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INTRODUCTION 

11 

 

Schizophrenia 

 
Definition 
 

Schizophrenia is an illness with a range of symptoms that can be divided into 

positive and negative symptoms. Positive symptoms are experiences that are 

largely absent in healthy individuals, while negative symptoms are present in 

healthy individuals and lacking in patients. Some people with schizophrenia also 

suffer from disorganized thoughts and speech (DSM IV-TR, APA). In addition to 

positive and negative symptoms, schizophrenia is characterized by cognitive 

symptoms, i.e. impairments of memory, attention and executive functioning (Owen et 

al. 2016). 

The prevalence of schizophrenia is estimated at about 1% and the incidence is 

averaged at 15.2 /100.000 persons per year, with variations between studies 

(McGrath, Saha, Chant & Welham, 2008). It usually develops in adolescence (Van 

Os & Kapur, 2009) and is more common in men than in women (Aleman, Kahn & 

Selten, 2003). 

Wide variations occur in the course of schizophrenia (Marengo, 1994; An der 

Heiden & Hafner, 2000). Some people have episodes of illness with full remission of 

symptoms between episodes, while others may have little variation in their 

symptoms over the course of years. Some people fully recover while others stay 

very ill for the rest of their life. 

 

Impact on daily life 
 

Schizophrenia can have a severe impact on the daily life of patients. The 

symptoms can interfere with social functioning (Kundu et al., 2013; Robertson et al., 

2014), causing problems in education, employment and relationships. Negative 

symptoms seem to have a greater influence on long term functioning than positive 

symptoms (Wunderink et al., 2013). Stigmatizing beliefs regarding schizophrenia 

from society and the patients themselves can further reduce functioning and 

quality of life (Staring et al., 2009; Holubova et al., 2016; Picco et al., 2016). 

Schizophrenia is also associated with other invalidating factors such as cognitive 

problems (Green & Harvey, 2014) and impaired insight (Amador & David, 2004). 

Mortality rates are three times higher in comparison to the healthy population, 

caused partly by the larger suicide rate (Auquier, Lancon, Rouillon & Lader, 

2007). 

 

Clinical staging in psychosis 
 

People in the early stages of schizophrenia ask for other treatment approaches 

than people who are chronically ill for many years. To improve diagnosis and the 

indication of fitting treatment for people with psychosis, McGorry (2007) proposed 

15494_Donkersgoed_BNW.indd   11 26-04-18   09:30

INTRODUCTION 

11 

 

Schizophrenia 

 
Definition 
 

Schizophrenia is an illness with a range of symptoms that can be divided into 

positive and negative symptoms. Positive symptoms are experiences that are 

largely absent in healthy individuals, while negative symptoms are present in 

healthy individuals and lacking in patients. Some people with schizophrenia also 

suffer from disorganized thoughts and speech (DSM IV-TR, APA). In addition to 

positive and negative symptoms, schizophrenia is characterized by cognitive 

symptoms, i.e. impairments of memory, attention and executive functioning (Owen et 

al. 2016). 

The prevalence of schizophrenia is estimated at about 1% and the incidence is 

averaged at 15.2 /100.000 persons per year, with variations between studies 

(McGrath, Saha, Chant & Welham, 2008). It usually develops in adolescence (Van 

Os & Kapur, 2009) and is more common in men than in women (Aleman, Kahn & 

Selten, 2003). 

Wide variations occur in the course of schizophrenia (Marengo, 1994; An der 

Heiden & Hafner, 2000). Some people have episodes of illness with full remission of 

symptoms between episodes, while others may have little variation in their 

symptoms over the course of years. Some people fully recover while others stay 

very ill for the rest of their life. 

 

Impact on daily life 
 

Schizophrenia can have a severe impact on the daily life of patients. The 

symptoms can interfere with social functioning (Kundu et al., 2013; Robertson et al., 

2014), causing problems in education, employment and relationships. Negative 

symptoms seem to have a greater influence on long term functioning than positive 

symptoms (Wunderink et al., 2013). Stigmatizing beliefs regarding schizophrenia 

from society and the patients themselves can further reduce functioning and 

quality of life (Staring et al., 2009; Holubova et al., 2016; Picco et al., 2016). 

Schizophrenia is also associated with other invalidating factors such as cognitive 

problems (Green & Harvey, 2014) and impaired insight (Amador & David, 2004). 

Mortality rates are three times higher in comparison to the healthy population, 

caused partly by the larger suicide rate (Auquier, Lancon, Rouillon & Lader, 

2007). 

 

Clinical staging in psychosis 
 

People in the early stages of schizophrenia ask for other treatment approaches 

than people who are chronically ill for many years. To improve diagnosis and the 

indication of fitting treatment for people with psychosis, McGorry (2007) proposed 

15494_Donkersgoed_BNW.indd   11 26-04-18   09:30
        



CHAPTER 1 
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a clinical staging model based on work of Fava and Kellner (1993), who first 

introduced clinical staging in psychiatry. This model defines the extent of the 

progression of the disease at a particular point in time and where a person lies 

along this continuum (Wood et al., 2011). It differentiates between early stages 

and later stages and strengthens the clinicians’ capacity to select treatments 

relevant to earlier stages. A summary of the stages identified by McGorry et al. 

(2007) is presented below. 

 

 
Figure 1.1: Clinical staging in psychosis. 

 

Many people show certain vulnerabilities years before the onset of schizophrenia 

(phase 1a and 1b). For example they may experience subclinical positive 

symptoms, social withdrawal, depressive symptoms and disturbances in thought 

and speech (Schultze-Lutter et al., 2010). To study the early development of 

psychotic disorders, a risk group has been defined, called the Ultra High Risk (UHR) 

group (phase 1b). The people in this group meet the following criteria: presence 

of attenuated psychotic symptoms (APS) and/or a family history of schizophrenia 

combined with problems in functioning and/or presence of one or more brief 

limited intermittent psychotic symptoms (BLIPS) such as delusions and hallucinations 

(McGlashan, Miller & Woods, 2001; Yung & McGorry, 2007; Bora et al., 2014). Up 

to 36% of the people in this group develop schizophrenia within three years 

(Fusar-Poli, Bonoldi et al., 2012). 

There is accumulating evidence that the onset of schizophrenia can be prevented 

by intervention in the early stages (Morrison et al., 2004; Amminger et al., 2010; 

Ising et al., 2014) and early intervention is critical to the development of the 

disease (Perkins, Boteva & Lieberman, 2005; Marshall et al., 2005; Chiliza et al., 

2012). 

Therefore, it is important to identify markers that may predict the development of 

psychotic disorders and other mental illnesses, enabling early detection and 

intervention. One possible vulnerability marker for the development of 

schizophrenia is reduced social cognition. A meta-analysis on this topic is 

presented in Chapter Two. 
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Social cognition 

 

Definition and elements 
 

Social cognition can be defined as the mental operations that underlie social 

interactions, which mediate responses to interpersonal settings of various types, 

including perception and interpretation of various types (National Institute of 

Mental Health (NIMH), 2017). Extensive research has been done on social 

cognition in schizophrenia in the last twenty years. Four core research domains 

have been identified, using expert surveys (Pinkham et al., 2014): emotional 

perception and processing, social perception and knowledge, theory of mind and 

attributional style. 

Emotional perception and processing represent lower order basic processes such 

as the recognition of emotional content in faces and voices of others (Edwards et 

al., 2001; Hoekert et al., 2007). Social perception and knowledge encompass 

higher order processes such as the decoding of non-verbal communication and 

the recognition of social cues (Ihnen et al., 1998). Another domain that received 

extensive research is Theory of Mind (TOM); the mental capacity to infer the 

mental states of others (Brüne, 2005; Sprong et al., 2007). The fourth domain of 

social cognition is attributional style: the tendency to attribute the cause of 

events to the self, others or the environment (Lee et al., 2004; Langdon et al., 

2010). Impairments in these four domains have been found in patients with chronic 

schizophrenia as well as patients with first-onset psychosis (Mazza et al., 2012; 

Bora & Pantalis, 2013), in the acute phase as well as the remission phase of the 

disease (Mehta et al., 201 3). First degree relatives of people with schizophrenia 

show moderate difficulties in social cognition as well (Lavoie et al., 2013). 

In addition to these four domains, Pinkham et al. (2014) highlight empathy as an 

important area within the field of social cognition. Empathy is generally defined 

as the ability to share and understand the emotional states of others (Eisenberg & 

Miller, 1987, Elliot et al., 2011). A differentiation can be made between affective 

and cognitive empathy. Affective empathy is the ability to empathize with others in 

an intuitive, unconscious manner via shared circuits in the brain. When seeing other 

people feel something, the same areas in the brain are activated as when feeling 

something yourself (Keyser & Gazzola, 2006). Cognitive empathy on the other 

hand, is the ability to interpret the thoughts and feelings of others in a more 

conscious way (Blair 2005; Frith & Frith, 2008). This form of empathy has 

considerable overlap with Theory of Mind (Pinkham et al., 2014). Both cognitive 

((Brüne, 2005; Biedermann et al., 2012, Savla et al., 2013) and affective (Bonfils et 

al., 2016) empathy are impaired in people with schizophrenia. 

 

Measuring social cognition 
 
Tests that measure social cognition can be divided into the same domains as 

described above. Emotion perception and processing is usually measured using 
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static, video or prosody tasks. Examples of static tests are the Facial Expression of 

Emotion: Stimuli and Tests (FEEST; Young et al., 2002), the Face Emotion 

Discrimination Test and the Face Emotion Identification Test (Kerr & Neale, 1993). 

These tasks make use of pictures of faces representing basic emotions (Ekman & 

Friesen, 1976). The participant has to identify the correct emotions in the pictures. 

As static cues of faces are far removed from real world social interaction, video 

tasks are developed to measure emotion perception and processing in a more 

ecologically valid way, for example the TASIT (McDonald et al., 2003). This test 

comprises videotaped vignettes of everyday social interactions, in which the 

participant has to identify the correct emotion portrayed by the actor in the 

scene. 

Social perception and knowledge is measured with a wide range of instruments 

measuring different aspects of the domain. For example, the Abbreviated 

Trustworthiness Task (Adolphs et al., 1998; Bellugi et al., 1999) measures how 

someone infers the trustworthiness of strangers. In this task the participant is shown 

42 faces and is asked to judge how much he/she trusts the person on a seven-

point scale ranging 5 from -3 (very untrustworthy) to +3 (very trustworthy). Scores 

are compared to the scores of a reference group, resulting in an average rating 

on trustworthy faces and an average rating on untrustworthy faces. The 

Relationships Across Domains test (RAD; Sergi et al., 2009) examines the 

understanding of social relationships, based on relational models theory. It 

assumes that people use four different relational models to interpret social 

interaction and consist of short stories describing the relationship between a male 

and a female. After reading the story, the participant has to determine if 

statements about the relationship of the characters are correct or incorrect. The 

RAD assesses if the participant recognizes the relational model presented in the 

story. The Situational Feature Recognition Test (Corrigan et al., 1996) was 

developed to test the recognition of features of social situations that vary in 

level of abstraction, from concrete features (actions and roles) to more abstract 

features (rules and goals). Social situations are presented to the participant, who 

has to identify which features would fit this particular situation. 

A wide variety of measures is available to assess Theory of Mind. A distinction 

can be made between verbal TOM tasks, using stories in which the participant 

has to take the perspective of one of the characters and visual TOM tasks, in 

which the participants is shown pictures in which he/she has to infer the mental 

state of others. Examples of verbal TOM tasks are the Strange Story Task and the 

Faux Pas Task. The Strange Story Task (Happ et al., 1994) consists of eight neutral 

stories and eight TOM stories containing a mistake, persuasion or white lie. The 

participant has to detect these features in the TOM stories. The Faux Pas Task 

(Baron-Cohen et al., 1999) consists of ten stories of social situations. In five of 

these stories, someone says something without taking the feelings of another 

person into consideration. Again, the participant has to detect these mistakes in 

the story by taking the perspective of one of the characters. An example of a 

visual TOM task is the Reading the Mind in the Eyes Task (RMET; Baron-Cohen et 

al., 2001) in which the participant has to look at pictures of faces of strangers 

and decide which one of two words best describes what the person in the picture 

is feeling or thinking. 
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Attribution bias is usually measured with a questionnaire, for example the Internal, 

Personal and Situational Attributions Questionnaire (IPSAQ; Kinderman & Bentall, 

1996). In this test the participant has to rate positive and negative events as 

being caused by themselves (internal), other people (external-personal) or the 

situation (external-situational). 

Empathy is also commonly measured with self-rated questionnaires. An example 

of a widely used instrument is the Interpersonal Reactivity Index (IRI; Davis, 1983), 

with two subscales measuring cognitive empathy (the Perspective Taking subscale 

and Fantasy subscale) and two subscales measuring affective empathy (Empathic 

Concern and Personal Distress subscales). It consists of 28 statements. The 

participant has to indicate whether the statement applies to him/her on a six point 

scale. The IRI was not originally developed to distinguish between cognitive and 

affective empathy and concerns have been raised about its psychometric 

properties (Michaels et al., 2014; Horan et al., 2015). An example of a more 

recently developed instrument is the Questionnaire of Cognitive and Affective 

Empathy (QCAE, Reniers et al., 2011). This instrument was especially designed to 

address limitations of existing empathy instruments. It was developed from items of 

several existing self-report measures and tested with extensive analysis in a large 

healthy sample. It consists of 31 items, divided into a Cognitive Empathy Scale 

and an Affective Empathy Scale. The participant has to indicate if the statements 

applies to him/her on a four point scale. 

It has been debated whether questionnaires can fully capture complex real-life 

empathy. To test empathy in a more ecologically valid way, the Empathic 

Accuracy Task (EAT; Zaki et al., 2008) was designed. It consists of video clips in 

which a person describes an emotional autobiographic story. The participant has 

to judge the emotional content of these stories continuously on a nine point scale 

(1=negative to 9=positive) with a turning device. Empathic accuracy is assessed 

by the extent to which the perceiver rating of the targets emotion matches the 

targets own judgement of the story. In Chapter Three a study is presented that 

investigates empathic accuracy in a sample of schizophrenia patients in 

comparison to healthy people. The correlation between the EAT and the IRI, QCAE 

and Faux Pas is also presented. 

Metacognition 
 

Definition and elements 
 

The term metacognition was first used by Flavell in 1979, who defined 

metacognition as thinking about thinking. Ever since it has been widely studied, for 

example by Wells (2009) and Moritz et al. (2011). Metacognition includes mental 

activities ranging from discrete acts such as recognizing thoughts and feelings to 

more synthetic acts, in which thoughts and feelings are integrated into a larger, 

complex representation of the self, others and the world (Lysaker et al., 2013). It 

can be divided into four core, interdependent elements (Semerari et al., 2003; 

Lysaker et al., 2005): self-reflection, understanding the other, decentration and 
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metacognitive mastery. 

Self-reflection is the ability to reflect on your own thoughts and emotions. A simple 

(discrete) form of this element is the ability to recognize a thought in your mind 

and the ability to recognize this thought as your own. A more complex form of 

self-reflection is the ability to distinguish between different forms of thoughts, for 

example to be able to name one thought as a wish and another as a decision 

and see the difference between those two. An even more complex form is the 

ability to connect thoughts and feelings in a moment and to understand how they 

influence each other. The most complex form of self-reflection is the ability to 

synthesize cognitions and emotions over time and in different moments into a 

coherent and complex representation of your own mind. 

Understanding the other is the ability to reflect on the thought and feelings of 

others. An example of this element is the ability to recognize a thought in the 

others mind. In more complex ways of understanding the other, one is able to 

detect and name thoughts and feelings of the other person, and is able to see 

how they influence each other. In the most complex (synthetic) form of this element, 

someone is able to form an integrated idea of the mental states of another 

person across time, forming a coherent representation of the mind of the other. This 

element is especially interconnected with self-reflection, as fMRI studies found 

overlap in regions of the brain that are activated when reflecting on oneself and 

when reasoning about the mind of others (van Veluw & Chance, 2014). 

Decentration is the ability to understand that everybody has their own separate 

life and that the world does not evolve around you solely. When someone has 

zero decentration, he/she assumes to be the center of other people’s mental 

activities. In more complex forms of decentration, a person can recognize that 

others can perceive and interpret events in a validly different way than his/her 

own interpretation and is able to see the world as involving unique individuals, 

each with their own thoughts, feelings and representations. 

Metacognitive mastery is the ability to use reflections of self/others and 

decentration to deal with psychological problems. At the base of this element lies 

the ability to detect psychological problems in the first place. When someone is 

able to do so, simple ways of responding to these problems are avoidance or 

seeking support from others. A more complex way of responding to a 

psychological problem is changing how you think about the problem or yourself. 

The most complex form of metacognitive mastery is the ability to respond to 

psychological challenges by utilizing unique metacognitive knowledge about 

yourself and others. For example: someone understands that he has the tendency 

to have paranoid thoughts that usually lead to negative outcomes when he acts 

on them. He also sees that his girlfriend has a less paranoid mindset which leads to 

less problems. In a given situation he can recognize the paranoia in his own mind 

and can decide not to go along with it but instead he is able to adapt the view 

of his girlfriend to change his own view and deal with the situation in a different 

way. 

When conceptualized this way, metacognitive dysfunction is more than just a 

missing skill. It is the inability to make complex sense of experience and integrate 

interpersonal information into a larger whole (Lysaker, Bob et al., 2013). 

Metacognitive capacities allow persons to form a detailed picture of their own 
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mental states, of the wishes and intentions of others, and of the inner and social 

dues that trigger psychological pain, and thereby to cope with challenges and 

solve complex social problems […] in the larger frame they make it possible for 

persons to make sense of their dilemmas, to find meaning in life and to ultimately 

adapt to a changing environment (Lysaker, Erickson et al., 2011). 

 
Correlation with other constructs 

 
Metacognition has some considerable overlap with other constructs. Theory of 

Mind and empathy both refer to the understanding of the mind of others, an 

element of metacognition. Furthermore, the term mentalization that is often used in 

other fields, especially the field of personality disorder treatment and research, 

also focuses on how people think about mental states (Semerari et al., 2007) and 

involves many similar processes as metacognition. It does, however, not include the 

mastery dimension and is discussed primarily in the context of a ttachment theory 

(Bateman & Fonagy, 2011; Dimaggio & Lysaker, 2015). Social cognition and 

metacognition show considerable overlap as well. Both are concerned with 

reflection on cognitive processes of one’s own and others thoughts and both 

moderate the relationship between neurocognition and functioning in 

schizophrenia (Vauth et al., 2004; Lysaker, Shea et al., 2010; Schmidt et al., 2011). 

Metacognition however focuses on synthesizing psychological experiences into 

mental representation of varying complexity, whereas social cognition is more 

concerned with the accuracy of perceptions and representations (Minor et al., 

2015; Buck et al., 2015). 

 

Measuring metacognition 

 
Several instruments have been developed to assess (elements of) metacognition. 

Most of these instruments are designed to measure more discrete aspects of the 

concept, for example the ability to recognize specific thoughts and feelings, and 

the ability to identify and correct mistakes in one’s own thought process. An 

example is the Cognitive Biases Scale (DACOBS; van der Gaag et al., 2013), 

intended to measure cognitive biases. This questionnaire consists of seven 

subscales: jumping to conclusions, belief in flexibility bias, attention to threat bias, 

external attribution bias, social cognition problems, subjective cognitive problems 

and safety behaviors. 

These subscales can be grouped into three higher order scales: cognitive biases, 

cognitive limitations and safety behaviors. Another example of an instrument 

measuring discrete metacognition is the Meta-cognitions Questionnaire (MCQ; 

Cartwright-Hatton & Wells, 1997), intended to measure the beliefs someone has 

about his/her own thought process. This questionnaire consists of 65 items that 

can be rated on a 4-point scale, from 1 (I do not agree) to 4 (I agree very 

much). It has five subscales: positive beliefs about worry, negative beliefs about 

uncontrollability of thoughts and corresponding danger, cognitive confidence, 

negative beliefs about thoughts in general and cognitive self-consciousness. 
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To measure more synthetic forms of metacognition, in which thoughts and feelings 

are integrated into a larger, complex representation of the self, others and the 

world, Semerari et al. (2003) developed the Metacognition Assessment Scale 

(MAS). It was originally developed to measure metacognition in people with 

personality disorders and was adapted and shortened by Lysaker et al. (2005) 

for the use with people with psychotic disorders (Metacognitive Assessment Scale 

Adapted, MAS-A). It consists of four scales related to the subdomains as 

described above: self-reflectivity, understanding the others mind, decentration 

and mastery. In contrary to previously described measurement instruments, the 

MAS-A is not a questionnaire but a hierarchical rating scale with which transcripts 

of a conversation with a participant is scored on metacognitive activity. Each 

scale ranges hierarchically from discrete metacognitive activities to more complex, 

synthetic metacognitive activities. To obtain a transcript of a conversation, the 

Indiana Psychiatric Illness Interview (IPII; Lysaker et al., 2002) can be used. It 

consist of five open questions, designed to elicit the life story and illness story of 

the patient. The MAS-A can be scored by trained raters on the resulting transcript. 

The ecological validity of this scale is considered to be high, as metacognition is 

rated on what the participant demonstrates in the moment when discussing his/her 

own life. 

 
Metacognition and daily life functioning 
 
Daily life functioning of patients with schizophrenia is linked to metacognition in 

several ways. Lower levels of metacognition correlate with lower levels of 

functional competence (Lysaker, McCormick et al., 2011), lower stigma resistance 

(Lysaker & Dimaggio, 2014), and less favorable reports of the subjective 

experience of recovery (Kukla et al., 2013). Better metacognitive mastery is linked 

to better social cognition and more insight (Lysaker, Erickson et al., 2011; Lysaker 

et al., 2010) and metacognition has been found to mediate the impact of 

neurocognitive deficits on social function, after controlling for symptoms (Lysaker et 

al., 2010). In addition to these daily life aspects, impaired metacognition has also 

been associated with more severe negative symptoms (Lysaker et al., 2005; Nicolo 

et al., 2012; Macbeth et al., 2013) and low quality of therapeutic alliance (Davis 

et al., 2011). Additionally, lower levels of metacognition predict future severity of 

negative symptoms, even after controlling for concurrent levels of negative 

symptoms (Hamm et al., 2012).  

As metacognition is linked to these important aspects of daily life functioning, 

improvement of metacognition with treatment might be a feasible way to improve 

daily life functioning of patients with schizophrenia. 
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Treatment in Schizophrenia 
 

Evidence based treatment 
 

In the Netherlands, patients with schizophrenia are treated with a combination of 

antipsychotic medication, case management, psycho-education, family 

interventions, reintegration programs and cognitive behavioral therapy (Trimbos 

Instituut, 2012). To expand and improve treatment options for people with 

schizophrenia, new forms of treatment are regularly introduced in international 

literature. Randomized controlled trials, reviews and meta-analyses investigate the 

effectiveness of these new treatment methods in their ability to reduce invalidating 

factors such as symptoms and stigma or their ability to improve other factors such 

as insight, metacognition, quality of life and daily life functioning of patients with 

schizophrenia. In Chapter Four a meta-analysis is presented, reviewing which 

treatment forms improve insight in schizophrenia patients.  

 

Changing metacognition in psychosis 
 

Some interventions are especially designed to improve specific deficits in 

schizophrenia. One such intervention is the Metacognitive Reflection and Insight 

Therapy (MERIT; Lysaker et al., 2011). This manual-based individual psychotherapy 

aims to improve the four elements of metacognition, as described by Semerari et 

al. (2003) and Lysaker et al. (2005): self-reflection, understanding the other, 

decentration and metacognitive mastery.  

 

Metacognitive Reflection and Insight Therapy 
 

The MERIT treatment protocol is not a step-by-step program but is target driven. 

In the conversation with the patient, the therapist looks for targets: signs of 

metacognition. He investigates if the patient is aware of his/her own thoughts and 

the thoughts of others and categorize the degree of metacognitive complexity. To 

do this, the therapist uses the levels of the metacognition assessment scale (MAS). 

He/she adjusts the intervention according to the level of metacognition of the 

patient and aims to stimulate the patient to perform ever more complex 

metacognitive tasks. A randomized controlled trial to investigate the effectiveness 

of the MERIT therapy is presented in Chapter Five. The results of this trial are 

presented in Chapter Seven and a case study in which a patient with severe 

negative symptoms is treated with MERIT is described in Chapter Six.  

Outline 
 

This thesis is concerned with treatment, social cognition and metacognition in 

schizophrenia. The thesis consists of five parts. In the first part, a general 

introduction is given in which key concepts and theories are discussed.  
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The second part encompasses two chapters on the topic of social cognition. 

First, a meta-analysis is presented on social cognition in individuals at ultra-high 

risk (UHR) for psychosis. Impaired elements of social cognition in UHR are discussed, 

as well as possible markers for transition and suggestions for future research. The 

second chapter concerns another important element of social cognition: empathy. 

Different measurement instruments of empathy are reviewed and compared, and 

the difference between schizophrenia patients and healthy controls in cognitive 

and affective empathy as measured with these instruments are discussed.  

 

The third part of this thesis focuses on treatment of insight in psychosis. A meta-

analysis is presented in which changes in insight during different forms of treatment 

for psychosis are reviewed. The effect of common treatment interventions such as 

Cognitive Behavioral Therapy and Psycho-education on insight are presented, 

association of elevated insight with depression is discussed and suggestions are 

made for targeting insight in future intervention programs.  

 

The fourth part is concerned with the treatment of metacognition in psychosis. This 

part consists of three chapters. Firstly, a protocol of a multi-center randomized 

controlled trial of a manual-based individual therapy is presented. This therapy, 

the Metacognition Reflection and Insight Therapy (MERIT), aims to improve 

metacognition in patients with schizophrenia. Secondly, a case study is described 

of a first episode patient with severe negative symptoms receiving MERIT. The 

elements of the therapy are discussed in more detail and differences before and 

after therapy in metacognition and symptoms are addressed.  In the final chapter 

of this part the result of the randomized controlled trial are discussed including 

improvement of patients on metacognition directly after therapy and after a 

follow-up period of six months.  

 

In the last part of this thesis the results of the preceding chapters are integrated 

in a general discussion of the main findings and a final conclusion. 
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Abstract 

 
Objective: Treatment in the ultra-high risk stage for a psychotic episode is critical 

to the course of symptoms. Markers for the development of psychosis have been 

studied, to optimize the detection of people at risk of psychosis. One possible 

marker for the transition to psychosis is social cognition. To estimate effect sizes for 

social cognition based on a quantitative integration of the published evidence, 

we conducted a meta-analysis of social cognitive performance in people at ultra 

high risk (UHR). 

 

Methods: A literature search (1970-July 2015) was performed in PubMed, 

PsychINFO, Medline, Embase, and ISI Web of Science, using the search terms social 

cognition, theory of mind, emotion recognition, attributional style, social 

knowledge, social perception, empathy, at risk mental state, clinical high risk, 

psychosis prodrome, and ultra high risk. The pooled effect size (Cohens D) and the 

effect sizes for each domain of social cognition were calculated. A random effects 

model with 95 % confidence intervals was used. 

 

Results: Seventeen studies were included in the analysis. The overall significant 

effect was of medium magnitude (d = 0.52, 95 % Cl = 0.380.65). No moderator 

effects were found for age, gender and sample size. Sub-analyses demonstrated 

that individuals in the UHR phase show significant moderate deficits in affect 

recognition and affect discrimination in faces as well as in voices and in verbal 

Theory of Mind (TOM). Due to an insufficient amount of studies, we did not 

calculate an effect size for attributional bias and social perception/ knowledge. A 

majority of studies did not find a correlation between social cognition deficits and 

transition to psychosis, which may suggest that social cognition in general is not a 

useful marker for the development of psychosis. However some studies suggest the 

possible predictive value of verbal TOM and the recognition of specific emotions 

in faces for the transition into psychosis. More research is needed on these 

subjects. 
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Introduction 

 
Early signs of psychosis can be present several years before the actual onset of 

ill-ness. Many individuals show a decline in social functioning before onset 

(MacBeth & Gumley, 2008). Other signs that may occur prior to onset are mild 

positive symptoms, negative symptoms such as social withdrawal, depressive 

symptoms and basic symptoms such as subclinical self-experienced disturbances in 

thought, speech and perception processes Schultze-Lutter et al., 2010). People at 

heightened risk for psychosis, usually referred to as Clinical high risk (CHR), Ultra 

high risk (UHR), psychosis prodrome or At Risk Mental State (ARMS), meet the 

following criteria: presence of attenuated psychotic symptoms (APS) and/or a 

family history of schizophrenia combined with problems in functioning (Yung & 

McGorry, 2007; Bora et al., 2014) and/or presence of one or more brief limited 

intermittent psychotic symptoms (BLIPS) such as delusions or hallucinations 

(McGlashan et al., 2001). A recent meta-analysis shows that the average 1-year 

transition rate to psychosis in this UHR group was 22 %, increasing to 36 % after 

three years follow-up (Fusar-Poli et al., 2012). 

Basic symptoms (BS) where suggested as an alternative set of criteria to detect at 

risk patients Ruhrmann et al., 2003). Basic symptoms consist of subclinical subtle 

disturbances in stress tolerance, affect, thinking, speech, drive, perception and 

motor action (Gross, 1989; Kosterktter et al., 1997) appearing before the 

appearance 

of APS or BLIPS, thus allowing for detection of at risk patients at an earlier stage. 

There is accumulating evidence that the onset of psychosis can be prevented by 

intervening in this risk phase (Morrison et al., 2004; Amminger et al., 2010; Ising et 

al., 2014) and treatment in the early stages of schizophrenia is critical to the 

progression of the disease (Chiliza et al., 2012; Marshall et al., 2005; Perkins et al., 

2005). Given the high number of false positives, it is difficult to predict which 

individuals in the UHR group will develop psychosis on the basis of their clinical 

features (Fusar-Poli & Borgwardt, 2012). Therefore there is a clear need for better 

prediction models that can be used to help clinicians identify a subgroup of 

subjects that will benefit most from preventive interventions (Fusar-Poli et al., 2012). 

In the past decade markers for the development of psychosis have been studied, 

to optimize the detection of people in the prodromal phase. Several clinical 

models have been proposed to further increase the validity of prediction of 

transition to psychosis in the UHR group (Ruhrmann et al., 2010; Nieman et al., 

2014). 

One possible marker of a liability for psychosis is social cognition (Thompson et al., 

2011), which is defined as the perception, interpretation and processing of social 

information (Ostrom, 1984). Impaired social cognition is considered to result in 

poor social functioning, a well-established risk factor for transition to psychosis 

(Gee & Cannon, 2011). Expert surveys identified four core domains of social 

cognition in schizophrenia research (Pinkham et al., 2014): emotional perception 

and processing, in particular the recognition of facial and vocal affect (Edwards 

et al., 2001; Hoekert et al., 2007), social perception and knowledge, such as 

decoding of nonverbal communication and social cue recognition (Ihnen et al., 
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1998), theory of mind (TOM), the mental capacity to infer one’s own and other 

mental states, with subdomains verbal and visual TOM (Brüne, 2005; Sprong et al., 

2007) and attributional style, the tendency to attribute the cause of events to the 

self, others or the environment (Lee et al., 2004; Langdon et al., 2010). 

Impairments in all of these domains have been consistently found in the acute 

phase of psychosis as well as in the remission phase (Mehta et al., 2013) and in 

patients with chronic schizophrenia as well as patients with first onset psychosis 

(Mazza et al., 2012). Furthermore, a recent meta-analysis found that adult first 

degree relatives of people with schizophrenia show moderate difficulties in social 

cognition (Lavoie et al., 2013) and a recent meta-analysis on theory of mind in 

participants in the UHR phase showed significant, moderate effect sizes (Bora & 

Pantalis, 2013). In the current meta-analysis we aimed to investigate whether 

performance on measures of social cognition is already impaired in the at risk 

phase. We limited our analyses to studies that used the UHR criteria for inclusion, 

as most studies on social cognition in the at risk phase use these criteria and 

inclusion of both UHR and BS may yield an overly heterogeneous sample and 

hence complicate interpretation. 

Two previous reviews on social cognition and at risk participants were found. 

Thompson et al. (2011) used a qualitative approach and reviewed seven studies 

(published before 2011) on social cognition in people at clinical ultra high risk of 

psychosis, concluding that deficits in social cognitive abilities do appear to be 

present in the UHR population. Lee et al. (2015) performed a meta-analysis on 

social cognition in UHR patients and BS patients taken together as one group. 

They investigated the four general domains of social cognition as stated by 

Pinkham et al. (2014), and found that deficits in social cognitive abilities are 

present in the at risk population. 

Our meta-analysis adds to the previous one by selecting a more homogeneous 

sample and by conducting additional, more fine-grained analyses to the four 

domains of social cognition by examining whether specific impairments occur for 

prosodic or facial affect recognition and verbal or visual TOM. We also include 

three additional studies that appeared after the meta-analysis by Lee et al. 

