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ABSTRACT 

Background: Poor clinical insight has been commonly reported in those with First Episode 

Psychosis (FEP) and thought to be influenced by a range of factors, including neurocognition 

and symptoms. Clinical insight may be compromised as a result of alterations in higher-level 

reflective processes, such as metacognitive ability and cognitive insight. Aims: To explore 

whether metacognitive ability and cognitive insight are associated with clinical insight while 

controlling for IQ, depression, and symptoms in FEP. Methods: 60 individuals with FEP 

completed measures for clinical insight, metacognitive ability, cognitive insight, positive and 

negative symptoms, depression, and IQ. Results: Higher levels of metacognitive ability were 

associated with better clinical insight, even when controlling for IQ, depression, positive and 

negative symptoms, and medication. Integration subscale of metacognitive ability was most 

strongly associated with clinical insight. Cognitive insight was associated with clinical insight 

when controlling for covariates. However, when including metacognitive ability and cognitive 

insight in the predictive model, the only metacognitive ability was significantly related to 

clinical insight.  Discussion: Metacognitive ability, specifically the ability to describe one’s 

evolving mental state to provide a coherent narrative, was significantly related to clinical 

insight, independent of covariates, and is, therefore, a potentially important target for 

intervention in FEP.  
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INTRODUCTION 

Clinical insight in the context of psychosis refers most generally to awareness of symptoms, 

consequences, and need for treatment (Amador, Strauss, Yale, & Gorman, 1991; Lysaker, 

Pattison, Leonhardt, Phelps, & Vohs, 2018). Clinical insight is a complex phenomenon that 

involves making adaptive sense of psychiatric challenges by integrating a range of experiences, 

understanding how those challenges emerged, what those challenges mean to the person, how 

those challenges are expected to develop, and how they could be managed. Lack of clinical 

insight is reflected by the relative lack of a coherent or consensually valid sense of those 

challenges related to psychosis and is commonly referred to as denial of illness (Lysaker, 

Pattison, Leonhardt, Phelps, & Vohs, 2018; Roe & Kravetz, 2003). 

 

Much of the research on clinical insight has focused on those with a schizophrenia diagnosis, 

with studies showing at least 50% of individuals with schizophrenia have poor clinical insight 

(Gharabawi, Lasser, Bossie, Zhu, & Amador, 2006) and low clinical insight has been modestly 

associated with poorer long-term outcomes (Marshall et al., 2005). Individuals with First 

Episode Psychosis (FEP) have been shown to also experience poor clinical insight (Keshavan, 

Rabinowitz, Desmedt, Harvey, & Schooler, 2004), but this clinical insight into illness may be 

slowly regained, such as a study demonstrated clinical insight improved during an inpatient 

stay and at a 6-month after discharge (Koren, Viksman, Giuliano, & Seidman, 2013). FEP 

refers to the first psychotic episode, encompassing psychotic symptoms (delusions, 

hallucinations, and formal thought disorder), disorganized speech, and impairments in 

functioning for at least 1 week (Yung et al., 2005). FEP is an important group as those with 

early psychosis may lack the knowledge, or language, to describe the change in their mental 

health and, therefore, understanding and integrating their change in the mental state into their 

self-schema may be challenging and progress slowly. Understanding factors that improve 

clinical insight may help speed up this progress and help the individual recover. 

 

While clinical insight has been associated with a range of poor outcomes, it has also been 

positively correlated with depression in schizophrenia (Lysaker et al., 2018; Misdrahi, Denard, 

Swendsen, Jaussent, & Courtet, 2014), and a link between depression and clinical insight has 

been reported in longitudinal research as well (Misiak et al., 2016; Mohamed et al., 2009). The 

connection between clinical insight and depression has been referred to as the “insight paradox” 

(Lysaker, Roe, & Yanos, 2007) and is believed to occur when an individual’s awareness of 
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their mental health challenges triggers feelings of hopelessness and low self-worth (Belvederi 

Murri et al., 2015; Yanos, Roe, Markus, & Lysaker, 2008). In particular, it has been suggested 

that internalized stigma may lead persons to perceive having a mental illness as indicating that 

they cannot lead a fulfilling life leading to pervasive emotional distress (Lysaker, Roe, & 

Yanos, 2007b; Mashiach-Eizenberg, Hasson-Ohayon, Yanos, Lysaker, & Roe, 2013; Yanos, 

Roe, & Lysaker, 2010).  

