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Abstract 

Research has suggested that negative symptoms in psychotic disorders may be in part be 

fueled by deficits in metacognition or the ability to form integrated idea about oneself in 

others. One limitation of this work is that it has largely come from North America and 

Western Europe. To further the literature, we assessed symptoms using the Positive and 

Negative Syndrome Scale and Metacognition using the Metacognitive Assessment Scale - 

Abbreviated in a sample of outpatients with prolonged schizophrenia (n=41), early episode 

psychosis (n= 37) and major depression (n=30) gathered in Moscow, Russia. Verbal memory 
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was assessed for use as a potential covariate. ANOVA revealed the two groups with 

psychosis has significantly poorer metacognitive function in terms of self-reflectivity and 

awareness of the other, than the group with depression. In both psychosis groups negative 

symptoms were more robustly related to metacognition than other forms of symptoms after 

controlling for neurocognition. Results support the possibility that metacognitive deficits are 

a psychological factor which cross culturally contributes to negative symptoms and point to 

metacognition as a potentially important target for intervention. 
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1. Introduction

Research carried out by both clinical scientists as well as persons with first person 

experience, have confirmed long standing assertions that the way persons with schizophrenia 

spectrum disorders make sense of mental health challenges has a deep influence over how 

well they can manage those challenges (Leonhardt et al., 2017; Lysaker and Lysaker, 2017). 

One factor which has a lasting effect on persons abilities to make sense of mental health 

challenges is metacognition (Lysaker et al., 2019a). Metacognition has been examined in 

studies within the fields of educational, developmental, cognitive, and abnormal psychology 

(e.g. Semerari et al., 2003; Taricone, 2011), and refers to a broad set of processes which 

allow persons to be aware of what is happening in their minds, reflect upon those activities 

and use that to monitor and change their own behavior (Moritz and Lysaker, 2018).  In what 



has been referred to as the integrative model of metacognition, metacognition has been 

conceptualized as a capacity which allows for the integration of cognition, emotion and 

embodied experiences into a larger sense of oneself and others. This larger sense of oneself 

and others then allows for interpretations of novel experience within the flow of life and 

determination of what is uniquely adaptive for oneself (Lysaker et al., 2019b).  

Applied to schizophrenia, decrements in metacognitive capacity have been suggested 

to limit how well persons can form an integrated sense of the problems posed by 

schizophrenia, leaving them less able to find effective ways to overcome them. Evidence 

supporting this includes findings that persons with schizophrenia experience relatively 

greater deficits in metacognition and that greater metacognitive deficit predicts poorer 

outcome (c.f. Lysaker et al., 2019a). Notably, metacognition has not just been linked to 

concurrent function but in several studies to prospective levels of negative symptoms 

(Austin et al., 2019; Hamm et al., 2012; McLeod et al., 2015; Lysaker et al., 2015). This has 

led to the tantalizing possibility that the paucity of internal experience and expression of 

affect which characterize negative symptoms are in part a function of the loss of kinds of 

larger sense of self which serve as the context which imbues specific experiences with 

unique meaning (Lysaker et al., 2019a). 

As these advances have spurred the development of metacognitive treatment 

approaches (de Jong et al., 2019; Lavi-Rotenberg et al, in press; Lysaker and Klion, 2017; 

Vohs et al., 2018), one limitation is that since most of the work has come from North 

America, the Middle East or Western Europe the possibility has been left open that observed 

findings were influenced by cultural factors (e.g., Austin et al., 2019; Bröcker et al., 2017; 

Inchausti et al., 2017; Lysaker et al., 2019a; Popolo et al., 2017). Further, few comparisons 



have been made between the relationship of metacognitive capacity with negative symptoms 

across different phases of schizophrenia as well as in other forms of serious mental illness, 

in particular depression. Research is thus needed with more diverse samples that include 

individuals from other cultures, where linguistic differences and cultural history may 

influence how persons integrate and use information about themselves and others.  

