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Persons with first episode psychosis have distinct profiles of
social cognition and metacognition
M. Ferrer-Quintero 1,2,3, D. Fernández 4,5, R. López-Carrilero1,3,6, I. Birulés1,2, A. Barajas 7,8, E. Lorente-Rovira3,9, L. Díaz-Cutraro1,
M. Verdaguer1, H. García-Mieres1, J. Sevilla-Llewellyn-Jones10, A. Gutiérrez-Zotes3,11, E. Grasa 3,12, E. Pousa 3,12,13,14,
E. Huerta-Ramos1,3, T. Pélaez1,3, M. L. Barrigón15,16, F. González-Higueras17, I. Ruiz-Delgado18, J. Cid19, S. Moritz20, Spanish
Metacognition Group* and S. Ochoa 1,3✉

Subjects with first-episode psychosis experience substantial deficits in social cognition and metacognition. Although previous
studies have investigated the role of profiles of individuals in social cognition and metacognition in chronic schizophrenia, profiling
subjects with first-episode psychosis in both domains remains to be investigated. We used latent profile analysis to derive profiles
of the abilities in 174 persons with first-episode psychosis using the Beck’s Cognitive Insight Scale, the Faces Test, the Hinting Task,
the Internal, Personal and Situational Attributions Questionnaire, and the Beads Task. Participants received a clinical assessment and
a neuropsychological assessment. The best-fitting model was selected according to the Bayesian information criterion (BIC). We
assessed the importance of the variables via a classification tree (CART). We derived three clusters with distinct profiles. The first
profile (33.3%) comprised individuals with low social cognition. The second profile (60.9%) comprised individuals that had more
proneness to present jumping to conclusions. The third profile (5.7%) presented a heterogeneous profile of metacognitive deficits.
Persons with lower social cognition presented worse clinical and neuropsychological features than cluster 2 and cluster 3. Cluster 3
presented significantly worst functioning. Our results suggest that individuals with FEP present distinct profiles that concur with
specific clinical, neuropsychological, and functional challenges. Each subgroup may benefit from different interventions.
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INTRODUCTION
People with first-episode psychosis (FEP) experience deficits in
social cognition1 and metacognition2,3, which compromise their
abilities in thinking about their own and others’ mental activities4.
Social cognition refers to a broad area that includes perceiving,

interpreting, and processing information for adaptive social
interactions5. There is consensus that social cognition is composed
of four subdomains6: emotional processing refers to the ability to
perceive and use emotions. Theory of mind (ToM) is the ability to
attribute and represent mental states of others. Social perception
encompasses decoding and interpreting social cues in others, and
Attributional Bias refers to the explanations an individual gives to
social events and interactions.
Metacognition refers to “thinking about thinking”3. One of the

many domains that fall under the umbrella of metacognition is
cognitive insight, which refers to the set of cognitive processes
that permit questioning one’s beliefs and appraisals, and re-
evaluating anomalous experiences and misinterpretations7. Other
metacognitive constructs include cognitive biases, such as the
Jumping to Conclusions (JTC) bias, which refers to the tendency of

hasty decision-making. Given their role in the etiology and
maintenance of psychosis, these have been thoroughly studied3.
Deficits in social cognition and metacognition are not a

consequence of neurocognitive impairment8,9, but seem to be
characteristics of the disorder5,10,11. Interestingly, social cognition
and metacognition are being increasingly studied due to their
contribution to functional outcome12–16 and negative symp-
toms17,18 in schizophrenia.
However, social cognition and metacognition do not only

influence functional outcome. Instead, specific subdomains of
each construct are uniquely associated to certain aspects of the
illness, and of each other: inability to take the perspective of
others could impact clinical insight19,20, which, in turn, has been
associated with depression21, a higher number of relapses22,
worse social functioning23, and poor adherence to treatment24.
Furthermore, understanding sarcasm is a component of ToM that
has been found to be specifically impaired in those with more
severe social cognitive impairment and worse functional
outcome25.
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In addition, the JTC bias is related to severe and more pervasive
delusions26, worse neuropsychological functioning27–29, and more
compulsory admissions30, whereas self-reflectivity has been
uniquely associated to negative symptoms and depression31,32.
Similarly, personalizing bias seems to be associated to making
more perseverative errors in cognitive flexibility tasks33, whereas
an externalizing attributional style for negative events is
associated with persecutory and grandiose beliefs34.
Given its established importance, recent research has focused