 

An integrative model of clinical insight has been developed which suggests poor clinical insight 

is the result of multiple factors, such as symptoms, neurocognitive or metacognitive deficits, 

which impact the development of a clear narrative of psychiatric challenges (Vohs, George, 

Leonhardt, & Lysaker, 2016), and cognitive insight, as awareness of one’s current thought 

processes and experiences may impact one’s ability to make adaptive sense of past and present 

psychiatric challenges (clinical insight). First, positive symptoms, by virtue of their extremely 

anomalous qualities may be difficult to understand or to see as a symptom of a mental illness 

(Henriksen & Parnas, 2014; Lysaker, Pattison, Leonhardt, Phelps, & Vohs, 2018; Osatuke et 

al., 2008). Multiple studies have found poorer clinical insight is linked with more severe levels 

of positive symptoms (Dickerson, Boronow, Ringel, & Parente, 1997; Keshavan et al., 2004) 

and clinical insight fluctuates with changes in symptom severity (Quee et al., 2014).  

 

Second, negative symptoms have also been linked to poorer clinical insight in schizophrenia 

(Erickson, Jaafari, & Lysaker, 2011; Gharabawi et al., 2007) as negative symptoms, e.g., 

amotivation, may lead individuals to withdraw from attempting to understand their own 

phenomenological experience of the world (Osatuke et al., 2008). Empirically supported by 

research demonstrating clinical insight was poorer in those with deficit syndrome (Kirkpatrick, 

Castle, Murray, & Carpenter, 2000; Trotman, Kirkpatrick, & Compton, 2011) and others with 

persistent negative symptoms (Carpenter et al., 1998). Evidence also suggests that gains in 

insight are closely linked with improvements in negative symptoms (Kemp & Lambert, 1995).  

 

Third, poor clinical insight has been associated with deficits in neurocognitive abilities, such 

as attention and memory. Neurocognitive deficits may make it challenging for the individual 

to access relevant memories about their mental illness and their current or previous 

experiences. Empirical research has supported the association between clinical insight and 

neurocognition (Bhagyavathi et al., 2015; Cooke et al., 2007), including premorbid IQ (Černis 
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et al., 2015), self-reflection, and set-shifting (Diez-Martin et al., 2014; Gilleen, David, & 

Greenwood, 2016), and, more broadly, social cognitive deficits, such as Theory of Mind, which 

has shown a significant relationship with clinical insight (Bora, 2017). 

 

More recently, metacognitive deficits have been considered to have a crucial role in negatively 

affecting clinical insight (Gilleen et al., 2016; Vohs et al., 2016). Metacognition is considered 

‘thinking about thinking’ (Flavell, 1979; Semerari et al., 2003a) and is the capacity to think 

about one’s cognitions, emotions, and behavior, as well as others’, and to use this reflection to 

respond to challenges (Lysaker et al. 2010; Lysaker, Erickson, et al. 2011). To date, the 

majority of studies that have supported a link between metacognition and clinical insight 

(Lysaker et al., 2011; Lysaker et al., 2018; Vohs et al., 2015) have measured metacognition 

using Metacognitive Assessment Scale – abbreviated (MAS-A (Lysaker et al. 2005). 

Metacognitive deficits may limit an individual’s ability to recognize changes in their mental 

states, disruptions in the course of their life, and struggle to construct a coherent account of 

their experiences of mental illness (Lysaker et al., 2005; Lysaker et al., 2015; Nicolò et al., 

2012; Vohs, George, Leonhardt, & Lysaker, 2016). Empirical research has found that the 

metacognitive deficits (total MAS-A score) are associated with poor clinical insight, regardless 

of levels of positive or negative symptoms (Lysaker et al., 2018) and inability to use 

metacognitive knowledge to respond to psychosocial challenges (i.e., metacognitive mastery 

score from MAS-A) is linked with clinical insight, regardless of neurocognitive capacity 

(Lysaker et al., 2011). This evidence raises the important possibility that metacognition could 

be a treatment target which, if successfully engaged, could result in improvements in clinical 

insight (Lysaker et al., 2018). Such as Vohs et al. (2018) delivered 6 months of Metacognitive 

Reflection Insight Therapy for early psychosis (MERIT-EP) which has shown to improve 

clinical insight in individuals with early psychosis and demonstrated the feasibility of this 

concept. 