To study this issue, we assessed metacognitive capacity and symptoms in three 

groups gathered in Russia. The three groups were comprised of patients with confirmed 

diagnoses of prolonged schizophrenia, early episode psychosis and major depression. We 

predicted that both psychosis groups would demonstrate poorer overall metacognition than 

the depression group. While no study has previously directly compared these groups, the 

mean metacognitive scores reported by Ladegaard (2014) for participants with major 

depression are numerically higher than those reported in most schizophrenia samples (e.g., 

Hasson-Ohayon, 2015). We further predicted that metacognition would be significantly 

related to negative symptoms in both psychosis groups but not necessarily in the depression 

group. We anticipated this given the theoretical possibility that negative symptoms in 

psychosis may arise or be sustained by metacognitive deficits as well as previous empirical 

research suggesting that anhedonia is uniquely related to poor metacognition in 

schizophrenia in the absence of depressed mood (Buck et al., 2014).  

While our predictions concerned overall metacognitive capacity, we planned to 

analyze specific elements of metacognition for exploratory purposes. These included scores 

that measure metacognitive capacities for self-reflection, reflection about others, 

decentration (i.e., reflection about one’s place in one’s community) and mastery (i.e., the use 

of this knowledge to respond to psychosocial challenges). Given research has distinguished 



between experiential and expressive negative symptoms, and suggested metacognition is 

more closely related to the later (Austin et al., 2019) we also planned exploratory analyses to 

determine whether metacognitive capacity was more closely related to one of these forms of 

negative symptoms. To rule out the possibility that any findings might be the result of 

general associations with psychopathology we included assessments of other forms of 

symptoms including positive symptoms. Lastly, to rule out the possibility that results may 

reflect general neurocognitive compromise we included assessment of verbal memory, one 

of the most affected of neurocognitive abilities in schizophrenia (Saykin et al., 1991).  

2.1. Participants 

Participants were adults diagnosed with prolonged schizophrenia (n = 41), early 

psychosis (n = 37), and major depression (n = 30). All were recruited from the out-patient 

departments of Alexeev mental-health clinic No.1 in Moscow. Diagnoses were determined 

according to ICD-10 by the treating medical staff following a routine diagnostic clinical 

interview that included personal, clinical and medical history and chart review. The 

interview contained detailed questions about the onset, course and notable episodes of 

symptoms of psychosis and depression as well as other features which might rule out these 

diagnoses including mood elevation, medical, behavioral and substance use symptoms. Early 

psychosis was defined as psychotic symptoms beginning for the first time no more than 5 

years earlier with no more than three distinct psychotic episodes occurring since then. 

Prolonged schizophrenia was defined as meeting criteria for schizophrenia for a minimum 

of 6 years as determined during the clinical interview. Exclusion criteria included a 

cognitive impairment severe enough such that informed consent could not be attained, 

current alcohol 



or drug addiction, neurological disorders, or hospitalizations in the last month, all determined 

by the clinical interview and thorough chart review. 

2.2. Instruments 

2.2.1. Indiana psychiatric illness interview (IPII; Lysaker et al., 2002) The IPII is a semi-

structured interview that asks participants to describe their understanding of their mental 

illness and psychological challenges. First, participants are asked to offer a narrative about 

their lives and then asked whether they believed they have a mental illness. Next participants 

are asked about what has changed since having a mental illness, and how they controlled 

their mental illness versus what ways it controlled their lives. Participants are then asked 

how their condition both affects and is affected by others. Finally, participants are asked 

what they expect will be the same or different for them in the future. Interviews are 

audiotaped at the time of the interview and are later transcribed. Interviews generally take 20 

to 50 minutes and are conducted by 

trained interviewers. 

2.2.2. Metacognition assessment scale-abbreviated (MAS-A; Lysaker et al., 2019a). The 

MAS-A is a rating scale used to evaluate that which enables an integrated sense of oneself 

and others to be available to persons. The MAS-A was developed following the original 

Metacognitive Assessment Scale (Semerari et al., 2003). The MAS-A retains the original 

four subscales created by Semerari et al. (2003): Self-reflectivity (S), Understanding other's 

minds (O), Decentration (D), and Mastery (M). In contrast to the MAS, however, the MAS-

A is an ordinal scale and items are arranged such that each item of each scale describes a 

more complex metacognitive activity than the item numerically before it. In the MAS-A 

each item, therefore, requires the integration of a kind of information that was not integrated 



in the previous lower item (e.g., level “5” would require the integration of a form of 

information not found in level “4”). Accordingly, metacognition is conceptualized and 

operationalized as a series of hierarchical steps and the score for a given scale then is the 

number of contiguous items successfully  achieved on that scale. Evidence of reliability and 

validity have been reported elsewhere (Lysaker and Dimaggio, 2014). A Russian version of 

the IPII along with the MAS-A codebook for scoring metacognition were translated by the 

authors and used in the current study. 