(Corigliano et al., 2014; Corcoran et al., 2015; Lee et al., 2015) and we conduct 

a comprehensive qualitative evaluation of social cognition and transition to 

psychosis. Finally, we investigate whether potential moderators (age, sex, IQ, 

sample size) influence general social cognition in UHR participants. 
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Methods 

 
Selection of studies 
 
A literature search was performed by three independent researchers (RD, RN,MP) in 

PubMed, PsychINFO, Medline, Embase, Picarta and ISI Web of Science published 

between January 1970 and July 2015, using the following search terms in all 

possible combinations: social cognition, theory of mind, emotion recognition, 

attributional style, social knowledge, social perception, empathy, at risk mental 

state, clinical high risk, psychosis prodrome, and ultra high risk. A first selection was 

made based on the title of the studies followed by a second selection based on 

the abstract of the remaining articles. Lastly the full articles were examined to 

determine the final selection to be included into the meta-analysis. A cross-

reference search of eligible articles was conducted to identify additional studies 

not found in the electronic search. 

 
Inclusion criteria 

 
Inclusion criteria were: a) UHR was defined in line with the criteria of Yung and 

McGorry (2007), b) individuals in the UHR phase were help-seeking, c) a healthy 

control group was included, d) at least one social cognitive test was 

administered. 

For the research question regarding transition into psychosis, we used the same 

criteria, but we did not exclude studies without a healthy control group. 

 

Statistical analysis 
 
An effect size was computed for each social cognitive test result, using software 

developed by Wilson (2010). For each study, one effect size was calculated for 

each cognitive domain: when multiple tests for the same social cognitive domain 

were used, the results were combined into one mean effect to ensure all studies 

contributed equally to the total effect size of the social cognitive domain. The 

analyses where performed with the program Review Manager 5.0, developed by 

the Cochrane Collaboration. Effect sizes where weighted by their standard error 

to ensure that larger studies had more weight in the mean effect size across 

studies. Because of the variance in measurements and because the underlying 

concepts are not unequivocal, a random effects model was used. Overall effect 

size was calculated and represented in a forest plot, as well as the effect size of 

each study. Mean effect size, standard error, 95 % confidence interval, 

corresponding z-value and significance level are reported. Variability in outcome 

of studies caused by clinical and methodological diversity of the studies was 

tested with Chi-square tests. We performed an Eggers test (Egger et al., 1997) to 

investigate whether publication bias was present, using a regression analysis with 
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the standard normal deviate (Cohens D/SE) as a dependent variable and the 

precision (1/SE) as an independent variable. 

We planned to evaluate the potential moderating influence on effect size of age 

and gender using categorical models (Chi square). These factors were chosen 

given that social cognition was associated with age, gender an IQ in previous 

studies (Blakemore, 2008; Lawrence et al., 2015; Corcoran et al., 1997). 

Unfortunately, the moderating effect of IQ could not be calculated as not enough 

data were provided in the articles. We investigated sample size as an additional 

moderator as smaller samples provide a greater risk of finding a false positive 

result. We separated the included studies in two groups based on each factor, 

calculated the mean effect size of each group and tested the significance of the 

difference between the mean effect sizes using ANOVA-analysis. 

 

Results 
 
Literature search 
 

The literature search based on title resulted in 389 abstracts. See Fig 1 for a flow 

diagram of the search. After examination, most of the selected studies were 

excluded because they did not report on social cognition in individuals in the 

UHR phase. Thirty-six studies met the inclusion criteria based on the abstract. With 

further examination of the full text, two more studies were excluded because the 

control group consisted of help seeking controls instead of healthy controls 

(Addington et al., 2012; Healey et al., 2013). Three studies were omitted because 

necessary data for meta-analysis (mean and standard deviation of the separate 

groups or change scores) were not provided in the paper, and could not be 

obtained upon request (Chung et al., 2008; Gee et al., 2012; Kohler et al., 2014). 

Four studies were excluded for the first research questions due to a research 

design without a control group (Allott et al., 2014; Barbato et al., 2013; 

Bartholomeusz et al. 2014; Yong et al., 2014). One of these studies (Allot et al., 

2014) reported on conversion to psychosis and was therefore included in the 

analysis of the possible prediction of psychosis with social cognition. Two studies 

(Amminger et al., 2012; Kim et al., 2011) were excluded because they reported on 

the same data as another included study (Amminger et al., 2012: Hur et al., 2013), 

we included the most recent studies, since they provided the necessary data and 

included more participants. Seven more studies were omitted because the  

included participants did not meet the UHR criteria for this analysis: two studies 

selected the UHR participants based on cognitive disturbances (Brüne et al., 

2011; Van Rijn et al., 2011); another study included participants with familial high 

risk without functional decline (Eack et al., 2010); one study included all help-

seeking individuals without selection based on symptoms (Guastella et al., 2013); 

one study included schizophrenia patients and no at risk group (Schenkel et al., 

2005); one study included participants with a history of psychosis in the at risk 

group (Szily et al., 2013) and one study included non-help seeking persons in the 

UHR group (Marjoram et al., 2006). Finally, one more article was excluded 
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because it examined the processing of facial features (the ability of participant s 

to discriminate between different faces) instead of the recognition of affect in 

faces (Kim et al., 2010). Eventually, seventeen studies were selected for this 

analysis. All studies were published between 2006 and 2015 and a total of 793 

individuals in the UHR phase and 630 in the control condition were included. For 

an overview of the included studies, see Table 1. 

 

 

 
 

Figure 1. PRISMA flow diagram of the literature search. 
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Measuring social cognition 
 
Nine studies reported longitudinal data on the transition of UHR individuals to 

psychosis and the possible predictive value of social cognition for transition. Four 

studies examined Theory of Mind, four articles examined affect recognition, one 

study investigated attributional style and one study examined social perception 

(trustworthiness task) . Not enough data were available to perform a meta-

analysis to compare social cognitive performance between converters and non-

converters across studies. We evaluated the studies qualitatively. 

Three out of the four studies on Theory of Mind (Healey et al., 2013; Gill et al., 

2014; Stanford et al., 2011) did not find significant differences on baseline data 

between converters and non-converters after controlling for symptoms, IQ and 

age. This was the case for verbal (Strange Stories task, VSIT) and visual (Cartoon 

task, Eyes task) TOM tasks. This indicates that TOM does not predict transition 

into psychosis and is not useful as marker for the prediction of onset. One study 

on TOM (Kim et al., 2011) did find that a verbal TOM task (False Belief task) 

predicted conversion, however converters in this study had a significant lower IQ 

score than non-converters and the control group was better educated than the 

UHR group. 

Two (Addington et al., 2012; Allott et al., 2014) out of three studies that 

investigated the difference in prosodic affect recognition between converters and 

non-converters at baseline did not find a significant effect. The third study 

(Corcoran et al, 2015; did not include enough participants that fulfilled the 

prosodic affect recognition task (2 converters) to be able to analyze the effect. 

Two studies (Addington et al., 2012; Pinkham et al., 2007) did not find a 

significant difference on facial affect recognition and discrimination at baseline 

between converters and non-converters. However, one study (Corcoran et al., 

2015) did find a clear difference for affect recognition as well as affect 

discrimination. Whereas there was no difference between the total at risk group 

and the control group, the authors did find a significant difference between 

converters and non-converters/controls. Converters where less accurate in the 

recognition of fear and anger. They labeled more emotion al faces as neutral in 

comparison to the non-converter group. A second study Allott et al., 2014) found 

a significant difference between converters and non-converters in identifying 

neutral and fearful faces. In this study, converters mislabeled neutral faces as 

fearful, after controlling for symptoms, functioning and age. A study on social 

perception (Healey et al., 2013) and attributional style (DeVylder et al., 2013) did 

not find any difference between converters and non-converters at baseline. 

 

Overall difference social cognition in UHR vs healthy controls 
 

The significant mean weighted effect size of all seventeen studies on the 

difference in social cognition in UHR versus healthy controls is 0.52 (95 % Cl = 

0.380.65). This is a medium effect size, according to Cohens nomenclature and 

this effect size is significant (Z = 7.56, p <0.00001). The forest plot of this analysis 

is represented in Fig 2. 
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Figure 2. Forest plot of Social Cognition in UHR versus healthy controls. 

 

15494_Donkersgoed_BNW.indd   30 26-04-18   09:30

CHAPTER 2 

30 

 

 
Figure 2. Forest plot of Social Cognition in UHR versus healthy controls. 

 

15494_Donkersgoed_BNW.indd   30 26-04-18   09:30
        



SOCIAL COGNITION AND RISK FOR PSYCHOSIS 

31 

 

 

Publication bias is not likely, as revealed by the Eggers test (F = 2.26; P >0.1). The 

Chi-square test was statistically significant and indicates heterogeneity; results 

must be interpreted with caution. The heterogeneity may be due to moderating 

factors, we intended to identify these possible factors using a moderator analysis 

(next paragraph). Another possible explanation for the heterogeneity may be the 

inclusion of several different constructs of social cognition in this meta-analysis. We 

therefore proceeded by splitting the studies into four subgroups based on 

previous literature: Affect recognition/discrimination, Theory of Mind, Attribution 

and Social perception/ knowledge. 

 

Effect of moderators 
 

The results of the moderator analyses are shown in Table 2. All effect sizes 

remained significant. The median split for age was 20 years and for number of 

participants the split was set on 50 participants. No significant moderator effects 

were found for age, number of subjects and gender. Unfortunately the moderating 

effect of IQ could not be studied due to the small number of studies reporting 

sufficient data. 

 

 

15494_Donkersgoed_BNW.indd   31 26-04-18   09:30

SOCIAL COGNITION AND RISK FOR PSYCHOSIS 

31 

 

 

Publication bias is not likely, as revealed by the Eggers test (F = 2.26; P >0.1). The 

Chi-square test was statistically significant and indicates heterogeneity; results 

must be interpreted with caution. The heterogeneity may be due to moderating 

factors, we intended to identify these possible factors using a moderator analysis 

(next paragraph). Another possible explanation for the heterogeneity may be the 

inclusion of several different constructs of social cognition in this meta-analysis. We 

therefore proceeded by splitting the studies into four subgroups based on 

previous literature: Affect recognition/discrimination, Theory of Mind, Attribution 

and Social perception/ knowledge. 

 

Effect of moderators 
 

The results of the moderator analyses are shown in Table 2. All effect sizes 

remained significant. The median split for age was 20 years and for number of 

participants the split was set on 50 participants. No significant moderator effects 

were found for age, number of subjects and gender. Unfortunately the moderating 

effect of IQ could not be studied due to the small number of studies reporting 

sufficient data. 

 

 

15494_Donkersgoed_BNW.indd   31 26-04-18   09:30
        



CHAPTER 2 

32 

 

 
 

Table 2. Moderator analyses. 
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Affect recognition and discrimination 
 
Ten studies reported on affect recognition in UHR participants and healthy 

controls (Table 1). All ten studies investigated the recognition of emotion in faces; 

three articles also examined the ability to recognize emotions in voices (Corcoran 

et al., 2015; Amminger et al., 2012; Thompson et al., 2012). Affect recognition was 

the primary outcome in all articles except for Seifert et al. (2008) who used the 

task in an fMRI study. All studies investigated affect recognition (to be able to 

name the appropriate emotion when a facial expression is shown), three studies 

also investigated affect discrimination (the ability to see if two facial expressions 

show the same or a different emotion) (Corcoran et al., 2015; Pinkham et al., 2007; 

Addington et al., 2008). For the calculation of the total effect size, subtests where 

combined into one mean effect size before they were entered into the analysis to 

ensure independent observations (Corcoran et al., 2015; Amminger et al., 2012; 

Pinkham et al., 2007; Thompson et al., 2012; Seifert et al., 2008; Addington et al., 

2008; Comparelli et al., 2013). The significant (Z = 4.13; P <0.0001) mean effect 

size of the studies was medium according to Cohens nomenclature (d = 0.46, 95 % 

Cl = 0.24, 0.69) (Fig 3), with lower affect recognition in the at risk group. The Chi-

square test was significant, which indicates that substantial heterogeneity is 

present. When we omitted the discrimination tasks and only included the ten 

recognition tasks, the significant mean effect size (Z = 4.21; P <0.0001) was 

approximately the same (d = 0.47, 95 % Cl = 0.25, 0.69), with lower affect 

recognition in the at risk group. The Chi-square test was still significant. 
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Figure 3. Forest plot of affect recognition in UHR versus healthy controls. 
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Only three studies investigated affect discrimination, therefore we did not 

calculate the effect size of this subgroup. Two out of three of the studies 

investigated if patients could see if two faces showed the same or a different 

emotion, and both studies did not find a significant difference between UHR 

patients and healthy controls (Pinkham et al., 2007; Addington et al., 2008). The 

third study (Corcoran et al., 2015) took a slightly different approach and 

investigated if participants could discriminate which of two faces showed a more 

intense expression of the same emotion. This study did find a significant difference 

between the healthy controls and the UHR patients. More research into emotion 

discrimination is needed. 

When we looked at the facial affect recognition tasks only, the significant effect 

size (Z = 4.47; P <0.00001) stayed approximately the same (d = 0.48, 95 % Cl = 

0.27, 0.69) with lower facial affect recognition in the UHR group. The Chi-square 

test was still significant. Only three studies (Corcoran et al., 2015; Amminger et al., 

2012; Thompson et al., 2012) reported on prosodic emotion recognition, which is 

not enough to calculate a mean effect size. All three articles found a significant 

lower score on prosodic emotion recognition in UHR participants in comparison to 

healthy controls. More research is needed on this subject. 

 

Theory of mind 
 
Seven studies investigated Theory of Mind (TOM) in participants in the UHR phase  

(Table 1). TOM was the primary outcome for all studies. Verbal tasks (False Belief 

task, Strange Story task, the Awareness of Social Inference task and Hinting task) 

as well as visual tasks (Cartoon task, Reading the Eyes task, Visual Jokes task) 

were used in the studies. Multiple tests within one study where combined into one 

mean effect size before entering into the analysis to ensure independent 

observations (Hur et al., 2013; Stanford et al., 2011; Thompson et al., 2012). The 

significant (Z = 3.47; P 0.0005) mean effect size of the studies was medium 

according to Cohens nomenclature (d = 0.44, 0.19, 0.68) (Fig 4). The Chi-square 

test for homogeneity was significant, which indicates the presence of considerable 

variability in outcome. This may be caused by clinical and methodological 

diversity of the studies. The results must therefore be interpreted with caution. We 

performed a meta-analysis on the subgroups verbal TOM and visual TOM. The 

medium (d = 0.52; 95 % Cl = 0.30, 0.74) total effect size of the five verbal TOM 

tasks was significant (Z = 4.61, P = 0.00001) and the Chi square test was not 

significant. The mean effect size of the five visual TOM tasks was medium (d = 0.33, 

95 % Cl = 0.03, 0.68) and not significant (Z = 1.83; P = 0.07). The Chi square test 

was significant for this subsample. 
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Figure 4. Forest plot of Theory of Mind in UHR versus healthy controls. 
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Attribution style 
 

Only three studies where found on attribution style and individuals in the UHR 

phase (Table 1). Because of the low amount of studies on this subject, we did not 

calculate a pooled effect size but investigated the studies separately. Thompson 

et al. (2013) and DeVylder et al. (2013) investigated the extent in which 

individuals tended to attribute the cause of an event to external causes 

(externalizing bias). An et al. (2010) and DeVylder et al. (2013) investigated the 

extent in which individuals tended to attribute the cause of a negative event to 

other people (personalizing bias). For both the externalizing and the personalizing 

bias, one study found a significant effect and the other study did not find any 

effect. Clearly, more research is needed on this subject before any conclusions 

can be made. 

 

Social perception/social knowledge 
 
Three studies investigated social perception/knowledge in UHR participants (Table 

1). All studies used very different measurement instruments and examined different 

elements of social perception/knowledge: managing emotions and the emotions of 

others in social situations (Thompson et al., 2012), how to estimate the 

trustworthiness of strangers (Couture et al., 2008) and how to understand social 

relationships, based on relational models theory (Green et al., 2012). Because of 

the low amount of studies on this subject and the diversity of the used 

measurement scales, we did not calculate a pooled effect size but investigated 

the studies separately. 

Discussion 

 
In addition to previous work (Thompson et al., 2011; Lee et al., 2015) we 

performed a meta-analysis of published studies to examine the evidence 

regarding impaired social cognition in individuals at risk of psychosis. We chose to 

only include studies that defined at risk patients using UHR criteria of Yung and 

McGorry (2007), to ensure a homogeneous sample. In agreement with previous 

studies (Thompson et al., 2011; Lee et al., 2015) we found evidence for significant 

impairment of social cognition in the UHR group, with effect sizes in the moderate 

range, which is comparable to the severity of other cognitive deficits in 

participants in the UHR phase (Bora et al., 2014; Fusar-Poli et al., 2012; Giuliano 

et al., 2012). There was substantial heterogeneity of effect sizes. No moderator 

effect was found for age, gender or sample size. Not enough data were available 

to calculate the possible moderator effect of IQ. 

Sub analyses for affect recognition showed that UHR participants demonstrate 

significant moderate deficits in affect recognition in faces. Not enough studies 

were published to perform an analysis of prosodic affect recognition tasks, but the 

three studies that were found all reported problems in recognizing emotions in 
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voices for UHR participants in comparison to controls. More research on this 

subject is needed. Furthermore, sub analyses showed that UHR patients have 

problems with recognizing emotions, whereas it is not clear if they have the same 

difficulties in discriminating between twee different emotions. The two studies that 

were found on this subject did not find a significant difference between the UHR 

group and controls. A possible explanation for this result can be that the emotion 

discrimination task is less difficult than the emotion identification task (Addington 

et al., 2006). It is possible that people at risk of psychosis do not experience 

difficulties in discriminating between two different emotions, however they possibly 

do have difficulties in differentiating between intense or less intense versions of the 

same emotions, as one study found (Corcoran et al. 2015). More research is 

needed on this subject. 

Sub analyses of TOM showed significant problems with verbal TOM tasks in UHR 

participants in comparison to healthy controls. A moderate effect was found for 

visual TOM, but this effect was not significant. This is not in line with a previous 

meta-analysis on TOM in participants in the UHR phase (Bora & Pantalis 2013), 

where significant moderate effect sizes for visual TOM where found (d = 0.40, 95 % 

Cl = 0.140.70; Z = 2.94, P = 0.003). The same articles as used in this meta-analysis 

were used in their study, except for Kim et al. (2011). This article is the precursor 

of Hur et al. (2013) that we included. The samples were drawn from the same 

participant pool in both articles, but Hur included more participants resulting in a 

higher weight of the results of this study. Bora et al. also used data from Ohmuro 

et al. (2012) that were presented at a conference, while conference data did not 

meet our inclusion criteria. A lack of power might be accountable for the absence 

of a significant effect for visual TOM in our study, given that the pooled ES 

approached significance (P = 0.07). Another possible explanation for the 

difference in outcome in verbal and visual TOM is that verbal TOM tasks require 

more cognitive effort in comparison to visual TOM tasks. Verbal tasks ask for the 

ability to process a lot of verbal information such as large amounts of written 

texts. These tasks also correlate highly with general cognitive functioning (2013). 

Thus verbal TOM tasks might be challenging for people in the UHR phase due to 

problems in general cognitive functioning. More research is needed on visual TOM 

tasks to determine if only verbal TOM is affected. 

Three studies where found regarding attributional style in participants in the UHR 

phase, with different results. For both the externalizing and the personalizing bias, 

one study found a significant effect and the other study did not find any effect. A 

possible explanation for these different outcomes is that the studies used different 

measurement instruments and measured different constructs of attributional style. 

Clearly, more research is needed on this subject before any conclusions can be 

made. 

All three included studies on social perception used very different measurement 

instruments and examined different elements of social perception/knowledge. 

Therefore we decided not to calculate a pooled effect size for this subdomain. As 

both social perception and social knowledge are severely impaired in patients 

with schizophrenia (Savla et al., 2013), further research is needed on this subject 

to investigate the extent and nature of impairments in this domain for individuals in 

the UHR phase. 
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possible explanation for these different outcomes is that the studies used different 

measurement instruments and measured different constructs of attributional style. 

Clearly, more research is needed on this subject before any conclusions can be 
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All three included studies on social perception used very different measurement 

instruments and examined different elements of social perception/knowledge. 

Therefore we decided not to calculate a pooled effect size for this subdomain. As 

both social perception and social knowledge are severely impaired in patients 
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to investigate the extent and nature of impairments in this domain for individuals in 
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A recent meta-analysis in social cognition in people with schizophrenia (Savla et 

al., 2013) revealed large effects on emotion perception and TOM, among others. 

This may suggest that UHR groups perform better than schizophrenia patients, but 

worse than healthy controls as would be expected on the basis of previous 

findings regarding cognitive functioning and UHR participants (Seidman et al., 

2010). 

Not enough data were available to perform a meta-analysis to compare social 

cognitive performance between converters and non-converters across studies. We 

evaluated the studies qualitatively. Verbal as well as visual Theory of Mind did 

not seem to predict transition into psychosis, as three out of four studies did not 

find any differences between converters and non-converters at baseline after 

controlling for symptoms, IQ and age. The one study that did find a verbal TOM 

task to predict conversion (Kim et al., 2011) did not control for IQ and converters 

had a significant lower IQ score than non-converters at baseline. The lower 

performance of the converters in this study may therefore be caused by lower 

general cognitive function instead of specific TOM problems, as the verbal 

information processing that is required for verbal TOM tasks may be challenging 

for participants with lower IQ scores. 

First studies on prosodic affect recognition as a predictor of transition found no 

significant differences between converters and non-converters at baseline. Results 

on facial affect recognition are less clear. Most studies did not find any difference 

between converters and non-converters on overall affect recognition in faces. 

However, two studies showed significant problems of converters with recognizing 

specific emotions, in particular fear and anger, in comparison to non-converters at 

baseline. More studies are needed on this subject and the possible problems with 

the recognition of specific emotions need to be taken into account. The two 

studies on attributional style and social perception did not find any significant 

differences between converters and non-converters at baseline. More longitudinal 

studies are needed to clarify the possible predictive value of these domains of 

social cognition for transition. 

With the current quantitative integration of published findings, we aimed to 

investigate whether the four social cognitive subdomains as identified by Pinkham 

et al. (2014) are impaired in the UHR phase. Pinkham et al. additionally 

highlighted empathy as an area of importance within the field of social cognition 

and psychosis, but did not nominate this construct as a separate domain of 

social cognition, due to the possible overlap of the cognitive elements of empathy 

with Theory of Mind. As many authors present empathy as a separated construct 

(Shamay-Tsoory, 2011) and as several instruments measure empathy specifically 

(Zaki et al., 2008; Davis, 1980), additional research is needed at a fundamental 

level to identify the possible overlap and unique elements of these domains of 

social cognition. 

A number of limitations of our study should be noted. Since only three studies on 

attributional style and four very different studies on social perception were found, 

more research is needed on these subjects before any conclusions can be drawn 

on impairment in the UHR phase. More research on the association of impaired 

social cognition in the UHR phase with actual transition into psychosis is needed 

to determine the clinical consequences of impaired social cognition in the UHR 
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phase. 

There is some evidence for social cognition to be significantly influenced by IQ 

(Hur et al., 2013; Stanford et al., 2011). It would therefore be useful to compare 

studies that include IQ or education level into the analysis as a covariate with 

studies that do not include these factors as covariates. Unfortunately, the 

necessary data to perform this analysis (F value or d after correction for IQ) was 

not provided in the articles included in this study. The studies that did include IQ 

as a covariate did not find a different effect before and after correction for IQ. 

Further research is needed on this subject. A general limitation of meta-analysis is 

the dependence on methodology of published studies. The diversity in 

measurements used in the studies was large and the psychometric properties of 

most of the used instruments are unknown. As Pinkham et al. (2014) have stated; 

there is a clear need for studies designed to assess the psychometric properties of 

social cognition measurement instruments. 
 

Conclusion 
 

This meta-analysis reveals consistent impairments in social cognition in people in 

the UHR phase, in comparison to healthy controls. Significant deficits are detected 

in affect recognition and verbal TOM. We did not calculate the effect sizes for 

social cognition/knowledge and attributional style as more studies are needed for 

these subdomains. No moderator effects were found for age, gender and sample 

size. A majority of studies did not find a correlation between social cognition 

deficits and transition to psychosis, after controlling for IQ, education and 

baseline symptoms, which may suggest that social cognition in general is not a 

useful marker for the development of psychosis. However some studies suggest the 

possible predictive value of more specific forms of social cognition, in particular 

verbal TOM and the recognition of specific emotions in faces for the transition 

into psychosis. 
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Abstract 
 

Introduction: Empathy is an interpersonal process thought to be impaired in 

schizophrenia. Past studies have mainly used questionnaires or performance-

based tasks with static cues to measure empathy. We used an Empathic Accuracy 

Task (EAT) designed to capture the dynamic aspects of empathy by using video 

clips in which perceivers continuously judge emotionally charged stories. We 

compared individuals with schizophrenia to healthy controls and assessed 

correlations among the EAT and three other commonly used empathy measures.  

 

Methods: Patients (n=92) and healthy controls (n=42) matched for age, gender 

and education completed the EAT, the Interpersonal Reactivity Index, the 

Questionnaire of Cognitive and Affective Empathy and the Faux Pas task. 

Differences between groups were analyzed and correlations were calculated 

between empathy measurement instruments.  

 

Results: The groups differed in EAT performance, with controls outperforming 

patients. A moderating effect was found for emotional expressivity of the target: 

while both patients and controls scored low when judging targets with low 

expressivity, controls performed better than patients with more expressive targets. 

EAT performance did not correlate with questionnaire scores. Differences between 

patients and controls on general cognition was not significant.  

 

Conclusions: Individuals with schizophrenia benefit less from expressivity of other 

people which contributes to their impaired empathic accuracy. The lack of 

correlation between the EAT and the questionnaires suggests a distinction 

between self-report empathy and actual empathy performance. To explore 

empathic difficulties in real life, it is important to use instruments that take the 

interpersonal perspective into account.  
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Introduction 
 

Empathy is commonly defined as the ability to share and understand the 

emotional states of others (Eisenberg and Miller, 1987; Elliot et al., 2011). It is an 

interpersonal phenomenon, based on the interaction between the person who is 

empathizing and the person whose affective state is being shared or inferred 

(Zaki et al., 2008). This process involves the detection and perception of 

multimodal social cues that are dynamic and rapidly changing (Zaki and 

Ochsner, 2009).  

Most studies on empathy differentiate between two aspects: affective and 

cognitive empathy (Michaels et al., 2014; Horan et al., 2015) which are 

integrated while being experienced (Ofir-Eyal et al., 2014). Affective empathy is 

hypothesized to be based on shared circuits in the brain: when seeing other 

people feel something, the same areas in the brain are activated as when feeling 

something yourself (Keyser and Gazzola, 2006). This makes it possible to 

empathize with others in an intuitive, unconscious manner. Cognitive empathy is a 

more conscious form of empathy and can be seen as the ability to explicitly 

interpret the thoughts and feelings of others (Blair, 2005; Frith and Frith, 2008).  

Research has shown that both affective (Bonfils et al., 2016) and cognitive 

aspects (Brüne, 2005; Biedermann et al., 2012; Savla et al., 2013) of empathy are 

impaired in people with schizophrenia. This has most commonly been measured 

using self-rating questionnaires. One widely used instrument is the Interpersonal 

Reactivity Index (IRI; Davis, 1983) with two subscales considered to measure 

cognitive empathy and two subscales measuring affective empathy. A more 

recently developed instrument, the Questionnaire of Cognitive and Affective 

Empathy (QCAE; Reniers et al., 2011), was developed from items of several 

existing self-report measures. In addition to the self-report questionnaires, 

performance-based tasks have been developed and used to measure empathy, 

for example the Reading the Mind in the Eyes Task (RMET; Baron-Cohen et al., 

2001) and the Faux Pas Task (Stone et al., 1998; Baron-Cohen et al., 1999).   

It has been argued that these measurement instruments do not capture the 

dynamic process of empathy very well. Empathy appears to center around an 

ongoing interaction between the perceiver and the person whose affective state 

is being shared, not a momentary judgment by the perceiver alone (Zaki and 

Ochsner, 2009). Therefore it is debatable if measurement instruments with static 

cues such as a picture of a set of eyes (e.g., RMET), let alone questionnaires, can 

fully capture complex real-life empathy.  One instrument that tries to account for 

this problem is the Empathic Accuracy Task (EAT; Zaki et al., 2008). This instrument 

measures cognitive empathy by judging the accuracy in which a person can 

estimate the emotions experienced by another person (Levenson and Ruef, 1992; 

Zaki et al., 2008). It consists of video clips in which one person (‘target’) describes 

an emotionally charged autobiographic story. The participant (‘perceiver’) has to 

continuously judge these stories and empathic accuracy is assessed by the extent 

to which the perceiver rating of each target’s emotion matches the target’s own 

judgement of the story’s emotional value. As empathy not only depends on the 

perceiver but also on the characteristics of the target, the EAT allows for the 
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assessment of the role of characteristics of the target, such as gender and 

expressivity as well as the valence of the story.  

A first study using the EAT in a group of 30 patients with schizophrenia found an 

impairment in empathic accuracy in patients in comparison to a group of 22 

healthy controls. Patients benefited less from the expressiveness of the targets than 

controls (Lee et al., 2011). This study found no significant correlation between the 

EAT and the IRI in patients, indicating a distinction between empathic accuracy 

and self-judgement of empathy. This distinction between objective and subjective 

measures of empathy was confirmed by another study in 145 patients and 45 

controls (Horan et al., 2015).  

The aims of the present study were 1) to assess dynamic empathy by using the 

empathic accuracy task in schizophrenia patients in replication of Lee et al. 

(2011), but in a larger sample using the Dutch version of the task (Aan het Rot 

and Hogenelst, 2014); 2) to assess the moderating role of the target’s gender 

and expressivity and the valence of the story and 3) to assess the correlation 

between EAT scores and scores on three commonly used empathy measurement 

instruments namely the IRI, QCAE and Faux Pas Task.  

 

Methods 
 

Participants 
 

Ninety-three people with a diagnosis of schizophrenia or schizoaffective disorder 

according to DSM IV criteria (American Psychiatric Association, 2000) were 

included (for demographics see Table 1). These patients were recruited from six 

mental health care institutions in the Netherlands (GGZ Friesland, GGZ Drenthe, 

University Medical Centre Groningen, Lentis, Yulius, and Dimence). Part of this 

group was recruited from a randomized controlled trial to investigate the effect of 

a new metacognitive therapy (n = 70) (Van Donkersgoed et al., 2014). 

Participants in this trial had to demonstrate impaired metacognition for inclusion, 

which was determined with four screening questions concerning metacognition. 

Participants who did not meet this inclusion criterion were approached and 

included in the current study as well (n=23). Exclusion criteria were: a current 

psychotic episode (PANSS positive symptoms average >4), IQ<70, age>18, not 

being able to give informed consent, medication change in the 30 days prior to 

assessment and comorbid neurological disorder. Diagnosis was confirmed using 

the Mini International Neuropsychiatric Interview (M.I.N.I.; Sheehan et al., 1998).  

The control group consisted of 41 people who had never received a psychiatric 

diagnosis with a mean age, gender distribution, handedness, and level of 

education similar to the patient group. They were recruited by advertisements on 

social media and with posters in the local area. 
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Variable Patients (n=93) Controls 

(n=41) 
 

Gender (% male) 67  78 X²=5.69 (p=0.06) 
Handedness (% right)  88 93 X²=0.62 (p=0.43) 
Level of education mean (sd) 4.77 (1.31) 5.22 (0.94) X²=9.57 (p=0.14) 
Age in years mean (sd) 41 (11) 41 (13) t=0.09 (p=0.93) 
    
Diagnosis  
Schizophrenia 

 
64 

  

Schizoaffective disorder 29   
    
 Mean (min-max)   
Hospital admissions  3 (0-12)   
Illness duration in years 13 (0-38)   
Age first psychosis 24 (12-52)   
Psychotic episodes 3 (1-20)   
    
PANSS Total 62.96 (30-102)*    
PANSS Positive 15.11 (7-31)   
PANSS Negative  15.80 (7-29)   
PANSS General 32.82 (16-56)   

*corresponds with a Clinical Global Impression (CGI; Guy, 1976) of moderately ill (Leucht et 
al., 2005).  

Table 1. Demographic variables. 

 

Instruments 
 

General measures 
 

Positive and Negative Syndrome Scale (PANSS; Kay et al., 1987). To assess 

symptoms, this structured interview consisting of thirty items was conducted by 

raters who had attended a 2-day training course at the local hospital. The items 

fall into three subscales: positive symptoms (Cronbach’s alpha = 0.72), negative 

symptoms (alpha = 0.77) and general symptoms (alpha = 0.80) and were rated on 

a scale from one to seven. The Cronbach’s alpha for the total scale was 0.88.  

 

M.I.N.I. Plus (Sheehan et al., 1998). Diagnosis according to the DSM-IV-TR criteria 

was confirmed with this structured interview. The interview is divided into 26 

sections; each section concerns a diagnostic category. For this assessment we 

used the sections on psychotic disorders, depression and bipolar disorder and 

substance abuse.   
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Positive and Negative Syndrome Scale (PANSS; Kay et al., 1987). To assess 

symptoms, this structured interview consisting of thirty items was conducted by 

raters who had attended a 2-day training course at the local hospital. The items 

fall into three subscales: positive symptoms (Cronbach’s alpha = 0.72), negative 

symptoms (alpha = 0.77) and general symptoms (alpha = 0.80) and were rated on 

a scale from one to seven. The Cronbach’s alpha for the total scale was 0.88.  