 

A final variable of interest is cognitive insight, described as objectivity regarding current 

delusional thinking, ability to consider alternate explanations, and receptiveness to corrective 

information from others (Beck, Baruch, Balter, Steer, & Warman, 2004). Cognitive insight is 

considered to be related to metacognitive ability (Davies, Fowler, & Greenwood, 2017), but 

with a specific focus on understanding one’s cognitive processes concerning anomalous 

experiences. Cognitive insight involves two separate dimensions: self-reflectivity, or interest 
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in one's thoughts, and self-certainty, or the inability to question one’s thoughts (Beck, Baruch, 

Balter, Steer, & Warman, 2004; Degirmenci, Degirmenci, Dügüncü, & Yilmaz, 2013). 

Research on the association between clinical and cognitive insight has been equivocal with 

some studies finding a positive relationship (Cooke et al., 2010; Engh, 2010; González-Blanch 

et al., 2014), and others no relationship (Grover, Sahoo, Nehra, Chakrabarti, & Avasthi, 2018; 

Kuokkanen, Lappalainen, Repo-Tiihonen, Tiihonen, & Aho-Mustonen, 2016). Using this 

integrative model outlined above, poor cognitive insight may be a precursor to, and an 

underlying factor of, impaired clinical insight.  

 

This current study aimed to build upon past studies of clinical insight in three ways. First, we 

focused exclusively on correlates of clinical insight in an FEP sample who may have less 

experience with their mental health challenges and the changes associated with this. Second, 

we will use a different measure of metacognitive ability, Metacognitive Assessment Interview 

(MAI) (Semerari et al., 2012), which evaluates how an individual uses their metacognitive 

ability to explain a real-life interpersonal event (Semerari et al., 2012). Unlike the MAS, the 

MAI probes each of the four metacognitive abilities: monitoring, differentiation, integration, 

and decentration, using specific questions to highlight specific impairments. Both measures are 

considered psychometrically sound [MAI (Semerari et al., 2003b, 2012) and MAS-A (Lysaker 

et al., 2005, 2010)] and should be considered complementary measures. MAI was a briefer 

version and was more acceptable to FEP participants alongside a larger battery of measures. 

Finally, the exploration of cognitive insight as a correlate of clinical insight. 

 

This study had three hypotheses: 

1. When controlling for positive and negative symptoms, depression, and neurocognition, 

higher levels of metacognition would be related to better clinical insight. 

2. When controlling for covariates above, higher levels of cognitive insight self-

reflectivity would be related to better clinical insight. 

3. When controlling for covariates above, lower levels of cognitive insight self-certainty 

would be related to better clinical insight. 
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METHODS 

Procedure 

Ethical and Health Research Authority approval was obtained through Camberwell St. Giles 

Research Ethics Committee (reference number: 17/LO/0055). Participants provided informed 

consent. The first author of this paper (AW) completed all assessments with the participant. 

Design 

This present study was a secondary analysis of the main study (Wright, Fowler, & Greenwood, 

2019). Participants within the main study completed measures of demographics, 

neurocognition (IQ), depression, psychotic symptoms (positive and negative), clinical insight, 

cognitive insight, and five metacognitive components: metacognitive ability, experience, 

efficiency, control, and monitoring. This current analysis included the FEP group only and 

assessed correlates of clinical insight. 

Participants 

Sixty-two individuals with psychosis, involved with the Early Intervention Service (EIS),  were 

recruited into the main study through (1) re-contacting all participants with confirmed FEP 

diagnosis who were involved in an earlier FEP study and had given consent to be re-contacted 

(Davies et al., 2017) and (2) directly approaching individuals engaged in the Early Intervention 

in Psychosis (EIP) services in Sussex Partnership NHS Foundation Trust through their care 

coordinator. Individuals within EIP service who had been given a formal diagnosis of First 

Episode Psychosis (F29) using ICD-10 manual from a review by a consultant psychiatrist 

working within Early Intervention Services and who was independent form this research study. 