2.2.3. Positive and negative syndrome scale (PANSS; Kay et al., 1987). The PANSS assesses 

multiple dimensions of symptoms of schizophrenia as well as other forms of serious mental 

illness. It contains 30 items. In this research we used a five-factor solution (Bell et al., 1994) 

which produces five component symptom scores: Positive, Negative, Cognitive, Excitement/ 

Hostility, and Emotional Discomfort. To explore the two forms of negative symptoms, 

experiential and expressive we used the formula proposed by Khan et al., (2017) in which 

expressive symptoms are estimated as the sum of blunted affect, poor rapport, lack of 

spontaneity, and motor retardation and experiential symptoms as the sum of emotional 

withdrawal, passive/apathetic social withdrawal, and active social avoidance. 

2.2.4 Luria 10 word Test (Rubinstein, 2010). The Luria 10 word test consists of 5 trials in 

which 10 unrelated words are read to the participant who then is asked repeat as many as 

they can remember. The score used here is the total number of correct responses across all 

trials. 

2.3. Procedures 

All procedures were approved by the local ethics committee at the Alexeev mental-health 

clinic No.1. Following informed consent and evaluation of inclusion and exclusion criteria, 



diagnoses were confirmed by senior clinicians, according to clinical interviews. The IPII, 

PANSS and Luria 10 word test were completed by a trained interviewer with a degree in 

medical psychology. IPII interviews were transcribed and rated by trained raters trained by 

the author of the MAS-A (PL). MAS-A and PANSS raters were blind to other scores. 

2.4. Data analysis 

Analyses were conducted in five steps using SPSS version 24. First, we planned to 

compare the demographic characteristics, PANSS, and Luria 10 word memory scores of the 

three groups in order to characterize them. Second, we planned to compare the MAS-A 

scores between groups using an MANOVA with Fischer Least Squared Difference tests to 

compare individual groups on individual measures. Third we planned to correlate the MAS-

A with the PANSS and Luria 10 item memory scores for the three groups separately.  Given 

the likelihood that MAS-A scores would not be normally distributed we planned to use 

Spearman correlation coefficients. Fourth, in case the MAS-A total was related to the 

PANSS Negative component we planned to explore the relationship of MAS-A scores with 

the two different dimensions of negative symptoms: experiential and expressive symptoms. 

Given the large number of correlations we planned to first consider whether there was a 

significant correlation between symptoms and the MAS-A total and then only consider the 

MAS-A subscales for exploratory purposes when that overall relationship exists. Finally, in 

a case of positive relationships found in the four step we plan partial correlations between 

the MAS-A scores and negative symptoms in general as well as the expressive and 

experiential negative symptoms controlling for potential covariates.   

3. Results



To characterize each group, age, gender, education and key test scores are presented 

in Table 1. This table reveals that multivariate and univariate tests found that the early 

psychosis and depression groups were significantly younger than the prolonged psychosis 

group. Education level was not significantly different across groups. Proportions of men and 

women were equivalent across groups. Both psychosis groups performed more poorly on the 

Luria memory test than the depression group. Considering overall psychopathology, the 

prolonged schizophrenia group had higher symptom scores on the PANSS than the early 

psychosis group which had higher symptom scores than the depression group.  

Next as revealed in Table 1, ANOVA followed by Fischer Least Difference tests 

indicated that the prolonged psychosis group had significantly lower MAS-A total scores 

than the depression group with the early psychosis group having a MAS-A total score that 

was not significantly different than either group. When subscales were examined, however 

the prolonged psychosis group had significantly lower self-reflectivity and awareness of 

other than both the early psychosis and depression groups. The early psychosis group further 

had significantly lower decentration scores than the prolonged schizophrenia and depression 

groups. The prolonged schizophrenia group had uniquely poor levels of mastery compared to 

the other two groups. 