 

M.I.N.I. Plus (Sheehan et al., 1998). Diagnosis according to the DSM-IV-TR criteria 

was confirmed with this structured interview. The interview is divided into 26 

sections; each section concerns a diagnostic category. For this assessment we 

used the sections on psychotic disorders, depression and bipolar disorder and 

substance abuse.   
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General cognition  
 

Dutch Adult Reading Test (DART; Schmand et al., 1991). The DART tests the 

pronunciation of irregularly spelled words and is used to determine premorbid 

intelligence.  

 

Trailmaking test A&B (TMT; Reitan and Wolfson, 1985). The TMT provides 

information on visual search, scanning, mental flexibility speed of processing and 

executive functions. It is part of the Halstead–Reitan Battery. The TMT consists of 

two parts. Part A requires an individual to draw lines sequentially connecting 25 

encircled numbers distributed on a sheet of paper. Task requirements are similar 

for Part B except the person must alternate between numbers and letters (e.g., 1, 

A, 2, B, 3, C, etc.). The final score is determined by subtracting the time to 

complete task A from the time it took to complete task B, with higher scores 

indicating lower cognition (Tombaugh, 2004). 

 

Digit Symbol Test (part of the Wechsler Adult Intelligence Scale; Wechsler, 1995). 

This test evaluates the recognition and recoding of visual information. The test 

consists of several rows of paired boxes with a digit in the top box and an empty 

space in the box below. At the top of the page is shown which symbols are 

paired to the digits. The participant has to fill in as many symbols in the empty 

boxes within 90 seconds. 

 

Empathy measures 
 

Empathic Accuracy Task (EAT): To measure empathic accuracy we used a Dutch 

version of the EAT developed by Zaki et al. (2008). This instrument is considered 

to measure cognitive empathy. A shorter version than the original Dutch task 

described by (Aan Het Rot and Hogenelst, 2014) was used, this was necessary to 

keep the total assessment battery under two hours. The original task was 

shortened by selecting four out of the ten original videos. Participants were 

required to continuously rate the valence (positive-negative) of the videos in 

which a target tells a personal story, using a turning device. Scores of the 

participants are correlated with the target’s own ratings, leading to an index of 

empathic accuracy. Level of expressivity of the targets is based on their score on 

the Berkeley Expressivity Questionnaire (BEQ; Gross et al., 1995). 

 

Interpersonal Reactivity Index (IRI; Davis, 1983): The IRI is a questionnaire intended 

to measure self-reported empathy and consists of 28 statements. The participant 

has to indicate whether the statement applies to him/her on a six point Likert 

scale. The four subscales of the IRI are Perspective Taking, Fantasy (together 

commonly labelled the Cognitive Empathy Scale, Cronbach's alpha = 0.66), 

Empathic Accuracy and Personal Distress (Affective Empathy, alpha = 0.56), with 

higher scores indicating greater self-reported empathy.  The Cronbach’s alpha for 

the total scale was 0.75. 

 

15494_Donkersgoed_BNW.indd   46 26-04-18   09:30

CHAPTER 3 

46 

 

General cognition  
 

Dutch Adult Reading Test (DART; Schmand et al., 1991). The DART tests the 

pronunciation of irregularly spelled words and is used to determine premorbid 

intelligence.  

 

Trailmaking test A&B (TMT; Reitan and Wolfson, 1985). The TMT provides 

information on visual search, scanning, mental flexibility speed of processing and 

executive functions. It is part of the Halstead–Reitan Battery. The TMT consists of 

two parts. Part A requires an individual to draw lines sequentially connecting 25 

encircled numbers distributed on a sheet of paper. Task requirements are similar 

for Part B except the person must alternate between numbers and letters (e.g., 1, 

A, 2, B, 3, C, etc.). The final score is determined by subtracting the time to 

complete task A from the time it took to complete task B, with higher scores 

indicating lower cognition (Tombaugh, 2004). 

 

Digit Symbol Test (part of the Wechsler Adult Intelligence Scale; Wechsler, 1995). 

This test evaluates the recognition and recoding of visual information. The test 

consists of several rows of paired boxes with a digit in the top box and an empty 

space in the box below. At the top of the page is shown which symbols are 

paired to the digits. The participant has to fill in as many symbols in the empty 

boxes within 90 seconds. 

 

Empathy measures 
 

Empathic Accuracy Task (EAT): To measure empathic accuracy we used a Dutch 

version of the EAT developed by Zaki et al. (2008). This instrument is considered 

to measure cognitive empathy. A shorter version than the original Dutch task 

described by (Aan Het Rot and Hogenelst, 2014) was used, this was necessary to 

keep the total assessment battery under two hours. The original task was 

shortened by selecting four out of the ten original videos. Participants were 

required to continuously rate the valence (positive-negative) of the videos in 

which a target tells a personal story, using a turning device. Scores of the 

participants are correlated with the target’s own ratings, leading to an index of 

empathic accuracy. Level of expressivity of the targets is based on their score on 

the Berkeley Expressivity Questionnaire (BEQ; Gross et al., 1995). 

 

Interpersonal Reactivity Index (IRI; Davis, 1983): The IRI is a questionnaire intended 

to measure self-reported empathy and consists of 28 statements. The participant 

has to indicate whether the statement applies to him/her on a six point Likert 

scale. The four subscales of the IRI are Perspective Taking, Fantasy (together 

commonly labelled the Cognitive Empathy Scale, Cronbach's alpha = 0.66), 

Empathic Accuracy and Personal Distress (Affective Empathy, alpha = 0.56), with 

higher scores indicating greater self-reported empathy.  The Cronbach’s alpha for 

the total scale was 0.75. 

 

15494_Donkersgoed_BNW.indd   46 26-04-18   09:30
        



EMPATHY AND SCHIZOPHRENIA 

47 

 

Questionnaire of Cognitive and Affective Empathy (QCAE; Reniers et al., 2011): 

This self-report questionnaire was recently developed to measure cognitive and 

affective empathy using 31 items on a four point Likert-scale, with higher scores 

indicating greater self-reported empathy. The questionnaire consists of five scales: 

Perspective Taking and Online Simulation (Cognitive Empathy, alpha = 0.82) and 

Emotion Contagion, Proximal Responsivity and Peripheral Responsivity (Affective 

Empathy, alpha = 0.79). The development of this questionnaire was based on 

factor analysis of items from other well-known empathy questionnaires. The QCAE 

includes six items that also appear on the IRI. The Cronbach’s alpha for the total 

QCAE was 0.83.  

 

Faux-Pas Task (Stone et al., 1998; Baron-Cohen et al., 1999). This performance-

based task consists of ten read aloud stories, describing interpersonal, everyday 

situations. Some of these stories contain a ‘faux pas’: a speaker in the story says 

something without considering if it is something that the listener might not want to 

hear. The respondent has to detect these mistakes. Cognitive Empathy is measured 

using the amount of correctly detected Faux Pas mistakes and Affective Empathy 

is measured by the amount of correctly answered emotion question paired with 

every faux pas (“How does person X feel?”).   

  

Procedure 
 

Both patients and controls gave their written informed consent for the use of their 

data for research before the assessment took place. Approval for the assessment 

of the patients was given by the local medical ethical committee (number 

METc2013.124 and METc2014.279) and for the healthy controls by the ethical 

committee of Psychology at the University of Groningen (ECP research code: ppo-

013-109).  Assessment was conducted by a trained assessor with at least a BSc. 

in Psychology.  Patients were assessed with the MINI Plus to confirm diagnosis and 

the PANSS interview to assess symptoms. Both patients and controls completed the 

DART, TMT and DST, the IRI and QCAE and were assessed with the Faux Pas and 

the EAT (see Instruments).  

 

Analysis 
 

Scores on the three measures of cognition correlated highly and were therefore 

combined using Z-scores, into one measurement for general cognition. Differences 

between groups on general cognition were assessed using a t-test. The EAT data 

were analyzed using multilevel models. The first model tested for overall group 

differences between patients and controls. Subsequent models examined whether 

the valence of the videos, the gender of the target, or the expressivity of the 

target moderated the main result.  

 

Independent-samples t-tests with a two-tailed significance level of p<0.05 were 

performed to assess the differences between groups on the other empathy 
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measures. Mann-Whitney tests (p<0.05 two-tailed) were performed to examine the 

differences on not normally distributed scales.  

Spearman correlations were calculated between the person-level mean EAT 

scores and the other empathy instruments scores. 

Results 
 

General cognition 
 

Scores on the three measures of general cognition (DART, TMT and DST, see 

instruments) were available for 88 patients and 18 healthy controls. The three 

measures correlated highly and were therefore combined into one cognition 

measure, using Z-scores. Differences between groups were not significant (t=0.65; 

p=.51). Differences in empathic accuracy between participants with and without 

cognition scores were not significant either (healthy group: F= 0.53, p=0.47; 

patient group: F=0.46, p=0.49).  

 

Empathic Accuracy Task  
 

The mean Empathic Accuracy score over all participants was 0.38 with a range 

from -1.00 to 1.00. The overall difference between patients (mean correlation 

0.34) and controls (mean correlation 0.52) was significant, F(1,114)=7.71, 

p=0.007, d=0.52 

 

A second multilevel analysis was performed with level 1 = valence and level 2 = 

group. The main effect of group was significant (F(1,114) = 5.83, p=r0.02, d=0.45) 

and the main effect of valence was significant (F(1,112)=188.00, p=0.001, 

d=2.59). The interaction between group and valence was not significant 

(F(1,112)= 0,13, p=0..71) indicating that group difference was not moderated or 

confounded by the valence of the videos.  

 

A third multilevel analysis was performed with level 1 = gender of the target and 

level 2 = group. A main effect for group was still found (F(1,114) = 7.78, p=0.007, 

d=0.52), but no effect was found for gender (F(1,113) = 0.38, p=0.53, d=0.12) or 

the interaction between group and gender (F(1,113) = 0.45, p=0.50), indicating 

that group difference was not moderated by the gender of the target.  

 

When finally group (L2) and target expressivity (L1) were entered into the model, 

the main effect for group remained significant F(1,114) = 4.61, p=0.04, d=0.40. 

Significant effects for Expressivity F(1,385) = 120.58, p=0.0001, d=1.12,  and the 

interaction (group x expressivity) F(1,385) = 7.23, p=0.008 were found as well. 

Group difference in empathic accuracy was not significant for targets with lower 

expressivity (t(385) = -0.16, p=0.86, d=0.02). The group difference was significant 

for videos of targets with higher expressivity (t(385) = 3.71, p=0.0003, d=0.38) with 

patients scoring lower on empathic accuracy than controls (see Figure 1).  

15494_Donkersgoed_BNW.indd   48 26-04-18   09:30

CHAPTER 3 

48 

 

measures. Mann-Whitney tests (p<0.05 two-tailed) were performed to examine the 

differences on not normally distributed scales.  

Spearman correlations were calculated between the person-level mean EAT 

scores and the other empathy instruments scores. 

Results 
 

General cognition 
 

Scores on the three measures of general cognition (DART, TMT and DST, see 

instruments) were available for 88 patients and 18 healthy controls. The three 

measures correlated highly and were therefore combined into one cognition 

measure, using Z-scores. Differences between groups were not significant (t=0.65; 

p=.51). Differences in empathic accuracy between participants with and without 

cognition scores were not significant either (healthy group: F= 0.53, p=0.47; 

patient group: F=0.46, p=0.49).  

 

Empathic Accuracy Task  
 

The mean Empathic Accuracy score over all participants was 0.38 with a range 

from -1.00 to 1.00. The overall difference between patients (mean correlation 

0.34) and controls (mean correlation 0.52) was significant, F(1,114)=7.71, 

p=0.007, d=0.52 

 

A second multilevel analysis was performed with level 1 = valence and level 2 = 

group. The main effect of group was significant (F(1,114) = 5.83, p=r0.02, d=0.45) 

and the main effect of valence was significant (F(1,112)=188.00, p=0.001, 

d=2.59). The interaction between group and valence was not significant 

(F(1,112)= 0,13, p=0..71) indicating that group difference was not moderated or 

confounded by the valence of the videos.  

 

A third multilevel analysis was performed with level 1 = gender of the target and 

level 2 = group. A main effect for group was still found (F(1,114) = 7.78, p=0.007, 

d=0.52), but no effect was found for gender (F(1,113) = 0.38, p=0.53, d=0.12) or 

the interaction between group and gender (F(1,113) = 0.45, p=0.50), indicating 

that group difference was not moderated by the gender of the target.  

 

When finally group (L2) and target expressivity (L1) were entered into the model, 

the main effect for group remained significant F(1,114) = 4.61, p=0.04, d=0.40. 

Significant effects for Expressivity F(1,385) = 120.58, p=0.0001, d=1.12,  and the 

interaction (group x expressivity) F(1,385) = 7.23, p=0.008 were found as well. 

Group difference in empathic accuracy was not significant for targets with lower 

expressivity (t(385) = -0.16, p=0.86, d=0.02). The group difference was significant 

for videos of targets with higher expressivity (t(385) = 3.71, p=0.0003, d=0.38) with 

patients scoring lower on empathic accuracy than controls (see Figure 1).  

15494_Donkersgoed_BNW.indd   48 26-04-18   09:30
        



EMPATHY AND SCHIZOPHRENIA 

49 

 

 

 
 

Figure 1. Lower and higher BEQ scores in patients vs controls. 

 

Differences between groups on IRI, QCAE and Faux Pas 
  

Difference between groups were found for the total IRI score and the cognitive 

and affective subscales (see Table 2). Controls outperformed patients on both 

cognitive and affective empathy.  Further examination shows that the significance 

of the group difference in Affective Empathy was primary due to a difference on 

the Personal Distress (PD) scale (t= 3.58, p<0.001); no significant difference was 

found on the Empathic Concern Scale (t=1.01, p=0.32). Patients scored 

significantly lower (mean 13.31, sd 3.85) than controls (mean 15.98, sd 4.28) on 

Personal Distress. The group difference on the Cognitive Scale of the IRI was 

primary due to a group difference on the Fantasy scale (t = 3.19, p<0.002); no 

significant difference was found on the Perspective Taking scale (t = 0.54, p=0.59). 

Patients scored significantly lower (mean 14.75, sd 4.60) than controls (mean 

17.54, sd 4.79) on the Fantasy subscale. 

No significant group difference was found for Total QCAE or QCAE Affective 

Empathy. However a difference was found for the Cognitive Empathy Scale, 

primarily due to a difference on the Perspective Taking (PT) scale (t = 2.41, 

p<0.02); there was no significant difference on the Online Simulation scale (t = 

1.00, p=0.32). Patients scored lower (mean 28.28, sd 5.38) than controls (mean 

30.4, sd 4.03) on PT. No significant differences between groups were found on the 

Faux Pas Cognitive or Affective Scales.   
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Table 2. Differences between groups on empathy. 

 

Correlation among empathy measures 
 

The EAT (considered to measure cognitive empathy) did not significantly correlate 

with the cognitive or affective subscales of the IRI and the QCAE as shown in 

Table 3 and Figure 2. All cognitive and affective subscales of the IRI and QCAE 

correlated with each other with one exception: the IRI affective and the QCAE 

cognitive scale did not correlate. The Faux Pas cognitive and affective scale 

correlated with each other. The cognitive scale of the Faux Pas also correlated 

with the EAT.  
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Variable Controls (n=41) Patients (n=93)  
 Mean (sd) Mean (sd) t-statistic 
IRI Total 61.8 (14.08) 55.32 (10.81) 2.63 (p<0.02) a 
IRI Cognitive empathy 30.88 (8.00) 27.68 (6.91) 2.35 (p<0.02) a 
IRI Affective empathy 30.93 (7.08) 27.65 (5.77) 2.83 (p<0.01) b 
    
QCAE Total 90.37 (9.47) 87.85 (11.16) 1.26 (p=0.21) 
QCAE Cognitive empathy 57.79 (6.93) 54.78 (8.42) 2.00 (p<0.05) a 
QCAE Affective empathy 32.59 (4.78) 33.06 (5.01) -0.52 (p=0.61) 
    
Faux Pas Cognitive 4.36 (0.76) 4.01 (1.08) -1.48 (p=0.14) 
Faux Pas Affective 2.31 (1.26) 2.26 (1.65) -0.25 (p=0.81) 
    
EAT score (mean across 
video clips) 

0.52 0.34 7.71 (p<0.007) b 

IRI = Interpersonal Reactivity Index, QCAE = Questionnaire of Cognitive and Affective Empathy, EAT = 
Empathic Accuracy Task.  
a significant at 0.05 level 
b significant at 0.01 level 

 

Table 3. Spearman correlations in patient sample between QCAE, IRI, Faux Pas, 

and EAT. 

 

 
 

Figure 2. Schematic representation of the correlations among the various empathy 

instruments in schizophrenia patients. 
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Discussion 
 

To capture empathy as a complex social-cognitive process, involving dynamic 

cues in the interaction between perceiver and the person whose affective state is 

being shared (Zaki and Ochsner, 2009; Lee et al., 2011), we used the Empathic 

Accuracy Task in a large sample of schizophrenia patients. We compared EAT 

scores of patients to healthy controls and assessed the correlation of the EAT with 

three other widely used empathy measurements. 

Results showed reduced overall empathic accuracy performance in patients in 

comparison to healthy individuals. The valence of the stories or the gender of the 

target had no influence on this result, but the expressivity of the target did. With 

less expressive targets, the schizophrenia patients and the control group scored 

similarly low on empathic accuracy. In contrast, with more expressive targets, the 

controls performed better on empathic accuracy than the patients. Patients 

apparently benefit less from the expressiveness of more expressive persons. A 

previous study with a smaller participant group using the English version of the EAT 

found the same result (Lee et al., 2011). 

A possible explanation for this effect is the impairment in emotion recognition in 

people with schizophrenia (Feingold et al., 2016). Patients with schizophrenia 

experience problems in reading facial expressions (Kohler et al., 2010) and 

recognizing emotional prosody (Leitman et al., 2005; Petkova et al., 2014). 

Healthy people benefit from explicit emotional cues in expressive persons and 

patients may miss these cues and therefore have less information to base their 

estimation of the emotional state of the other on. Further research is necessary to 

determine if problems in empathic accuracy are based on problems in basic 

emotion recognition.  

The current study found differences in cognitive and affective empathy on the 

self-report measures between groups, with controls outperforming patients, as did 

previous studies (Smith et al., 2012; Michaels et al., 2014; Horan et al., 2015). 

These questionnaires did not correlate with the empathic accuracy task, which is 

in line with other studies with schizophrenia patients (Horan et al., 2015) and in 

multiple healthy samples (Levenson and Ruef, 1992; Ickes et al., 1990; Zaki et al., 

2008). It seems that these questionnaires do not measure the same aspects of 

empathy as the EAT, as they measure one’s own view of one’s empathic abilities, 

which can be distorted. Insight is impaired in many people with schizophrenia (see 

for latest review: Elowe & Conus, 2016). It is possible that the view of 

schizophrenia patients of their own empathic performances is not accurate. 

Furthermore, self-report measurements are prone to different biases including 

intrusive symptoms biases, cognitive status biases and values and social 

comparison biases (McGurk et al., 2000; Hendryx et al., 2001; Bromley and Brekke, 

2010; Patterson et al., 2001).  

Taken together, it may be best to see empathy as a multi-faceted construct 

encompassing multiple overlapping domains including the basic interpretation of 

emotional cues, the dynamic integration of these cues, affective and cognitive 

pathways and trait empathy as measured with self-report questionnaires. To 

understand empathic difficulties, it is important to account for these different 
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empathy (Devlin et al., 2014; Zaki et al., 2008). It is possible that more basic 

elements underlying empathy are impaired in patients with schizophrenia, while 

their subjective experience of empathy does not change. Future research is 

necessary to identify the distinctions and overlap between the elements of the 

empathy construct. In addition, to understand empathic difficulties in real life, it is 

important to take an interpersonal perspective of the construct. Understanding the 

empathic difficulties among persons with schizophrenia that affect their social well-

being (Ofir-Eyal et al., 2014) as well as their possible benefits from psychotherapy 

(Hasson-Ohayon et al., 2017) will allow to better tailor interventions to improve 

empathy.  

The current study has several limitations. Reduced empathy performance did not 

seem to be part of a generalized cognitive deficit, as differences between 

patients and controls on a measure of general cognition was not significant. 

However, data on general cognition was only available for half of the healthy 

participants. Furthermore, most schizophrenia patients in this study used 

antipsychotic medication. It is not clear if the use of medication has any influence 

on empathic accuracy; more information needs to come from further studies on 

empathy in people with first onset psychosis who do not use medication. It must 

also be noted that we defined empathy in this study as ‘the accurateness in which 

someone can understand another person’s feelings’. We did not measure empathy 

in the sense of ‘care for the other’. Furthermore, empathic accuracy in patients 

might be influenced by problems with sustained attention or motor abilities, 

although no differences on general cognition between groups was found and a 

previous study on empathic accuracy found that patients tracked a dynamically 

moving non-social visual stimulus with high accuracy (Lee et al., 2011). 

  

Conclusion 
 

Individuals with schizophrenia benefit less from the emotional expressivity of other 

persons than controls, which contributes to their impaired empathic accuracy. The 

lack of correlation between the EAT and the questionnaires suggests a 

discrepancy between subjectively experienced empathy and actual empathy 

performance. To understand empathic difficulties of people with schizophrenia in 

real life, it is important to take a dynamic, interpersonal perspective of the 

construct. The Empathic Accuracy Test can be a useful instrument to measure 

empathy in an ecologically valid way. 
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Abstract 
 

Introduction: Poor insight, or awareness of illness, has a negative impact on the 

outcome of the psychosis, and is therefore a logical target for treatment. A meta-

analysis of the effect of psychological and pharmacological treatments on insight 

in psychosis was conducted to give a comprehensive overview of effective 

interventions. 

 

Method: n inclusive literature search (1975 - April 2012) was performed in 

PubMed, ISI Web of Science, and EMBASE. The search terms used were Insight, 

Awareness, Treatment, Psychosis, Therapy and Schizophrenia, no language 

specified. A cross-reference search of eligible articles was performed to identify 

studies not found in the computerized search. Effect sizes (Cohen’s d) of each 

study and overall were calculated under a random effects model with 95 % 

confidence intervals. 

 

Results: Our literature search resulted in approximately 350 abstracts. Nineteen 

RCTs that examined treatment effects on insight in patients with psychotic 

disorders were included. Overall, the interventions had a medium effect (d=.34, 95 

% CI, 0.120.57). The effects of CBT, adherence therapy and psycho-education 

were small to moderate, but not significant, probably due to a lack of power. 

There were insufficient data to allow a statistical evaluation of the effect of skills 

training, medication, video-confrontation and comprehensive intervention 

programs. Few adverse effects on mood were documented but this aspect was 

seldom quantified. 

 

Conclusions: There is a paucity of studies providing data regarding treatment for 

impaired insight in psychosis. Nevertheless, from the published literature in this 

meta-analysis, we can confirm that it is a potential therapeutic target and that it 

is amenable to improvement. Comprehensive intervention programs consisting of 

multiple components may be particularly promising. Improvements in insight did 

not seem to be associated with increased depression. 
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Introduction 
 

A remarkable aspect of schizophrenia and related psychoses is that many 

patients show a striking lack of insight into their condition (Dam, 2006). Such 

reduced insight or awareness of illness is of clinical relevance. Poor insight has a 

negative impact on many relevant outcomes of the schizophrenia (David, 2004), 

such as general adjustment (Stefanopoulou et al., 2009), observer rated quality of 

life and social functioning (Drake et al., 2007) and rehospitalisation. Moreover, 

limited insight in patients often puts a strain on relationships with family-members. 

Poor treatment adherence mediates the relationship between insight and 

outcome, but there is also a direct association between insight and outcome 

(Lincoln et al., 2007). 

Clinical insight has been distinguished from cognitive insight (Beck et al., 2004). 

Clinical insight refers the awareness of having a mental disorder, being able to 

recognize the symptoms thereof and recognizing the need for treatment or help 

from others (David, 1990). Clinical insight is usually measured with self-report 

questionnaires, for example the Birchwood Insight Scale for Psychosis (Birchwood et 

al., 1994), or a semi-structured interview, e.g. the Insight and Treatment Attitudes 

Questionnaire, ITAQ (McEvoy et al., 1989); the Schedule on Assessment of Insight 

and the Schedule on Assessment of Insight Expanded, SAI, SAI-E (David, 1990; 

Kemp and David, 1996) and the Scale to assess Unawareness of Mental Disorder, 

SUMD (Amador et al., 1993). Cognitive insight involves patients’ ability to evaluate 

or distance themselves from anomalous experiences and erroneous inferences and 

is assessed with the Beck Cognitive Insight Scale, BCIS (Beck et al., 2004). 

Given the negative impact of limited insight on the outcome of schizophrenia, 

insight is a logical target for treatment. However, perhaps because improvements 

in insight are assumed to follow improvements in other domains such as reduction 

in psychotic symptoms, insight has seldom been considered as a separate 

outcome measure in treatment studies. This is unfortunate since insight has been 

shown to be relatively independent from symptoms (Mintz et al., 2003) and might 

respond in specific ways to treatment, whether it be through pharmacological, 

psychological or social means and this might go unnoticed if not considered in its 

own right. 

Another reason to consider changes in insight in relation to treatment is that 

improvements in insight may, conceivably, have unfavorable consequences. A few 

studies have suggested better insight to be associated with more depressive 

symptoms, although others find no such relationship (Lincoln et al., 2007). Even if 

the association was to be confirmed, its nature would remain unclear unless it was 

possible to separate cause and effect, that is to say, does insight lead to 

depression or vice versa? Although it remains unclear exactly how insight and 

depression may be related, many clinicians are afraid that improvements in insight 

brought about by treatment will lead to lower mood and even suicidal ideation. 

Henry and Ghaemi (2004) published a small systematic review of treatment 

interventions to improve insight in schizophrenia. Most of the interventions 

considered were not primarily developed to improve insight, but took insight into 

account as a secondary outcome measure. The main conclusion of their review 
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was that there was a paucity of informative studies. From those cited, the authors 

concluded that insight does not necessarily improve with standard treatment 

targeted at the classic symptoms of schizophrenia. 

Since this review a number of treatment studies taking insight into account have 

been published. Therefore, we felt that time was ripe for a new review of 

treatments for insight in psychosis. The aim of the present paper is to provide a 

systematic and quantitative review of the efficacy of treatment options for 

improving insight in people with psychosis. For this purpose, a meta-analysis of 

published studies on treatment for cognitive and clinical insight in schizophrenia 

was performed. A secondary aim of this meta-analysis was to examine the 

relationship between improvements in insight and depression. 

Methods 
 
Selection of studies 
 

A literature search was performed in PubMed, Psychoinfo, Picarta, Embase and ISI 

Web of Science for the years1975 through April 2012 and by conducting a 

cross-reference search of the eligible articles to identify additional studies not 

found in the electronic search. The following search terms were used: insight, 

denial, awareness, schizophrenia, psychosis, therapy and treatment and 

combinations of these. Criteria for inclusion in the meta-analysis were randomized 

controlled trials in patients with schizophrenia or another psychotic disorder. 

Moreover, insight had to be assessed with a validated measure, specified as one 

of the following instruments: the ITAQ (McEvoy et al., 1989), the SAI and SAI-E 

(David, 1990; Kemp and David, 1996), the SUMD (Amador et al., 1993), the 

Birchwood Insight Scale (Birchwood et al., 1994), item G12 of the PANSS interview 

(Kay et al., 1987) and BCIS (Beck et al., 2004). In case the paper provided 

insufficient information to calculate an effect size, the corresponding author was 

contacted. 

 

Statistical analysis 
 
Individual effect sizes (Cohen’s d) for control and intervention condition of each 

study were calculated with reported means and standard deviations or change 

scores using the effect size calculation software developed by Wilson (2010). 

Subsequently, effect size of the control condition was subtracted from the effect 

size of the intervention, resulting in one effect size for each study (Morris, 2008). A 

pooled standard error (SE) for each study was calculated by pooling the 

baseline standard errors of treatment and control condition (Lipsey and Wilson, 

2000). 

When two outcome measures of insight were reported, the standardized mean 

difference was based on the mean effect size of these measures (this was the case 

for David et al., 2012). Meta-analyses were performed with the program Review 

Manager 5.0, developed by the Cochrane Collaboration. Effect sizes were 
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weighted by their standard error. Because of the variance in the type of 

interventions, a random effects model was used. Overall effect size was calculated 

and represented in a forest plot together with the effect size of each study. Given 

the small number of trials and the small number of patients in most trials, we 

decided not to exclude these studies. 

Heterogeneity, or variability in outcome of studies in the meta-analysis caused by 

clinical and methodological diversity of the studies, was tested with Chi-square 

tests. Interventions were compared to either an active control condition or 

treatment as usual (TAU). To enhance the validity of the interpretation of the 

results, meta-analyses were also conducted on the total number of trials for a 

specific intervention. To examine whether effect sizes were smaller in studies with an 

active control condition, we also calculated effect sizes for placebo controlled 

studies alone. Finally, a funnel plot was made to examine whether publication bias 

on this topic was likely to be present. 

Results 

 
Our literature search resulted in 350 abstracts. When examined closely, most of 

these studies were excluded because they did not report on the effects of 

treatment on insight, a lack of randomization, or the use of a non-validated insight 

scale. Thirty studies met the inclusion criteria of the study. Of these, three were 

excluded because necessary data for meta-analysis were not provided in the 

paper, and could not be obtained upon request (Macpherson et al., 1996; 

Haddock et al., 2006; Hayward et al., 2009). One other study was excluded 

because it examined whether baseline insight predicted responsiveness to therapy 

and post-treatment data on insight where not reported (Garety et al., 1997). Four 

studies were excluded (Carroll et al., 1998; Granholm et al., 2005; Rathod et al., 

2005; Emmerson et al., 2009) because they reported on the same sample as 

another study in the selection (Cunnigham-Owens et al., 2001; Turkington et al., 

2002; Granholm et al., 2007). One additional study was excluded because it 

reported follow-up data of another study (Turkington et al., 2006). Two studies 

where omitted because they did not report post-treatment assessment (Drury et al., 

2000; O’Donnell et al., 2003). Data on insight were not reported separately in one 

study (Gray et al., 2006) but provided to us by the authors. 

Eventually, nineteen studies were selected in the treatment effect analysis, all 

published after 1997. A total of 3355 patients participated in the studies 

included in this meta-analysis (see Table 1-1, 1-2 and 1-3 for demographics of 

patients in included studies and Table 2 for methodological characteristics). 
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Study Diagnosis (DSM-

III or DSM-IV) 

Age 

(mean 

yrs) 

Gender 

(%male) 

Education 

(mean) 

In/out 

patients 

Ascher-Svanum 
and Whitesel, 
1999 

Schizophrenia:  
93,7%(e) 
94,1% (c) 

34.5 (e) 
(n.p.) 
38.2 (c) 
(n.p.) 

62.5 (e) 
52.9 (c) 

12.6 years 
(e) (n.p.) 
12.0 years 
(c) (n.p.) 

In  

Chan et al., 
2007 

Schizophrenia & 
Schizoaffective 
(% not given) 

35.4 (e) 
(n.s.) 
38.2 (c) 
(n.s.) 

100 (e) 
100 (c) 

Secondary 
school:  
63.6% (e) 
(n.s.) 
73.0% (c) 
(n.s.) 

In 
 
 

Chan et al., 
2009 

Schizophrenia 34.2 (e) 
(n.s.) 
36.3 (c) 
(n.s.) 

72.2 (e) 
59.5 (c) 

Junior high:  
44.4% (e) 
(n.s.) 
37.8% (c) 
(n.s.) 

Out 

Cunningham-
Owens et al., 
2001 

Schizophrenia 36.8 (e) 
(n.s.) 
33.6 (c) 
(n.s.) 
 

67.2 (e) 
75.5 (c) 

12.1 years 
(e) (n.s.) 
11.4 years 
(c) (n.s.) 

At 
discharge 

David et al., 
2012 

Schizophrenia, 
Schizoaffective & 
Bipolar (ICD-10, 
WHO) 
(% not given) 

33.0 (e) 
32.2 (c) 
(n.s.) 

62.9 (e) 
47.4 (c) 

Above 
primary 
school:  
47.6% (e) 
(n.s.) 
31.6% (c) 
(n.s.) 

In 
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1998 
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provided 

In 

 n.s. = not significant. 

n.p. = significance not provided. 

(e) = experimental condition, (c) = control condition, (t) = total study. 
(ol) = olanzapine group, (hal) = haloperidol group.  

Table 1-1. Demographic variables of patients included in the studies (part 1). 