All participants with psychosis were able to read and communicate in English and aged 

between 18 – 40 years of age, to be inclusive of those with FEP who are involved with Early 

Intervention Services in the UK which, at the time of the study, provided care to individuals 

aged 14-35 years of age with some flexibility at the upper boundary. Participants with a primary 

diagnosis of substance misuse disorder or organic neurological impairment were excluded. 

Two individuals did not complete the clinical assessment (Positive And Negative Syndrome 

Scale) and were removed from these analyses. 

 

Measures 

Symptom severity and clinical insight  



Word count: 3999 

8 

 

The Positive and Negative Syndrome Scale (Kay & Fiszbein, 1987), a widely used instrument, 

was used to assess symptom severity. The Bell et al. (1994) factor structure was used to 

calculate factor scores for positive (range 6-42) and negative (range 8-56) symptom subscales. 

Also, the insight item (G12) was used as the measure of insight in the study (range from 1-7) 

and the PANSS depression item was used as the measure of depression in the study, range 1 

(absent) to 7 (severe). 

 

Cognitive insight 

The Beck Cognitive Insight Scale (BCIS) (Beck et al., 2004) a self-report questionnaire that 

has 15 statements rated from 1=“Do not agree at all” to 4=“agree completely”. The items are 

divided into 9-item self-reflectiveness, ranging from 1 to 36, and 6-item self-certainty sub-

scales, ranging from 1 to 24. A composite score was also created by subtracting the self-

certainty score from the self-reflectiveness score. Higher scores on the composite and self-

reflectiveness sub-scales and lower scores on self-certainty reflect better cognitive insight. 

 

Metacognitive assessment interview 

The Metacognitive Assessment Interview (Semerari et al., 2012) required the participant to 

reflect on a recent difficult interpersonal experience and answer a series of questions to assess 

i) Monitoring, identification of feelings and thoughts, ii) Differentiation, distinguishing 

between dreams, beliefs, or assumptions, iii) Integration, reflection on different mental states 

and rules governing them, and iv) Decentration, describing the mental state of the other which 

is independent of their own view. These four subscales are each scored between 0-5, depending 

on spontaneity, use of aids/prompts, and the sophistication of the answer. The scores for the 

subscales are averaged to provide one multidimensional construct. This measure has 

demonstrated good inter-rater reliability and internal consistency (α=0.91 for total 

metacognition), and construct reliability showing correlations amongst the subscales (r=0.62-

0.9) (Semerari et al. 2012).  

 

IQ 

Verbal IQ was measured through the Vocabulary task (Wechsler, 1999), a measure of an 

individual’s verbal knowledge. Performance IQ was measured with the Matrix reasoning task 

(Wechsler, 1999), a measure of an individual’s ability to mentally manipulate abstract symbols 
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and perceive the relationship among them. Both IQ scores were then totaled to provide a 2-part 

IQ score. 

 

ANALYSIS 

Firstly, correlational analyses were used to assess the relationship between clinical insight, 

cognitive insight, and metacognitive ability in FEP. Next, a series of regression analyses were 

conducted to assess the role of cognitive insight and metacognitive ability on clinical insight 

in FEP, independent of covariates: IQ, depression, positive and negative symptoms, and 

medication. Finally, a stepwise regression was conducted to assess which predictor had the 

strongest association with clinical insight in this FEP sample. 

 

RESULTS 

Sample characteristics and descriptive statistics  

A total of sixty participants with First Episode Psychosis were included in this analysis. The 

mean age was 26.3 years (SD= 5.75, range 18-43), with 73% (N=44) males and 26% (N=16) 

females. Table 1 presents the sample characteristics and descriptive statistics. 

 

[INSERT TABLE 1] 

 

Clinical insight and cognitive insight in FEP were not significantly related, p=.19. Clinical 

insight was not significantly associated with BCIS self-reflectiveness (p=.16) nor BCIS self-

certainty (p=.71). Clinical insight was significantly associated with metacognitive ability in 

FEP, r= -.64, p<.001 and all metacognitive subscales: monitoring (r= -.58, p<.001), 

differentiation (r= -.57, p<.001), integration (r= -.65, p<.001) and decentration (r= -.48, 

p<.001). 