To explore the link of metacognition with PANSS component scores and Luria 10 

word memory test, Spearman correlations were next calculated separately per group. As 

revealed in Table 2, multiple MAS-A scores were significantly correlated with the negative 

symptom component in both the prolonged schizophrenia and early psychosis groups. No 

other relationships were found between the MAS-A total and PANSS components. When we 

examined the MAS-A subscales it appears that the self-reflectivity subscale had the strongest 



numerical relationship with negative symptoms. The Luria 10 word and MAS-A total were 

significantly and negatively correlated in both the psychosis samples. 

Given the link of MAS-A total with the PANSS component we next explored 

whether the MAS-A total was more closely linked with experiential vs expressive negative 

symptoms on the PANSS. Spearman correlations revealed that the MAS-A total was 

significantly related to both experiential and expressive negative symptoms in the prolonged 

(r = 0.34, p< .05; r = 0.47, p< .01 respectively) and early episode psychosis groups (r = 

-0.38, p< .05; r = -0.40, p< .05 respectively).  

Finally, to rule out the possibility that any observed relationships were the results of 

demographic or other relevant symptom variables we conducted two stepwise regressions. 

For each, we created an equation to predict the PANSS negative symptom total first 

allowing age, and then the Luria memory score to enter, and then in a second step finally 

allowing MAS-A total to enter. For the prolonged schizophrenia this revealed a significant 

predictor equation (F(2,40) =  5.20; p < .01) in which 12% of the variance was explained in 

the first step by the Luria score, and 9% in the second step by the MAS-A total. For the early 

episode psychosis group, this revealed a significant predictor equation (F(2,34) =  6.40; p 

< .01) in which 18% of the variance was explained in the first step by the Luria score, and 

5% in the second step by the MAS-A total. Finally, we repeated the correlations between the 

MAS-A total the experiential and expression PANSS negative symptom scores as partial 

correlations, controlling for age and the Luria memory scores. For the prolonged sample, the 

relationship of experiential and expressive negative symptoms with MAS-A total both 

remained significant (r= -0.35 p = .03; (r = -0.40 p = .01). For the early psychosis group, the 

relationship of experiential and the MAS-A total remained significant (r= -0.35 p = .03) 



while the relationship of expressive symptoms and the MAS-A total became non-significant 

(r=-.29, p=.09). 

4. Discussion

In this study we sought to expand previously research by exploring the relationship 

between metacognition and negative symptoms among adults with mental illness in setting 

outside of North American and Western Europe in order explore whether similar 

relationships would be observed.  We also examined the same phenomenon in control group 

not previously directly compared with persons with psychosis, namely depression.  First, 

generally consistent with our predictions, we found that the patients with prolonged 

schizophrenia had significantly greater deficits in metacognitive function than the 

depression group. Both the prolonged schizophrenia and early psychosis group were less 

able to form complex integrated ideas about themselves and others relative to the depression 

group. The prolonged schizophrenia group had significantly greater difficulties than other 

groups using that metacognitive knowledge to characterize and respond to psychological 

problems. This study is thus the first to  replicate a range of previous studies (Lysaker et al., 

2019b) in a Russian sample and is the largest and only the third study (after WeiMing et al., 

2015a, 2015b; Lysaker et al., 2018) to be conducted outside North America, the Middle East 

or Western Europe. Given that both self-experience, the experience and expression of 

internal states and manifestations of psychopathology are all in part influenced by multiple 

factors including culture (Dimasio, 2010; Alarcon, 2009; Vermeiden et al., 2019), it is 

possible that previous associations between negative symptoms and metacognition were 

specific to the cultures in which they were studied. This study thus offers important new 

evidence suggesting at least a relationship between metacognition and social cognition 

which extends 



even further beyond specific cultural boundaries. This study was also the first to directly 

compare major depression with schizophrenia and so also provides further confirmation of 

uniquely severe levels of metacognitive impairments that may be present in schizophrenia 

across our world. 