 

 

 

 

 

 

15494_Donkersgoed_BNW.indd   60 26-04-18   09:30

CHAPTER 4 

60 

 

Study Diagnosis (DSM-
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Study Diagnosis (DSM-

III or DSM-IV) 

Age 

(mean 

yrs) 

Gender 

(%male) 

Education (mean) In/out 

patients 

Granholm 
et al., 
2007 

Schizophrenia & 
Schizoaffective  
(% not given) 

54.4 (e) 
(n.s.) 
53.1 (c) 
(n.s.) 

70 (e) 
77 (c) 

12.8 years (e) (n.s.) 
12.2 years (c) (n.s.) 

Out 

Gray et 
al., 2006 

Schizophrenia 40.9 (e) 
(n.s.) 
42.1 (c) 
(n.s.) 

60 (e) 
60 (c) 

Primary/secondary 
school only:  
67 (e) (n.s.) 
67 (c) (n.s.) 

In & out 

Guo et al., 
2010 

Schizophrenia:  
84,5% (e) 
84,7% (c) 
Schizophreniform 
disorder 

26.1 (e) 
(n.s.) 
26.4 (c) 
(n.s.) 

54.3 (e) 
55.7 (c) 
 

12.2 years (e) (n.s.) 
12.0 years (c) (n.s.) 

Out 

Fung et 
al., 2011 

Schizophrenia 43.91 
(e) (n.s.) 
46.91 
(c) (n.s.) 

52.9 (e) 
59.4 (c) 

Not provided Out 

Kemp et 
al., 1998 

Schizophrenia: 
56,4% (e) 
60% (c) 
Mood disorders 

34 (n.p.) 
37 (n.p.) 

51.3 (e) 
54.3 (c) 
 

Not provided In 

McEvoy et 
al., 2006 

Schizophrenia: 
53,4 % (ol) 
64,5% (hal) 
Schizophreniform:  
35,4% (ol) 
64,5% (hal) 
Schizoaffective: 
11,0% (ol) 
9,7% (hal) 

23.6 
(ol) (n.s.) 
24.1 
(hal) 
(n.s.) 

78.7 (ol) 
83.9 
(hal) 

Not provided In & out 

n.s. = not significant. 

n.p. = significance not provided. 

(e) = experimental condition, (c) = control condition, (t) = total study. 
(ol) = olanzapine group, (hal) = haloperidol group. 

Table 1-2. Demographic variables of patients included in the studies (part 2). 
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Study Diagnosis (DSM-

III or DSM-IV) 

Age 

(mean yrs) 

Gender 

(%male) 

Education 

(mean) 

In/out 

patients 

Merinder et 
al., 1999 

Schizophrenia 
(ICD-10, WHO) 

35.9 (t) 
(median) 

52.9 (t) Not provided In 

Penn et al., 
2009 

Schizophrenia: 
53% (e) 
45% (c) 
Schizoaffective 

41.7  (e) 
(n.s.) 
39.6 (c) 
(n.s.) 

53 (e) 
49 (c) 

12.8 years (e) 
(n.p.) 
12.7 years (c) 
(n.p.) 

Out 

Peters et al., 
2010 

At least one 
positive symptom 
(PANSS) 

34.0 (e) 
(n.s.) 
39.6 (c) 
(n.s.) 
 

72.2 (e) 
52.6 (c) 

Not provided Out 

Premkumar 
et al., 2010 

Schizophrenia & 
Schizoaffective  
(% not given) 

36.08 (e) 
(n.s.) 
39.72 (c) 
(n.s.) 

68 (e) 
83.3 (c) 

14.4 years (e) 
(n.s.) 
13.26 years 
(c) (n.s.) 

Out 

Staring et 
al., 2010 

Schizophrenia:  
70% (t) 
Schizoaffective 

39 (t) 71 (t) Not provided Out 

Turkington 
et al., 2002 

Schizophrenia 40.5 (t) 77(t) Not provided In & out 

Xiang et al., 
2007 

Schizophrenia 37.4  (e) 
(n.s.) 
39.8 (c) 
(n.s.) 

42 (e) 
52 (c) 

10.94 years 
(e) (n.s.) 
10.46 years 
(c) (n.s.) 

In  

n.s. = not significant. 

n.p. = significance not provided. 

(e) = experimental condition, (c) = control condition, (t) = total study. 
(ol) = olanzapine group, (hal) = haloperidol group.  

Table 1-3. Demographic variables of patients included in the studies (part 3). 
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Table 2. Methodological characteristics of the included trials. 
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Overall effect of treatment on insight in psychosis 
 
The mean weighted effect size of all studies on treatment-effects on insight in 

psychosis together is 0.34 (95 % CI = 0.120.57). According to Cohen’s 

nomenclature, this is a medium effect size. Fig. 1 represents the forest plot of this 

analysis. Visual inspection of the funnel plot did not reveal asymmetry; hence 

publication bias is unlikely. However, the Chi-square test was statistically 

significant, which indicates heterogeneity of intervention effects. This is not 

surprising, given the different types of interventions included in this analysis. The 

manual of the Cochrane Collaboration for meta-analysis advises in case of 

heterogeneity that results should be interpreted with caution, and that further 

investigation be done by splitting the studies into subgroups and looking at the 

forest plot of the sub-analyses. Therefore, we divided the studies into seven 

categories: medication, cognitive behavioral therapy (CBT), psycho-education, 

adherence therapy, skills training, video confrontation and comprehensive 

interventions and performed a meta-analysis on categories that included three or 

more studies. Results of interventions that were evaluated in less than three studies 

are also presented, but these ESs should be interpreted very cautiously. 
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Figure 1. Meta-analysis of treatment effects on impaired insight in people with 

psychotic disorders. 
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Results for CBT, psycho-education and adherence therapy 
 

Cognitive behavior therapy 
 
Five studies reported on the effects of CBT on insight. In two studies, insight was 

reported as one of the primary outcomes (Turkington et al., 2002; Penn et al., 

2009) and in one study as a secondary outcome (Peters et al., 2010). In two 

studies insight was incorporated as a mediator for treatment responsiveness with 

regard to symptoms (Granholm et al., 2007; Premkumar et al., 2011 ). Penn et al. 

(2009) compared CBT to enhanced supportive therapy, while treatment as usual 

(TAU) was the control condition in the other studies. We calculated the mean 

effect size of these studies (Fig. 2a.1). This was small and not significant according 

to Cohen’s nomenclature (d = 0.22, 95 % CI = 0.030.47). The Chi-square test for 

heterogeneity was not significant. We performed a second meta-analysis including 

only the studies that compared CBT to TAU (Fig. 2a.2). The overall ES was 

increased, but was still not significant (d = 0.26, 95% CI = 0.030.54). 

Two studies (Turkington et al., 2002; Granholm et al., 2007) demonstrated a 

significant effect of CBT on insight. Turkington et al. (2002) compared CBT for 

psychosis for patients and their carers provided by nurses to treatment as usual. 

This was the only study that assessed clinical insight, while the other studies 

examined cognitive insight. Granholm et al. (2007) compared CBT in combination 

with social skills training in schizophrenia patients aged older than 42 years to 

treatment as usual. 

All studies reported on the effects of CBT on depression and found that 

depression was reduced with CBT. Increased insight was not associated with lower 

mood or suicidal ideation (Turkington et al., 2002; Granholm et al., 2007). 
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Figure 2a.1. Meta-analysis of treatment effects of CBT on impaired insight in 

people with psychotic disorders: overall. 
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Figure 2a.2. Meta-analysis of treatment effects of CBT on impaired insight in 

people with psychotic disorders: CBT vs TAU. 
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Psycho-education 
 

Five randomized controlled trials examined the effects of psychoeducation on 

clinical insight in psychosis (Ascher-Svanum and Whitesel, 1999; Merinder et al., 

1999; Cunnigham-Owens et al., 2001; Chan et al., 2007, 2009). Insight was one 

of the primary outcomes in all trials. Psycho-education was compared to TAU 

(Merinder et al., 1999; Cunnigham-Owens et al., 2001; Chan et al., 2009), a 

symptom discussion group (Ascher-Svanum and Whitesel, 1999) or ward 

occupational therapy (Chan et al., 2007). These studies yielded a moderate and 

non-significant mean size of .42 (95 % CI .13.98; Fig. 2b.1). The Chi-square test for 

heterogeneity was statistically significant. A second meta-analysis was performed 

including only the studies that compared psycho-education to TAU (Fig. 2b.2). 

The overall ES was considerably higher, but still not significant (d=.54, 95% 

CI=.031.10). 

Three studies demonstrated a significant effect of psycho-education on insight 

(Cunningham-Owens et al., 2001; Chan et al., 2007, 2009). Chan et al. (2009) 

found a large effect size for 10 sessions of psycho-education in patients in an 

early phase of schizophrenia. Chan et al. (2007) compared a didactic illness 

management program of ten sessions to occupational therapy in a group of male 

inpatients with schizophrenia. The intervention also led to a lower re-admission 

rate. Cunnigham-Owens et al. (2001) obtained a moderate size for insight with an 

intervention that consisted of a 15 min educational video and three booklets 

discussing the content of the video. In a relatively small study (Ascher-Svanum and 

Whitesel, 1999) the effect size was negative, reflecting a positive effect of the 

control condition on insight. In this study, psycho-education was compared to a 

discussion group where patients could exchange information about their illness 

with fellow patients. Merinder et al.(1999) found that an eight session 

psychoeducation program for patients and family members did not lead to better 

insight. Improvement in insight was associated with more suicidal thoughts in one 

study (Cunningham-Owens et al., 2001), the other studies did not assess 

depression. 
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Figure 2b.1. Meta-analysis of treatment effects of psycho-education on impaired 

insight in people with psychotic disorders: overall. 
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Figure 2b.2. Meta-analysis of treatment effects of psycho-education on impaired 

insight in people with psychotic disorders: psycho-education vs TAU. 
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Adherence therapy 
 

Adherence Therapy is an intervention aiming to enhance adherence with 

medication. The intervention is based on the principles of motivational 

interviewing, such as discussing the benefits and drawbacks of medication and 

exploring ambivalence towards drug treatment. Three studies fulfilled our inclusion 

criteria. Clinical insight was a secondary outcome measure in these trials and 

adherence therapy was compared to an active control condition (non-specific 

counseling, Kemp et al., 1998; health education, Gray et al., 2006) or TAU (Staring 

et al., 2010). The total effect size for adherence therapy was small (ES = 0.26, 95 

% CI = .23.76; Fig. 2c) The Chi-square test for heterogeneity was statistically 

significant, meaning that heterogeneity between studies is likely. The first study on 

adherence therapy (Kemp et al., 1998) showed a large effect of 46 sessions of 

adherence therapy on insight, in a sample of patients with psychosis. Subsequent 

studies failed to replicate these findings. Staring et al. (2010) and Gray et al. 

(2006) did not find any effect of adherence therapy on insight. The same 

inconsistency in results was observed for the primary outcome of this studies: Kemp 

et al. (1998) and Staring et al. (2010) found improved adherence, while this 

improvement was absent in Gray’s study. Finally, Kemp et al. (1998) reported 

improvements in symptoms (including depression) along with insight. 
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Figure 2c. Meta-analysis of treatment effects of adherence therapy on impaired 

insight in people with psychotic disorders. 
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Tentative results for medication, social skills training, video self-
observation and comprehensive interventions 
 
Medication 

 

Surprisingly, although hundreds of studies have addressed the effects of 

antipsychotics on psychosis, almost no RCTs have reported separately on 

changes in insight. We could only find one study (McEvoy et al., 2006) that 

reported on a sample of people experiencing a first episode of psychosis who 

were randomly assigned to treatment with either haloperidol or olanzapine. The 

duration of the trial was two years; insight was assessed at twelve, 24, 52 and 

104 weeks. In contrast with other studies in the meta-analysis, this study does not 

have a clear after treatment assessment, because treatment was ongoing. 

Therefore, we chose to include the effect size after twelve weeks of treatment in 

our analysis. This was closest to the mean duration of 4.3 months of the other 

interventions. Effect size (i.e. advantage of olanzapine over haloperidol) after 

twelve weeks was small .08 (95 % CI = 0.170.33) according to Cohen’s 

nomenclature. Effects sizes on other assessment times were of comparable 

magnitude. 

 
Social skills training 

 

Xiang et al. (2007) compared Liberman module Community Re-entry to   

psychoeducation in a sample of people with acute schizophrenia. The Liberman 

training had no effect on clinical insight, while performance on social functioning, 

which was the studies primary outcome, improved. The effect size for skills training 

small (ES=.09, 95 % CI = .32. 50). It could be argued that the small effect size of 

insight was caused by the choice of psycho-education as control condition. 

Indeed, there was an increase of insight in both groups, which could have masked 

effects of the training on insight. However, the absolute effect of the training on 

insight was still very small (b1 point at the ITAQ). No effects on mood were 

reported. 

 
Video self-observation 

 

Video self-observation is an innovative approach towards the enhancement of 

insight. Patients were videotaped during an episode and exposed to this 

videotape when their symptoms were partially in remission. The control condition 

was watching a video that showed a either a comedy routine (Davidoff et al., 

1998) or a same sex actor displaying psychotic symptoms (David et al., 2012). 

Insight was one of the primary outcomes in both studies. The effect size is large 

but not significant (ES .89, 95 % CI = 1.02.78), because of small sample sizes and 

relatively large standard errors. The Chi-square test for heterogeneity was 

statistically significant. Davidoff et al. (1998) obtained an impressive effect-size on 

insight with video-confrontation (Fig. 2d). However, as the sample size of this study 

was very small and drop-out rate high, these results should be interpreted with 
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caution. David et al. (2012) tried to replicate these findings in a larger sample of 

people with a psychotic disorder. 

The total effect size of this intervention was not significant (Fig. 2). However, the 

effect size included in this meta-analysis was based on two outcome measures, the 

SAI-E and the ITAQ. Scores on the SAI-E improved at a trend level, while scores on 

the ITAQ did not improve with video self-observation. Depression showed a trend 

towards improvement in David et al.’s study. 
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Figure 2d. Meta-analysis of treatment effects of video self-confrontation on 

impaired insight in people with psychotic disorders. 
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Comprehensive Interventions 

 

Two comprehensive interventions aiming to improve insight were found. Clinical 

insight was a primary outcome in both studies. The effect size for comprehensive 

interventions is large and significant (ES .69, 95 % CI 0.151.23; Fig. 2e). 

The Chi-square test for heterogeneity was statistically significant. Guo et al. 

(2010) compared the effects of a 12-months comprehensive psychosocial 

intervention combined with medication to the effect of medication alone in a 

large sample of people in the early stage of schizophrenia. The intervention 

consisted of psychoeducation, family intervention, skills training, and cognitive 

behavior therapy. Insight was one of these secondary outcome measures of the 

intervention, together with symptom severity, treatment adherence, social 

functioning and quality of life. Primary outcome was treatment discontinuation. 

Effect size of the intervention on insight was large. 

Drop-out rates in both arms of this study were relatively high, with 33 % in the 

experimental condition and 46.8 % in the control condition. Fung et al. (2011) 

developed a self-stigma reduction program, based on the idea that self stigma is 

associated with poor insight and will therefore lead to poorer treatment 

adherence. The program encompassed psycho-education, social skills training, 

CBT, motivational interviewing and a goal attainment program consist of sixteen 

sessions that integrate these interventions and was compared to a newspaper 

reading group. The intervention did not lead to an improvement of insight, which 

was one of the primary outcome measures of this study. The positive effect size for 

this study is caused by a decrease of insight in controls. Neither of the studies 

examined effects on mood. 
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Figure 2e. Meta-analysis of treatment effects of comprehensive interventions on 

impaired insight in people with psychotic disorders. 
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Discussion 

  
The results of our meta-analysis show that there is a significant overall effect, of 

moderate magnitude, for treatments which included improvement in insight in 

psychosis. Thus, treating patients with specific interventions can improve insight 

over and above treatment as usual. However, the overall effect size should be 

interpreted with caution, as there was substantial variance in both the nature of 

the interventions and their methodology. Moreover, the fact that interventions that 

are the experimental condition in some studies are part of TAU in others may make 

the overall ES difficult to interpret. 

We therefore conducted sub-analyses for several types of intervention, which may 

enable more meaningful conclusions. Seven categories of interventions were 

identified, of which three encompassed at least 3 studies (CBT, psycho-education 

and adherence therapy). None of these three interventions yielded a significant 

ES. The ES for CBT was small, and increased when only studies that compared CBT 

to TAU were included. While clinical insight was used as an outcome in all other 

categories, the majority of CBT studies that took insight into account focused on 

cognitive insight. The one study that examined the effects of CBT on clinical insight 

found a significant improvement. This is in line with a study by Haddock et al. 

(2006), which was not included in this meta-analysis due to a lack of statistical 

information. 

The contrast between the relatively small number of studies that report on the 

effects of CBT on insight with the wealth of reports on CBT in psychosis is striking. 

Apparently, improving insight is not the main goal in most studies and/or an effect 

of CBT on insight was not expected. This is surprising, if one realizes that an 

explicit aim of CBT in psychosis is to reappraise symptoms of the disease, which is 

seen as one of the core features of clinical insight in psychosis (David, 1990). 

Certainly, more studies on the effects of CBT on clinical insight are needed. 

There was no significant effect of psycho-education on insight, which may be due 

to a lack of power, as effect sizes were of a moderate magnitude. Two out of five 

studies reported negative results. An additional study, that was left out of the 

meta-analysis because sufficient information was lacking, did show a positive 

effect of psychoeducation on insight (Macpherson et al., 1996). In one study 

(Ascher-Svanum and Whitesel, 1999), this was because of an effect of the control 

condition an insight. However, leaving this out of the meta-analysis did not lead 

to a significant total ES.  

The authors of the other negative study (Merinder et al., 1999) concluded that 

their intervention was probably too short to bring about changes in relevant 

outcomes. This explanation does not seem likely, as the study in this category with 

the largest ES (Chan et al., 2009) concerned a program of only two more sessions. 

However, the latter study included only patients with acute schizophrenia. 

Probably the effects of psycho-education are larger in the acute phase, because 

the majority of patients will have little knowledge about psychosis at onset which 

leaves more room for improvement. 

Although adherence therapy seemed promising after the first study on this 

intervention, result have not been replicated and warrant the conclusion that 
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adherence therapy does not have an effect on insight. This is striking, as later 

intervention lasted considerably longer than Kemp et al.’s intervention (1998). 

However, while the patients in the Kemp et al. study were more acute they 

included patients with affective psychosis, who may have benefitted more from 

adherence therapy than patients with non-affective psychotic disorders. The other 

categories were too small to draw valid conclusions about the effectiveness of 

these interventions and should therefore be interpreted very cautiously. 

For medication we could include only one study, which is not sufficient to evaluate 

the effects of medication on insight in a reliable way. This study showed that the 

benefits of olanzapine did not outweigh the effects of haloperidol. Olanzapine 

would be expected to have a larger effect on insight than haloperidol, as 

olanzapine stimulates activity in the frontal lobe a brain area that has been 

associated with insight (Shad et al., 2004) more than haloperidol (Liemburg et al., 

2012). More studies are needed to get a better understanding of the effects of 

antipsychotic medication on insight. As poor insight is associated, for a small but 

significant part, with severity of psychotic symptoms (Mintz et al., 2003), it is 

conceivable that antipsychotics will at least improve insight by improving 

psychosis. A few studies have looked at the effect of clozapine on insight. They 

unfortunately did not use a randomized controlled design, but their findings 

suggest that insight may improve with atypical antipsychotic medication (Wiffen et 

al., 2010; Jong-Hoon et al., 2011). 

Two studies examined comprehensive interventions. These interventions had a 

large ES and are thus considered promising. Both programs encompassed 

psychoeducation, skills training and CBT. Guo et al. (2010) obtained a large 

effect size in acute patients, which may suggest that insight in acute patients 

improves more with treatment than in the chronic phase. The positive ES of Fung et 

al. (2011) should be interpreted cautiously as it mainly reflects a deterioration of 

insight in controls. The only study on skills training did not have an effect on 

insight, as may have been expected as a rationale for the effects of skills training 

on insight is lacking. Finally, video self-confrontation may be a way to improve 

insight in psychosis, but effects of the intervention need replication in a larger 

sample. 

Notably, in almost half of the studies that were included, insight was not the 

primary outcome. This means that even the relatively small number of studies 

included is an overestimation the number of interventions that were developed 

with the purpose of improving insight in psychosis. An important question is why 

insight is so infrequently explicitly targeted in treatment. This may be partly due to 

the fact that insight is arguably harder to operationalize than other symptoms of 

mental illness, such as hallucinations, delusions or depression. It is not even clear 

whether insight really is a unitary concept, and the etiology of poor insight is 

unclear. However, the same concerns apply to most constructs in psychiatry. 

Perhaps the main reason for the neglect of insight as a therapeutic target is that 

clinicians often see insight as an artifact of symptoms and assume that insight 

improves when symptoms remit. 

In reality, the correlations between insight and symptoms are rather modest small 

(Mintz et al., 2003). Finally, improved insight is sometimes thought to come at a 

price, namely increased depression. Contrary to this idea, we found that better 
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insight brought about by CBT might lead to better mood. Only one study 

(Cunnigham-Owens et al., 2001) reported a negative effect of psycho-education 

on suicidal ideation. This finding should be interpreted cautiously, as the total 

score on the MADRS did not change and suicidal ideation was one of items of this 

scale. 

This meta-analysis of treatments aiming to improve insight in people with psychosis 

shows that there were relatively few studies that included insight as an outcome 

measure. Therefore, a limitation of this meta-analysis is that it encompasses a 

number of studies with a relatively small sample size or high drop-out rate, which 

may have biased the results. However, it should be noted here that the funnel plot 

did not show evidence for a publication bias. 

It could be argued that measures of subjective treatment adherence should have 

been included in this meta-analysis, since subjective adherence overlaps with 

insight according to current definitions. However, subjective adherence also 

includes aspects that have little to do with insight, such as reactions to side 

effects of antipsychotics. Moreover, the ability to re-label symptoms and general 

awareness are not assessed by measures of subjective awareness. Thus, because 

insight and subjective adherence are clearly not synonymous we decided not to 

include the impact of treatment on subjective adherence in this meta-analysis. 

Given the relevance for clinical practice, the effect of treatment type on 

subjective adherence could be addressed in future meta-analyses. 

To conclude: although the number of studies on treatment of insight in psychosis is 

limited, the available evidence supports the possibility of improving insight 

therapeutically. More specific approaches, targeted at cognitive processes 

Relevant for Insight, might be developed. Our group is currently evaluating a brief 

psychosocial intervention to improve insight in schizophrenia by stimulating self-

reflection (and reducing internalized stigma) and perspective taking: REFLEX 

(Pijnenborg et al., 2011). Metacognitive training, a group treatment that aims to 

changes cognitive biases, could also be a promising treatment strategy. A small 

and uncontrolled pilot showed improved awareness of illness in combination with 

better mood after the training (Favrod et al., 2011). The effectiveness of these 
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Abstract 
 

Background: Metacognitive dysfunction has been widely recognized as a feature 

of schizophrenia. As it is linked with deficits in several aspects of daily life 

functioning, improvement of metacognition may lead to improvement in functioning. 

Individual psychotherapy might be a useful form of treatment to improve 

metacognition in patients with schizophrenia; multiple case reports and a pilot 

study show promising results. The present study aims to measure the effectiveness 

of an individual, manual-based therapy (Metacognitive Reflection and Insight 

Therapy, MERIT) in improving metacognition in patients with schizophrenia. We also 

want to examine if improvement in metacognitive abilities is correlated with 

improvements in aspects of daily life functioning namely social functioning, 

experience of symptoms, quality of life, depression, work readiness, insight and 

experience of stigma. 

 

Methods/Design: MERIT is currently evaluated in a multicenter randomized 

controlled trial. Thirteen therapists in six mental health institutions in the Netherlands 

participate in this study. Patients are randomly assigned to either MERIT or the 

control condition: treatment as usual (TAU). 

 

Discussion: If proven effective, MERIT can be a useful addition to the care for 

schizophrenia patients. The design brings along some methodological difficulties, 

these issues are addressed in the discussion of this paper. 
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Background 
 

Metacognitive dysfunction has been widely recognized as a feature of 

schizophrenia (Frith, 1992; Lysaker, Erickson et al., 2011) and is linked with deficits 

in daily life functioning (Bora et al., 2006; Brüne et al., 2007; Lysaker, Dimaggio et 

al. 2010). Over the years, the construct of metacognition has been defined in 

different ways. All definitions describe a general capacity to think about thinking 

(Dimaggio & Lysaker, 2010). Flavell (1979) was one of the first to use the term. In 

his view metacognition is closely related to cognitive monitoring: the ability to 

observe one’s own cognitive processes and to detect errors in these processes. 

Moritz & Woodward (2007) provide a more specific definition that targets 

dysfunctional thought processes in particular, defining metacognition as being 

aware of cognitive distortions. Wells (2009) includes thinking about feelings. He 

also describes the important role of metacognition in eliciting reactions triggered 

by these thoughts and feelings. Based on the work of Semerari et al. on 

metacognition (Semerari et al., 2003), Lysaker et al. (2005) propose to integrate 

different definitions and propose a definition that involves four fundamental 

aspects: Self-reflectivity: the ability to think about one’s own thoughts and 

emotions; Understanding the others mind: the ability to think about the thoughts 

and emotions of others; Decentration: the ability to understand that you are not 

the center of the world and people’s lives continue when you are not around; 

Mastery: Ones ability to use the three aspects above to define psychological 

problems and adequately deal with them. 

In this definition, metacognition refers to a spectrum of activities, which involves 

thinking about thinking and stretches from consideration of discrete psychological 

phenomena (for example: recognizing an isolated thought) to the synthesis of 

discrete perceptions into an integrated representation of self and others (Lysaker 

et al., 2013). Metacognitive capacities allow persons to form a detailed picture 

of their own mental states, of the wishes and intentions of the others, and of the 

inner and social cues that trigger psychological pain, and thereby to cope with 

challenges and solve complex social problems [...]. In the larger frame they make it 

possible for persons to make sense of their dilemmas, to find meaning in life, and to 

ultimately adapt to a changing environment (Lysaker, Erickson et al., 2011). In this 

way metacognitive dysfunction is more than just a missing skill. It is the inability to 

make complex sense of experience and integrate interpersonal information into a 

larger whole (Lysaker et al., 2013). 

Several instruments have been developed to assess elements of metacognition. 

Most of these instruments capture more discrete aspects of the concept as it is 

defined above, for example the Meta-Cognitions Questionnaire (MCQ) 

(Cartwright-Hatton & Wells, 1997) which measures beliefs about worries and 

intrusive thoughts and the Davos Assessment of Cognitive Biases Scale (DACOBS) 

(Van der Gaag et al., 2013),  measuring cognitive biases. Semerari et al. (2003) 

developed the Metacognition Assessment Scale (MAS) based on the four elements 

of metacognition. This instrument was originally designed to measure 

metacognition in people with personality disorders. Lysaker et al. (2005) have 

shortened this instrument and adapted it for use with people with psychotic 

disorders (MAS-A). 
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Metacognition is linked to aspects of daily life function of patients with 

schizophrenia in several ways. Better metacognitive mastery is linked to better 

social cognition and more insight (Lysaker, Erickson et al., 2011; Lysaker, Dimaggio 

et al., 2010) and metacognition has been found to mediate the impact of 

neurocognitive deficits on social function, after controlling for symptoms (Lysaker, 

Shea et al., 2010). Lower levels of metacognition correlate with less favorable 

reports of the subjective  experience of recovery (Kukla et al., 2013) and lower 

levels of functional competence (Lysaker, McCormick et al., 2011). In addition to 

these daily life aspects, impaired metacognition has also been associated with 

low quality of therapeutic alliance (Davis et al., 2011) and more severe negative 

symptoms (Lysaker et al., 2005; Nicolet al., 2012; Macbeth et al., 2013). Moreover, 

lower levels of metacognition predict future severity of negative symptoms, even 

after controlling for concurrent levels of negative symptoms (Hamm et al., 2012). 

Based on the above, it is hypothesized that improved metacognition will result in 

improved daily life functioning. Metacognition might be a feasible target for 

treatment of people with psychotic disorders. If an intervention would be capable 

of improving metacognitive capacity, it would enable persons with schizophrenia 

to achieve more complex understanding of themselves and others and thus find 

ways to actively direct their recovery process. Individual psychotherapy might be 

a useful form of treatment to improve metacognition. Several forms of 

psychotherapy have successfully promoted metacognitive capacity in persons 

with various mental disorders other than psychosis (Choi-Kain & Gunderson, 2008), 

including work from a psychoanalytic (Fonagy et al., 2002) and a cognitive frame 

of reference (Dimaggio et al., 2007). It has also been suggested that some of 

these therapeutic procedures could be modified for treatment of people with 

schizophrenia (Lysaker, Buck et al., 2010). If metacognition is conceptualized as a 

trait-like capability that varies along a continuum from good to impoverished, 

psychotherapy might provide a place to practice such capacities in increasing 

degrees of complexity, leading to enhancement of metacognitive capacity. 

Manualized procedures for a metacognitive psychotherapy for schizophrenia 

have been proposed (Lysaker, Buck et al., 2010) and multiple detailed case 

reports and a pilot study have documented the acceptability of the treatment 

and positive outcomes (Brent, 2009; Buck & Lysaker, 2009; Lysaker, Davis et al., 

2005; Lysaker et al., 2007; Salvatore et al., 2009; Salvatore et al., 2012; 

Bargenquast & Schweitzer, 2013). The present paper presents the design of a 

randomized controlled multicenter trial that aims to measure the effectiveness of 

the Metacognitive Reflection and Insight Therapy (MERIT) in improving 

metacognition. 

 
Research aims 
 

Primary objective of this study is to investigate whether Metacognitive Reflection 

and Insight Therapy improves metacognitive abilities in people with schizophrenia. 

Secondary objective is to examine whether improvements in metacognitive 

capacity lead to improvements in quality of life, social functioning, depression, 

symptoms, stigma sensitivity and work readiness. Neurocognition is adopted in the 
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assessment as well, as it may function as a mediator between metacognition and 

functioning. A cost-effectiveness analysis will be performed at the end of the study. 

Methods/Design 

 
The study is funded by Fonds NutsOhra, GGZ Drenthe, GGZ Friesland and the 

Institute for Post master Psychology in the Northern Netherlands (PPO). The study 

has been approved by the medical ethical board of University Medical Center 

Groningen, Groningen (number: METc2013.124, date: November 2013), and is 

conducted in accordance with the principles of the Declaration of Helsinki. Trial 

number: ISRCTN16659871 (Current Controlled Trials). 

 
Design 
 
The study is designed as a multicenter randomized controlled trial including an 

intervention group receiving Metacognitive Reflection and Insight Therapy (MERIT) 

and a control group receiving treatment as usual (TAU). 

 

Participants/setting 
 
Participants in the study are people with schizophrenia or schizoaffective disorder 

and impaired metacognitive abilities. A total of 120 participants will be included 

from six mental health care institutions in the Netherlands. Thirteen therapists who 

work in these facilities will be trained to give the therapy.  

 
Inclusion criteria are: 
 

Impaired metacognitive skills, as measured by the Metacognition Assessment Scale  

(MAS-A); 

Diagnosis of schizophrenia or schizoaffective disorder, according to DSM-IV-TR 

criteria; 

Being able to give informed consent; 

18 years or older; 

No change in medication in the past thirty days. 

 
Exclusion criteria are: 
 

Acute psychosis (mean score of PANSS positive symptoms ¿4); 

Co-morbid neurological disorder; 

Substance dependence (not substance abuse as measured with the MINI Plus); 

Impaired intellectual functioning (IQ ¡70) 
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Sample size calculation 
 
Sample size was computed with a two-sided test using the IBM SPSS Sample Power 

program (Biostat, M. Borenstein), http://www.power-analysis.com/aboutbiostat.htm. 

The effect size of MERIT is not known. We chose to adopt the common convention 

in such instances, and set our effect size at 0.5 (Kazdin & Bass, 1989). This is 

based on the consideration that should the effect size be lower, results would 

probably not be clinically relevant (Cohen, 1977; Ferguson, 2009). In order to 

show medium effect sizes (0.5) with an alpha of 0.05 and a power of 0.80, a 

minimum of 48 subjects in both groups is required. This means that there is an 80 % 

likelihood that the study will detect a statistically significant effect if such exists, 

and allows us to conclude that the mean metacognition score differs for MERIT 

versus TAU. Because this is a time consuming trial with people with a severe mental 

illness, we assume that the percentage of dropouts will be 20 %. This means that 

for every 120 subjects enrolled in the study, 24 will be lost to follow-up or 

withdraw informed consent and will be excluded from the analysis. Therefore we will 

select 60 patients in the intervention group and 60 patients in the control group 

including 12 extra participants in each group to compensate for the anticipated 

missing data. 

 

Procedure 
 

Thirteen therapists in six Dutch mental health care institutions will select all patients 

in their caseload that meet the inclusion criteria. They will answer four screening 

questions concerning these patients metacognitive abilities on a 10 point scale 

(see Section Screening for the screening questions). The therapists approach the 

patients that score below the cut-off of the screening and ask them if they are 

interested in participation. The names of the interested patients will be coded by 

the therapist. 