 

Cognitive insight was moderately associated with metacognitive ability in FEP, r= .33, p=.01 

and all metacognitive subscales: monitoring (r= .27, p=.04), differentiation (r= .29, p=.02), 

integration (r= .29, p=.03) and decentration (r= .3, p=.02). BCIS self-reflectiveness was 

significantly associated with metacognitive ability in FEP, r= .35, p=.01 and all metacognitive 

subscales: monitoring (r= .29, p=.02), differentiation (r= .31, p=.0 2), integration (r= .3, p=.02) 

and decentration (r= .34, p=.01). BCIS self-certainty was not significantly associated with 

metacognitive ability in FEP, p=.49, nor any subscale. 
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Table 2 presents the correlational analysis for the main variables and covariates. Anxiety was 

also assessed as a potential covariate, but anxiety was not related to clinical insight, 

metacognitive ability, nor cognitive insight. 

 

[INSERT TABLE 2] 

 

A stepwise regression was used to assess the predictive value of metacognitive ability on 

clinical insight. After controlling for IQ, depression, positive and negative symptoms, 

metacognitive ability significantly predicted clinical insight, R²=.46, F(5,56) =8.59, p<.001 

(table 3). Metacognitive ability significantly improved the baseline statistical model (r² 

change= .18, p<.001), explaining 18% of the total 46% variance explained. 

 

[INSERT TABLE 3] 

 

To assess which metacognitive subscale explained the greatest amount of variance in clinical 

insight, we included all metacognitive subscales (monitoring, differentiation, integration, and 

decentration) into the stepwise regression. Integration explained 17% of the total 47% variance 

and the full statistical model (including covariates) was significant, R²=.4, F(5, 56) =8.3, 

p<.001. 

 

A stepwise regression was used to assess the predictive value of cognitive insight on clinical 

insight. After controlling for IQ, depression, positive and negative symptoms, cognitive insight 

significantly predicted clinical insight, R²=.32, F(5, 56) =6.3, p<.001 (table 4). Cognitive 

insight significantly improved the baseline statistical model (r² change= .1, p=.005), explaining 

10% of the total 32% variance explained. When controlling for covariates, cognitive insight 

remained significant, p<.001. 

 

[INSERT TABLE 4] 

 

A stepwise regression was used to assess the predictive value of the two cognitive insight 

subscales: self-reflectiveness and self-certainty on clinical insight. After including covariates, 
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self-reflectiveness was the only significant predictor and the full statistical model was 

significant, R²=.34, F(5, 56) =6.85, p<.001. 

 

Finally, a stepwise regression was used to assess the predictive value of cognitive insight (self-

reflectiveness subscale) and metacognitive ability (integration subscale) on clinical insight. 

Multicollinearity was within acceptable limits (Durbin-Watson=1.87). After including 

covariates, the integration subscale was the only significant predictor of clinical insight, R²=.4, 

F(5, 56) =8.34, p<.001. 

 

DISCUSSION 

This study aimed to test several assumptions of the integrative model of clinical insight (Vohs 

et al., 2016) in First Episode Psychosis (FEP), with a particular focus on the potential role of 

metacognitive ability and cognitive insight in underpinning clinical insight. This study also 

aimed to identify which variable predicts the most amount of variance in clinical insight, to 

identify the most appropriate and effective intervention target. 

 

As expected, metacognitive ability was associated with clinical insight even after controlling 

for differences in IQ, symptoms, and medication. This is consistent with previous work using 

the MAS-A (Lysaker et al., 2011; Lysaker et al., 2018; Vohs et al., 2015) and strengthens the 

integrative model of insight (Vohs et al., 2016); suggesting poor insight is the result of 

multiple factors including neurocognition, metacognition, and, as shown within this study, 

cognitive insight. For example, difficulties in thinking about one’s cognitions, emotions, and 

behavior, as well as others’, and to use this reflection to respond to challenges may result in 

the individual not being able to construct a coherent account of their psychiatric challenges. 

Participants on average scored similarly to a previous study within FEP (see Davies et al., 

2017) with an appropriate level of variability in scoring within this sample. Therefore, one 

requires a certain level of metacognitive capacity to reflect on one’s overall mental health and 

challenges; to later identify, and use, strategies to enable one to cope with these challenges. 