Second, as predicted, we found greater impairments in overall metacognition in both 

psychosis groups were related to negative symptoms in general as well as lesser abilities in 

the metacognitive domains of self-reflectivity and awareness of the other. These 

relationships persisted when controlling for deficits in memory which were also linked with 

metacognition in both groups. Concerning subtypes of negative symptoms, we found 

overall metacognition was linked with experiential and expressive negative symptoms in 

both psychosis groups. When memory and age were controlled for statistically, 

metacognition remained significantly correlated with experiential symptoms in both groups 

and with expressive symptoms only in the prolonged schizophrenia group.  

While the cross-sectional nature of this study precludes drawing any causal 

conclusions, results may point to important hypotheses which could be tested in future 

research. For one, results may suggest that negative symptoms are not entirely a primary 

phenomenon, but consequences of compromises in the ability to integrate information and 

derive the kinds of meanings which make certain experiences more salient and so privilege 

certain motivations above others. For example with a profoundly fragmented experience of 

oneself in the world it would seem likely that any number of activities would have the same 

relative and limited meaning and there would be no reason to pursue one course of action 

over the other. If certain goals did not stand out with highly personal meaning. there might 

also be less of a reason to persist when facing challenges. There might also be less effective 



expression of emotion if with metacognitive deficits persons found it relatively difficult to 

know how to characterize and express their experiences in a way that others could 

understand them. This may be consistent with a range of older psychodynamic accounts of 

psychosis which the processes by which persons and others are unique beings are damaged 

and with the loss of genuine uniqueness, nothing if left to meaningfully distinguish the larger 

meaning of one activity from another. Examples of this include the work of Matte-Blanco’s 

as presented by Saks & Tsepilovan (2019) and Arieti’s (1955) characterization of 

schizophrenia as a disorder of symbolization. Of note, rival hypotheses cannot be ruled out 

including the possibility that negative symptoms cause metacognitive deficits or that both are 

the result of underlying psychophysiological processes not assessed here.  

There were unexpected findings. There were paradoxical aspects of the metacognitive 

function in the early psychosis group. They had lower decentration than any of the other two 

groups. This is consistent with Vohs et al., (2014) who reported particularly low levels of 

decentration in a early episode compared to a prolonged psychosis sample. It also raises the 

question, for further study, of  whether there are particular psychopathological processes 

(e.g. related to grandiosity) which may be linked to these unique decrements in decentration 

early on in psychosis. Yet mastery in the early episode group was higher than in the 

prolonged schizophrenia group. This may suggest that perhaps Mastery was yet to be as 

degraded as it was in the prolonged group, perhaps secondary to demoralization. The MAS-

A total of the early episode group was not significantly lower than in the depression group. 

This may suggest as just noted that not all metacognitive abilities become compromised 

simultaneously. With further study one potential implication of this is that early interventions 

in psychoses may explore their potential to prevent or slow the erosion of mastery in the 



course of schizophrenia.  As with all unexpected findings, replication is needed and 

hypotheses should be taken only as motivation for future research.  

There are limitations. Sample sizes were modest and participants were groups 

recruited to be enrolled in treatment. Results may therefore not be generalizable to groups of 

persons who decline treatment or participation in research. Variables were assessed at one 

time point and so conclusions regarding causality and the nature of the relationship of 

metacognition and symptoms cannot be drawn. Additionally, factors not assessed here may 

contribute to the phenomena observed, including history of trauma, disturbance in 

underlying brain function and degree of internalized stigma. Research is needed in the future 

that considers a broader sample and longitudinal designs. We also utilized only one measure 

of metacognition and neurocognition. Future research is needed which deploys a wider set of 

assessments. Finally, this is the first study to use the Russian translation of the MAS-A and 

more work is needed to explore its psychometric properties 

Finally, with replication in ever broader samples results may have clinical 

implications. If metacognitive capacities contribute to the development of negative 

symptoms and a route to recovery cross-culturally, integrative interventions that target 

metacognition might be worthy of further exploration. To date one of these, has been found 

to be  acceptable by Dutch (de Jong et al., 2018), French (Dubreucq et al., 2016) and Hebrew 

(Hasson-Ohayon et al., 2017) speaking patients as well as English speaking patients in 

Australia (Bargenquast and Schweitzer, 2013) with psychosis. It may also be that other 

treatments which similarly address metacognition may also potentially impact negative 

symptoms as well. 



