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Our aim in this rejoinder is to reply to the comment by
Parnas et al. [1] on our recent paper in Psychopathology
on self-disorders in panic disorder (PD) [2]. Their com-
ment makes a series of incorrect or misleading claims.

The comment starts by stating that our sample is
“chronic” and “treatment-resistant” and that we aimed to
compare our PD subjects’ scores with the scores of schizo-
phrenia subjects. Both claims are incorrect. Our sample
is not, in fact, especially chronic given that recurrent pan-
ic attacks are actually a criterion for the very diagnosis of
PD [3]. Nor does failure of a 1-month treatment in Gen-
eral Practice Clinics (also characteristic of our subjects)
qualify as clinical treatment resistance. The general remis-
sion rate of PD in general is 80% in the second year of
treatment [4, 5], and perhaps only at that point should
patients be considered resistant.

Contrary to what the comment implies, our study was
not devised to provide a direct comparison of patient
groups; for that we would have had to include both PD
and schizophrenia samples. Our aim, rather, was to ex-
amine the presence, and the profile, of self-disorders in
PD: “to explore the profile of specific types of ASEs (...) any
possible patterns (...) that might be revealed” [2]. The
comment also criticizes our consideration of all the 94
EASE items or sub-items rather than only the 57 items

(only some of which have sub-items). But given our pur-
poses, maximum qualitative detail was critical, since our
main purpose involved seeking the richest possible phe-
nomenological assessment. We have, however, reana-
lyzed our data using only the 57 EASE items, and this
leads to an average score of 13.11 + 8.8 (mean * SD), ver-
sus our initial 17.94 + 11.88. We regret that we did not
include this analysis in our original paper. However, us-
ing this result does not change our discussion, namely,
that our scores are indeed “somewhat lower than (schizo-
phrenia studies) but considerably higher than those report-
ed for bipolar psychosis (average of 6.3) and other mental
disorders (average of 8.1) in the just cited comparative
studies.”

The commentary suggests that PD is a “trans-diagnos-
tic category” (in contrast with our claim that some self-
disorders could be trans-diagnostic), whose presence in
our sample would increase the odds ratio of a future di-
agnosis of psychosis. This suggestion contradicts the best
available epidemiological evidence, which indicates that
PD, despite its comorbidities, is a stable diagnostic cate-
gory [6]. We note also that our own sample is not (as they
claim) “peculiar” in lacking comorbidities since it was in-
tentionally selected on that very basis (with inclusion cri-
terion “diagnosis of panic disorder and no other diagno-
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sis” [2]). Likewise, it is highly implausible to suggest that
past and present panic attacks (defined as involving sud-
den physical and psychical anxiety with fear oflosing con-
trol and help-seeking behavior) could be mistaken by
trained psychiatrists, in a clinical setting, with actual psy-
chotic episodes (delusions and hallucinations with pos-
sible disorganized speech and behavior). Also, the most
recent epidemiological study (which includes Portuguese
subjects in its sample) shows high comorbid diagnosis of
PD with “other anxiety disorders (63.1%) and mood dis-
orders (53.7%)” but not with psychosis [6]. The latter
study also refutes the idea that PD precedes comorbid psy-
chosis, given that it is rare for the PD diagnosis to precede
the comorbid diagnosis (only 15.4% of this already rare
subgroup) [6].

Two other methodological criticisms in the comment
claim (1) that our clinical assessment was inadequate
since it relied on the M.I.N.I. International Neuropsychi-
atric Interview (5.0) [7] and (2) that we failed to consider
or properly assess the possible co-presence of schizophre-
nia spectrum conditions. However, as we stated, our sub-
jects were assessed not only with the M.LN.I but also with
two additional diagnostic clinical interviews performed
by licensed university clinic psychiatrists (at admission,
and also on referral to our research team); the M.L.N.I.
was an additional device used only to exclude certain spe-
cific psychiatric diagnoses (particularly affective disor-
ders). It is also odd to find the commentators suggesting
we somehow ignored the possibility of comorbid schizo-
phrenia spectrum conditions, given that we addressed
this issue repeatedly. Indeed, “schizophrenia spectrum” is
mentioned 31 times in our paper, including the possibil-
ity (which we consider highly unlikely) of failing to detect
what we term the “presence, in some PD subjects, of sub-
clinical schizotypal or other psychosis-prone traits.”

The last two criticisms in the comment refer to (1) the
nonblindness to diagnosis of our interviewers and (2) a
supposed lack of “certification” to perform the EASE. The
interviews were performed by licensed and experienced
psychiatrists who intentionally refrained from asking
about the diagnosis of the interviewee. The course of the
interview does, however, solicit biographical and clinical
information that can be relevant to diagnostic consider-
ations (e.g., whether EASE sub-items occur only in spe-
cific settings and/or acute mental states or as trait-like
features present from childhood or adolescence). We cer-
tainly agree with the commentators that complete diag-
nostic blindness was impossible “given the intensity,
depth and breadth” of the [EASE] interview. This, how-
ever, is the case for any EASE interview whatsoever, and is

Rejoinder to Commentary

therefore no more problematic in our interviews than for
all previous and future research with the EASE. We fail to
see what point our commentators are trying to make on
this issue.