 

While the cross-sectional nature of this study precludes drawing causal conclusions, results 

suggest metacognitive deficits may uniquely predict low clinical insight in FEP. Metacognitive 

ability entails the way you think about yourself, others, and your interaction with the world 

which is shown to predict how you can understand and integrate your changing mental health 
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into your current personal repertoire of experiences and self-understanding. Specifically, 

integration was the strongest predictor of all metacognitive subscales. An individual with an 

integration deficit may experience difficulties arranging their thoughts in a narrative form and 

may display contradictory mental states which are difficult for the individual to describe. This 

integration deficit entailing difficulty connecting different mental states may lead an individual 

to experience difficulty in making adaptive sense of their psychiatric challenges and connecting 

a range of distressing mental health experiences to understand how those psychiatric challenges 

emerged and how those challenges could be managed; termed clinical insight.  

 

Consistent with previous work (Lysaker et al., 2013), metacognitive ability was related to both 

clinical and cognitive insight. There was a specific association between metacognitive ability 

and self-reflectiveness subscale of the cognitive insight measure (BCIS), supporting previous 

studies (David, Bedford, Wiffen, & Gilleen, 2012; Gilleen et al., 2016). Thus, individuals who 

can consider different perspectives or accept one’s thinking as fallible (higher self-

reflectiveness) may be more likely to be aware of themselves, including their’s specific goals, 

thoughts, feelings, and behaviors, to understand how they may differ from those of other 

people, and to use this information to optimize their recovery (e.g., higher metacognitive 

ability). However, cognitive insight was not a significant predictor of clinical insight. While 

this lack of association is contrary to our expectations, previous studies demonstrated no 

association between total clinical insight and total cognitive insight (González-Blanch et al., 

2014; Grover et al., 2018; Kuokkanen et al., 2016), as clinical insight and cognitive insight 

may be two different constructs that complement each other (Riggs, Grant, Perivoliotis, & 

Beck, 2012). When assessing the specific subscales of cognitive insight, clinical insight was 

associated with self-reflectiveness, suggesting those who are more open to learning about their 

mental health challenges and experiencing the new changes and challenges associated with 

psychosis may be more likely to have better clinical insight into their illness. Additionally, 

depression was not associated with clinical insight in this study, a relationship previously noted 

by two studies in those with schizophrenia (Belvederi Murri et al., 2015; Lysaker et al., 2013). 

This may be a result of our method of assessment (the PANSS depression item), the cross-

sectional nature of this study, or the inclusion of an early psychosis sample. Future studies are 

needed which include a broader measure of depression. 
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With replication, these findings may have clinical implications. Clinical insight can be difficult 

to directly intervene or change, particularly when an individual has low insight then aiming to 

alter this directly within therapy can significantly impact therapeutic alliance and trust as it 

moves towards an illness model. Given the finding above, it may be suggested that increasing 

metacognitive ability may be a useful first step to increasing clinical insight in FEP (see Joseph 

et al., 2015). Metacognitive Insight and Reflection Therapy (MERIT) enables an individual to 

integrate their current experiences, increase their sense of agency, and improve their ability to 

manage challenges (Lysaker et al., 2015, p. 305). Improving metacognitive ability may later 

improve clinical insight. One caveat to improving clinical insight is the association with 

increased depression (Belvederi Murri et al., 2015) so therapists delivering therapy aimed at 

improving metacognitive ability, or clinical insight, should be aware of any changes to 

depression or suicide risk. All individuals were involved with the Early Intervention Service 

(EIS) which provides pharmacological and psychological interventions (typically, CBT-p). 

CBTp has been considered to indirectly improve clinical insight in psychosis by improving 

medication adherence and improving coping skills (Turkington, Kingdom, & Turner, 2002). 

While this has not been assessed in this study, training metacognitive capacity and improving 

coping skills may improve clinical insight.  

 

Limitations 

There were limitations to the study. First, this study demonstrated that metacognitive ability 

has a specific role in clinical insight in FEP. But, there are alternative interpretations that cannot 

be ruled out. For example, the interaction between symptoms and clinical insight is unclear as 

Vohs et al. (2016) suggested that it is unclear whether symptoms predict poor insight or poor 

insight may lead to treatment non-adherence, which exacerbates symptoms. There may be a 

potential interaction effect and longitudinal research within an FEP sample is warranted. 

