivity, 

aggressiveness, egocentrism and antisocial tendencies6 and 

these traits have been shown to correlate with substance 

abuse.7 

Researchers have studied high levels of negative affect 

and an enduring desire for arousal and increased positive 

affect. In one study,8 Drug use in general has been found to 

correlate with anti-social personality disorder. 

Rebelliousness and high levels of aggression have been found 

to be related to substance abuse.7,8 Lavelle et al (1991) 

showed that drug users were shrewd, tough-minded, anxious, 

streetwise and experience-seeking.9 Further, Ekstrand (1985) 

reported that drug users seemed to be immature, compulsive 

and possess low self-esteem and are incapable of managing 

failure.10 Also Shedler and Block (1990) indicate that 

frequent drug users were maladjusted, socially alienated and 

deficient in impulse control and manifestly distressed.11 

Generally, all the psychological factors that induce 

individuals to abuse substances invariably lead to psychiatric 

disorders. For example, it has been reported earlier how 

amphetamine and other psycho-stimulants can induce 

amphetamine psychosis that resembles paranoid 

schizophrenia in patients that abuse these substances. 
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Furthermore, abuse of hallucinogens, e.g. lysergic acid 

diethylamide (LSD) can lead to conceptual distortion of time 

and distance, impair rational judgement and loss of ability to 

separate fantasy and fact, a flashback of frightening 

experiences and to death from suicide among other physical 

harmful effects.12 

The Brown Assessment of Belief Scale (BABS) has been 

developed to rate the degree of conviction and insight of 

patient’s beliefs.13 These beliefs include delusions as well as 

the beliefs that may underlie obsessional thinking and 

phobias. Obsessions and delusions have traditionally been 

viewed as dichotomous phenomena with obsessions being 

defined as intrusive ego-dystonic thoughts about which the 

patient maintains insight. On the other hand, delusions have 

been defined as false beliefs held firmly by the patient 

without insight into the irrationality of the content of the 

belief. However, obsessions and delusions might be better 

conceptualised as existing on a continuum of insight that 

ranges from good insight to poor insight (Overvalued 

ideation) to no insight (Delusional thinking). Such a 

continuum of insight may be present in a variety of 

psychiatric disorders such as obsessive-compulsive disorder, 

body dysmorphic disorder, anorexia nervosa and 

hypochondriasis as well as in disorders traditionally 

considered psychotic such as schizophrenia and delusional 

disorder.13 No one has assessed beliefs or insight of patients 

with substance dependence using BABS. 

It is based on the premise that insight itself consists of a 

number of dimensions. Thus, the BABS rate a number of 

dimensions that underlie delusional and nondelusional 

beliefs. These dimensions are conviction, perception of 

others’ views of beliefs, explanation of differing views, fixity 

of ideas, attempt to disprove beliefs, insight and ideas/ 

delusions of reference.13 

 

Aim 

To examine delusional intensity of two beliefs, first “I don’t 

have any problems with my substance intake” and second “I 

can quit it whenever I want” by Brown Assessment of Belief 

Scale (BABS). 

 

MATERIALS AND METHODS 

After obtaining approval of the Local Ethics Committee, data 

were collected from March to July 2011 on outpatients from 

the De-Addiction Clinic, Department of Psychiatry at the 

Nehru Hospital, BRD Medical College, Gorakhpur, UP. 

 

Patients who fit the following Criteria were included in 

the Study 

a. Male. 

b. More than 18 years of age. 

c. Diagnosed as substance dependent according to DSM-IV 

TR (any substance except nicotine). 

d. Minimum 5 years’ duration of dependence. 

 

All participants were informed and written consents were 

taken. Two beliefs were selected. First “I don’t have any 

problems with my substance intake” and second “I can quit it 

whenever I want.” These beliefs were assessed on BABS scale 

to find out their degree of fixity. Total 64 participants were 

assessed, 42 patients had first belief “I don’t have any 

problem with my substance intake” and 22 had second belief 

“I can quit it whenever I want.” Then the data was analysed 

with appropriate statistical methods using SPSS version 15. 

 

RESULTS 

Table 1(a) and 1(b) shows the distribution of 

sociodemographic variables of two groups. Both groups were 

homogeneous regarding age, years of education, income, 

occupation and marital status. 