AUTHOR ROLES 

Paul H Lysaker: Conceptualization; formal analysis, writing original draft and review and 
editing 
Nikita Chernov, Project administration, Conceptualization; investigation, data curation, 
supervision, writing original draft and review and editing 
Tatyana Moiseeva investigation, data curation, validation, writing original draft and 
review and editing 
Marta Sozinova: investigation, data curation, validation, writing original draft and review 
and editing 

Nadezhda Dmitryeva, investigation, data curation, validation, writing original draft and 
review and editing 
Vitaliy Alyoshin investigation, data curation, validation, writing original draft and review 
and editing 
Laura A Faith: formal analysis, writing original draft and review and editing 
Olga Karpenko, Conceptualization, supervision, writing review, resources, Project 
administration,
Georgiy Kostyuk Conceptualization, supervision, writing review, resources

CONFLICT OF INTEREST 

The authors have no conflicts of interest to declare. 

References 

Alarcon, R.D., 2009. Culture, cultural factors and psychiatric diagnosis: review and 

projections. World Psychiatry. https://doi.org/10.1002/j.2051-5545.2009.tb00233.x. 

Arieti, S., 1955. Interpretation of schizophrenia (p. 1974). New York, NY: Basic Books. 

Austin, S.F., Lysaker, P.H., Jansen, J.E., Trauelsen, A.M., Lyse Nielsen, H.G., Buch 

Pedersen, M., Helt Haahr, U., Simonsen, E., 2019. Metacognitive capacity and 

negative symptoms in First Episode Psychosis: Evidence of a prospective 

relationship over a three year follow-up. J. Exp. Psychopathol. 10(1). 

https://doi.org/10.1177/2043808718821572. 

Bröcker, A.L., Bayer, S., Stuke, F., Giemsa, P., Heinz, A., Bermpohl, F., Lysaker, P.H., 

Montag, C., 2017. The Metacognitive Assessment Scale (MAS-A): Results of a pilot-



study applying a German translation to individuals with schizophrenia spectrum 

disorders. Psychol. Psychother. 90(3), 401-418. 

Buck, K.D., McLeod, H.J., Gumley, A., Dimaggio, G., Buck, B.E., Minor, K., James, A.V., 

Lysaker, P.H., 2014. Anhedonia in prolonged schizophrenia spectrum patients with 

relatively lower vs. higher levels of depression disorders: Associations with deficits 

in social cognition and metacognition. Conscious. Cogn. 10(29c), 68-75. 

Damasio A., 2010. Self comes to mind: Constructing the conscious brain. New York: 

Vintage Press  

Dubreucq, J., Delorme, C., Roure, R., 2016. Metacognitive therapy focused on psychosocial 

function in psychosis. J. Contemp. Psychother. 46(4), 197–206. 

Hamm, J.A., Renard, S.B., Fogley, R.L., Leonhardt, B.L., Dimaggio, G., Buck, K.D., 

Lysaker, P.H., 2012. Metacognition and social cognition in schizophrenia: Stability 

and relationship to concurrent and prospective symptom assessments. J. Clin. 

Psychol. 68(12), 1303-1312. 

Hasson-Ohayon, I., Avidan, M., Mashiach-Eizenberg, M., Kravetz, S., Rozencwaig, S., 

Shalev, H., et al., 2015. Metacognitive and social cognition approaches to 

understanding the impact of schizophrenia on social quality of life. Schizophr. Res. 

161(2-3), 386–391. 

Hasson-Ohayon, I., Arnon-Ribenfeld, N., Hamm, J., Lysaker, P.H., 2017. Agency before 

action: The application of behavioral activation in psychotherapy with persons with 

psychosis. Psychother. 54(3), 245–251. 



Inchausti, F., Ortuño-Sierra, J., García-Poveda, N.V., Ballesteros-Prados, A., 2017.  