Second, clinical insight was measured using one PANSS item, used previously (Yanos, 

Vayshenker, Pleskach, & Mueser, 2017), but more detailed measures of insight are available, 

such as the Scale to Assess Unawareness of Mental Illness (SUMD) (Amador et al., 1991). 

This current study assessed metacognition using MAI, which does not directly assess “mastery” 

ability; an individual’s ability to utilize metacognitive knowledge about oneself and others to 

deal or cope with psychological challenges, as assessed within the MAS-A. As mastery has 

previously been associated with clinical insight (Lysaker et al., 2011) future studies should 

continue to examine how an individual uses their metacognitive knowledge to deal with 
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challenges, including clinical insight and beyond. A final issue concerns the considerable 

overlap between the several metacognitive or self-reflective mechanisms. For example, 

cognitive insight self-reflectiveness subscale, ability to consider the possibility that one’s belief 

could be false, could be assessing similar reflective processes as MAI integration subscale, 

reflection on different mental states throughout changing experiences, or MAI differentiation 

subscale, distinguishing between dreams, beliefs or assumptions within a situation. While there 

appear to be several mechanisms contributing to clinical insight, metacognitive ability, which 

assesses these processes in more detail, was shown to predict the most amount of variance in 

clinical insight. 

Conclusion 

This study highlights that metacognitive ability may be specifically important to individuals 

with FEP who lack clinical insight, as being aware of themselves, others, and their behavior 

may be key to gaining a broader understanding of themselves and the change associated with 

their mental health. This study supports the strengthening of a new strand of interventions to 

tackle metacognitive ability, such as MERIT, to improve clinical insight in early psychosis.  
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Table 1: Sample characteristics and descriptive statistics summary table. 

                                                 
1 As this study involved re-contacting individuals from an early cohort study, one participant was above the 18-

40 range.  
2 Due to the way educational level, martial status, ethnicity, work status and accommodation status were 

measured and the assumptions of chi-square tests, we had to collapse the groups. Participants who preferred not 

to state their answer were removed from these chi-squared analyses.  

Sample characteristics FEP sample (N=60) 

Age, yrs. (SD) 26.25 (5.75) range 18-431 

Gender (female, male, % male) 16, 44, 73%  

Antipsychotic medication (no, yes, % yes) 19, 41, 68%  

Educational level2  

No qualifications to some high school (e.g., 

GCSE) 

High school graduate/A-levels 

Degree or higher 

 

20 (34%)  

20 (34%)  

19 (32%)  

Work status 

Full-time or part-time  

Not working 

Other: student, stay at home, long-term 

sickness 

 

29 (49%)  

14 (23%)  

17 (28%)  

Housing status 

Parent’s house 

Other: Family carer home, support living 

Lives independently 

 

23 (39%)  

8 (13%)  

29 (48%)  

Descriptive statistics Mean (SD), range 

PANSS Insight (1-7) 1.92 (.98), range 1-4 

BCIS composite index (-9-27) 8.9 (5.7), range -1-23 

BCIS – self-reflectiveness (1-36) 15.4 (4.44), range 6-25 

BCIS – self-certainty (1-24) 6.45 (3.3), range 0-16 

Vocabulary task (t score) 51.5 (13.1), range 20-70 

Matrix Reasoning task (t score) 52.97 (8.0), range 26-66 

Cognitive ability (2-part IQ) 104.98 (14.7), range 61-131 

Metacognitive Assessment Interview (average score) 

(0-5) 

3.18 (.85), range 1.19-4.56 
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MAI Monitoring (0-5) 3.5 (.78), range 1.75-4.75 

MAI Differentiation (0-5) 2.86 (1.13), range 0.5-4.75 

MAI Integration (0-5) 3.13 (.94), range 1.25-4.5 

MAI Decentration (0-5) 3.2 (.97), range 1.25-.75 

PANSS P (6-42) 11.3 (4.8), range 6-26 

PANSS N (8-56) 13.3 (5.8), range 8-40.5 

PANSS depression (1-7) 2.5 (1.2), range 1-5 
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Table 2: Correlational matrix with insight, metacognition, IQ, symptoms and depression. 