 

 

Variables 
Group A 

(Mean ± SD) 

Group B 

(Mean ± SD) 

F 

(df = 1, 64) 

p 

 

Age 
29.60±8.16 

(21.44-37.76) 

29.00±5.98 

(34.98-23.02) 
0.363 0.697 

Years of Education 
9.86±4.86 

(14.72-5.0) 

12.00±3.72 

(15.72-8.28) 
0.968 0.388 

Table 1(a). Distribution of Socio-Demographic Variables of the Two Groups (Continuous Variables, N= 64) 

 

 

 

Variables 
Group A 

N 42 (%) 

Group B 

N 22 (%) 
2 df P 

Income 

<5000 10 (23.8) 2 (9.09) 

- - 
0.329 

(Fisher’s) 
5000-10000 22 (52.3) 13 (59.0) 

>10000 10(23.8) 7(31.8) 

Occupation 

Student 12 (28.5) 6 (27.2) 

- - 
0.370 

(Fisher’s) 
Employed 14(33.3) 8 (36.3) 

Unemployed 16 (38.0) 8(36.3) 

Marital Status 
Single 18(42.8) 9(40.9) 

0.536 1 0.428 
Married 24(57.1) 13(59.1) 

Table 1(b). Distribution of Socio-Demographic Variables of the Two Groups (Categorical Variables, N= 64) 
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Belief 1 (I don’t have any Problem  

with my Substance Intake) 
Belief 2 (I can quit it 

whenever I want) 
Total 

Total no. of patients (N= 64) 42 (65.6%) 22 (34.4%) 64 

Mean duration of dependence (yrs.) 7.2 6.4 6.8 

Type of substance (no. %) 
Alcohol 

Cannabis 
Opioid 

Multiple 

 
23 (35.9%) 
7 (10.9%) 

10 (15.6%) 
2 (03.2%) 

 
9(14.1%) 
4(06.2%) 
8(12.4%) 
1(01.6%) 

 
32(50.0%) 
11(17.1%) 
18(28.1%) 
03(04.8%) 

Mean BABS score 22.4 22.8 22.6 

No. of patients with delusional intensity 31 (48.3%) 17 (26.5%) 48(74.8%) 

No. of patients with delusional intensity 
 (type of drug) 

Alcohol 
Cannabis 

Opioid 
Multiple 

 
19(29.6%) 
4(06.2%) 

8(012.4%) 
0(0.0%) 

 
7(10.9%) 
3(04.6%) 
6(09.4%) 
1(01.6%) 

 
26(40.5%) 
7(10.9%) 

14(21.8%) 
1(01.6%) 

Table 2. BABS Score and Dependence distribution of Beliefs 

 

Mean duration of dependence was 6.8 years [Table 2]; 32 

(50%) patients were of alcohol, 11 (17.1%) had cannabis 

dependence, 18 (28.1%) had opioid dependence and 3 

(4.6%) had multiple substance dependence. Mean BABS score 

was 22.6; 48 (74.8%) patients have shown delusional 

intensity for their belief. In these patients 26 (40.5%) were 

alcohol dependent, 7 (10.8%) were cannabis dependent, 14 

(21.6%) were opioid dependent and 1 was dependent on 

multiple substances. 

Data was analysed separately for each belief. For first 

belief [Table 2], 42 (65.6%) patients recognised themselves 

with this thought. Mean age was 29.60 ± 8.16 years. Mean 

duration of dependence was 7.2 years. Mean total BABS score 

was 22.4; 31 (48.3%) patients scored 24 out of 24 and lacked 

insight and were completely delusional about their belief. In 

these 31 patients 19 (29.6%) were alcohol dependent, 4 

(6.2%) were cannabis dependent and 8 (12.4%) were opioid 

dependent. 

22 patients had belief 2- Their mean age was 29.00 ± 5.98 

years. Mean duration of dependence was 6.4 years. Mean 

total BABS score was 22.8; 17 (26.5%) patients scored 24 out 

of 24 and lacked insight and were completely delusional 

about their belief. In these 17 patients 7 (10.9%) were 

alcohol dependent, 3 (4.6%) were cannabis dependent, 6 

(9.4%) were opioid dependent and 1 (1.6%) were multiple 

substance dependence. 

 

DISCUSSION 

This is the first study which has explored the delusional 

intensity of the beliefs of patients with substance use 

disorders. A significant proportion of patients have beliefs, 

which reach at delusional intensity of conviction. These are 

the patients who had frequent relapses and are treatment 

resistant. How do we explain these psychotic phenomena in 

these patients? Is there any similarity between delusion and 

drug dependence? Delusion is false, firm, fixed belief which is 

out of keeping with individual’s social, educational and 

cultural background. Out of all these properties, fixity is the 

main characteristic. It is the conviction and fixity, which 

determines delusional intensity and makes it difficult to 

change. If it is shakable, then it is not delusion but an idea. An 

idea is simply a product of stream of thought. Belief is an idea, 

which is thought to be true. We believe in something, because 

we believe it is true. We have belief in God, because we 

believe it as truth. So, something which is true will be held 

with more conviction and fixity. In delusion, belief is false but 

it is false for others and not for person who harbours it. For 

the person, this belief is as true as any other true belief. 