Metacognitive abilities in adults with substance abuse treated in therapeutic 

community. Adicciones. 29(2), 74–82.  

de Jong, S., van Donkersgoed, R.J.M., Timmerman, M.E., Aan Het Rot, M., Wunderink, L., 

Arends, J., van der Gaag, M., Aleman, A., Lysaker, P.H., Pijnenborg, G.H.M., 2019. 

Metacognitive reflection and insight therapy (MERIT) for patients with 

schizophrenia. Psychol. Med. 49(2), 303-313. 

Kay, S.R., Fiszbein, A., Opler, L.A., 1987. The positive and negative syndrome scale 

(PANSS) for schizophrenia. Schizophr. Bull. 13(2), 261–276. 

Khan A., Liharska L., Harvey P.D., Atkins A., Ulshen D., Keefe R.S.E., 2017. Negative 

symptom dimensions of the positive and negative syndrome scale across 

geographical regions: Implications for social, linguistic, and cultural 

consistency. Innov. Clin. Neurosci. 14(11−12), 30–40. 

Ladegaard, N., Lysaker, P.H., Larsen, E., Videbech, P., 2014. A comparison of capacities for 

social cognition and metacognition in first episode and prolonged depression. 

Psychiatry Res. 220(3), 883-889. 

Lavi-Rotenberg, A., Eran Bar-Kalifa, E., de Jong, S., Ben-Dor, L., Lysaker, P.H., Hasson-

Ohayon, I., In Press. Elements that enhance therapeutic alliance and short-term 

outcomes in Metacognitive Reflection and Insight Therapy: A session by session 

assessment. Psychiatric Rehabilitation Journal. 

Leonhardt, B.L., Huling, K.,  Hamm, J.A., Roe, D., Hasson-Ohayon, I., McLeod, H., 

Lysaker, P.H., 2017. Recovery and serious mental illness: A review of current 



clinical and research paradigms and future directions. Expert Rev. Neurother. 17(11), 

1117-1130. 

Lysaker, P.H., Clements, C.A., Placak Hallberg, C., Knipschure, S.J., Wright, D.E., 2002. 

Insight and personal narratives of illness in schizophrenia. Psychiatry. 65, 197–206. 

Lysaker, P.H., Dimaggio, G., 2014. Metacognitive capacities for reflection in schizophrenia: 

Implications for developing treatments. Schizophr. Bull. 40, 487–491. 

Lysaker, P.H., Irarrázaval, L., Gagen, E.C., Armijo, I., Ballerini, M., Mancini, M., 

Stanghellini, G., 2018. Metacognition in schizophrenia disorders: Comparisons with 

community controls and bipolar disorder: Replication with a Spanish language 

Chilean sample. Psychiatry Res. 267, 528-534. 

Lysaker, P.H., Klion, R., 2017. Recovery, Meaning-Making, and Severe Mental Illness: A 

Comprehensive Guide to Metacognitive Reflection and Insight Therapy. NY NY: 

Routledge. 

Lysaker, P.H., Kukla, M., Dubreucq, J., Gumley, A., McLeod, H., Buck, K.D., Vohs, J., 

Minor, K.M., Luther, L., Leonhardt, B.L., Belanger, E.A., Popolo, R., Dimaggio, G., 

2015. Metacognitive deficits predict future levels of negative symptoms in 

schizophrenia controlling for neurocognition, affect recognition, and self-expectation 

of goal attainment. Schizophr. Res., 168(1-2), 267-272. 

Lysaker, P.H., Kukla, M., Vohs, J., Schnackenberg Martin, A., Buck, K.D., Hasson-Ohayon, 

I. 2019a. Metacognition and recovery in schizophrenia: From research to the

development of Metacognitive Reflection and Insight Therapy. J. Exper. 

Psychopathol. 10(1). https://doi.org/10.1177/2043808718814992. 



Lysaker, P.H., Lysaker, J.T. 2017. Metacognition, self-experience and the prospect of 

enhancing self-management in schizophrenia spectrum disorders. Philosoph. 

Psychiatr. Psychol. 24(2), 69-178. 