Another incorrect point is the commentators’ claim
that our interviewers (together with numerous other re-
searchers) lacked “certification” and training as they did
not go through a “long, arduous training of several
months.” This seems a dubious attempt to impugn the
carefulness and rigor of our research. Our interviewers
did, in fact, take the official EASE courses that were rec-
ommended before and at the time of the study (these were
promoted by the Centre for Subjectivity Research [CfSR]
in Copenhagen, and taken by our interviewers in 2013
and 2015.) Further, our interviewers performed hun-
dreds of EASE interviews in these and other research set-
tings, where reliability has also been appraised [8, 9]. We
agree that training and reliability assessments can in-
crease the excellence of interview(er)s and we appreciate
the introduction of a new advanced EASE workshop and
reliability appraisal in the www.easenet.dk website. It is
noteworthy, however, that this suggestion has appeared
only recently on the EASE website (well after our research
was performed) - a point that, in all fairness, should have
been mentioned by the commentators.

At the same time, we wish to point to some worrisome
methodological problems that could ensue from too local
or too parochial a monitoring of EASE training, e.g., only
by any group that might be unduly biased toward associ-
ating self-disorder per se only with schizophrenia spec-
trum. The danger is that a tautological or self-perpetuat-
ing orientation might prevail, especially given the diffi-
culty of achieving full diagnostic blindness in an interview
like the EASE. We are referring to a situation in which
trainees who wish to be qualified to perform EASE inter-
views might feel some pressure to find EASE items only
in subjects who seem likely to have a schizophrenia diag-
nosis (we are assuming, of course, that such pressure
would only be indirect and unintentional; such pressures
are, however, known to have significant effects in scien-
tific research, especially when considerable judgment is
required, as when assessing subtle experiential phenom-
ena). In this light, we cannot help but notice that the au-
thors of the comment sometimes seem to verge (at least
in our view) on actually defining schizophrenia in terms
of the presence of EASE items and self-disorders. This, of
course, would mean adopting a tautological and therefore
scientifically untenable position, a position in which it
would be virtually impossible, on principle, to find results
conflicting with the following claim (which is incorrect in
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our view, though it is repeated in various publications by
the commentators): namely, that “it has now been estab-
lished empirically that self-disorders aggregate in schizo-
phrenia-spectrum disorders but not in other mental dis-
orders or in healthy controls” [10].

To claim that self-disorders aggregate only in schizo-
phrenia spectrum, and not in any other disorders, it
would be necessary to make comparisons not merely with
affective-disorder or general psychiatric samples but with
most or many other specific psychiatric disorders outside
the schizophrenia spectrum (beyond that which has been
done by the Copenhagen Group). High prominence of
self-anomalies was in fact already found in a prior, EASE-
based study (only quasi-empirical) of depersonalization
disorder [11], in cases of intense introspection [12] and,
more broadly, in phenomena from avant-garde modern-
ist and postmodernist art and culture [13]. This is hardly
surprising, perhaps, given the prominence of derealiza-
tion or depersonalization in such disorders as PTSD, de-
personalization disorder, and some additional anxiety
disorders. As we note, 13 EASE sub-items are more or less
identical with Cambridge Depersonalization Scale (CDS)
items, while 11 other EASE items have close affinity [14].

Our own position is very much in favor of the self-
disorder hypothesis of schizophrenia. However, we be-
lieve that to progress in studying self-disorder in schizo-
phrenia, one must critically explore notions of basic-self
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and its disturbances, and investigate significant parallels
and affinities with certain other disorders. Pathogenesis
of full-blown schizophrenic symptoms might require, as
has been suggested, a 2-tier (and specific) construal of ex-
periences [15]. Another plausible model interprets self-
disorders in schizophrenia in light of a 2-factor theory,
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a view is consistent with the now widely acknowledged
role of stress and trauma in the etiology of schizophrenia
(18, 19].

Everyone recognizes that scientific progress requires
the respectful consideration of opposing findings. In this
spirit, we note that, in our manuscript, we certainly do not
ignore, but actually raise a variety of possible objections to
our findings - a point that seems to have been lost on the
commentators. Far from bringing confusion into this re-
search field, we believe that studies such as ours offer nec-
essary refinements that will ultimately lead to a more nu-
anced and more adequate conception of the nature and
internal structure of ipseity or “basic-self” and its disor-
ders.
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