on developing social cognitive and metacognitive remediation
programs35–37. These interventions have emerged as promising
strategies to improve outcome37,38, prevent chronic illness and
relapse22,39, and increase clinical insight40,41. Moreover, as deficits
in social cognition and metacognition are already apparent at the
ultra-high risk stage42,43, they hold promise for early treatment in
symptoms of psychosis. These interventions have yielded some
clinical benefits35,44, although at present their potential to
improve functioning is less clear. However, a recent study found
that an online social cognitive intervention based on neuroplas-
ticity can lead to functional gains in schizophrenia45. Although the
mechanisms of change to improve functional outcome may be
similar to those in cognitive remediation, of which efficacy has
been well established46, it is yet to be determined which persons
would benefit more from them.
There are two caveats in interpreting the results of the above

studies: clinical trials often present averaged results, therefore
blurring whether the intervention was successful for certain
individuals. Likewise, it is possible that people with FEP present
different profiles of social cognitive and metacognitive perfor-
mance, and thus may benefit from a specific early therapeutic
strategy. One way to overcome this issue is by finding subgroups
of participants with specific profiles47. Recent studies have tackled
this issue by using data-driven methods such as profile analysis.
These sophisticated statistical methods allow finding profiles of
cases along the dimension of interest as they occur naturally,
preventing a priori assumptions48.
These methods have been used to profile persons with

psychosis across multiple domains5,49,50, including social cognition
and metacognition. Grouping individuals with schizophrenia on
the basis of variables of social cognition has consistently yielded
three profiles according to the level of impairment25,51–53.
Conversely, studies using profile analysis in metacognitive
variables have commonly found distinct profiles of persons
according to symptoms48 and insight and depression4. Lysaker
et al.48 found that independent of symptoms, poor metacognition

impedes insight. As for depression and insight, Lysaker et al.4

found that participants with fair insight and moderate depression
reported more internalized stigma, whereas those with good
insight and mild depression scored higher in social cognition and
metacognitive mastery.
However, these studies were conducted with samples with

chronic schizophrenia and studies examining social cognition and
metacognition profiles in FEP are lacking.
Identifying whether profiles of social cognition and metacogni-

tion are apparent in persons at the early stages of psychosis may
provide insights into how to direct early treatment to promote
recovery and prevent functional decline. Furthermore, under-
standing whether different profiles of social cognition and
metacognition present differences in clinical and neurocognitive
variables may help in identifying what persons are at a bigger risk
of chronic illness.
The current study aimed to obtain profiles of individuals with

FEP on the basis of social cognition and metacognitive variables
using a data-driven approach in a representative sample of
participants.
With this aim, we attempted to understand whether all persons

with FEP present homogeneous impairments in all the domains of
both constructs.
In addition, to explore the clinical presentation of each profile,

we examined differences in demographics, clinical features, and
neuropsychological variables among the groups. We hypothesize
that patients with FEP present different profiles of social cognition
and metacognition, and that profiles will differ in clinical,
functional, and cognitive variables.

RESULTS
Profile solution
Using Latent Profile Analysis (LPA), we identified three variable
volume, variable shape, equal orientation, and ellipsodial distribu-
tion (VEE) distinct profiles of individuals with FEP according to
Bayesian information criterion (BIC=−3600.651). Of all the
metacognitive and social cognitive variables studied, the classifi-
cation tree identified the 85–15 condition of the Beads Task and
the Hinting Task as the most relevant variables in determining the
profile structure.
Figure 1 describes each profile according to social cognition

and metacognition variables. Table 1 summarizes the scores of the
whole sample and of each profile in the social cognitive and
metacognitive variables.

Fig. 1 Scores of each profile in all the social cognitive and metacognitive variables included in the latent profile analysis. Values over 0 in
self-certainty, self-reflectivity, externalizing bias, and personalizing bias reflect a bigger presence of the constructs. Values over 0 in the Hinting
Task and the Faces Test indicate better performance in these measures. Values below 0 in the three conditions of the JTC denote more
proneness to hasty decision-making.
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Profile 1 (33.3%) was characterized by prominent impairment in
social cognition measures (facial emotion recognition and ToM).
This profile was named “Low-SC”.
Profile 2 (60.9%) grouped participants with more proneness to

JTC. We denominated this profile “JTC”. Profile 3 (5.7%) presented
an excessive number of draws to decision (DTD) in the JTC tasks,
higher scores in personalizing bias, more self-certainty, low self-
reflectivity, and low cognitive insight. This profile was named
“Rigidity”.