Lysaker, P.H., Minor, K.S., Lysaker, J.T., Hasson-Ohayon, I., Bonfils, K., Hochheiser, J., 

Vohs, J.L., 2019b. Metacognitive function and fragmentation in schizophrenia: 

Relationship to cognition, self-experience and developing treatments. Schizoph. Res. 

Cogn. 100142. 

McLeod, H.J., Gumley, A.I., MacBeth, A., Schwannauer, M., Lysaker, P.H., 2014. 

Metacognitive functioning predicts positive and negative symptoms over 12 months 

in first episode psychosis. J. Psychiatry Res. 54, 109–115. 

Moritz, S., Klein, J.P., Lysaker, P.H., Mehl, S., 2019. Metacognitive and cognitive-

behavioral interventions for psychosis: new developments. Dialogues Clin Neurosci. 

21(3), 309-317. 

Moritz, S., Lysaker, P.H., 2018.  Metacognition - What did James H. Flavell really say and 

the implications for the conceptualization and design of metacognitive interventions 

in schizophrenia. Schizophr. Res. 201, 20-26 

Popolo, R., Smith, E., Lysaker, P.H., Lesting, K., Cavallo, F., Melchiorre, L., Santone, C., 

Dimaggio, G., 2017. Metacognitive profiles in schizophrenia and bipolar disorder: 

Comparisons with healthy controls and correlations with negative symptoms. 

Psychiatry Res. 257, 45–50. 

Rubinstein, S., 2010. Experimental methods of psychopathology assessment and their clinical 

implementation (practice guideline) – M.: Aprel-Press, Psychother., – 224 (in Russ). 



Saks, P. S., Tsepilovan Edman, M., 2019. In the forests of the night: Psychodynamic 

Treatment of schizophrenia through the lens of bi-logic. Psychoanalytic Psychology. 

Advance online publication. http://dx.doi.org/10.1037/pap0000211 

Saykin, A.J., Gar, R.C., Gur, P.D., Mozley, L.H., Resnick, S.M., Kester, D.B., Stafiniak, P., 

1991. Neuropsychological function in schizophrenia. Selective impairment 

in memory and learning. Arch. Gen. Psychiatry. 48(7), 618-624. 

Semerari, A., Carcione, A., Dimaggio, G., Falcone, M., Nicolo, G., Procaci, M., Alleva, G., 

2003. How to evaluate metacognitive function in psychotherapy? The metacognition 

assessment scale and its applications. Clin. Psychol. Psychother. 10(4), 238–261. 

Taricone, P., 2011. The Taxonomy of Metacognition. Routledge, New York. 

Vermeiden, M., Janssens, M., Thewissen, V. et al. 2019. Cultural differences in positive psychotic 

experiences assessed with the Community Assessment of Psychic Experiences-42 (CAPE-

42): a comparison of student populations in the Netherlands, Nigeria and Norway. BMC 

Psychiatry 19, 244 https://doi.org/10.1186/s12888-019-2210-8 

Vohs, J.L., Leonhardt, B.L., James, A.V., Francis, M.M., Breier,A., Mehdiyoun, N., Visco, 

A.C., Lysaker, P.H., 2018. Metacognitive Reflection and Insight Therapy for Early

Psychosis: A preliminary study of a novel integrative psychotherapy. Schizophr. Res. 

195, 428-433. 

Vohs, J.L., Lysaker, P.H., Francis, M., Hamm, J., Buck, K.D., Olesek, K., Outcalt, J., 

Dimaggio, G., Leonhardt , B., Liffick, E., Mehdiyoun, N., Breier, A., 2014. 

Metacognition, social cognition, and symptoms in patients with first episode 

and prolonged psychosis. Schizophr. Res., 153, 54-59. 



WeiMing, W., Yi, D., Lysaker, P.H., Kai, W., Daomin, Z., Long, W., et al., 2015a. A 

correlation study of metacognition and theory of mind in the patients with 

schizophrenia. Chin. J. Psychiatry. 48(2), 98–104. 

WeiMing, W., Yi, D., Lysaker, P.H., Kai, W., 2015b. The relationship among the 

metacognitive ability, empathy and psychotic symptoms in schizophrenic patients in 

a post-acute phase of illness. Chin. J. Behav. Med. Brain Sci. 24(2), 128–131. 