Out of these coded names a random selection will be chosen by the researchers 

to prevent selection bias. The selected coded names will be transferred back to 

the therapists, who will then provide the contact information of these patients to 

the researcher and will inform the patients that an assessor will approach them. 

The assessor will call the patient and answer any questions the patient may have 

about the study. Every participant has a two-week period to consider 

participation. If the patient is still willing to participate after this period, an 

assessor will make an appointment for an intake to confirm that the patient fulfills 

all of the study’s inclusion criteria. The intake will take approximately 1,5 hours. 

Patients that are included in the study will be randomly allocated to the treatment 

condition (MERIT) or treatment as usual (TAU). The randomization is conducted 

separately for each center and procedures will start directly after the first 

participants are included. Randomization will be done by a party independent 

from the trial research team. Results of the randomization process will be passed 

on to the onsite therapists. Block randomization will be used to ensure that the 

number of patients will be balanced over condition. Assessors will be blind to the 

subjects’ condition. Rater blinding will be verified after the assessment. For 
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therapists, it is of course not possible to be blind for condition. After assignment to 

intervention or control condition, the assessor plans a second appointment with 

the patient for baseline assessment. A research assistant, blind to treatment or 

control condition, who is not involved in the patient’s treatment, will carry out this 

assessment. This assessment will take approximately 1,5 hours. Thereafter, the 

individual treatment will start. Onsite clinical psychologists that have partaken in 

the three-day MERIT training will provide the intervention. Participants in the 

control condition will receive treatment as usual (TAU). After forty sessions of 

treatment or forty weeks in the control condition, the assessment will be repeated 

(post-treatment). Follow-up assessment will take place six months after completion 

of the intervention. 

 

Materials 
 
A summary the design of the study and all materials is provided in the table below 

(Table 1). 
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Metacognitive reflection and insight therapy (MERIT) 
 

The experimental condition will receive the Metacognitive Reflection & Insight 

Therapy (based on Lysaker, Buck et al., 2010). This manual-based individual 

psychotherapy aims to stimulate the four elements of metacognition. The treatment 

protocol is not a step-by-step program, but is target-driven. The therapist tries to 

elicit a narrative; a personal story of the patient. In this personal narrative, the 

therapist looks for targets; signs of metacognition. Is the patient aware of his 

thoughts? Can he reflect on those thoughts and on the thoughts of others? The 

levels of MASA are used here to classify the different levels of metacognitive 

functioning. The therapist adjusts his interventions according to the level of 

metacognition of the patient and stimulates the patient to perform ever more 

complex metacognitive tasks. 

The therapy will consist of 40 times 45 minutes of individual therapy sessions. The 

treatment protocol has been translated into Dutch by the research team. Every 

participating therapist will follow a three-day training in the therapy provided by 

PL, the first author of the therapy manual. The most important aspects of the 

therapy are summarized in the Therapist Metacognitive Adherence Scale (T-MAS, 

see Table 2). The eight core items of the T-MAS are explained in detail in the 

protocol and the therapists will practice these elements in the training. The 

therapist has to give him/herself a score on a ten-point scale on the items of the 

T-MAS after every therapy session. In this way the therapist can monitor his/her 

own adherence to the aspects of the therapy. Transcripts of sessions will be 

selected at random and will be scored by independent assessors with the T-MAS, 

to monitor if the therapist follows the elements of the therapy correctly. Every other 

week each therapist will receive supervision by the developer of the therapy, PL, 

using Skype. In these sessions the adherence to the therapy elements and the T-

MAS scores will be discussed and the therapists receive supervision on how they 

conduct the therapy. 
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Screening  
 

On-site therapists will screen all patients in their caseload that meet the inclusion 

criteria; they will answer four screening questions concerning each of these 

patients’ metacognitive abilities: 

 

To what extent is the patient able to think about his/her own thoughts? 

To what extent is the patient able to explain his/her thoughts and feelings in an 

adequate manner? 

To what extent is the patient able to explain the thoughts and feelings of others in 

an adequate manner? 

To what extent is the patient able to use his/her understanding of his/her own 

thoughts and feelings and the thoughts and feelings of others to react 

adequately during stressful events? 

 

The therapists will answer these questions on a 10-point scale, 10 meaning 

excellent, 0 very poor. They select all the patients that score below 6 on two or 

more of the four questions, who will be approached for participation. 

 
Intake 
 

Diagnosis M.I.N.I Plus Interview (Sheenan et al., 1998). This structured interview 

is used to confirm a diagnosis of schizophrenia or schizoaffective disorder. It is 

designed to detect Axis I diagnoses of the DSM IV-TR. The interview is divided into 

26 sections; each section concerns a diagnostic category. At the end of every 

category the interviewer can determine whether the patient fulfills the diagnostic 

criteria for the diagnosis of the particular section. 
 
Metacognition 

 

Indiana Psychiatric Illness Interview (Lysaker et al., 2002). This interview, which 

consists of five open questions, was developed with the goal of eliciting the life 

story and illness history of the patient. The MAS-A can be scored on the resulting 

transcript. Metacognition Assessment Scale (Semerari et al., 2003; Lysaker, 

Carcione et al., 2005. The MAS-A consists of four scales. The cutoff points for 

each scale: Self-reflectivity: below 5.5, Understanding the others mind: below 4.5, 

Decentration: below 2, Mastery: below 4.5. When the patient gets a score below 

cut off on three or more scales, metacognitive deficits are prominent and the 

patient meets the inclusion criteria. 

 
Symptoms 

 

Positive and Negative Syndrome Scale (Kay et al., 1987). This structured interview 

consists of thirty items, each ranging from one to seven. The items fall into three 

subscales: positive symptoms, negative symptoms and general symptoms. 
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Assessment 
 
Insight 

Metacognition Beck Cognitive Insight Scale (BCIS) (Beck et al., 2004). This self-

report questionnaire evaluates the reflectiveness and overconfidence in the 

interpretation of experiences of the patient. It consists of fifteen items, six items 

represent the self-certainty subscale, nine items represent the self-reflectiveness 

subscale. 

 
Empathy 

 

Faux Pas Task (Baron-Cohen et al., 1999). This task consists of ten stories, 

describing interpersonal, everyday situations. Some of these stories contain a faux 

pas: a speaker in the story says something without considering if it is something 

that the listener might not want to hear. The patient has to detect these mistakes. 

Empathic Accuracy Task (EAT) (Zaki et al., 2008). This task consists of ten videos 

of people who tell a personal story. The participant has to rate the mood of the 

person in the video continuously on a 9 point scale. 

Interpersonal Reactivity Index (IRI) (Davis, 1980). This questionnaire exists of 28 

statements. The participant has to indicate whether the statement applies to 

him/her on a six point scale. 

 
Depression 

 

The Quick Inventory of Depressive Symptomatology Self Report (QIDS-SR) (Rush 

et al., 2003). This self-report questionnaire consist of sixteen items, measuring 

depressive symptoms according to the DSM-IV in the week before assessment. 
 
Stigma 

 

The Internalized Stigma of Mental Illness Scale (ISMI) (Ritsher et al., 2003). This is 

a self-rating questionnaire with 29 questions designed to measure the subjective 

experience of stigma. It consists of five subscales: Stereotype Endorsement, 

Perceived Discrimination, Social Withdrawal, Stigma Resistance and Alienation. 
 
Quality of life 

 

Self-rating Manchester Short Assessment of Quality of Life (MANSA) (Priebe et al., 

1999). This questionnaire consists of four objective questions and twelve 

subjective questions. These subjective questions assess satisfaction with life as a 

whole, job, financial situation, number and quality of friendships, leisure activities, 

accommodation, personal safety, people that the individual lives with, sex life, 

relationship with family, physical health and mental health. It is a self-report, 16 

Likert-scale item measure. 
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Social functioning 

 

Time Use (Fowler et al., 2009). This structured interview investigates the way in 

which the patient spends his/her time and makes a detailed account of his/hers: 

employment, education and training, voluntary work, leisure activities, hobbies, 

child care, housework and chores. 
 
Work readiness 

 

Work Readiness Questionnaire (WoRQ) (Potkin et al., 2012). This questionnaire is 

filled in by the therapist of the client and has seven items designed to capture the 

patient’s readiness to work as reflected by current capacity to initiate and 

maintain a useful activity. The items are rated to provide graded measurements, 

i.e., ’strongly agree’, ’agree’, ’disagree’ or ’strongly disagree’. Next to these seven 

items it contains a final dichotomous work readiness judgment. 
 
Neurocognition 

 

Nederlandse Leestest voor Volwassenen (NLV)(Schmand et al., 1991). The NLV 

tests the pronunciation of irregularly spelled words and is used to determine 

premorbid intelligence. 

Trailmaking test A&B (TMT) (Reitan & Wolfson, 1985). The TMT provides information 

on visual search, scanning, mental flexibility speed of processing and executive 

functions. It is part of the Halstead-Reitan Battery (Reitan & Wolfson, 1985). The 

TMT consists of two parts. Part A requires an individual to draw lines sequentially 

connecting 25 encircled numbers distributed on a sheet of paper. Task 

requirements are similar for Part B except the person must alternate between 

numbers and letters (e.g., 1, A, 2, B, 3, C, etc.). The score on each part represents 

the amount of time required to complete the task (Tombaugh, 2004). 

Digit Symbol Test (part of the Wechsler Adult Intelligence Scale, Wechsler, 1995). 

This test evaluates the recognition and recoding of visual information. The test 

consists of several rows of paired boxes with a digit in the top box and an empty 

space in the box below. At the top of the page is shown which symbols are 

paired to the digits. The participant has to fill in as many symbols in the empty 

boxes within 90 seconds. 
 
Cost-effectiveness 

 

EuroQol (EQ-5D) (The EuroQol group, 1990). This questionnaire contains five 

scales: self care, mobility, usual activities, pain/discomfort and anxiety/depression. 

The participant has to rate his/her health as it is on the day of the interview, using 

five levels: ’no problem’ ’slight problems’ ’moderate problems’, ’severe problems’, 

’extreme problems’ (Pickard et al., 2007). 

TiC-P (Bouwmans et al., 2013). This is a questionnaire. The first part consists of 

medical resource items, including: contacts within the mental healthcare sector, 

self-help groups, contacts with general healthcare providers, and the use of 

medication. The patient has to indicate whether he/she makes use of these items 
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and if yes, how many times. Depending on the relevance for the target population, 

the questionnaire allows adding or leaving out specific items of resource 

utilization. Part two consist of the Short Form-Health and Labour Questionnaire 

(SF-HLQ) an instrument that collects data on productivity losses due to health 

problems. This part measures absence from work and reduced. 

 
Statistical analysis 

 
Descriptive statistics 

 
Descriptive statistics will be provided for all normally distributed variables in the 

form of mean scores (and standard deviations) before and after the intervention 

on each of the assessment instruments. Descriptive statistics of variables that are 

not normally distributed will be represented as median scores and ranges. 

 

Analysis 
 
Differences in scores on every dependent variable are measured before and after 

the intervention and six months after the end of intervention. The significance of 

possible differences will be tested using logistic multilevel modeling (Snijders & 

Bosker, 2012) with the subject and assessment time as levels and condition as 

independent variable. A model will be constructed for every dependent variable 

using the program MlwiN (Rabash et al., 2000). Dummy variables will be 

constructed for every level and the statistical significance of the regression-effects 

will be tested using the T-test. The dummy-variables and their interactions will be 

added to the model as fixed effects. 

 

Discussion 
 

With this multicenter randomized controlled trial, we intend to investigate the 

effectiveness of a manual-based psychotherapy aimed at improving 

metacognition and daily life functioning of patients with schizophrenia. 

Metacognition is a complex, multi-dimensional concept, involving four main 

aspects: self-reflection, understanding the mind of the other, decentration and 

mastery. It not only refers to the ability to detect and consider discrete 

psychological phenomena (for example: recognizing a thought), but also to the 

ability to integrate these phenomena into an integrated, complex representation 

of self and others (Lysaker et al., 2013). MERIT tries to enhance these synthetic 

metacognitive processes through constant reflection in the interpersonal 

relationship. In this way, the patient learns to reflect on him/herself in ever more 

complex ways. We hope this will result in structural changes in metacognitive 

processes in patients with schizophrenia, and hope this in turn will lead to 

structural, lasting improvements of daily life functioning of the patient. This design 

brings along some methodological difficulties, especially the risk of drop-out over 

15494_Donkersgoed_BNW.indd   96 26-04-18   09:30

CHAPTER 5 

96 

 

and if yes, how many times. Depending on the relevance for the target population, 

the questionnaire allows adding or leaving out specific items of resource 

utilization. Part two consist of the Short Form-Health and Labour Questionnaire 

(SF-HLQ) an instrument that collects data on productivity losses due to health 

problems. This part measures absence from work and reduced. 

 
Statistical analysis 

 
Descriptive statistics 

 
Descriptive statistics will be provided for all normally distributed variables in the 

form of mean scores (and standard deviations) before and after the intervention 

on each of the assessment instruments. Descriptive statistics of variables that are 

not normally distributed will be represented as median scores and ranges. 

 

Analysis 
 
Differences in scores on every dependent variable are measured before and after 

the intervention and six months after the end of intervention. The significance of 

possible differences will be tested using logistic multilevel modeling (Snijders & 

Bosker, 2012) with the subject and assessment time as levels and condition as 

independent variable. A model will be constructed for every dependent variable 

using the program MlwiN (Rabash et al., 2000). Dummy variables will be 

constructed for every level and the statistical significance of the regression-effects 

will be tested using the T-test. The dummy-variables and their interactions will be 

added to the model as fixed effects. 

 

Discussion 
 

With this multicenter randomized controlled trial, we intend to investigate the 

effectiveness of a manual-based psychotherapy aimed at improving 

metacognition and daily life functioning of patients with schizophrenia. 

Metacognition is a complex, multi-dimensional concept, involving four main 

aspects: self-reflection, understanding the mind of the other, decentration and 

mastery. It not only refers to the ability to detect and consider discrete 

psychological phenomena (for example: recognizing a thought), but also to the 

ability to integrate these phenomena into an integrated, complex representation 

of self and others (Lysaker et al., 2013). MERIT tries to enhance these synthetic 

metacognitive processes through constant reflection in the interpersonal 

relationship. In this way, the patient learns to reflect on him/herself in ever more 

complex ways. We hope this will result in structural changes in metacognitive 

processes in patients with schizophrenia, and hope this in turn will lead to 

structural, lasting improvements of daily life functioning of the patient. This design 

brings along some methodological difficulties, especially the risk of drop-out over 

15494_Donkersgoed_BNW.indd   96 26-04-18   09:30
        



MERIT RESEARCH PROTOCOL 

97 

 

time. We hope to account for this by including 20 % extra patients in the trial to 

ensure statistical power will be maintained despite patient attrition. 

Most interventions for people with schizophrenia in the Netherlands target first 

episode patients within five years after the first psychotic episode. Care for 

chronic patients usually focuses on support and structure instead of recovery. 

MERIT can be used with patients who are chronically mentally ill, and case studies 

show promising results. If proven effective, this therapy might be a useful addition 

to the care for chronic schizophrenia patients. 

Furthermore, some patients benefit less from usual interventions such as 

psychoeducation and cognitive behavioral therapy. It could be hypothesized 

that these patients are not able to form complex representations of self and 

others, which makes it difficult to engage in therapy. Improving metacognition 

might prove a necessary step for these patients to benefit from other interventions 

and enhance daily functioning 
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Abstract 
 

Metacognition comprises a spectrum of mental activities involving thinking about 

thinking. Metacognitive impairments may sustain and trigger negative symptoms in 

people with schizophrenia. Without complex ideas of the self and others, there may 

be less reason to pursue goal-directed activities and less ability to construct 

meaning in daily activities, leading to the experience of negative symptoms. As 

these symptoms tend to be nonresponsive to pharmacotherapy and other kinds of 

treatment metacognition might be a novel treatment target; improvement of 

metacognition might lead to improvements in negative symptoms. One therapy 

that seeks to promote metacognition is the Metacognitive Reflection and Insight 

Therapy (MERIT). In this study, a case is presented in which a first episode patient 

with severe negative symptoms is treated with MERIT. A case illustration and the 

eight core principles of MERIT are presented. Independent assessments of 

metacognition and negative symptoms before and after therapy show a 

significant increase of metacognition and decrease of negative symptoms over 

the course of 40 weeks. 
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Introduction 
 

Metacognition is a psychological function that comprises a spectrum of mental 

activities involving thinking about thinking. It includes activities ranging from 

discrete acts such as recognizing thoughts and feelings to more synthetic acts, in 

which an array of intentions, thoughts and feelings are integrated into a larger, 

complex representation of the self, others and the world (Semerari et al. 2003). As 

a recent review shows, metacognition is linked to several factors including intrinsic 

motivation, experience of recovery, functional competence, stigma resistance, 

therapeutic alliance and psychosocial function (Lysaker and Dimaggio 2014). 

 

In addition to these factors, metacognition has been linked to negative symptoms 

(Lysaker et al. 2005; Nicolo et al. 2012; Macbeth et al. 2014; Luther et al. 2016). 

Initially labeled “avolitional syndrome” by Kraepelin (1919), negative symptoms are 

defined as the absence of normal behaviors and functions. Negative symptoms 

such as blunted affect, avolition, anhedonia, loss of interest and paucity of 

thought content are associated with major negative effects on patients’ quality of 

life, functional status and long-term outcome (Milev et al. 2005; Kurtz et al. 2005; 

Möller 2007; Hunter and Barry 2012). Moreover, these symptoms often persist when 

positive symptoms subside and tend to be nonresponsive to pharmacotherapy 

(Buckley and Stahl 2007; Barnes and Paton 2011) and are therefore of particular 

clinical relevance. Development of effective treatment for negative symptoms 

remains a major challenge for the field (Buchanan 2007). 

 

Metacognitive impairments may sustain and possibly trigger negative symptoms. A 

study by Lysaker et al. (2015) showed lower levels of metacognition predicted 

later levels of elevated negative symptoms even after controlling for initial levels of 

negative symptoms. Without complex ideas of the self and others, there may be 

less reason to pursue goal-directed activities and less ability to construct 

meaning in daily activities, leading to the experience of negative symptoms. 

Metacognition might therefore be a novel treatment target, as improvement of 

metacognition might lead to improvements in persistent negative symptoms and 

other factors in people with schizophrenia. 

 

One therapy that seeks to promote metacognition is the Metacognitive Reflection 

and Insight Therapy (MERIT, in development by dr. P.H. Lysaker, see Van 

Donkersgoed et al., 2014). In this therapy patients are stimulated to think about 

their ideas of themselves and others. MERIT operationalizes metacognition as a 

hierarchical capacity and suggests that interventions to stimulate metacognition 

should be based on the patients’ current level of metacognitive functioning. 

Patients with lesser capacities need interventions to assist them to master basic 

capacities before attempting more complex ones (Lysaker et al. 2011). MERIT is 

built on eight core principles that the therapist has to adhere to in every session. 

Multiple case reports have documented the acceptability of this treatment and 

positive outcomes (Buck and Lysaker 2009; Lysaker et al. 2007; Salvatore et al. 

2009, 2012; Hillis et al. 2015; Kukla et al. 2015; De Jong et al. 2016) and a 
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randomized controlled trial is currently conducted in the Netherlands to assess the 

effectiveness of the therapy (Van Donkersgoed et al. 2014). 

 

The present study concerns a case in which a first-episode patient with severe 

negative symptoms is treated with the Metacognitive Reflection and Insight 

Therapy. First, a case illustration is presented, followed by a description of the 

course of the eight core principles of MERIT in the sessions. Assessments of 

metacognition and negative symptoms before and after therapy will be discussed 

as well. 

 

Case Illustration 
 

Ann is a woman in her early 20s who was raised by her parents in a town in the 

north of the Netherlands. Her parents moved from Italy to the Netherlands a few 

years before Ann was born. They had a restaurant in which they invested a 

significant portion of their time, from an early age their children were expected to 

help in the kitchen and service. Ann describes her parents as silent, hard workers. 

Feelings and thoughts were not discussed in the family. Her parents were strict and 

Ann could not remember to have ever contradicted them. 

 

Ann’s older brother and sister both did well in school, had a large social network 

and did not experience any physical or mental problems. Ann, on the other hand, 

suffered from hearing difficulties and ear infections from an early age, which 

caused frequent stays in the hospital. This resulted in high absence from school 

and consequently in problems connecting with classmates. Her grades, however, 

did not suffer. Ann remembers that although she was never bullied she did not 

belong to any group and usually felt like an outsider. She kept to herself during 

breaks, reading books. When other kids tried to engage her she was shy and 

anxious about potentially saying or doing something wrong. 

 

In high school she made a few friends but still kept to herself. In the beginning of 

her graduation year she began to experience psychotic symptoms. She began to 

think that her classmates and people at her school were talking about her, 

criticizing her and her choice of clothes. She heard them talk everywhere and 

even heard their voices whispering from the other side of the room. She felt like 

everybody was watching her and judging her. She began experiencing auditory 

hallucinations; voices which would criticize her constantly. In the exam period she 

was admitted to a hospital at her parents’ initiative, where she was diagnosed 

with psychosis and received atypical antipsychotic medication. After a few months 

of recovery she was transferred to a sheltered home for young people who had 

experienced their first psychotic episode. She received Cognitive Behavioral 

Therapy and Mindfulness-based treatment and learned practical skills for living on 

her own, such as cooking and cleaning. After 3 years she was transferred to a 

protected living flat where she could practice her newly learned skills in a more 

independent setting before moving to an apartment of her own. 

 

15494_Donkersgoed_BNW.indd   102 26-04-18   09:30

CHAPTER 6 

102 

 

randomized controlled trial is currently conducted in the Netherlands to assess the 

effectiveness of the therapy (Van Donkersgoed et al. 2014). 

 

The present study concerns a case in which a first-episode patient with severe 

negative symptoms is treated with the Metacognitive Reflection and Insight 

Therapy. First, a case illustration is presented, followed by a description of the 

course of the eight core principles of MERIT in the sessions. Assessments of 

metacognition and negative symptoms before and after therapy will be discussed 

as well. 

 

Case Illustration 
 

Ann is a woman in her early 20s who was raised by her parents in a town in the 

north of the Netherlands. Her parents moved from Italy to the Netherlands a few 

years before Ann was born. They had a restaurant in which they invested a 

significant portion of their time, from an early age their children were expected to 

help in the kitchen and service. Ann describes her parents as silent, hard workers. 

Feelings and thoughts were not discussed in the family. Her parents were strict and 

Ann could not remember to have ever contradicted them. 

 

Ann’s older brother and sister both did well in school, had a large social network 

and did not experience any physical or mental problems. Ann, on the other hand, 

suffered from hearing difficulties and ear infections from an early age, which 

caused frequent stays in the hospital. This resulted in high absence from school 

and consequently in problems connecting with classmates. Her grades, however, 

did not suffer. Ann remembers that although she was never bullied she did not 

belong to any group and usually felt like an outsider. She kept to herself during 

breaks, reading books. When other kids tried to engage her she was shy and 

anxious about potentially saying or doing something wrong. 

 

In high school she made a few friends but still kept to herself. In the beginning of 

her graduation year she began to experience psychotic symptoms. She began to 

think that her classmates and people at her school were talking about her, 

criticizing her and her choice of clothes. She heard them talk everywhere and 

even heard their voices whispering from the other side of the room. She felt like 

everybody was watching her and judging her. She began experiencing auditory 

hallucinations; voices which would criticize her constantly. In the exam period she 

was admitted to a hospital at her parents’ initiative, where she was diagnosed 

with psychosis and received atypical antipsychotic medication. After a few months 

of recovery she was transferred to a sheltered home for young people who had 

experienced their first psychotic episode. She received Cognitive Behavioral 

Therapy and Mindfulness-based treatment and learned practical skills for living on 

her own, such as cooking and cleaning. After 3 years she was transferred to a 

protected living flat where she could practice her newly learned skills in a more 

independent setting before moving to an apartment of her own. 

 

15494_Donkersgoed_BNW.indd   102 26-04-18   09:30
        



MERIT CASE STUDY 

103 

 

Negative Symptoms and Metacognitive Function before the 
start of MERIT 
 

At the start of MERIT Ann had been living in the flat for almost a year. With help 

from her case manager and parents she had managed to finish the highest level 

of high school in the Dutch system and was now doing volunteer work in addition 

to helping her parents in their restaurant during the weekends. She used a regular 

dose of atypical antipsychotic medication and did not receive any treatment 

besides an occasional visit from her case manager. Every now and then she still 

heard voices that talked down on her, but she was able to ignore them. She no 

longer had the idea that everybody was talking about her. Whereas the positive 

symptoms were reduced, the negative symptoms had progressed: she felt empty 

and experienced long moments in which she did not think or feel anything. She 

suffered from severe avolition; while she was able to stick to a daily program 

developed for her by her case manager, she was unable to motivate herself 

without guidance from others and found herself sitting in her apartment, doing 

nothing at all. She was socially withdrawn and did not see others unless it was on 

their initiative, even though she did report that she wished she had some friends 

and preferred not to be alone all day. She found it difficult to engage in 

spontaneous conversation, often unsure what to say or ask and as a result 

conversations usually ended quickly.  

 

As a participant in the MERIT randomized controlled trial (Van Donkersgoed et al. 

2014), Ann completed a test battery administered by an independent assessor 

blind to treatment condition (MERIT or treatment as usual). Negative symptoms 

were measured using the Positive and Negative Syndrome Scale (PANSS; Kay et al. 

1987). In order to assess metacognition, a spontaneous speech sample was 

derived from an interview addressing the life story, the Indiana Psychiatric Illness 

Interview (IPII; Lysaker et al. 2010). This interview was transcribed and used by an 

independent, blinded consensus group to rate metacognitive performance using 

the Metacognition Assessment Scale—A (MAS-A, Lysaker et al. 2005). 

 

This scale assesses the performance of the patient on four subscales of 

metacognition: Self reflectivity (understanding one’s own mental states), 

Understanding the Mind of the Other, Decentration (the ability to see the world as 

existing with others who have independent motives) and Mastery (the ability to 

use knowledge about the mental state of self and others to identify and cope with 

psychological problems). Pre- and post-therapy scores are presented in Tables 1 

and 2 in the “Outcome” section on page 15. 

 

Her scores on metacognitive capacity indicated that Ann, although she did not 

have many thoughts, was able to recognize that her thoughts were her own and 

she was able to distinguish between different cognitive processes in her mind, such 

as hoping, deciding and remembering. However, she was unable to form a 

nuanced idea about her own emotions and did not recognize that the ideas she 

had about herself and the world could change over time. She was not able to 

connect different thoughts and feelings in the moment or over time. Concerning 
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other people she was able to recognize that they had thoughts that were their 

own, but she had difficulty distinguishing between the different cognitive processes 

of others. She had no idea how other people were feeling and did not seem able 

to form a complex picture of the internal world of others in her mind. Her score on 

the Decentration scale indicated that Ann was able to recognize that other 

people led different lives independent from her and each other, but she was not 

able to see that people could understand the same situation in different ways 

and that there are multiple ways of interpreting the same situation. Regarding 

Mastery, Ann was able to recognize plausible psychological problems: she 

expressed, for instance, that she wished she could take more initiative in her life. 

She saw little other options in dealing with problems than calling her mother or 

sister and asking them what to do. This put a strain on her relationships: on some 

occasions she would call her mother more than five times a day for support. 

Course of Treatment 
 

Element 1: The Preeminent Role of the Patient’s Agenda 
 

The first element of MERIT asks the therapist to attend to the patient’s wishes, 

hopes and desires that she brings to the session, referred to as the patient’s 

agenda. This agenda may change or evolve during the session. The goal of this 

element is for the patient to become more aware of her wishes and intentions. 

 

When asked what she wanted to talk about in the first session Ann answered with ‘I 

don’t know.’ She seemed to depend on the therapist to guide the conversation 

and got uncomfortable during silent moments. When the therapist asked what she 

wanted to achieve in therapy, she answered that she hoped that it would help 

her improve, to be ‘more normal, like everybody else’. She seemed to expect the 

therapist to tell her what to improve so as to become ‘more normal’. Ann 

automatically put herself in the subordinate, dependent position and seemed to 

put the therapist in the role of the professional. The therapist felt a strong appeal 

to determine what to talk about, to ask enough questions as to avoid 

uncomfortable silences and a general need of the patient to guide her into 

talking. In the first sessions the therapist struggled with this appeal, wanting to 

make Ann feel at ease by guiding her to a topic they could discuss, putting her in 

a position where she could answer all questions willingly. Although this made Ann 

feel comfortable, the therapist felt like their conversations remained within the 

socially acceptable realm and no substantial topics regarding what was on Ann’s 

mind were discussed. Instead, Ann only discussed the topics that the therapist 

suggested.  

 

The therapist opted to use this process as a basis for reflection, asking in the 

following session: ‘What do you want to talk about?’ and Ann would reply with: ‘I 

don’t know’. The therapist reflected on this by stating: ‘You don’t know what to talk 

about. You want me to determine what to talk about.’ Ann acknowledged that. 

They would stay silent for a while and this seemed to make Ann uncomfortable. The 
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therapist reflected on this: ‘It is silent in your mind, you don’t know what to talk 

about and I am not deciding what to talk about either and this makes you 

uncomfortable.’ ‘Yes,’ Ann replied, ‘Silence… I don’t know what the right topic is. 

What do you think I should talk about?’ The therapist replied: ‘I don’t know what 

the right topic is; I don’t know you very well… and I can’t decide what’s important 

to you, so I would really like you to decide what to talk about today. For me, it 

doesn’t matter what the topic is, any topic is fine. And it doesn’t matter to me if it’s 

silent for a while, when you think about what to talk about. I don’t mind silence at 

all.’ This seemed to put Ann at ease. After a while she hesitantly explained that she 

felt like her problems would seem stupid to the therapist and that is was safer for 

her to follow the lead of the therapist, which turned into a conversation about 

Ann’s real agenda: avoiding getting criticized by the therapist. 

 

After this, the therapist would start each session with the same question: ‘What do 

you want to talk about?’ In the beginning Ann would still sometimes struggle with 

this and they would reflect on her agenda: not wanting to do the wrong thing 

and get criticized. After about fifteen sessions she seemed to be more relaxed 

and open, and after 25 sessions she was completely used to setting the topic of 

conversation. When the therapist asked ‘what do you want to talk about?’ She 

would laugh and say: ‘I knew you were going to ask that!’ And start with what was 

on her mind, allowing for her and the therapist to become more aware of her 

wishes and intentions. 

 

Element 2: The Introduction of the Therapist’s Thoughts 
 

The second element of MERIT requires the therapist to share her thoughts about 

the patient’s behaviors and mental activities without overriding the patient’s 

agenda. The goal is to help the patient develop a greater awareness of the 

mental states of the therapist. To make sure that there was enough space for the 

thoughts and agenda of the client, the therapist tried to refrain from inserting her 

thoughts in the beginning of the therapy—as discussed under “element 1” this was 

a learning process for the therapist in the interaction with Ann. She tried to make 

sure only to share her thoughts when it would encourage Ann to speak her own 

mind more and to create a safe environment in which Ann would feel free to 

explore and express her own thoughts and feelings. Without being aware of it, Ann 

appeared to fill in what she thought the therapist was thinking, which influenced 

the way she talked about herself. For example, in one session she talked about 

how it was hard for her to entertain herself when she did not have any specific 

activities planned for herself, on a given day. (A) ‘Then I just sit there and I have 

all these hours ahead of me and I just don’t know what to do… I don’t know how 

to start… But I shouldn’t complain, right. No, I should just get up and do 

something. Yes.’ (T) ‘Do you think that is what I’m thinking right now? That you 

shouldn’t complain and should get up and do something in that situation?’ (A) 

‘Yes. I am complaining a lot and not doing anything.’ (T) ‘Actually, that is not what 

I was thinking at all. I was thinking that it must be very hard for you to be in that 

situation, not knowing how to start anything and feeling so lost.’ This led to an 

interaction in which Ann said that she indeed had filled in the thoughts of the 
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therapist with what her mother usually says (‘stop complaining, start doing 

something’), and discovered that this assumption of the thoughts of the therapist 

had been incorrect. 

 

These kinds of interactions progressed during the sessions and after a while Ann 

became more aware of her tendency to fill in the thoughts of the therapist. She 

started checking her assumptions about the thoughts of other people more often 

and this made her increasingly aware that these assumptions were not always 

right and that there were multiple things that people could think in any given 

situation. 

 

Element 3: The Narrative Episode 
 

The third element requires the therapist to elicit narrative episodes. These 

narratives may pertain to any moment of the client’s life, as long as he or she is the 

main actor in the story told. This is done to ensure that conversations stay 

connected to the client’s experience and do not get too abstract. Additionally, 

this helps the client to connect thoughts and feelings over time. This was an easy 

task with Ann. Once the agenda had been established (the initial struggle), Ann 

was able to think and collect memories of several episodes that were connected 

to her agenda. For example, one session she told the therapist that she had felt 

like an outsider at a family party that week. Together, the therapist and Ann 

reflected on the entire series of events: how these events began and progressed, 

who she met, and what she thought and felt in those moments. She took her time to 

explore how she had experienced that situation and became more aware of her 

thoughts and feelings at the party. Together they would try to connect the 

situations over time and to see how her thoughts and feelings where connected 

by discussing earlier social situations in which she had felt like an outsider.  