Demographic, functional, and clinical characteristics
Table 2 details the demographic, functional, and clinical char-
acteristics of the sample and of each profile. When comparing
profiles, we did not find differences in age (p= 0.819), gender (p
= 0.501), or years of education (p= 0.639). We found a trend to
significance in the number of hospital admissions (p= 0.055),
which was confirmed as significant in subsequent pairwise
comparisons (Profile 1 > Profile 2).
We found significant differences in negative (p= 0.05), positive

(p= 0.001), disorganized (p= 0.02), depressive (p= 0.02), and
anxiety (p= 0.02) symptoms. Pairwise comparisons indicated that
the Low-SC profile achieved higher scores in all the variables,
indicating worse symptoms. Similarly, there were significant
differences among the groups in the Scale Unawareness of
Mental Disorders (SUMD). The “Low-SC” group had significantly
less clinical insight.
Finally, we found significant differences among the profiles in

the Global Assessment of Functioning (GAF) (p= 0.010). Partici-
pants in the “Rigidity” profile had significantly worse functioning
than their counterparts.

Neuropsychological characteristics of each profile
Supplementary Table 1 details the neuropsychological character-
istics of the sample. The “Low-SC” group was significantly more
impaired in working memory (p= 0.039) and in immediate recall
(p= 0.037) than the other two profiles. We did not find any other
differences among the profiles in any other neuropsychological
variable.

DISCUSSION
In this work, we derived three distinct profiles of individuals with
FEP based on social cognition and metacognition measures. LPA
analysis is a statistical method that does not model potential
noninvariance across latent profiles. The sensitivity of this method
permitted detecting three cohesive and clinically meaningful
groups of persons with FEP. Each group presented specific clinical,
neuropsychological, and functional correlates.
We found a group with more prominent deficits in social

cognition measures (“Low-SC”), namely Facial Emotion Recogni-
tion and ToM, another group that had a bigger tendency to
present the JTC bias, and a group with worse cognitive insight
scores and higher personalizing bias (“Rigidity”). The “JTC” profile
had better clinical state and better neuropsychological function-
ing than the other two groups. The “Low-SC” profile had
significantly more symptoms and worse neuropsychological
functioning, whereas the “Rigidity” profile had the worst measures
in functioning in the absence of demographic or clinical
differences. Members of this profile exhibited lower scores in
cognitive flexibility.
To the best of our knowledge, this is the first work exploring

profiles of individuals on the basis of social cognition and
metacognition in people with FEP. Previous studies on social
cognition measures had consistently found that persons with
schizophrenia can be profiled according to their level of
impairment25,51–53. Those with worse social cognition were older,
had less academic background, and were more neurocognitively
impaired51,52. Our results are consistent with these studies in that
the “Low-SC” group had worse neuropsychological performance.
We did not find differences in age and education, possibly
because previous studies included participants with chronic
schizophrenia.
Literature examining profiles on the basis of metacognition

used measures of depression and insight4,48, therefore non-
comparable to ours. However, in a similar approach to ours,
Lysaker et al.21 used principal component analysis to determine
whether social cognition and metacognition are independent,
finding clear evidence for two different factors that had specific
correlations with different outcomes. The results of our study
support the notion that social cognition and metacognition are
two independent constructs, as we obtained two profiles based

Table 1. Mean scores in the social cognitive and metacognitive variables of the whole sample and of each cluster.

Whole sample
(N= 174)

Cluster 1: Low S-C
(N= 58)

Cluster 2: JTC
(N= 106)

Cluster 3: Rigidity
(N= 10)

Mean SD Mean SD Mean SD Mean SD

BCIS

Self-reflectivitya 15.5 4.87 16.2 5.68 15.4 4.42 13.2 3.74

Self-certaintyb 8.33 3.39 9.00 4.06 7.87 2.86 9.30 3.83

Cognitive insighta 7.70 6.48 7.47 6.71 8.19 6.25 3.90 6.92

Hinting taska 1.58 0.38 1.30 0.48 1.73 0.23 1.70 0.18

JTCb

85–15 4.88 4.30 5.52 2.75 3.14 1.56 19.6 0.69

40–60 7.90 4.96 9.14 5.43 6.34 3.43 17.3 3.65

Affective 7.57 4.55 8.22 4.77 6.40 3.38 16.3 4.16

IPSAQb

Externalizing bias 0.983 3.87 1.67 4.84 0.70 3.13 0.10 4.43

Personalizing bias 1.21 0.669 1.13 0.82 1.23 0.56 1.59 0.57

Faces testa 17.5 1.97 16.8 2.46 17.9 1.54 17.8 1.81

aHigher scores represent better ability in the construct.
bHigher scores represent more severity of the construct.