For delusion belief should be out of keeping with person’s 

social, educational and cultural background. This is an 

arbitrary assumption, which has no biological meaning or 

basis. For an atheist belief in God is delusion and for any 

religious person non-belief in God is delusion. Presence of 

personal distress associated with the belief is more relevant 

than this social and cultural assumption. 

So, basically any belief which is fixed, unshakable and 

persisting contrary to evidence and producing personal 

distress then it is delusion. 

Similarly, fixity of substance taking behaviour or act leads 

to dependence. While dealing with patients of substance 

dependence (SD), many patients denied any problem with 

substance despite giving evidences against it. They blame 

others or minimise their problems. They would claim that 

they can quit without any effort and have strong belief with 

strong conviction that it is in their control as we found in our 

study. When evidences provided against their belief then they 

would blame on other factors. There is proportion of patient 

in which all rehabilitation and preventive measures have 

failed and still patient remain in denial stage. Some patients 

would accept, but did not have any control over their 

substance taking behaviour. This fixity of behaviour is mainly 

delusional dependence. 

The extent to which a person believes a drug is harmful 

and the perceived prevalence of use by others are two 
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psychological variables correlating with substance abuse 

have been explored in some studies. A study by Kozel and 

Adams (1986) reported that marijuana use peaked in 1978, 

when almost 11% of high school seniors reported daily use.14 

At that time only 12% of seniors believed there was risk 

associated with occasional use and 35% believed there was 

risk with regular use, whereas in 1985 5% of seniors 

reported daily use, 25% of high school seniors believed 

marijuana was harmful if used occasionally and 70% believed 

it was harmful if used regularly.14 These findings indicate that 

as beliefs change, so does behaviour. The dramatic increase in 

marijuana use in the 1990s was mainly among those 

adolescents who believed the drug was harmless15 

(USDHHSS, 1994). 

Many patients start taking substance for an experiment.16 

They report that they want to feel these substances and 

claimed that they can control themselves. This belief that they 

can control themselves persisted even when they developed 

full blown dependence. They do not want any treatment and 

do not see this behaviour as problematic. They insist that it is 

something which they can overcome easily and right now 

they do not want. This is a belief which they believe as truth 

despite it is false and persisting contrary to evidences 

presented to them. This is surely a delusion, delusional 

dependence. 

Studies have repeatedly shown a positive relationship 

between psychoticism and substance abuse.5,9 High scorers 

on the psychoticism scale exhibit some personality and 

behavioural traits, e.g. aggressiveness, impulsivity, 

egocentrism and impersonal feelings and anti-social 

tendencies.6 These are linked with the initiation and 

maintenance of drug use.7 

There is biological link between delusion and 

dependence. Pleasure seeking behaviour is guided by reward 

center, i.e. nucleus accumbens (NAc) in brain. Almost all the 

drugs and substances used for pleasure release dopamine 

(DA) in this center and activations of this center are 

perceived as pleasure.17 Even sexual act activate this center. 

So, any activity is pleasurable because it activates this reward 

center. Gradually, a person wants more activation, more 

pleasure and then become dependent. It may be concluded 

that seeking hyperdopaminergic state in NAc is the 

dependent state. Whatever is providing highest dopamine 

state in NAc, person is dependent on that. Delusion is 

hyperdopaminergic state and with DA antagonist it can be 

reduced. So both delusion and dependence are associated 

with hyperdopaminergic state in NAc. 

Delusional belief is associated with comfort and is ego 

syntonic. This belief explains individual’s feeling and 

experiences. During delusional memory when the patient is 

aware that something is happening around him and which is 

distressing and painful then he searches for an explanation. 

By whatever method, he develops an idea which explains his 

feeling or experiences and then he thinks it true so it becomes 

a belief. Now this belief reduces his distress and gives him 

comfort, so it is held with more conviction, reaching at 

delusion level. 

 

 Idea + truth= belief. 

 Belief + conviction= fixed belief. 

 Fixed belief + morbid origin + comfort= delusion. 

Patients with substance dependence (SD) frequently 

relapse due to their delusional belief that they can control 

themselves at any point of time. During craving they think 

that taking substance once or twice will not do any harm and 

they search for explanations for taking substance and when 

they got one (this is last; not more than once; only to relieve 

anxiety; no one understand me, etc.), then they again start the 

same behaviour. 

 

Limitations 

Small sample is surely a limitation in this study, needing 

further assessment with large sample and it should be 

compared with normative data. Effects of antipsychotics have 

been not explored in this study, which warranted further 

investigation. 

 

CONCLUSION 

Delusional fixity of beliefs related with substance use is 

common in patients of substance dependence. It should be 

assessed while planning any treatment and rehabilitation 

strategy for these patients. 
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