 

The idea of being disconnected from others remained a recurring theme in 

therapy. By the last session she was able to integrate the discussed narrative 

episodes into a detailed story. It included her growing up with hearing problems 

which made her miss parts of school and led to various situations in primary school 

where the other children forgot to include her or ignored her. This made her feel 

like she was boring and made her retract from social situations. In high school she 

remained shy and withdrawn and worried about social acceptance. She also 

discussed a few instances in which interactions with her bigger sister and brother, 

who both made friends easily, would make her feel socially inadequate. After a 

period of hospitalization, the few friends she did have made no efforts to remain in 

contact. This reinforced the belief that she was boring and other people were not 

interested in her. This was strongly emphasized by the voices she heard in her 

head. She alienated further from other people and was unable to take any 

initiative at all in social situations. She was convinced that she was not able to 

sustain friendships, as she never had experienced long term relationships in her life.  

 

By the end of therapy she realized that she had automatically assumed that this 

was caused by her being boring, but she now began to realize that her hearing 
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problems and school absence in her youth, the psychotic episode and the 

negative thoughts about herself had played a major role in her difficulties forming 

and maintaining friendships. She realized that her idea that others would not want 

to spend time with her made her retract from social situations, which in turn led to 

others not spending time with her. They discussed several strategies to deal with 

this vicious cycle (see “element 8, stimulating mastery”). 

 

Element 4: The Psychological Problem 
 

For the fourth element of MERIT, the therapist attends to the psychological and 

social challenges the participant faces, to achieve a greater awareness of these 

challenges. This often emerged naturally after clarifying Ann’s agenda and 

discussing narrative episodes. Ann was already able to identify and name 

psychological problems at the beginning of therapy, which made this element an 

easy task for the therapist. For example, in the fourth session, after talking about a 

narrative episode in which she had been alone, she stated: ‘I wish I was able to 

entertain myself… I did not know what to do…’ This led to them identifying the 

psychological problem: feeling unable to initiate anything, which led to thoughts 

of inadequacy. Ann and the therapist would usually take a moment to identify the 

central psychological problem after discussing a narrative episode. Several other 

psychological problems (the thought of being boring, difficulties connecting to 

other people) reoccurred over time in the sessions. As time progressed Ann was 

increasingly able to recognize these themes in her agenda and her narrative 

episodes. She was able to use this awareness to consider possible solutions to 

deal with these problems (Element 8). 

 

Element 5: Reflecting on Interpersonal Processes 
 

The fifth element of MERIT requires the therapist to address the interpersonal 

processes that occurred in the session, as thinking is always happening in an 

interpersonal context, which can be reflected upon. This is done to help the 

patient develop a greater awareness of how they are relating to others. As 

discussed in “Element 1”, Ann tended to put the therapist in the position of the 

professional and put herself in a subordinate position. The therapist struggled 

regularly with this, feeling a need to ‘rescue’ Ann and fix her problems for her by 

telling her what to do and to talk about.  

 

After the first sessions she became more aware of this pitfall but this awareness did 

not make her immune to this pitfall in subsequent sessions. Sometimes she would 

determine the topic of conversation again for Ann, to avoid uncomfortable 

silences and to protect Ann from feeling bad. Usually the therapist would become 

aware of this later in the session when she would sense that they were not talking 

about Ann’s real agenda. This was discouraging at times, as the therapist felt like 

she had failed again and wished she could stay out of this pitfall altogether. She 

tried to stay aware of this dynamic and over the course of the therapy Ann and 

the therapist where able to reflect on their relationship more openly. Ann became 
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more aware of her tendency to put herself in a subordinate position and started 

to see this pattern in her other relationships as well—especially with her parents. 

 

Element 6: Reflecting on Progress 
 

To reflect on the experience of the session by the client and to make sure 

progress is achieved, MERIT encourages the therapist to investigate how the client 

has experienced the session. By the end of each session the therapist asked Ann 

how she felt about the session. In the beginning it seemed hard for Ann to give her 

honest opinion and she would automatically state that she was happy with the 

conversation and the therapist. They talked about this a few times in which the 

therapist encouraged her to think about the session for a moment before directly 

stating that everything had been perfect and to express it whenever she was not 

happy about the session. They discussed Ann’s fear of the therapist getting mad 

at her when she would express criticism and the therapist reassured her that this 

would not happen, that her goal was to work together in the best way possible, 

which required Ann’s honest opinion.  

 

After about 20 sessions Ann began to cautiously express when she was not happy 

about something that occurred. For example, the therapist made an incorrect 

reflection about Ann’s thoughts in one of the last sessions. This disrupted the 

conversation and caused Ann to close up. At the end of the session, when the 

therapist asked how Ann felt the session had progressed, she reluctantly said that 

she had felt in that moment like the therapist did not understand her and that it 

had disappointed her, triggering thoughts about nobody understanding her and 

her being alone. The therapist responded that she thought it was very good of 

Ann to mention this. She apologized for the misplaced reflection and said that she 

tried her best, but that she sometimes misunderstood and that it would help her if 

Ann would correct her. Ann seemed relieved that the therapist was not angry by 

her expressing some criticism. This seemed to encourage her to express critical 

thoughts more easily in the last couple of sessions, which improved the flow of 

conversation as Ann would not close off when the therapist misunderstood her, but 

would address the miscommunication which then became the topic of 

conversation. 

 

Element 7: Stimulating Self-reflectivity and Awareness of the 
Others’ Mind 
 

The seventh element of MERIT requires the therapist to offer interventions that 

stimulate self-reflectivity on or slightly above the level of functioning of the client. 

This is done to engage the patient in forming increasingly complex thoughts about 

herself and others. 

 

In the beginning of therapy Ann was able to recognize different thoughts but she 

couldn’t recognize her feelings. She would sometimes report being ‘uncomfortable’ 

or how she did ‘not feel good’. The therapist would offer reflections to direct Ann 
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to notice and name her different emotions in the narrative episodes and in the 

moment: ‘You felt very sad.’ ‘What did you feel exactly? Was it sadness, or anger? 

Or both?’ ‘It seems like you feel ashamed about not having much thoughts today.’ 

Ann started to name her emotions more and more, and appeared to have 

developed a clearer and more nuanced idea about her emotions. The therapist 

then started to offer Ann reflections that stimulated her to see that her thoughts 

changed over time and later that her wishes and intentions did not always play 

out in reality.  

 

By the ending of therapy the therapist offered reflections to stimulate Ann to 

connect different thoughts and feelings in the moment and over time. Ann made 

significant progress over forty sessions, although this progress was not linear: every 

now and then Ann would be unaware or confused about her emotions again. 

While this stair-step pattern of improvement (improvement—decline—improvement) 

appears common during metacognitive psychotherapy (Lysaker et al. 2007), the 

therapist struggled with discouragement, and in these moments she would 

sometimes make the mistake of making higher reflections that did not match Ann’s 

level of metacognitive functioning. This usually resulted in confusion and Ann 

feeling misunderstood by the therapist. This motivated the therapist to keep 

adjusting her reflections to the level Ann was functioning at, even when she 

seemed to have fallen back a few steps on the scale, as she experienced that this 

led to more progression than clinging to the higher level of metacognition Ann 

was functioning at a week before. 

 

In the beginning of therapy Ann was aware that other people had thoughts but 

she was not able to differentiate between different cognitive operations of others, 

such as hoping, wishing and remembering. As Ann was afraid to be rejected by 

others and lost track of her own mind when thinking about the mind of others, the 

therapist refrained from reflecting on the minds of others in order to get more 

awareness for Ann’s own mind. After a while she started to ask Ann what she 

thought the therapist was thinking in the moment and sometimes asked what she 

thought others were thinking, hoping and wishing in narrative episodes. Ann 

became more aware of her tendency to think that other people had negative 

thoughts about her (see Element 2 and 3) but it remained difficult for her to get a 

detailed picture of the thoughts of others in the moment by the ending of therapy. 

 

Element 8: Stimulating Mastery 
 

The eighth element of MERIT calls for the therapist to stimulate the ability to use 

metacognitive knowledge about self and others to frame and cope with 

psychological problems. By the beginning of therapy Ann was able to recognize 

problems and usually solved them by calling her mother or sister for support. When 

she became more aware of the fact that her thoughts could change over time 

and that there where different ways to perceive a situation, she naturally 

progressed to solving problems by taking a different perspective on it. The 

therapist tried to stimulate this by asking questions like: ‘Is there another way to 
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look at this problem?’ ‘What could you say to yourself to feel a bit better?’ ‘How 

can you help yourself to keep this positive perspective?’ 

 

For example, Ann started to realize that her view of herself as being boring and 

uninteresting was interfering with her engaging in social situations. She started to 

try and take a different perspective on herself. On her own initiative she made a 

list of things that were interesting about her and tried to read this list every day. 

This helped her to engage in more social situations. The thought of being boring 

still reappeared but she was now more aware of this thought, she did not 

necessarily see it as the truth anymore and was sometimes able to take a different 

view. 

 

Ann also started to recognize that she thought that silence in a conversation 

meant that she was boring and that this made her freeze up in conversations. To 

deal with this she would tell herself that she was not the only one responsible for 

the flow of conversation and that silences sometimes naturally occur in 

conversations. This helped her put less pressure on herself, after which she was 

able to relax more and keep thinking instead of freezing up, which made the 

conversation flow more naturally. 

Outcome 
 

There were no changes in medication over the course of the therapy and Ann did 

not receive any additional treatment other than a visit from her case manager 

once every 2 weeks. After the fortieth session of MERIT, an independent assessor 

blind to treatment condition (MERIT vs. TAU) conducted the PANSS assessment and 

the IPII interview. An independent consensus group, also blind to treatment 

condition scored the transcript of the IPII on the four scales of metacognition, 

using the MAS-A. Scores are presented in Tables 1 and 2. 

 

 
Table 1. Metacognitive performance before and after therapy. 
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Table 2. Negative symptom scores on the PANSS before and after therapy. 

 

Metacognition seems to have improved on the MAS subscales Self-reflection, 

Decentration and Mastery scales. Whereas Ann was initially only able to recognize 

her own thoughts, she was at the end of therapy capable of recognizing a wide 

spectrum of emotions within herself. She was also able to see that her thoughts 

were subjective and could change over time. She now also recognized that her 

wishes and intentions would not always work out as she wanted to. By the ending 

of therapy Ann was able to see that people could understand the same situation 

in different ways and that there are multiple ways of interpreting the same situation 

(Decentration). In a practical sense the most important improvement was on the 

Mastery scale; where she used to call her mother to deal with all her 

psychological problems, she was now able to change her own thoughts so as to 

deal with these problems. 

 

This made her call her mother less and gave her greater independence, which 

improved their relationship and promoted Ann’s self-confidence. Ann reported 

feeling better now that she was able to deal with problems by taking a different 

perspective. However she did not improve on the Understanding the Other scale, 

which indicated that she still struggled with making a complex representation of 

the thoughts and feeling of others in her head. She did understand that the 

thoughts of others were their own and tried to differentiate between different 

cognitive operations such as hoping, wishing and dreaming in others, but this 

remained unclear for her most of the time.  

 

Patients typically develop self-reflection before they are able to reflect on others, 

as the self functions as a model for creating ideas about what is occurring in the 

consciousness of the other (Dimaggio et al. 2008). In other words; you need to be 

aware of thoughts and feelings in your own mind, before you can recognize them 

in others. When the capacity for self-reflection is further developed, the therapist 

can shift the emphasis, in future sessions, towards reflections on what others might 

be thinking and feeling in the narrative episodes surrounding the emerging 

psychological problems. Together they could explore the minds of others as to 

assist the patient in forming a richer understanding of the experience of others. 
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be thinking and feeling in the narrative episodes surrounding the emerging 

psychological problems. Together they could explore the minds of others as to 

assist the patient in forming a richer understanding of the experience of others. 
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Reflections made by the therapist, in the moment, detailing what the therapist 

thinks and feels can help the client further increase this understanding. 

 

After 40 sessions, negative symptoms had decreased as shown by the PANSS 

scores (Table 2) and as reported by Ann. She felt less empty, reported having 

more thoughts and feelings when she was alone, and was more aware of these 

thoughts and feelings. She still needed her case manager to help her by putting 

structure in her days, but she was able to take some initiative in the blank spaces 

in the program. She had put together a list of things she liked to do and when she 

was bored she would pick something from this list and start doing it. She was also 

more able to accept it when she would not get to do something, this was not 

affecting her self-esteem that much anymore; she would just try to enjoy doing 

nothing for a moment and would tell herself that it is okay just to sit and relax 

(Mastery; changing her thoughts to deal with this psychological problem).  

 

By the ending of therapy she was practicing with taking initiative in relationships. 

She had invited some of her old housemates at the rehabilitation center to her 

apartment and reconnected with an old friend from school. This was difficult for 

her, as contact with others still regularly triggered thoughts about being boring 

and uninteresting, but she was now aware of these thoughts and tried not to 

react to them. She tried to connect to others in spite of these thoughts, hoping this 

would give her correcting experiences with others and eventually would 

desensitize the strong beliefs. She still had difficulty with spontaneous conversation 

but she was able to endure silences more and tried to put less pressure on herself, 

which helped her to not freeze up as much as she used to. This also led to some 

correcting experiences in which she succeeded to make conversation in a more 

relaxed way. 

 

These improvements of negative symptoms may be a result of the improvements in 

metacognition; Ann gained a better sense and awareness of her own internal 

states and this seemed to lead to a richer internal experience (she reported 

having more thoughts and feelings than before therapy). With a more complex 

representation of herself and a better understanding that there are multiple ways 

to interpret a social situation, Ann could make more sense of social interactions 

and her own thoughts and emotions in these situations. This increased awareness 

enabled her to adjust her behavior flexibly, leading to more preferable social 

scenarios than before (e.g. inviting others over instead of retracting, starting a 

conversation with others).  

 

Limitations 
 

This case study describes what happens when MERIT is used to treat a first 

episode, intelligent patient with negative symptoms. As with all case studies, it is 

not possible to generalize these results to groups of patients. It is unclear if MERIT 

is effective for patients with prolonged schizophrenia, lower level of education or 

different types or patterns of symptoms. It is also unclear if the chosen forty 

sessions are necessary or enough for other patients. More case studies as well as 
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controlled trials are needed on MERIT, metacognition, its relationship with negative 

symptoms and ways to improve metacognition and negative symptoms in patients 

with schizophrenia. 

 

 

Clinical Practices and Summary 
 

In this case report the eight elements of MERIT were used to improve 

metacognition in a patient with severe negative symptoms. It suggests that it is 

possible to improve metacognition in therapy and that this can co-occur with a 

decrease of negative symptoms. It also suggests that metacognition and negative 

symptoms are interrelated and that negative symptoms can be understood and 

improved using psychotherapy. As most research efforts are concentrated on 

understanding the neurological basis and treating negative symptoms with 

antipsychotic medication or behavioral activation (Mairs et al. 2011; Tsapakis et 

al. 2015; Fusar-Poli et al. 2015), it is important to note that our study suggests 

that it may be equally important to pay attention to the psychological factors 

that are connected to negative symptoms and ways to improve these symptoms 

by improving psychological processes such as metacognition. 
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Abstract 
 

Introduction: Impaired metacognition is associated with several difficulties in daily 

life functioning of people with psychosis. Metacognition can be divided into four 

domains: Self-Reflection, Understanding the Other’s Mind, Decentration and 

Mastery. Several case studies and two pilot studies demonstrated metacognition 

to be a feasible target for improvement using therapy. The present study 

investigates whether Metacognitive Reflection and Insight Therapy (MERIT) can be 

used to improve metacognition in patients with schizophrenia.  

 

Methods: This study was designed as a randomized controlled trial. Patients in 

the active condition (n=35) received MERIT, the control group (n=35) received 

treatment as usual. Multilevel intention-to-treat analysis as well as sensitivity 

analysis was performed for the four domains of metacognition and secondary 

outcomes empathy, depression, stigma, social functioning and quality of life.  

 

Results: Intention-to-treat analysis demonstrated that both groups improved 

between pre- and post-measurements, with no significant differences between the 

groups: MERIT was not more effective than TAU. However patients who received 

MERIT continued to improve on metacognitive Self Reflectivity, while performance 

of the control group dipped back down, leading to significant differences at 

follow-up. Almost half of the patients in the active condition did not complete the 

therapy (17/35). Sensitivity analysis including only completers showed 

improvements on Self Reflectivity and metacognitive Mastery at follow-up. No 

improvements were found on Understanding the Other’s Mind and Decentration.  

 

Conclusion: Significant gains in the MERIT group compared to TAU are only 

demonstrated at follow-up. Participants in the MERIT group were at follow-up on 

average more likely to recognize their thoughts as subjective and changeable 

rather than regarding them as facts. The large drop-out rate in the therapy group 

might be the result of the duration of therapy (forty sessions). MERIT might be a 

useful treatment approach for patients whose self-reflection is too limited to 

benefit from other therapies. Further Limitations and suggestions for future research 

are discussed.   
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Introduction 
 

Many persons with schizophrenia have impaired metacognitive capacity; the 

ability to reflect on thoughts and feelings and to integrate these reflections into 

detailed representations of oneself and others (Frith, 1992; Lysaker et al., 2011; 

Hamm et al., 2012; Lysaker et al., 2014).  Metacognition can be divided into four 

semi-independent domains: Self-Reflectivity, Understanding the Other’s Mind, 

Decentration - the ability to understand that one is not at the center of all 

meaningful activity, and Mastery - the ability to use metacognitive information to 

deal with stressors (Lysaker, Erickson, et al., 2011; Semerari et al., 2003).  

 

Metacognitive dysfunction is associated with problems in daily life functioning of 

people with schizophrenia in several ways. Lower levels of metacognition are 

correlated with lower levels of functional competence (Lysaker, McCormick, et al., 

2011), lessened subjective experience recovery (Kukla, Lysaker, & Salyers, 2013), 

more severe negative symptoms (Hamm et al., 2012; Lysaker, Carcione, et al., 

2005; Macbeth et al., 2014; Nicolò et al., 2012) and lower quality of the 

therapeutic alliance between patient and therapist (L. W. Davis, Eicher, & Lysaker, 

2011). Furthermore; social cognition and insight are positively associated with 

metacognitive mastery (Lysaker, Erickson, et al., 2011). Moreover, metacognition 

mediates the impact of neurocognitive deficits on social function, even after 

controlling for symptoms (Lysaker, Shea, et al., 2010).  

  

Metacognition might be a valuable target for treatment of patients with 

schizophrenia, as improved metacognition may lead to improved daily life 

functioning. Studies suggest that individual therapy can be a useful form of 

treatment to improve metacognition. Several forms of individual therapy have 

successfully improved metacognition in patients with various mental disorders other 

than psychosis (Choi-Kain & Gunderson, 2008; Dimaggio, Semerari, Carcione, 

Nicolò, & Procacci, 2007; Fonagy, Gergely, & Jurist, 2002). Several case studies 

(Brent, 2009; Buck & Lysaker, 2009; de Jong, van Donkersgoed, Pijnenborg, & 

Lysaker, 2016; Lysaker, Davis, et al., 2005; Lysaker, Buck, & Ringer, 2007; Salvatore 

et al., 2009; Salvatore, Russo, Russo, Popolo, & Dimaggio, 2012; van Donkersgoed, 

de Jong, & Pijnenborg, 2016) and two pilot studies (Bargenquast & Schweitzer, 

2013; de Jong, van Donkersgoed, Aleman, et al., 2016) have reported 

improvement of metacognition after individual therapy in people with psychosis. 

 

Lysaker, Buck et al. (2010) proposed a manualized procedure to improve 

metacognition in people with schizophrenia. The current paper presents a 

randomized controlled trial investigating the effectiveness of this Metacognitive 

Reflection and Insight Therapy (MERIT) (Van Donkersgoed et al., 2014), which was 

conducted based on a pilot study (de Jong, van Donkersgoed, Aleman, et al., 

2016). 
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Methods 
 

The protocol for this study was registered (ISRCTN16659871) and published (Van 

Donkersgoed et al., 2014). Medical-Ethical approval was obtained via the local 

ethical board (METc2013.124). All research was conducted in accordance to the 

principles of the Declaration of Helsinki. 

  

Therapy 
 

The method under investigation, MERIT, aims to stimulate the four elements of 

metacognition. The treatment protocol is not a step-by-step program, but is 

driven by the level of metacognition of the patient. The therapist elicits a personal 

story (narrative) of the patient. In this narrative, the therapist looks for signs of 

metacognition. Is the patient aware of his thoughts? Can he/she reflect on those 

thoughts and on the thoughts of others? Does he/she identify and frame 

psychological distress? The scales of the Metacognitive Assessment Scale (MAS-A, 

see materials) are used to classify the level of metacognitive functioning. The 

therapist adjust his or her interventions according to the level of metacognition of 

the patient and stimulates the patient to perform more complex metacognitive 

tasks, using eight specific treatment elements (T-MAS, see appendix). The therapy 

consists of forty individual therapy sessions. The treatment protocol has been 

translated into Dutch by the research team.   

 

Therapists 
 

Thirteen therapists across seven mental healthcare institutes in the Netherlands 

were recruited. At minimum all therapists had a master education (MSc) in Clinical 

Psychology and practical experience in the field, most of them (eleven) had also 

obtained the post-master health-care-license required for clinical practice in the 

Netherlands. Therapists received a three-day training program in the 

Metacognitive Reflection and Insight Therapy (MERIT), delivered by the first author 

of MERIT, P.H. Lysaker. Once every two weeks a group supervision session by 

Lysaker was organized for all therapists via internet telephony, in which the 

therapists received feedback on how they applied the method.  

 

Participants 
 

Patients in the participating treatment facilities were screened on metacognitive 

difficulties using four screening questions, developed based on the four domains 

of metacognition (e.g. “To what extent is the patient able to think about his/her 

own thoughts?”). Answers were given on a Likert scale 0-10, with higher scores 

reflecting better functioning. These questions were completed by the case 

manager or staff member most familiar with the patient. Those patients who scored 

<6 on two or more of the screening questions, were subsequently approached in 
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person and received basic information and an information letter regarding the 

study.  

 

Inclusion criteria: 
 

Impaired metacognitive abilities (determined using the MAS-A, see instruments)  

Diagnosis of Schizophrenia or Schizoaffective Disorder according to DSM-IV-TR 

(MINI-PLUS)  

Being able to give informed consent 

18 years or older 

No change in medication in the thirty days before first assessment 

 

Exclusion criteria: 
 

Acute psychosis at the moment of assessment 

Co-morbid neurological disorder 

Diagnosis of severe substance dependence, but not abuse 

Impaired intellectual functioning (IQ<70) 

 

Interested participants were administered a baseline assessment composed of two 

meetings with a research assistant. In the first meeting the inclusion and exclusion 

criteria were verified with the MINI-Plus, IPII, MAS-A and PANSS interview (for 

materials see below). After inclusion, participants were administered the remainder 

of the test battery in a second meeting. To ensure blind randomization, an 

independent third party performed block randomization procedures (Kazdin, 

2010) to ensure groups equivalent in size. See figure 1 for a CONSORT diagram 

detailing participant flow.  
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Figure 1. CONSORT diagram of participant flow. 
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Assessment 
 

All research assistants held at least a bachelor’s degree in clinical psychology 

and were blinded to participant condition. Assessment occurred at three moments: 

T0 (baseline), T1 (directly following treatment) and T2 (6-month follow-up).  

 

Primary outcome: metacognition 
 

Metacognition Assessment Scale (MAS-A; Lysaker, Carcione, et al., 2005). To 

assess metacognitive functioning, the Indiana Psychiatric Illness Interview (see 

below) was conducted and transcribed. Three raters blind to condition and 

trained in the MAS-A during a 4-hour training, scored this transcript on 

metacognitive capacity along four axes: Self-Reflectivity (scores 0 (low) – 9) 

(high)), Understanding the Other’s Mind (scores 0 (low) -7 (high)), Decentration 

(scores 0 (low) -3 (high)) and Mastery (scores 0 (low) -9 (high)). During consensus 

meetings, final scores on each of the four domains were established. Total scores 

are analyzed, followed by analyses to determine on which specific domains 

improvements were found.  

 

Indiana Psychiatric Illness Interview (IPII; Lysaker, Carcione, et al., 2005). The IPII 

is a semi-structured interview developed to elicit a speech sample during which 

participants can demonstrate metacognitive capacity. Interviews last between 20 

and 60 minutes, and consist of five sections: life narrative, illness narrative, 

experience of mental illness, the influence of illness on one’s life, and the future. The 

interview is converted into a transcript, which is used to score the level of 

metacognition of the participant using the MAS-A (see above).  

 

Secondary outcomes 
 

Beck Cognitive Insight Scale (BCIS; Beck, Baruch, Balter, Steer, & Warman, 2004). 

This 15-item questionnaire measures cognitive insight along the subscales of self-

reflectiveness (9 items) and certainty (6 items)) using a 4-point Likert scale. A total 

score is obtained by subtracting the Self Certainty score from the Self-

Reflectiveness score, resulting in an Index of cognitive insight (with higher scores 

indicating better insight), which has demonstrated promising psychometric 

qualities, including convergent and criterion validity (Riggs, Grant, Perivoliotis, & 

Beck, 2012). 

 

Clinical Global Impression (CGI; Haro et al., 2003). This rating scale allows for 

the assessment of the participant’s current functioning, along the domains of 

positive symptoms, negative symptoms and general symptoms using 7 anchor 

points per scale, ranging from “Not ill” to “Among the most severely ill”.   

 

Empathic Accuracy Task (EAT): To measure empathic accuracy we used a Dutch 

version of the EAT developed by Zaki et al., 2008. A shorter version than the 

original Dutch task described by (Aan Het Rot & Hogenelst, 2014) was used, this 
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was necessary to keep the total assessment battery under two hours. The original 

task was shortened by selecting four out of the ten original videos. Participants 

were required to continuously rate the valence (positive-negative) of the videos in 

which a target tells a personal story, using a turning device. Scores of the 

participants are correlated with the target’s own ratings, leading to an index of 

empathic accuracy. Level of expressivity of the targets is based on their score on 

the Berkeley Expressivity Questionnaire (BEQ; Gross & John, 1995). 

 

Faux-Pas Test (FPT; Baron-Cohen, O’Riordan, Stone, Jones, & Plaisted, 1999). 

During this test of Theory of Mind, ten stories are read aloud to the participant, 

who can read along using a printed-out version of the story. The participant is 

asked whether a socially undesirable action was taken by one of the participants, 

or not, and how the participant in the story must have felt, resulting in 2 scores: 

the number of faux pas correctly identified (min 0-max. 5) and empathy questions 

(‘How does person X in the story feel”) answered correctly (min 0 - max. 5).  

Interpersonal Reactivity Index (IRI; M. H. Davis, 1983). Using 28 items to be 

answered on a six-point Likert Scale, this questionnaire measures empathy, with a 

higher score indicating greater self-reported empathy.   

 

Internalized Stigma of Mental Illness Scale (ISMI; Boyd Ritsher, Otilingam, & 

Grajales, 2003). The ISMIS measures self-reported internalized stigma of mental 

illness using 29-items on a 4-point Likert scale. Higher scores are indicative of a 

greater experience of self stigma.   

Mini-International Neuropsychiatric Interview (MINI; Sheehan et al., 1998). This well-

validated structured interview is designed to measure the presence of 

neuropsychiatric disorders. Sections A through D (mood disorders), K through L 

(substance abuse) and M (psychotic disorders) were administered to verify in- 

and exclusion criteria for the study.  

 

Positive and Negative Syndrome Scale (PANSS; Kay, Fiszbein, & Opler, 1987). 

This semi-structured interview was employed by trained raters to indicate the 

severity of 30 symptoms using a 7-point Likert Scale, ranging from “Absent” to 

“Extreme”, resulting in a total score between 30 and 210, with higher scores 

indicating more severe symptomatology.   

 

Personal and Social Performance Scale (PSP; Nasrallah, Morosini, & Gagnon, 

2008). Using this rating scale, interviewers rate the impact of the disorder on four 

domains of social functioning on a 6-point Likert Scale ranging from “absent” to 

“very severe”. Results are converted in a 1 – 100 score of severity, with higher 

scores indicating more severe impact of the disorder on functioning.  

 

Questionnaire of Cognitive and Affective Empathy (QCAE; Reniers, Corcoran, 

Drake, Shryane, & Völlm, 2011). Based on factor analysis of several common self-

report measures (including the IRI), the QCAE measures self-reported empathy. It 

consists of 31 items, answered on a 4-point Likert scale, with higher scores 

indicating greater self-reported empathy.  
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Quick Inventory of Depressive Symptomatology – Self Report (QIDS-SR; Rush et 

al., 2003). The QIDS-SR measures depressive symptoms during the last week, using 

16-items based on the DSM-IV-TR criteria for Major Depressive Disorder, answered 

on a 4-point Likert scale. A higher total score indicates greater severity of 

depressive symptoms.   

 

Self-Rated Manchester Short Assessment of Quality of Life (MANSA; Priebe, 

Huxley, Knight, & Evans, 1999). Using twelve subjective and four objective 

questions answered on a 7-point Likert scale, this questionnaire allows the 

participant to indicate general life satisfaction along several domains, with higher 

scores indicating greater satisfaction.   

 

Cognition measures 
 

Dutch Adult Reading Test (DART; Schmand et al., 1991). The DART tests the 

pronunciation of irregularly spelled words and is used to estimate premorbid 

intelligence. 

 

Trailmaking test A&B (TMT; Reitan & Wolfson, 1985). The TMT provides information 

on visual search, scanning, mental flexibility speed of processing and executive 

functions. It is part of the Halstead–Reitan Battery. The TMT consists of two parts. 

Part A requires an individual to draw lines sequentially connecting 25 encircled 

numbers distributed on a sheet of paper. Task requirements are similar for Part B 

except the person must alternate between numbers and letters (e.g., 1, A, 2, B, 3, 

C, etc.). The final score is determined by subtracting the time to complete task A 

from the time it took to complete task B, with higher scores indicating lower 

cognition (Tombaugh, 2004). 

 

Digit Symbol Test (part of the Wechsler Adult Intelligence Scale; Wechsler 1995). 

This test evaluates the recognition and recoding of visual information. The test 

consists of several rows of paired boxes with a digit in the top box and an empty 

space in the box below. At the top of the page is shown which symbols are 

paired to the digits. The participant has to fill in as many symbols in the empty 

boxes within 90 seconds. The final score consists of the amount of symbols that is 

filled in correctly within the time, with a higher score indicating better cognition. 

  

Design and statistical analyses 
 

The study was designed as a multicenter randomized controlled trial with a 

treatment condition in which participants received MERIT, and a control condition 

in which participants received treatment as usual. Patients in the control group 

and in the MERIT group met once a month on average with their psychiatrist for 

medication monitoring and received practical guidance (for example with 

finances or work related problems) from a social worker. Two out of 35 

participants in the control group met with a psychologist during the period 

between pre and post measurements. Four participants met with a psychologist in 
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the period between post and follow-up measurements. Patients in the treatment 

group did not receive any additional psychosocial interventions apart from the 

MERIT therapy. Participants and their psychiatrists were asked to keep medication 

changes limited to only crucial adjustments until study end.  Data were collected 

at baseline (T0), post-treatment (T1) and after 6 months at follow-up (T2). 

Participants received €20 for each completed assessment.  

 

 Demographic differences between groups were tested using SPSS Statistics 24 

with independent-samples t-tests (age, age at onset of first psychosis, number of 

psychotic episodes, duration of illness, estimated premorbid IQ, cognition and 

symptoms) or Pearson’s Chi-Square test (gender, diagnosis, education level). These 

were conducted two-tailed, with significance levels set at p= 0.05. As reported in 

Table 1, none of the demographic variables demonstrated statistically significant 

differences between the groups, and as such none were entered into subsequent 

analyses.  

 

The effects of the treatment on outcome measures were assessed with multilevel 

analysis, using MLWiN (Charlton, Rasbash, Browne, Healy, & Cameron, 2017). A 

separate 3-level model was constructed for each of the outcome variables: 

Therapists were modelled at level 3, participants at level 2, and time of 

assessment at level 1. The following predictors were entered as fixed effects: a) 

dummy variables representing time (T0, T1, T2); and b) the interactions 

T1*condition and T2*condition. The random effects were the intercepts at levels 2 

and 3, and residual at level 1. To assess whether the MERIT group had improved 

more than the control group at T1 and T2, significance testing was conducted 

using deviance tests (Snijders & Bosker, 2000) between the models with the 

interaction between the time of assessment under investigation (T1 or T2) and 

condition (MERIT/TAU), and a model without the interaction terms. Subtraction of 

the -2*Loglikelihood value of model B from model A yields a chi-square value 

which can be compared to the chi-square distribution to test whether the 

difference between the models is significant, with significance level set at p<0.05, 

one-tailed. An intention to-treat analysis was conducted on the entire sample, 

followed by a sensitivity analysis in which only the results were modeled of those 

participants who had completed the therapy. 