M. Ferrer-Quintero et al.

3

Published in partnership with the Schizophrenia International Research Society Schizophrenia (2021) 61



either in metacognitive variables or in variables of social cognition.
It is worth noting that the “Rigidity” profile encompasses
metacognitive variables and attributional style, giving support to
Buck et al.54 who found that attributional style loaded in a distinct
factor from the rest of social cognitive variables. However,
understanding how social cognition and metacognition interact
and what type of patient may be more prone to developing more
conspicuous deficits in one of the domains in the early phases of
the disorder remains to be studied.
Lysaker et al.4 found that participants with worse social

cognition had more negative symptoms, poorer education, and
poorer premorbid functioning. Conversely, individuals with poor
metacognitive awareness were associated with disorganized
symptoms, frequency of social contacts, and flexibility in abstract
thought. Consistent with their results, we found that our profiles
did not differ in age or education. We note that our sample, which
demonstrated more severe social cognition impairments, had
more positive, negative, and disorganized symptoms. It is likely
that differences between the two studies are due to differences in
measurement and in the sample, as we used different tasks and
their study was conducted in a sample with established
schizophrenia.
As social cognition seems to be a stable trait of the disorder5, a

history of social cognitive deficits and negative social experiences

may have a more pervasive impact on the subjects after onset.
Interestingly, we found that the “Low-SC” profile had significantly
less clinical insight than the other two but did not display
significant deficits in cognitive insight. Although this effect could
be a consequence of more positive and disorganized symptoms,
there is compelling evidence reporting significant correlations
between ToM and clinical but not cognitive insight19,20, which
agrees with our results. A reason for this could be that deficits in
social cognition may render subjects less able of taking into
account others’ perspectives on illness, support, and treatment4.
The literature suggests that to develop insight, others’ perspective
when reflecting upon oneself must be taken into account19,
because assessing abnormalities of one’s beliefs and perceptions
require adopting not only first-person perspective but also third
person, including mental health professionals’ views on treatment
advice9.
Poor metacognition has been linked to poor outcome55.

Specifically, the JTC bias has been associated to an increased
presence of delusions26, worse neuropsychological functioning,
and lower IQ27–29. We did not find these results in our “JTC” profile,
although it is likely that using the number of DTD instead of a
categorical variable (presence/absence of JTC) can account for the
differences in our results. An alternative explanation could be that
more preserved social cognition may have allowed this subset of

Table 2. Sociodemographic, clinical, and functional characteristics of the sample and of each cluster.

Whole
sample
(N= 174)

Cluster 1:
Low S-C
(N= 58)

Cluster 2: JTC
(N= 106)

Cluster 3:
Rigidity
(N= 10)

Kruskal–Wallis Cohen’s d

Mean SD Mean SD Mean SD Mean SD χ2 p DSCFa

Socio-demographics and clinical characteristics

Age (years) 28.1 (7.50) 27.7 (7.85) 28.2 (7.29) 28.8 (8.31) 0.400 0.819

Gender (% female) 33.3% 31% 33% 50% 1.381 0.501

Education (years) 13.16 4.35 12.68 4.37 13.39 4.29 13.40 5.05 0.897 0.639

Number of admissions 1.24 1.45 1.58 1.73 1.07 1.10 1.10 0.87 5809 0.055 1–2

Olanzapine DDD (mg) 16.94 47.26 11.46 6.23 20.73 60.31 8.88 5.27 3.608 0.165

Comorbidities (% presence) 18.4 19% 16% 40% 3.36 0.187

Diagnosis (%) 5.309 0.07

Schizophrenia 39.7% 41.4% 39.6% 30%

Psychosis (NOS) 27.6% 22.4% 32.1% 10%

Schizoaffective disorder 10.3% 10.3% 8.5% 30%

Delusional disorder 6.3% 8.6% 4.7% 10%

Brief psychotic disorder 5.2% 13.8% 7.5% 10%

Schizophreniform disorder 1.1% 3.4% 5.7% 10%

Clinical and functional variables

Emsley factorsb

Negative 15.4 6.95 16.8 7.30 14.5 6.70 17.5 6.36 5.741 0.057 1–2 0.323

Positive 16.1 6.40 18.7 6.91 14.7 5.77 15.2 5.47 13.591 0.001 1–2 0.599

Disorganized 8.34 3.70 9.47 4.36 7.73 3.23 8.22 2.82 7.107 0.029 1–2 0.415

Excitement 5.49 2.73 5.93 3.15 5.33 2.57 4.60 0.843 0.812 0.666

Motor 2.86 1.45 2.91 1.61 2.82 1.34 2.90 1.66 0.136 0.934

Depression 4.64 2.31 4.98 2.29 4.30 2.18 6.30 2.87 7.559 0.023 1–2, 1–3 0.306, 0.374