N=60 Cognitive 

insight 

Self-

reflectiveness 

Self-

certainty 

MAI 

total 

MAI 

monitoring 

MAI 

differentiation 

MAI 

integration 

MAI  

decentration 

IQ PANSS 

positive 

PANSS 

negative 

PANSS 

depression 

Clinical 

insight 

r= -.17 

p= .19 

r= -.18 

p= .16 

r= .05 

p= .7 

r= -.64 

p<.001 

r= -.58 

p<.001 

r= -.57 

p<.001 

r= -.65 

p<.001 

r= -.48 

p<.001 

r= -.11 

p= .4 

r= .37 

p= .04 

r= .42 

p= .001 

r= -.2 

p= .13 

Cognitive 

insight  

1 N/A N/A r= .33 

p= .01 

r= .27 

p-.04 

r= .29 

p=.02 

r= .29 

p=.03 

r= .3 

p=.02 

r= .44 

p= 

.001 

r= .11 

p= .41 

r= .18 

p= .18 

r= .04 

p= .78 

Self-

reflectiveness  

 1 r= -.08 

p= .57 

r= .35 

p= .01 

r= .29 

p=.02 

r= .31 

p=.02 

r= .3 

p=.02 

r= .34 

p=.01 

r= .42 

p= 

.001 

r= .11 

p= .41 

r= .07 

p= .59 

r= -.06 

p= .67 

Self-certainty   1 r= -.09 

p= .49 

r= -.07 

p= .61 

r= -.09 

p= .48 

r= -.09 

p= .48 

r= -.07 

p= .62 

r= -.2 

p= .13 

r= -.04 

p= .74 

r= -.21 

p= .1 

r= -.14 

p= .29 

MAI    1 N/A N/A N/A N/A r= .05 

p= .7 

r= -.39 

p= .002 

r= -.56 

p<.001 

r= .18 

p= .16 

MAI 

monitoring 

    1 r= .62 

p<.001 

r= .79 

p<.001 

r= .63 

p<.001 

r= .38 

p= 

.003 

r= -.36 

p=.04 

r= .51 

p<.001 

r= .22 

p= .1 

MAI 

differentiation 

     1 r= .75 

p<.001 

r= .7 

p<.001 

r= .43 

p= 

.001 

r= -.43 

p= .001 

r= -.37 

p= .01 

r= .05 

p= .7 

MAI 

integration 

      1 r= .78 

p<.001 

r= .49 

p<.001 

r= -.42 

p= .001 

r= -.53 

p<.001 

r= .19 

p= .14 
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MAI  

decentration 

       1 r= .56 

p<.001 

r= -.27 

p= .04 

r= -.44 

p<.001 

r= .22 

p= .14 

IQ         1 r= -.19 

p= .15 

r= -.1 

p= .45 

r= .06 

p= .65 

PANSS 

positive 

         1 r= .35 

p= .01 

r= .3 

p= .02 

PANSS 

negative 

           r= .12 

p= .37 
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Table 3: Full regression model for predictive value of metacognitive ability on clinical 

insight, whilst controlling for IQ, depression and symptoms.  

  B SE B β p value CI  

Model 2       

 Constant 2.2     

 IQ  .02 .01 .28 .03* .002, .03 

 PANSS Positive  .04 .03 .2 .15 -.02, .09 

 PANSS Negative -.003 .03 -.01 .92 -.07, .06 

 Depression -.1 .09 -.13 .25 -.28, .08 

 Metacognitive 

ability 

-.74 .18 -.65 <.001*** -1.1, -.38 

*<.05, **<.01, ***<.001 

 

 

 

Table 4: Full regression model for predictive value of cognitive insight on clinical insight, 

whilst controlling for IQ, depression and symptoms. 

 

  B SE B β p 

value 

CI  

Model 2       

 Constant .15     

 IQ .01 .01 .18 .16 -.01, .03 

 PANSS Positive .09 .03 .42 .01** .03, .14 

 PANSS Negative .05 .03 .2 .16 -.02, .11 

 Depression -.21 .09 -.27 .02* -.39, -.03 

 Cognitive insight -.06 .02 -.37 .01** -.11, -.02 

*<.05, **<.01, ***<.001 
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