 

Results 
 

Demographics 
 

In total, 70 participants were included in the study (figure 1), distributed evenly 

among the two conditions. None of the demographic variables differed 

significantly between the groups (Table 1).  
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Variable Control N MERIT N p T-Test /χ2 

Age, mean (SD) 38 (10.61) 35 42 (12.02)  35 .14 
Gender  35  35 .43 
     Male,  26  23   
     Female  9  12   
Education  35  35 .42 
     Low     14  11   
     Middle 8  13   
     High 13   11   
Diagnosis  35  35 .80 
     Schizophrenia 23  24   
     Schizoaffective 12  11   
Age of onset 23.18 (6.26) 34 25.97 (9.31) 33 .15 
Episodes, mean (SD) 2.83 (3.04) 30 3.16 (3.07) 31 .68 
Years of illness,mean (SD) 12 (9.54) 31 15.53 (11.47) 31 .19 
DART*, mean (SD) 77.94 (14.01)  34 78.5 (13.32) 32 .87 
Trailmaking, mean (SD) 174.38 (88.88) 34 156.29 (66.19) 35 .34 
Digit Symbol, mean (SD) 52.53 (17.51) 34 52.17 (18.28) 35 .93 
PANSS* total, mean (SD) 66.29 (17.87) 34 66.17 (15.02) 35 .98 
 

*DART = Dutch Adult Reading Test; PANSS = Positive and Negative Symptom Scale  

 

Table 1. Comparison of demographic variables between the control and MERIT 

conditions. 

 

Drop-out 
 

Participants were invited for post-measurement and follow-up assessments 

irrespective of completing all forty sessions of therapy or not. Drop-out in the 

control condition, as defined by a refusal to take part in the post-measurement 

and/or follow-up measurement, was 9/35 compared to 11/35 in the MERIT 

condition for post treatment and 12/35 compared to 22/35 in the MERIT 

condition for follow-up.   

 

Therapy completion 
 

Eighteen out of 35 participants completed all forty sessions of therapy. Four 

patients dropped out before the first session of therapy. Others dropped out after 

1, 2, 6, 8, 9, 13, 20 and 22 sessions. Reasons for termination of the therapy are 

noted in Figure 1. No significant differences on the four scales of metacognition 

were found between the drop-out group and the group that completed the 

therapy.  

 

Therapist effect 
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Multilevel analysis did not reveal a significant contribution of the therapist 

variable as a level to the model, indicating no significant differences between 

therapists regarding the improvement of metacognition.   

 

Primary outcome 
 

Intention-to-treat analysis (see Table 2) revealed that in both groups 

metacognition had significantly improved from baseline to post-treatment. Directly 

after treatment, differences in growth of metacognition were non-significant 

between the two groups, with the deviance test between a model with and a 

model without the time (pre-post)* condition (MERIT-TAU) interaction yielding χ2 

(1) = 0.435, p=.51. While the total metacognition scores in the control condition 

dipped back down between post-treatment and 6-month follow-up, the MERIT 

group continued to improve. At follow-up, differences between the two groups 

were significant for the MAS-A total score. The addition of the interaction term of 

time (follow-up)*condition(MERIT / TAU) led to a significant improvement of the 

model, with deviance tests yielding χ2 (1)=3.763, p=.05. Analyses using the MAS-A 

subscales as outcome revealed that gains were only significant on the subscale 

self-reflectivity, with the deviance test yielding χ2 (1)=10.295, p=.001. 

 
 

 Self Other Decentr. Mastery  Total 

Parameter  Beta (SE) Beta (SE) Beta (SE) Beta (SE) Beta (SE) 

Fixed effects      

Time factor      

  Baseline 4.23 (0.19) 2.60 (0.10)) 1.04 (0.07) 3.18 (0.20) 11.11 (0.50) 
  Posta 0.15 (0.23) 0.02 (0.16) 0.06 (0.11) 0.83 (0.24) 1.08 (0.56) 
  Post MERITa 0.42 (0.30) 0.30 (0.22) 0.08 (0.15) -0.04 (0.33) 0.76 (0.75) 
  Follow-upb -0.06 (0.24) -0.04 (0.17) 0.16 (0.12) 0.83 (0.26) 0.92 (0.59) 
  Follow-upb 1.22** 

(0.37) 
0.31 (0.26) -0.05 (0.18) 0.36 (0.37) 1.81* (0.91) 

      
Random effects 
Variances of 

     

      Level 3 – 
therapist 

0.19 (0.14) 0.00 (0.00) 0.00 (0.00) 0.16 (0.16) 1.40 (1.05) 

      Level 2 – 
intercept 

0.35 (0.15) 0.22 (0.08) 0.10 (0.04) 0.66 (0.22) 3.10 (1.09) 

      Level 1 – 
residual 

0.87 (0.13) 0.44 (0.07) 0.21 (0.03) 0.94 (0.14) 5.10 (0.77) 

aPost effect: Difference between T0 and T1 (TAU is reference category) 
bFollow–up effect: Difference between T0 and T2 (TAU is reference category) 
 
** = significant at p<.01 
* = significant at p<.05 

 

Table 2. Fixed and random effects on the subscales of the Metacognition 

Assessment Scale – intention to treat. 
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Parameter  Beta (SE) Beta (SE) Beta (SE) Beta (SE) Beta (SE) 

Fixed effects      

Time factor      

  Baseline 4.23 (0.19) 2.60 (0.10)) 1.04 (0.07) 3.18 (0.20) 11.11 (0.50) 
  Posta 0.15 (0.23) 0.02 (0.16) 0.06 (0.11) 0.83 (0.24) 1.08 (0.56) 
  Post MERITa 0.42 (0.30) 0.30 (0.22) 0.08 (0.15) -0.04 (0.33) 0.76 (0.75) 
  Follow-upb -0.06 (0.24) -0.04 (0.17) 0.16 (0.12) 0.83 (0.26) 0.92 (0.59) 
  Follow-upb 1.22** 

(0.37) 
0.31 (0.26) -0.05 (0.18) 0.36 (0.37) 1.81* (0.91) 

      
Random effects 
Variances of 

     

      Level 3 – 
therapist 

0.19 (0.14) 0.00 (0.00) 0.00 (0.00) 0.16 (0.16) 1.40 (1.05) 

      Level 2 – 
intercept 

0.35 (0.15) 0.22 (0.08) 0.10 (0.04) 0.66 (0.22) 3.10 (1.09) 

      Level 1 – 
residual 

0.87 (0.13) 0.44 (0.07) 0.21 (0.03) 0.94 (0.14) 5.10 (0.77) 

aPost effect: Difference between T0 and T1 (TAU is reference category) 
bFollow–up effect: Difference between T0 and T2 (TAU is reference category) 
 
** = significant at p<.01 
* = significant at p<.05 

 

Table 2. Fixed and random effects on the subscales of the Metacognition 

Assessment Scale – intention to treat. 
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Sensitivity analyses (supplement) amplify these findings. When only taking into 

account those who had completed all 40 sessions of the therapy, differences 

between the groups in improvements on Self-Reflectivity were significant at post-

measurement, with the deviance test between a model with and a model without 

the time (pre-post)*condition (MERIT-TAU) interaction yielding χ2 (1) =4.219, 

p=.04. At follow-up, differences between groups were significant for the MAS Total 

score, the addition of the interaction term of time (follow-up)*condition (MERIT-

TAU) led to a significant improvement of the model, with the deviance test yielding 

χ2 (1)=8.182, p=.004. Analyses using the subscales of the MAS-A indicated that 

scores on Self-Reflectivity χ2 (1)=12.784, p<.01 and Mastery χ2 (1)=4.793, p=.02 

improved.  

 

Secondary outcomes 
 

No sustaining significant differences were found on the secondary outcome 

measures. In the MERIT condition, at post-measurement, symptoms significantly 

increased, with deviance tests yielding χ2 (1)=4.278, p=.04,  but returned to 

baseline at follow-up,  χ2 (1 = .025, p = .87. Tables presenting these results are 

included as supplemental materials.  

 

Discussion 
 

The current multicenter randomized controlled trial investigated the effectivity of 

the Metacognitive Reflection and Insight Therapy in improving metacognition. 

Intention-to-treat analyses showed an improvement in metacognition in both 

groups, with no significant differences between groups directly post-treatment. A 

significant improvement was found at follow-up in Self-Reflectivity in patients who 

received MERIT, when compared to controls. Self-Reflectivity is an important 

element of metacognition as it is correlated with daily life factors such as 

subjective sense of recovery (Kukla et al., 2013) and work performance (Lysaker, 

Dimaggio, et al., 2010). On average, scores on the MAS-A indicated that patients 

at baseline were able to recognize and distinguish between their different 

thoughts and emotions, but did not perceive their thoughts are subjective and 

changeable. In other words: thoughts were accepted as facts. After MERIT, group 

average scores indicated having moved past being able to recognize that the 

ideas about oneself and the world are subjective and changeable. It must be 

noted that this was the average score of the group. There was considerable 

variance between participants, some people still didn’t perceive their thoughts as 

subjective and changeable after therapy, where others scored far higher after 

therapy, being able to recognize and connect thoughts and feelings in the 

moment and over time.  

 

 Sensitivity analyses, only including the patients that finished the therapy, 

showed significant differences on Self-Reflection between groups post-treatment, 

with better scores in the treatment condition. At the six month follow-up significant 
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improvements on Self-Reflection and on Mastery were found. At baseline patients’ 

scores indicated that patients in both conditions on average responded to 

psychological challenges through gross avoidance and passive activities, such as 

following other’s directions. At follow-up, in the MERIT condition, patients’ scores 

indicated that they were able to respond to psychological challenges by actively 

choosing and engaging in specific activities and behaviors such as medication 

use, or seeking therapeutic interventions. In the control condition, participants had 

also improved, but only reached a level where avoidance behaviors were either 

more specific (i.e. avoiding supermarkets instead of staying indoors completely) or 

seeking social support. Again it must be noted that this represents the average 

group score. There was considerable variance between participants, some 

patients in the MERIT group still weren’t able to actively choose solutions for their 

psychological problems after therapy, whereas others where not only able to 

change their thoughts to deal with problems but were also able to use knowledge 

about their own and others cognitions and emotions to come to solutions. General 

group scores may suggest that MERIT empowered patients to face their 

challenges in a more active manner, which may make them less dependent on 

people around them and may allow them to take a more active role in their 

treatment.   

  

Difference between conditions only became evident at follow-up. One explanation 

for this effect is that metacognitive gains take some time to develop, even after 

therapy has been concluded. Such findings are not uncommon; a meta-analysis of 

cognitive therapy (Gould, Mueser, Bolton, Mays, & Goff, 2001) has shown 

continued improvements after therapy was concluded. Improvements in the control 

condition are not likely to be caused by psychological interventions in this group, 

as at post assessment two out of 35 patients in the control condition indicated 

having had any contact with a psychologist. Between post- and follow-up, this 

number increased to four. It is therefore unlikely that interventions in the control 

group had significant effects on our findings.  Possibly, the finding of the control 

group’s raised performance at post measurement reflect natural fluctuations in 

metacognitive capacity. 

 

Understanding the Other’s Mind and Decentration appear less sensitive to 

change as no significant effects on these scales were found. This is consistent with 

results from a pilot study of the intervention (de Jong, van Donkersgoed, Aleman, 

et al., 2016) and long-term case studies (Lysaker et al., 2007).  It is possible that 

it is necessary to be able to think about your own thoughts and feelings before 

you can understand and think about what is occurring in the others mind 

(Dimaggio, Lysaker, Carcione, Nicolò, & Semerari, 2008).  Meta-analyses of fMRI 

findings support this, having found that perception of the self and others share 

higher-order neural pathways in which these processes are combined (van der 

Meer et al. 2010; van Veluw & Chance, 2014). From a clinical perspective, it 

seems logical that Self-Reflection has to improve before someone can start to 

reflect on the mind of others. When someone is not aware of his own thoughts and 

feelings, how can he understand those of others? One long-term case study has 
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found the first improvements to Understanding the Other’s Mind to occur after 

about 16 months (Lysaker et al., 2007). More research on this topic is necessary.  

 

A significant increase of symptoms between baseline and post measurement was 

found in the MERIT group. This difference was no longer present at follow-up. This 

disappearance could not be contributed to the drop-out at follow-up, as no 

significant differences were found on post treatment symptoms between follow-up 

drop-outs and follow-up completers. No other significant group differences on 

secondary outcomes were found. It is possible that an improvement in 

metacognition has no effect on the other variables. However, as multiple studies 

have shown relationships between metacognition and our secondary outcomes 

(e.g. Hamm et al., 2012; Lysaker, Shea, et al., 2010; Macbeth et al., 2014), 

including self-reflectivity specifically (Nicolò et al., 2012), another explanation may 

entail that more time needs to pass for improved metacognition to positively 

impact secondary outcomes. For example, it may take a while for someone with 

improved self-reflection to slowly adjust stigmatic views of oneself to a less 

stigmatic one. It also may take a while for someone with improved Mastery to find 

a better job or get to know more friends. Another explanation for the lack of 

results in our study where other studies find significant relationships might be that 

the secondary variables influence metacognition, instead of the other way 

around.  

 

Eighteen out of 35 participants completed all forty sessions of therapy. No 

significant differences on the four scales of metacognition were found between the 

drop-out group and the group that completed the therapy. The large amount of 

drop-outs might be the result of the long duration of the therapy. One of the 

patients stated “no connection with the therapist” as the reason for dropping out. 

Other reasons for drop-out were: too busy with work, too far to travel, 

alcohol/drugs problems and ‘doing too well’.  

 In post-treatment interviews conducted with the patients that completed the 

therapy, all respondents indicated that they had found the therapy useful (“My 

wife also noticed I was doing better”, “More good things about yourself come to 

the surface. It isn’t just your bad sides. I learned to see myself more positively”), and 

would recommend it to others. The only negative effect that was mentioned was 

the intensive nature of the therapy (“After sessions, I often needed rest”), by two 

out of fifteen participants (13%). As no significant contribution of the therapist 

variable as a level in the multilevel model was found, improvement of 

metacognition does not seem to depend on specific therapist characteristics.  

 

The current study has several limitations. We investigated precisely 40 sessions of 

psychotherapy. A psychosocial intervention such as the one used in this study may 

not lend itself well for studies with a fixed amount of sessions. Several of our 

participants indicated their motivation for drop-out as ‘doing too well’, an 

observation supported by their therapist. In a clinical setting, the ending of 

therapy in this way is obviously a good thing. Future studies could account for this 

issue by setting a minimum and maximum amount of sessions. Furthermore, while an 

effect was found, power analysis for our study indicated a required 120 
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participants. However, only 70 could be included. Future studies with sufficient 

power have to be done to support or reject our findings. Finally, the control 

condition in the current study received treatment as usual. Future studies should 

compare metacognitive therapy with other active treatments.  

 

In the present study, scores of participants on the Self-Reflection scale of the MAS-

A improved from scores indicating they were generally unable to consider one’s 

own thoughts as changeable and fallible, to a perception of thoughts as 

subjective. The ability to see thoughts as changeable is necessary to be able to 

engage in Cognitive Behavioral Therapy (CBT), a widely used treatment in people 

with a psychotic disorder, which focuses on the modification of maladaptive 

cognitions (Wykes, Steel, Everitt, & Tarrier, 2008). Some patients may not have the 

necessary level of self-reflection to be able to engage in CBT techniques. 

Challenging or changing your thoughts is difficult when you are not aware of them 

or when you are not aware that they can change over time. MERIT may be useful 

for patients that do not respond (well) to CBT. It can serve as a way to improve 

self-reflection after which the patient might be able to benefit from CBT methods. 

Future studies are needed to verify this hypothesis.  

Conclusion 
 

Metacognitive Reflection and Insight Therapy did not improve metacognition post 

treatment. At follow-up however, self-reflection of participants was improved. That 

is, there was an average change from seeing their thoughts as facts to 

recognizing their thoughts as subjective and changeable. MERIT might be a useful 

treatment approach for patients whose self-reflection is too limited to benefit from 

other therapies such as CBT. Sensitivity analyses also showed improvement of 

Mastery at follow-up, suggesting that MERIT may potentially empower patients to 

face their challenges in a more active manner, which will ultimately give them more 

control over problems in daily life.    
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Summary 
 

This thesis is concerned with social cognition and treatment of impaired 

metacognition and insight in psychosis. To shed more light on these topics, we 

performed a meta-analysis on social cognition in people who are at risk for 

psychosis. Secondly, we investigated empathy in schizophrenia; an element of 

social cognition that has been scarcely researched in this population. In addition, 

we synthesized the quantitative findings from published research, again using 

meta-analysis, to address the effectiveness of different treatment methods in 

improving insight in schizophrenia. Furthermore, we designed and carried out a 

multicenter randomized trial to investigate whether a new therapy, called the 

Metacognitive Reflection and Insight Therapy, can improve metacognition in 

schizophrenia and presented a case study of this therapy. In the current chapter, 

the main findings of these studies are summarized and integrated and clinical 

implications and directions for future research are discussed.  

 

Social cognition 
 

Since social cognition is impaired in many people with schizophrenia (Mazza et 

al., 2012; Mehta et al., 2013), we wanted to investigate social cognition in 

people who are at risk for psychosis (the Ultra High Risk, UHR group) to see if 

social cognition is impaired before onset of psychosis. If so, social cognition might 

function as a marker for psychosis which can be used to detect people at risk at 

an early stage. It is important to detect the development of psychosis as early as 

possible, as research has shown that the onset of schizophrenia can be prevented 

by intervention in the early stages (Morrison et al., 2004; Amminger et al., 2010; 

Ising et al., 2014) and early intervention is critical to the development of the 

disease (Perkins, Boteva & Lieverman, 2005; Marshall et al., 2005; Chiliza et al., 

2012).  

 

Social cognition can be defined as the mental operations that underlie social 

interactions, which ‘mediate responses to interpersonal settings of various types, 

including perception and interpretation of various types’ (National Institute of 

Mental Health (NIMH), 2017). Four core research domains of social cognition are: 

emotional perception and processing, social perception and knowledge, theory of 

mind and attributional style (Pinkham et al., 2014). To examine social cognition in 

individuals at risk of psychosis, we performed a meta-analysis of the existing 

literature on the subject in Chapter 2. We found evidence for significant 

impairment of affect recognition and verbal Theory of Mind in the UHR group. 

Only a few studies where found on social knowledge and attributional style. 

Clearly, more studies are needed before an effect size can be calculated and 

conclusions can be drawn on the role of these elements of social cognition in the 

UHR group.  
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Effect sizes for the deficits in the UHR group where of moderate range, 

comparable with the severity of other cognitive deficits in people who are at high 

risk for psychosis. A recent meta-analysis on social cognition in people with 

schizophrenia found large effect sizes (Savla et al., 2013), which may suggest that 

people in the UHR group perform better than schizophrenia patients but worse 

than healthy controls. However, most studies in our meta-analysis did not find a 

correlation between transition to psychosis and problems in social cognition after 

controlling for IQ, education and baseline symptoms. This may indicate that social 

cognition in general is not a useful marker for the development of psychosis.  

 

Not all people in the UHR group develop a psychosis; 19\% according to a 

recent meta-analysis of Schultze-Lutter et al. (2015). The UHR group is 

heterogeneous, representing young people with several common mental disorders 

combined with mild psychotic symptoms. Some of them get better over time, some 

develop psychosis or other severe mental problems such as depression or bipolar 

disorder. Since social cognition is affected in this group, it seems to be a general 

problem for young people with mental disorders, transcending diagnosis. Social 

cognition functions as a direct predictor, mediator or moderator of social 

functioning (Wölwer et al., 2010); in particular emotion perception is linked to 

social functioning. People who are able to recognize emotions more accurately 

often have better social and occupational performance (Combs and Gouvier, 

2004; Combs et al., 2011). Better social functioning affects mental health; adults 

who are more socially connected are healthier and live longer than others 

(Cohen, 2004; Umberson & Montez, 2010). It might therefore be important to focus 

on the improvement of social cognition in people in the UHR group, as it might 

improve social functioning and prevent worsening of illness.  

 

Pinkham et al. (2014) highlight empathy as an important yet understudied aspect 

of social cognition and encourage more research on the subject. Empathy is 

usually measured with self-report measurements. However, empathy can be seen as 

a complex social-cognitive process, involving dynamic cues in the interaction 

between perceiver and the person whose affective state is being shared. Indeed, 

it is questionable whether self-report measurements can fully capture this process.  

To assess empathy in a more ecologically valid way, we used the Empathic 

Accuracy Task (EAT) in a large sample of schizophrenia patients and compared 

the results to healthy controls in Chapter 3. The EAT was developed by Zaki et al. 

(2008) and a Dutch version was designed by Aan het Rot & Hogenelst (2014). In 

this task the participant has to continuously estimate the emotional content of 

personal stories told in videos, using a turning device. His/her estimation is then 

compared to the emotional experience of the person who told the story in the 

video (the target).  

 

Results show reduced overall empathic accuracy in patients. Both patients and 

controls scored low with less expressive targets, but controls performed better with 

more expressive targets. This is in line with research on emotion recognition in 

people with schizophrenia, which shows that patients with schizophrenia 

experience problems in reading facial expressions and recognizing emotional 
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prosody (Hoekert et al., 2007; Kohler et al., 2010; Petkova et al., 2014; Feingold 

et al., 2016). Whereas healthy people benefit from emotional cues in expressive 

persons, patients miss these cues and have less information to base their 

estimation of the other’s emotional state on.   

 

We assessed the correlation between the EAT and the IRI and QCAE, two well-

known and often used empathy questionnaires. The EAT did not correlate with 

these questionnaires, which is in line with previous research. It seems that these 

questionnaires do not measure the same aspects of empathy as the EAT, as they 

measure one’s own view of one’s empathic abilities, which can be distorted.  Insight 

is impaired in many people with schizophrenia (see for latest review: Elowe & 

Conus, 2016). It is possible that the view of schizophrenia patients (or people in 

general) of their own empathic performances is not accurate. Furthermore, self-

report measurements are prone to different biases including intrusive symptoms 

biases, cognitive status biases and values and social comparison biases (McGurk 

et al., 2000; Hendryx et al., 2001; Bromley and Brekke, 2010; Patterson et al., 

2001).  

It may be best to see empathy as a multi-faceted construct encompassing multiple 

overlapping domains including the basic interpretation of emotional cues, the 

dynamic integration of these cues, affective and cognitive pathways and trait 

empathy as measured with self-report questionnaires. To understand empathic 

difficulties, it is important to account for these different aspects, especially the 

gap between one’s belief and one’s performance in empathy (Devlin et al., 2014; 

Zaki et al., 2008).  

 

Treatment in psychosis: insight 
 

Many patients with schizophrenia have impaired insight into their condition (Dam, 

2006) and poor insight is associated with many relevant factors (David, 2004) 

such as quality of life and social functioning (Drake et al., 2007). Therefore, it is 

important to study ways in which to improve insight in people with schizophrenia. 

To provide an overview of effective interventions, we conducted a meta-analysis 

of the effect of existing psychological and pharmacological treatments on insight 

in Chapter 4. The results show a moderate effect for specific interventions above 

treatment as usual. When we look at the different types of interventions, no clear 

answers on what interventions improves insight can be given as there was 

substantial variance in their nature and their methodology.  

 

Regarding CBT, five studies where found, and the total mean effect size was small 

and not significant. Five studies on the effect of psycho-education on insight were 

found, with no overall effect, which may be due to a lack of power as total effect 

sizes were of moderate magnitude. No significant overall effect was found for the 

three studies on adherence therapy either, although results suggest it might 

improve insight in patients with affective psychosis over non-affective psychosis.   

 

The other four categories (medication, skills training, video-observation and 

comprehensive interventions) were too small to calculate an effect size with. 
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However, the few studies on video-observation and the studies that examined 

comprehensive interventions that combined psycho-education, skills training and 

CBT are considered to be promising as large effect sizes where found.  

 

Insight was not the primary outcome of almost half of the studies that where found. 

This suggest that insight is not frequently explicitly targeted for improvement. This 

may be due to the fact that insight is harder to operationalize than other 

symptoms such as hallucinations or depression, or due to the fact that clinician 

often see insight as an artifact of symptoms.  

 

Medication can be an important approach in raising insight, as shown in a recent 

study by Pijnenborg et al. (2015). In this study the effect of five antipsychotic 

drugs (haloperidol, amisulpride, olanzapine, quetiapine and ziprasidone) on 

insight in 455 patients with first-episode schizophrenia, schizoaffective disorder 

and schizophreniform disorder was examined in an open randomized controlled 

trial conducted in 14 European countries. The use of antipsychotics was 

correlated with improvements in insight over and above improvements in other 

symptoms. All drugs where effective in improving insight, with quetiapine being 

significantly less effective.  

 

As our meta-analysis shows that insight can be improved with psychosocial 

interventions as well, insight might be best improved by a combination of 

treatment approaches. More specific approaches that especially target insight 

might be developed and more research is needed on which psychosocial 

interventions in combination with medication optimally improve insight in patients 

with psychosis. 

 

Treatment in psychosis: metacognition 
 

Another concept that is associated with daily life functioning in schizophrenia is 

metacognition, which correlates among others with functional competence (Lysaker 

et al., 2011), stigma resistance (Lysaker & Dimaggio, 2014), social cognition and 

insight (Lysaker et al., 2011; Lysaker et al., 2010) symptoms (Nicolo et al., 2012; 

Macbeth et al., 2013) and therapeutic alliance (Davis et al., 2011). Given these 

correlations, improving metacognition might lead to improvements in daily life 

functioning. The Metacognition Reflection and Insight Therapy (MERIT) has been 

developed by Lysaker et al. (2011) to improve metacognition in people with 

schizophrenia. In this therapy patients are stimulated to think about the thoughts 

and feelings of themselves and others. In MERIT, metacognition is conceptualized 

as a hierarchical capacity and interventions that stimulate metacognition are 

based on the patients’ current level of metacognitive functioning. Patients with 

lesser capacities need interventions that help them to master basic capacities, 

before attempting to more complex ones (Lysaker et al., 2011). Several case 

studies and two pilot studies show promising results of the MERIT therapy (Buck 

and Lysaker; 2009; Lysaker et al., 2007; Salvatore et al., 2009; Hillis et al., 2015; 

Kukla et al., 2015; De Jong et al; 2016).  
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A case study in which a patient with persistent negative symptoms is treated with 

MERIT is presented in Chapter 6. Negative symptoms are associated with major 

negative effects on quality of life and long-term outcome of patients (Milev et al., 

2005; Kurtz et al., 2005; Möller, 2007; Barry & Hunter, 2012) and these symptoms 

often persist when positive symptoms subside. As they tend to be nonresponsive to 

pharmacotherapy (Buckley and Stahl, 2007; Barnes and Paton, 2011), other 

methods are needed to improve negative symptoms. Metacognition has been 

linked to negative symptoms (Lysaker et al., 2005; Nicolo et al., 2012; Macbeth et 

al., 2014; Luther et al., 2016). Without complex ideas of the self and others, there 

may be less reason to pursue goal-directed activities and less ability to construct 

meaning in daily activities, leading to the experience of negative symptoms. MERIT 

might therefore improve negative symptoms by improving metacognition. 

 

In the presented case study, forty sessions of MERIT with Ann, a woman in her early 

20s who had suffered a psychosis at the end of high school, are summarized. At 

the beginning of therapy, positive symptoms had mainly subsided but negative 

symptoms were still present. Before and after the therapy Ann was assessed with 

the Metacognitive Assessment Scale (MAS-A) and the Positive and Negative 

Symptoms Scale (PANSS) by an independent assessor.  

Results show an improvement in Self-reflection, Decentration and Metacognitive 

Mastery on the MAS-A. She did not improve on the Understanding the Other 

scale. After therapy, negative symptoms had decreased as is shown by PANSS 

outcome and reported by Ann. These improvements may be a result of the 

improvements in metacognition; she gained a better awareness of her own internal 

states and this seemed to lead to a richer internal experience. With a more 

complex representation of herself and a better understanding that there are 

multiple ways to interpret a social situation, Ann could make more sense of social 

interactions and her own thoughts and emotions in these situations.  

 

As the above described case study and several other case studies and pilot 

studies show promising results of the MERIT therapy, we wanted to test the 

effectiveness of this therapy in a randomized controlled trial.  In Chapter 5 we 

describe the research protocol of this trial. Thirteen therapists in six mental health 

institutions in the Netherlands participated in the study. Patients were randomly 

assigned to either MERIT of treatment of usual (TAU). Patients in the active group 

received forty sessions of MERIT. Before, after and six months after therapy the 

patients completed an assessment conducted by independent blind assessors, 

measuring metacognition and secondary outcomes symptoms, depression, stigma, 

quality of life, insight, empathy and social functioning.  

 

In Chapter 7 the results of the trial are presented. Intention-to-treat analyses 

showed improvement in metacognition in both groups, with no significant 

differences between groups: MERIT was not more effective than TAU. However, 

patients in the active condition continued to improve on metacognitive Self-

Reflectivity, leading to significant differences at follow-up. On average, scores on 

the MAS-A indicated that patients at baseline were able to recognize and 

distinguish between their different thoughts and emotions, but did not perceive 
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their thoughts are subjective and changeable. In other words: thoughts were 

accepted as facts. After MERIT, group average scores indicated having moved 

past being able to recognize that the ideas about oneself and the world are 

subjective and changeable. It must be noted that this was the average score of 

the group. There was considerable variance between participants, some people 

still didn’t perceive their thoughts as subjective and changeable after therapy, 

where others scored far higher after therapy, being able to recognize and 

connect thoughts and feelings in the moment and over time. 

 

Sensitivity analysis including only patients that completed the therapy showed 

improvements on Self-Reflectivity and Mastery at follow-up. At baseline patients’ 

scores indicated that patients in both conditions on average responded to 

psychological challenges through gross avoidance and passive activities, such as 

following other’s directions. At follow-up, in the MERIT condition, patients’ scores 

indicated that they were able to respond to psychological challenges by actively 

choosing and engaging in specific activities and behaviors such as medication 

use, or seeking therapeutic interventions. Again, it must be noted that this 

represents the average group score. There was considerable variance between 

participants, some patients in the MERIT group still weren’t able to actively choose 

solutions for their psychological problems after therapy, whereas others where not 

only able to change their thoughts to deal with problems but were also able to 

use knowledge about their own and others cognitions and emotions to come to 

solutions. 

 

Difference between conditions only became evident at follow-up. One explanation 

for this effect is that metacognitive gains take some time to develop, even after 

therapy has been concluded. Such findings are not uncommon; a meta-analysis of 

cognitive therapy (Gould et al., 2001) has shown continued improvements after 

therapy was concluded.  

 

Understanding the Other’s Mind and Decentration appear less sensitive to 

change as no significant effects on these scales were found.  It is possible that it is 

necessary to be able to think about your own thoughts and feelings before you 

can understand and think about what is occurring in the others mind (Dimaggio et 

al., 2008).  One long-term case study has found the first improvements to 

Understanding the Other’s Mind to occur after about 16 months (Lysaker et al., 

2007).  

 

Almost half of the patients that received MERIT did not complete the therapy, most 

of them dropped out before the tenth session, four before the start of the therapy. 

No significant differences on the four scales of metacognition were found between 

the drop-out group and the group that completed therapy. The large number of 

drop-outs might be the result of the long duration of the therapy. One of the 

patients stated “no connection with the therapist” as the reason for dropping out. 

Other reasons for drop-out were: too busy with work, too far to travel, 

alcohol/drugs problems and ‘doing too well’.  In post-treatment interviews 

conducted with the patients that completed the therapy, all respondents 

15494_Donkersgoed_BNW.indd   137 26-04-18   09:31

SUMMARY AND DISCUSSION 

137 

 

their thoughts are subjective and changeable. In other words: thoughts were 

accepted as facts. After MERIT, group average scores indicated having moved 

past being able to recognize that the ideas about oneself and the world are 

subjective and changeable. It must be noted that this was the average score of 

the group. There was considerable variance between participants, some people 

still didn’t perceive their thoughts as subjective and changeable after therapy, 

where others scored far higher after therapy, being able to recognize and 

connect thoughts and feelings in the moment and over time. 

 

Sensitivity analysis including only patients that completed the therapy showed 

improvements on Self-Reflectivity and Mastery at follow-up. At baseline patients’ 

scores indicated that patients in both conditions on average responded to 

psychological challenges through gross avoidance and passive activities, such as 

following other’s directions. At follow-up, in the MERIT condition, patients’ scores 

indicated that they were able to respond to psychological challenges by actively 

choosing and engaging in specific activities and behaviors such as medication 

use, or seeking therapeutic interventions. Again, it must be noted that this 

represents the average group score. There was considerable variance between 

participants, some patients in the MERIT group still weren’t able to actively choose 

solutions for their psychological problems after therapy, whereas others where not 

only able to change their thoughts to deal with problems but were also able to 

use knowledge about their own and others cognitions and emotions to come to 

solutions. 

 

Difference between conditions only became evident at follow-up. One explanation 

for this effect is that metacognitive gains take some time to develop, even after 

therapy has been concluded. Such findings are not uncommon; a meta-analysis of 

cognitive therapy (Gould et al., 2001) has shown continued improvements after 

therapy was concluded.  

 

Understanding the Other’s Mind and Decentration appear less sensitive to 

change as no significant effects on these scales were found.  It is possible that it is 

necessary to be able to think about your own thoughts and feelings before you 

can understand and think about what is occurring in the others mind (Dimaggio et 

al., 2008).  One long-term case study has found the first improvements to 

Understanding the Other’s Mind to occur after about 16 months (Lysaker et al., 

2007).  

 

Almost half of the patients that received MERIT did not complete the therapy, most 

of them dropped out before the tenth session, four before the start of the therapy. 

No significant differences on the four scales of metacognition were found between 

the drop-out group and the group that completed therapy. The large number of 

drop-outs might be the result of the long duration of the therapy. One of the 

patients stated “no connection with the therapist” as the reason for dropping out. 

Other reasons for drop-out were: too busy with work, too far to travel, 

alcohol/drugs problems and ‘doing too well’.  In post-treatment interviews 

conducted with the patients that completed the therapy, all respondents 
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indicated that they had found the therapy useful and would recommend it to 

others. The only negative effect that was mentioned was the intensive nature of 

the therapy. 

 

Overall, MERIT is an intensive therapy (forty or more sessions) and might therefore 

not be the first treatment of choice for every patient, but it might be useful for 

specific groups of patients that do not respond to standard, short term therapies. 

For example, patients with severe problems in self-reflection that are not able to 

recognize their thoughts and feelings might not be able to reflect on their thought 

in Cognitive Behavioral Therapy and thus not benefit from it. MERIT can be used 

to improve self-reflection, after which other interventions can have more effect. 

However, as the improvement of self-reflection is only found in follow-up measures 

and not directly post treatment, more research is needed to shed more light on 

the role of MERIT in improving self-reflection.  

Clinical implications 
 

Our research findings have several implications and suggestions for clinical 

practice.  

 

It does not seem profitable to use social cognition as a marker for the 

development of psychosis in clinical practice, as general social cognition does 

not seem to predict transition, although more research is necessary on the subject. 

It does however seem important to focus on improving social cognition in people 

in the UHR group regardless if they develop psychosis or not, as social cognition 

is directly connected to social functioning and better social functioning improves 

mental health (Wölwer et al., 2010; Cohen, 2004; Umberson & Montez, 2010). As 

all people in the UHR group suffer from mental illness (such as 

depression/anxiety/substance abuse) in combination with mild psychotic symptoms, 

improvement of social cognition might lead to improvement of social functioning, 

hereby preventing the worsening of mental problems in the UHR group regardless 

of illness.  

 

The selection of people who are ‘at risk’ for psychosis is part of clinical staging in 

schizophrenia. This was introduced to improve diagnosis and indication of fitting 

treatment, as people in early stages of the disease ask for other approaches than 

people who are chronically ill for many years (McGorry, 2007). However, the 

selection of people who are ‘at risk’ for psychosis may not always improve matters 

for patients in clinical practice. The UHR samples are highly heterogeneous. As 

stated, they represent people diagnosed with common mental disorders with a 

degree of psychotic experiences. Within the clinical staging model, it is assumed 

that these experiences are a precursor for the development of psychosis. However; 

it has been shown that psychotic symptoms can occur as a consequence of 

severity of multidimensional psychopathology, not necessarily indicating the 

development of psychosis (Cannon et al., 2008; Velthorst et al., 2009; Nelson et 

al., 2013).  
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It can be unnecessary stigmatizing to label all people with mild psychotic 

symptoms as ‘pre-psychotic’, as most of the people in the UHR group do not 

develop a psychosis in the future (19\% according to a recent meta-analysis of 

Schultze-Lutter et al., 2015). Instead of focusing on predicting transition to 

psychosis, it might be more useful to take a more inclusive approach to all young 

people who seek help for mental problems transcending diagnosis, by focusing on 

the prevention of worsening of psychological illness in general. This might be done 

by focusing on improved access to a low-stigma, high-hope, small scale 

environment with acceptable language and interventions for all young people 

with psychological problems (Van Os & Guloksuz, 2017).  

 

Our research on empathy shows that people with schizophrenia benefit less form 

emotional cues in expressive persons than healthy controls, contributing to 

reduced empathic accuracy. In clinical practice this knowledge can be used to 

educate patients that they might miss emotional cues of others which may lead to 

inaccurate conclusions of the emotional state of others. Health care workers and 

therapists might help people with empathic accuracy problems to compensate for 

these problems, for example by learning them to ask more about the emotions of 

others before drawing conclusions about their emotional state and intentions. It 

would be beneficial to develop interventions targeting the improvement of 

empathic accuracy.  

 

Results also suggest that insight is a promising target for treatment in psychosis as 

it can be improved therapeutically. Insight might be best improved by a 

combination of medication and psychosocial treatment. More specific 

approaches targeting cognitive processes relevant for insight need to be 

developed with which people with schizophrenia can improve their insight. 

The Metacognition and Insight Therapy might be a novel way to improve 

metacognition in people with psychosis. However, given its intensive nature (forty 

or more sessions) it might not be the given treatment for every patient. As wide 

variations occur in the course of schizophrenia (Marengo, 1994), with large 

differences between symptoms, duration and course of illness, it seems logical that 

different treatment approaches are necessary to optimize treatment at an 

individual level. Whereas CBT might function as an effective treatment method for 

many patients with schizophrenia and might even be the first choice of 

intervention given its short duration and cost-effectiveness, MERIT might be a 

useful treatment method for those patients that do not benefit from short term 

interventions.  

 

Furthermore, instead of implementing MERIT as a therapy by itself, it might be more 

functional as an addition to other therapies, in the sense that the therapist 

estimates the level of metacognition of the patient and adjust his/her interventions 

and communication to this level, whichever therapy he/she uses. For example; a 

therapist applying CBT or psycho-education uses the MAS-A and indicates that a 

patient is only able to recognize his thoughts but has no understanding of his 

feelings (self-reflection level 3).  In this case, it is not useful to, for example, 
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elaborate on the thoughts and feelings of the patients and how they are 

interconnected (self-reflection level 7). The therapist can use this information in 

CBT and psycho-education by taking more time on introducing feelings, knowing 

this may take more time for the patient to comprehend.  In this way, MERIT might 

be a useful way to level with the patient and adjust interventions in such a way 

that they connect to the experience and perception of the patient.  

Future research  
 

Our findings provide a framework for future research in social cognition and 

treatment in psychosis. Recent studies suggest that verbal TOM and the 

recognition of emotions in faces can possibly function as markers for the 

development of psychosis. In general, more research is needed on the subject of 

emotion discrimination, prosodic emotion recognition, attributional bias and social 

perception/knowledge in the UHR group, as only a few studies on the subject were 

found.  

Pinkham et al. (2014) highlighted empathy as an area of importance within the 

field of social cognition and psychosis but did not define this construct as a 

separate domain of social cognition, due to its possible overlap with Theory of 

Mind. Since many authors present empathy as a separate construct (Shamay-

Tsoory, 2011), additional research is needed at a fundamental level to identify 

the possible overlap and unique elements of empathy and TOM within the domain 

of social cognition. Additionally, more research is needed to identify the 

distinctions and overlap between the elements within the empathy construct.  

Notably, more research is needed on the effects of specific interventions such as 

CBT, psycho-education and adherence therapy on insight. More importantly, 

research should focus on the development of specific, comprehensive interventions 

to improve insight in schizophrenia, as insight is correlated with several factors of 

daily life functioning. 

Furthermore, research is needed to investigate if the Metacognitive Reflection and 

Insight Therapy is especially useful for specific patient groups. Given its intensive 

nature, it does not seem logical to offer MERIT to every patient with schizophrenia, 

as more cost-effective methods are already available. However, considering the 

wide variety in course, symptoms and duration of illness in schizophrenia, it might 

be useful for specific groups of patients that do not respond to standard, short 

term therapies. During the course of the randomized controlled trial we conducted, 

we found that it was not easy to investigate a long-term therapy in this 

population with vulnerable patients that tend to drop-out for all kinds of reasons. 

However, as many patients with schizophrenia still suffer from their illness on a daily 

basis for long periods of time, sometimes their whole life, present treatment options 

seem far from optimal for all patient groups. Methodological difficulties should 

therefore not prevent researchers from investigation long term treatment methods 

for patients with schizophrenia. Innovative, well-designed studies are the only way 

forward to enhance our knowledge of underlying factors and hence create 

opportunities for the development of effective treatments.   
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Schizofrenie 
 

Mensen die gediagnosticeerd zijn met schizofrenie hebben last van symptomen 

die verdeeld kunnen worden in positieve en negatieve symptomen. Positieve 

symptomen zijn ervaringen die mensen krijgen die anderen niet hebben, zoals 

hallucinaties of waanideeën. Negatieve symptomen zijn juist aanwezig in gezonde 

mensen maar missen bij mensen met schizofrenie, zoals verminderde concentratie 

en emotionele afvlakking. Daarnaast kunnen mensen met schizofrenie last hebben 

van desorganisatie in hun denken en spreken en problemen hebben in het 

geheugen, aandacht en executief functioneren. 

 

De diagnose schizofrenie wordt vaak gesteld in de adolescentie en komt meer 

voor bij mannen dan bij vrouwen. Grote variatie bestaat in het beloop van de 

symptomen; sommige mensen hebben bepaalde episodes waarin ze ziek zijn maar 

hebben geen last van symptomen tussen deze episodes in, terwijl anderen 

jarenlang last houden van dezelfde symptomen. Een deel herstelt volledig, terwijl 

anderen ernstig ziek blijven voor de rest van hun leven.  

 

Schizofrenie heeft meestal een grote invloed op het leven van de persoon met de 

diagnose. De symptomen hebben invloed op het sociaal functioneren; er kunnen 

problemen ontstaan op het gebied van opleiding, werk en relaties. 

Stigmatiserende ideeën over schizofrenie (vanuit de maatschappij en van de 

persoon zelf) hebben ook een negatieve invloed op het functioneren en de 

kwaliteit van leven van de persoon. 

 

In dit proefschrift wordt sociale cognitie bij mensen met schizofrenie onderzocht. 

Hiernaast is gekeken naar welke behandelingen inzicht kunnen verbeteren bij deze 

doelgroep en is een nieuwe behandeling voor het verbeteren van metacognitie 

onderzocht in een gerandomiseerd gecontroleerd onderzoek. 

Sociale cognitie 
 

Onder sociale cognitie worden de mentale operaties die ten grondslag liggen 

aan sociale interacties verstaan. Omdat veel mensen met schizofrenie moeite 

hebben met sociale cognitie, wordt in hoofdstuk 2 van dit proefschrift onderzocht 

of sociale cognitie al verminderd is vóór de eerste psychotische episode. Als dit 

het geval is, kan verminderde sociale cognitie (samen met andere factoren) 

gebruikt worden als aanwijzing voor de ontwikkeling van een psychose. Dat kan 

bijdragen aan het detecteren psychose in een vroeg stadium, wat de 

behandeling en het beloop weer ten goede komt. Om dit te onderzoeken is een 

meta-analyse uitgevoerd van de bestaande literatuur over sociale cognitie in de 

zogenaamde ‘Ultra High Risk (UHR) groep. Deze groep bestaat uit mensen die 

volgens een aantal criteria meer risico hebben op het ontwikkelen van een 

psychose dan de gemiddelde mens.  
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Hieruit komt naar voren dat twee specifieke gebieden van sociale cognitie, 

emotieherkenning en verbale Theory of Mind, verminderd zijn in deze UHR groep. 

Er is echter niet veel onderzoek gedaan naar het verband tussen verminderde 

sociale cognitie en het daadwerkelijk ontwikkelen van een psychose en het 

weinige onderzoek dat er is laat geen eenduidig verband zien.  

 

Niet alle mensen in de UHR groep ontwikkelen een psychose, slechts 19% volgens 

de laatste onderzoeken. De UHR groep is een heterogene groep, die bestaat uit 

jonge mensen met verschillende psychische aandoeningen die samengaan met 

milde psychotische symptomen. Sommigen worden na een tijdje weer beter, 

anderen ontwikkelen een psychose of een andere aandoening zoals een 

depressie of een bipolaire stoornis. Uit ons onderzoek blijkt dat sociale cognitie 

verminderd is bij deze groep. Aangezien sociale cognitie grote invloed heeft op 

sociaal functioneren en daarmee op de mentale gezondheid, is het van groot 

belang om sociale cognitie te verbeteren bij mensen in de UHR groep om zo 

verergering van ziekte te voorkomen.  

 

Een belangrijk aspect van sociale cognitie dat nog niet veel onderzocht is bij 

mensen met schizofrenie is empathie. Empathie is een complex sociaal-cognitief 

proces binnen de dynamische interactie tussen twee personen; een ‘ontvanger’ en 

een ‘zender’ van wie de gevoelstoestand gedeeld wordt. Empathie wordt vaak 

met vragenlijsten onderzocht, maar het is niet waarschijnlijk dat deze dit 

ingewikkelde proces volledig kunnen vastleggen. Om empathie op een meer 

ecologisch valide manier te meten, wordt in dit proefschrift in hoofdstuk 3 de 

‘Empathic Accuracy Task (EAT) gebruikt om empathie te onderzoeken. In deze 

taak worden filmpjes getoond waarop personen emotionele verhalen vertellen. De 

deelnemer moet tijdens het kijken de emoties van de persoon op de video 

continue monitoren door middel van een draaiknop (van 1, negatief tot 9, 

positief). Deze monitoring wordt dan vergeleken met de emotionele ervaring van 

de persoon in de video zelf. Deze taak is bij een grote groep mensen met 

schizofrenie afgenomen en de resultaten zijn vergeleken met een groep gezonde 

personen.  

 

Hieruit kwam naar voren dat zowel de gezonde controleconditie als de mensen 

met schizofrenie laag scoorden bij het inleven in mensen die niet zo expressief 

waren. Maar mensen in de controleconditie konden zich significant beter inleven in 

de expressieve mensen, terwijl mensen met schizofrenie niet profiteerden van deze 

expressiviteit. Dit komt overeen met eerder onderzoek waaruit blijkt dat mensen met 

schizofrenie problemen hebben met het herkennen van expressie in gezichten en 

het horen van emoties in stemmen. Waar gezonde mensen deze aanwijzingen bij 

expressieve personen kunnen gebruiken, krijgen mensen met schizofrenie minder 

informatie, waardoor ze de emoties van anderen minder goed kunnen inschatten. 
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Behandeling van schizofrenie: inzicht 
 

Veel mensen met schizofrenie hebben een beperkt inzicht in hun aandoening en 

dit is gerelateerd aan verminderde kwaliteit van leven en sociaal functioneren. Het 

is daarom belangrijk te onderzoeken op welke manieren inzicht vergroot kan 

worden. Om dit te onderzoeken is in dit proefschrift in hoofdstuk vier een meta-

analyse uitgevoerd naar interventiestudies die inzicht proberen te verbeteren. 

Hieruit komt naar voren dat inzicht het beste kan worden verbeterd door een 

combinatie van psychosociale interventies. Meer interventies die zich specifiek 

richten op het verbeteren van inzicht zijn nodig, om in combinatie met medicatie 

inzicht optimaal te verbeteren.  

 

Behandeling van schizofrenie: Metacognitie 
 

Een ander concept dat in verband gebracht wordt met de kwaliteit van leven en 

het functioneren van mensen met schizofrenie is metacognitie: denken over de 

gedachten en gevoelens van jezelf en anderen’. De Metacognitive Reflection and 

Insight Therapy (MERIT) is ontwikkeld om metacognitie te verbeteren. Metacognitie 

wordt binnen deze therapie gezien als een hiërarchische eigenschap, en 

interventies om metacognitie te verbeteren worden ingezet op het niveau van 

metacognitief functioneren van de persoon. Mensen met minder metacognitief 

vermogen hebben interventies nodig die hen helpen de basisvaardigheden onder 

de knie te krijgen, vóór complexere interventies worden toegepast.  

 

In dit proefschrift wordt in hoofdstuk vijf een case study besproken waarin een 

patiënt met aanhoudende negatieve symptomen wordt behandeld met MERIT. 

Aangezien metacognitie in verband wordt gebracht met negatieve symptomen, 

leidt verhoging van metacognitie mogelijk tot vermindering van negatieve 

symptomen. Negatieve symptomen en metacognitie werden voor en na veertig 

therapiesessies door een onafhankelijke assessor gemeten. Na MERIT waren de 

negatieve symptomen afgenomen en de metacognitieve vaardigheden 

toegenomen.  

 

Om de effectiviteit van MERIT verder te onderzoeken is een gecontroleerde 

gerandomiseerde trial uitgevoerd. Het protocol van dit onderzoek wordt 

gepresenteerd in hoofdstuk 6. Dertien therapeuten in zes instellingen zijn getraind 

in de therapie. Patiënten werden toegewezen aan de actieve conditie of aan 

reguliere behandeling. Patiënten in de actieve conditie kregen veertig MERIT 

sessies aangeboden. Voor, na en zes maanden na de therapie werd bij de 

deelnemers een assessment afgenomen door een onafhankelijke blinde assessor, 

waar metacognitie en de secondaire uitkomstmaten symptomen, depressie, stigma, 

kwaliteit van leven, inzicht empathie en sociaal functioneren werd gemeten. 
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De resultaten van het onderzoek worden besproken in hoofdstuk 7. Metacognitie 

bleek te verbeteren in zowel de MERIT conditie als de controleconditie, met geen 

significant verschil tussen de groepen. MERIT was niet meer effectief dat reguliere 

behandeling. Maar bij patiënten die MERIT hadden gehad bleef zelfreflectie wel 

verbeteren, waardoor het verschil tussen groepen wel significant was na een half 

jaar. Gemiddeld lieten de scores zien dat patiënten vóór de therapie hun 

gedachten konden herkennen en onderscheiden, maar ze waren niet in staat om 

te zien dat hun gedachten subjectief waren en dat het mogelijk is om je 

gedachten te veranderen. Ze accepteerden gedachten als feiten. Na MERIT 

lieten gemiddelde groepscores zien dat deelnemers wel in staat waren hun 

gedachten als subjectief te zien. 

 

MERIT is een intensieve therapie en is daarom niet de eerste keus voor 

behandeling voor elke patiënt, maar het is mogelijk wel nuttig voor specifieke 

groepen patiënten die niet reageren op standaard, korte therapieën. Patiënten 

met ernstige problemen in zelfreflectie die niet kunnen reflecteren op hun 

gedachten en gevoelens, kunnen mogelijk niet goed profiteren van cognitieve 

therapie. MERIT kan gebruikt worden om zelfreflectie te verbeteren, waarna 

mogelijk beter geprofiteerd kan worden van andere interventies.  

Klinische implicaties 
 

De uitkomsten van dit proefschrift hebben een aantal implicaties en suggesties 

voor het klinische werkveld. Deze worden in hoofdstuk 8 van dit proefschrift 

weergegeven, samen met de suggesties voor verder onderzoek.  

 

Het belangrijk methoden te ontwikkelen die zich richten op het verbeteren van 

sociale cognitie bij mensen in de Ultra High Risk groep (onafhankelijk van of zij 

een psychose ontwikkelen of niet). De meeste mensen in de UHR groep hebben 

psychische problemen (zoals depressie/angst/middelengebruik) en verminderde 

sociale cognitie. Verbetering van sociale cognitie kan leiden tot verbetering van 

sociaal functioneren, wat weer samenhangt met een betere mentale gezondheid. 

Door sociale cognitie te verbeteren kan het verergeren van de mentale 

problemen in de UHR groep worden tegengaan.  

 

Het selecteren van mensen die risico lopen op psychose zorgt er niet perse voor 

verbeteringen voor deze groep in de klinische praktijk. De risicogroep (UHR) is erg 

heterogeen. Het kan onnodig stigmatiserend zijn om alle mensen in de UHR groep 

te labelen als ‘pre-psychotisch’, ook aangezien de meeste mensen in de UHR 

groep geen psychose ontwikkelen in de toekomst (19% volgens recente meta-

analyse). 

 

In plaats van te focussen op het voorspellen van transitie naar psychose is het 

mogelijk beter om een meer inclusieve benadering te kiezen voor alle jongeren die 

hulp zoeken voor psychische problemen, ongeacht de diagnose, en behandeling 
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te richten op de preventie van het verergeren van psychologische problemen in 

het algemeen.  

 

Verder blijkt uit dit proefschrift dat mensen met schizofrenie moeite hebben met het 

lezen van de emoties van anderen. In de klinische praktijk kan deze kennis 

gebruikt worden om cliënten te informeren dat ze mogelijk emotionele 

aanwijzingen van anderen missen, en dat dit mogelijk leidt tot verkeerde 

conclusies over de emoties van anderen. Medewerkers in de zorg zouden mensen 

met problemen in emotieherkenning kunnen ondersteunen bij het compenseren van 

deze problemen, bijvoorbeeld door hen te leren eerst meer vragen te stellen over 

de emoties van anderen alvorens conclusies te trekken over hun emotionele 

gesteldheid en bedoelingen.  

 

De Metacognitive Reflection and Insight Therapy (MERIT) leidt tot verbeterde 

metacognitie op de lange termijn. Maar aangezien het een nogal intensieve 

methode is (40 individuele sessies), is het niet de eerste behandelkeuze voor elke 

cliënt. Er is veel variatie is in het beloop van schizofrenie, met grote verschillen 

tussen symptomen en duur. Daarom is het logisch dat verschillende 

behandelbenaderingen nodig zijn om de behandeling te optimaliseren op 

individueel niveau. Waar CGT een effectieve behandelmethode is voor veel 

patiënten met schizofrenie en vaak de eerste keus voor behandeling zal zijn 

(gezien de korte duur en kosteneffectiviteit), kan MERIT een nuttige behandeling 

zijn voor mensen die niet profiteren van kortdurende interventies.  

 

Daarnaast kan het functioneel zijn om MERIT niet als een op zichzelf staande 

therapie te zien maar als een aanvulling op andere therapieën, in de zin dat de 

therapeut het niveau van metacognitie van de cliënt onderzoekt en zijn 

interventies en communicatie aanpast op dit niveau, ongeacht welke 

therapievorm hij verder inzet. Op deze manier kan MERIT een nuttige manier zijn 

om aan te sluiten bij de beleving van de cliënt.  

 

Meer onderzoek is nodig om te kijken of MERIT effectief is voor bepaalde 

patiëntengroepen. Wij als onderzoeksgroep hebben ervaren dat het niet makkelijk 

is om een langdurige therapie te onderzoeken bij deze kwetsbare patiënten, die 

de neiging hebben uit te vallen om allerlei redenen.  

Maar aangezien veel patiënten met schizofrenie nog steeds dagelijks lijden onder 

hun ziekte voor lange tijd, soms hun hele leven, zijn de huidige behandelopties ver 

van optimaal voor alle patiënten in deze groep. Methodologische obstakels 

zouden onderzoekers daarom niet moeten weerhouden van het onderzoeken van 

lange termijn behandelmethoden voor patiënten met schizofrenie, zodat voor elke 

individu uiteindelijk een passende behandeling beschikbaar is.  
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Dankwoord 
 

Toen ik aan dit proefschrift begon was ik nog een halve student in Groningen en 
nu het af is ben ik getrouwd, moeder van twee kinderen en GZ-psycholoog in 
Haarlem. Er is zoveel gebeurd in die tijd en ik wil graag de mensen die mij 
onderweg geholpen hebben bedanken.  

Allereerst natuurlijk alle cliënten die meegedaan hebben aan de onderzoeken en 
in het bijzonder de cliënten die ik zelf met MERIT behandeld heb (waaronder 
Anne). Jullie inzet en medewerking helpt de zorg voor anderen verbeteren, 
bedankt daarvoor.  

Marieke, bedankt voor het vertrouwen dat je me vanaf onze eerste ontmoeting 
gaf. Je hebt me de kans gegeven me te ontwikkelen en stond altijd achter me, 
daar ben ik je enorm dankbaar voor. Jij hebt me als geen ander laten zien dat 
wetenschap en praktijk niet ver van elkaar af hoeven te staan. Door jou heb ik 
geleerd dat je deze juist dichter bij elkaar kunt brengen wanneer je met één been 
in elke wereld staat. Je bent voor mij ook een voorbeeld geweest in het 
combineren van andere dingen; zo kan een gezin en carrière prima samen gaan, 
en een lekker biertje kun je best afwisselen met het halen van een paar deadlines. 

André, je was altijd bereid om mee te denken en kritische vragen te stellen, 
bedankt daarvoor. Soms zagen we elkaar een tijd niet, maar je was er altijd als 
het nodig was om met waardevolle inzichten het onderzoek verder te helpen.  

Lex, bedankt dat je me hebt aangenomen als onderzoeker en mij het vertrouwen 
gaf ernaast de GZ-opleiding te doen. Je was altijd enthousiast en betrokken en 
denkt in oplossingen in plaats van beperkingen. Dat heeft me geïnspireerd en 
werkt aanstekelijk.  

Steven, wat had ik zonder jou gemoeten? Dit hele proefschrift had niet bestaan 
als jij de opzet voor het MERIT onderzoek niet op een avond uit je mouw geschud 
had. Je bent een brede denker en ziet overal mogelijkheden. Je bent ook altijd 
bereid om anderen daarin te betrekken. We zijn tegenpolen op veel vlakken maar 
misschien maakte dat juist onze samenwerking tot een succes? Ik ben je enorm 
dankbaar voor al je energie, al je inzichten, hulp, bemoedigende woorden, je 
vertrouwen en je humor die me door de moeilijke momenten heen gesleept hebben. 
Bedankt dat je als paranimf me bij wilt staan op het moment van de waarheid.  

Prof. Lysaker, Paul. Thank you so much for your insights, help and support. You were 
always there for us and I’m honored to have had the opportunity to work with you. 
Your dedication to your patients and your endless motivation to improve health 
care for those who need it most is such an inspiration. You taught me that even 
the most disorganized person can be understood, and deserves to be 
understood.  

Graag wil ik ook de leden van de leescommissie, prof. dr. Spikman, prof. dr. De 
Haan en prof. dr. Van Amelsvoort bedanken voor het lezen en beoordelen van dit 
proefschrift.  
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MERIT therapeuten, bedankt dat jullie bereid waren je tijd en energie te steken in 
het onderzoek. Rahja Konig, Els Luijten, Maarten Vos, Lia Elenbaas, Henriette 
Horlings, Sanne Swart, Suzanne v.d. Bosch, Ilona v.d. Berg en Inez Oosterholt-
Ogink, bedankt voor jullie deelname, inzicht en feedback. 
In het bijzonder wil ik Dimitri van Wonderen bedanken: jij stond aan de voet van 
mijn carrière en jouw begeleiding en vertrouwen hebben mij gesterkt en 
vertrouwen in mezelf gegeven.  
  
Ook wil ik alle onderzoeksassistenten bedanken die zich zo ingezet hebben voor 
dit project: Ymie Bakker, Danielle Bandsma, Meryte Dijkstra, Suzanne de Vries, Kim 
Doodeman, Ann-Katrin Dresemann, Rianne Hiemstra, , Anouk Hoogenboom, Jelle 
Koehoorn, Christin Koopmann, Merel Loonstra, Edmee Maas, Saskia Rehrmann, Anne 
Rupert, Bernice Smit, Hilde Span, Maaike Stumpel, Maaike van Dam, Rozemarijn 
 van Kleef, Merel Wattel, Wieke Oosterwijk, Evert Terpstra, Anne Varvik, Jikke Jelles 
en Tara Terpstra.  
  
Marije aan het Rot en Koen Hogenelst, jullie hulp op het gebied van de EAT is 
onmisbaar geweest, veel dank! Selwyn en Christien, bedankt voor al die keren dat 
jullie ons geholpen hebben met de MAS beoordelingen.  
  
Graag wil ik ook alle co-auteurs bedanken voor de kans met jullie te publiceren 
en van jullie te leren.  
  
Roomies for life, Christien en Lonneke. Bedankt dat ik zomaar binnen mocht komen 
stormen als het mij uit kwam en dat jullie altijd klaar stonden met een kop thee, een 
praatje en nuttige inzichten. Als ik aan kamer 311 denk dan denk ik aan 
gezelligheid, sinaasappels met kruidnagel en een vreemde paarse plant die op 
een dag de hele faculteit overgenomen zal hebben. Onze bios avonden waren 
een heerlijke afleiding (al vond ik Lincoln een tegenvaller). Ik beloof hierbij 
plechtig dat ik nooit jullie bladmuziek zal jatten als je net een hoge C moet gaan 
zingen.  
  
Tara van de Giessen, Liza Muskee, Mirjam van Enthoven, Daan Jan Kuis, Esther 
Sportel, Nynke Boonstra en Aaltsje Malda bedankt voor jullie betrokkenheid en tijd 
bij de coördinatie van het UHR onderzoek in Drenthe en Friesland.  
  
Collega’s aan de RuG: Annerieke, Aaltsje, Bertine, Charmaine, Elise, Esther, Gemma, 
Gerard, Helma, Johan, Judith, Kiki, Koen, Laura, Lonneke, Lotte, Madelon, Mariëtte, 
Nienke, Saskia, Selwyn, en alle anderen, bedankt voor de fijne samenwerking en de 
lol tussen het harde werken door.  
 
Grunn club, we go way back en zonder jullie was het me allemaal niet gelukt. 
Bedankt dat jullie mijn geklaag hebben aangehoord op de woensdagavonden 
en dat jullie altijd klaarstonden met bier, liefde en gekkigheid. Jopie, ik vond het 
super om samen met jou de GZ opleiding te doen. Dank je wel voor je nuchterheid 
en positiviteit (accepteren en genieten) en bedankt dat ik altijd bij je mocht 
logeren in je Koningsbed. Willeberg, dankzij jou werd het allemaal niet te serieus 
en hield ik oog voor de belangrijke zaken des levens, namelijk bier en… bier. Dank 
je wel dat ik altijd bij je mocht logeren, zoals je weet is onze zolder in Haarlem 
helemaal voor je ingericht je hoeft er alleen nog in te trekken. Miepie, als de rest 
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allang is afgehaakt wil jij weten hoe het nou écht met me gaat. Je liefheid en 
oprechtheid vind ik bijzonder. Bedankt voor al je steun en gezelligheid.  
  
Fen, waar je je ook bevindt op de aardbol, bedankt dat je me altijd steunt en me 
opvrolijkt met kattenmemes en zelfgemaakte gifjes wanneer nodig. Je weet hard 
werken en jezelf ontwikkelen feilloos te combineren met je gezin en bent ook nog 
regelmatig op de dansvloer te vinden, hoe je het allemaal doet weet ik ook niet. 
Bedankt dat je in al die drukte regelmatig tijd vrijmaakt voor een borrel of een 
kop thee om bij te kletsen. 
  
Laup, Mirel, Doris, Wil, Ali, Merel, Lot, Suus, bedankt voor de jarenlange 
vriendschap, dat er nog maar veel mooie feestjes mogen komen.  
  
Jo, Nico en Chris, in het begin zagen we elkaar ’s avonds laat op Stratums Eind 
met zo veel mogelijk wijn achter de kiezen, nu zien we elkaar overdag met een 
horde kinderen om ons heen en drinken we voornamelijk thee. Zo fijn dat de vorm 
er niet toe doet en onze vriendschap al zo lang meegaat! 
 
Lieve Annet, wat moeten we zonder jou beginnen? We kunnen altijd op jou 
terugvallen en dat hebben we ook al talloze keren gedaan. Bedankt dat je er 
altijd voor ons bent, dat je meedenkt, oppast, opruimt, zorgt en steunt zonder er 
ooit wat voor terug te willen. Noor en Lars boffen maar met zo’n lieve oma en ik 
bof met zo’n lieve schoonmoeder.  
 
Mam, dankzij jou ben ik blij mezelf te zijn en heb ik haarscherp voor ogen wat 
echt belangrijk is in het leven. Dank je wel dat je er altijd voor me bent en me het 
beste voorbeeld geeft dat er bestaat. Pap, als de chaos het overneemt ben jij er 
om orde op zaken te stellen met een handig schema of tijdsplan. Dank je wel voor 
je wijsheid, inzichten en steun. Ankie, ik heb zoveel van jou geleerd en ben zo trots 
op jou! Als ik het even niet meer aandurf doe ik gewoon alsof ik Anke ben. Wout 
en Steef, dank jullie wel voor jullie gezelligheid en humor.  
 
Lieve Joost, zonder jouw nuchterheid en steun had ik dit proefschrift nooit kunnen 
schrijven. Bedankt dat ik altijd op je kan terugvallen, dat je zo’n lieve vader bent 
voor onze kinderen en dat je het altijd van de positieve kant bekijkt. Je bent mijn 
rots in de branding en het lukt je altijd weer om me te laten lachen tijdens 
moeilijke momenten. Jij bent alles voor mij.  
 

Lieve Nora en Lars. Ik heb geen woorden voor hoe gelukkig jullie mij maken, kleine 

doerakjes. Dank je wel voor de zonnetjes die jullie zijn. 
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