Anxiety 5.82 2.34 6.57 2.67 5.43 2.08 5.50 1.96 7.373 0.025 1–2 0.424

PANSS total score 58.42 18.39 64.88 20.96 54.79 16.29 60.10 14.59 10.43 0.005 1–2 0.50

GAFc 59.5 12.4 57.5 12.1 61.5 12.1 50.6 12.0 9.182 0.010 1–2, 1–3, 2–3 0.319, 0.426, 0.472

SUMD (global)b 6.13 3.59 7.22 3.87 2.88 3.00 5.00 3.68 7.902 0.019 1–2, 1–3 0.398, 0.43

aDwass–Steel–Critchlow–Fligner pairwise comparisons.
bHigher scores represent more severity of the construct.
cHigher scores represent better ability in the construct.
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the sample to have better premorbid adjustment, ultimately
buffering the impact of the disease and fostering recovery.
The “Rigidity” group presented a heterogeneous profile that

comprised specific metacognitive impairments. One of the most
conspicuous traits of this profile is the excessive number of DTD in
all the conditions of the Beads Task. Moreover, this group
exhibited more self-certainty, lower self-reflectivity, less externaliz-
ing bias, and more personalizing bias than their counterparts,
suggesting worse overall cognitive awareness. This profile could
be compatible with a rigid cognitive style, in which individuals
may tend to attribute negative events to other persons. Paired
with more self-certainty, this group could have difficulties in
realizing their interpretations are wrong and their lack of self-
reflectivity could perpetuate wrong attributions. Another inter-
pretation could be an excessive metacognitive monitoring, in the
sense that subjects may be constantly evaluating whether they
have enough information to make a decision. Excessive metacog-
nition could inhibit decision-making, such as in obsessive-
compulsive disorder56. This hypothesis could explain the remark-
ably high DTD in this group.
However, this group obtained significantly lower scores in

Weschler Adults Intelligence Scale (WAIS-III) Digits and clinically
lower scores in attention. Previous results reported that self-
reflectivity is not significantly associated to most neuropsycholo-
gical domains9, suggesting that poor self-reflectivity and neuro-
cognitive domains may act through different pathways.
It would be plausible that participants with worse attention and

less cognitive flexibility may need more information to effectively
solve a problem, whereas poor self-reflectivity may compromise
the subject’s ability to synthesize and comprehend ideas. The
interaction of both could diminish the patient’s ability to
incorporate new ideas into their self. This explanation is in
agreement with findings by Berry et al.33 who reported an
association between personalizing bias and perseverative errors.
Recent evidence has highlighted that self-certainty influences

dichotomous thinking in interpersonal thinking, whereas poor
self-reflectivity could diminish the differentiation between the self
and others32. In turn, poor synthetic metacognition could increase
negative symptoms57. As self-reflectivity allows persons to choose
how to adapt to significant changes in life, such as a mental
illness3, high self-reflectivity may protect subjects from the impact
of depressive symptoms58, which suggests a possible link
between low self-reflectivity and high depression in this profile.
There are clinical implications to our work. Persons with

psychosis already present specific profiles of social cognition
and metacognition at the first stages of the illness. Therefore, early
treatment to the individuals’ specific needs could be delivered
soon after the first episode, when persons are more amenable to
treatment. Although we found neurocognitive differences among
the profiles, these differences are somewhat limited and do not
suggest that cognitive remediation should be tailored to specific
profiles of social cognition and metacognition. Instead, the “Low-
SC” profile may benefit both from specific social cognition
interventions together with cognitive remediation programs.
However, participants in the “Rigidity” and “JTC” profiles could
be more responsive to metacognitive training programs such as
the metacognitive treatment (MCT)36,37. Profile 3 (“Rigidity”) only
grouped 5.7% of the sample. Although a small proportion of the
sample, individuals in this group presented specific social
cognitive and metacognitive characteristics that grant further
research, as these individuals may be subject to more functional
decline. Future studies should conduct clinical trials assessing the
efficacy of each program in each patient profile.
Premorbid adjustment and course of the disorder may differ

between the groups, and it remains to be determined what
variables predict profile membership, as well as exploring
differences in their course of illness. Likewise, strategies to place
an individual in their corresponding profile according to their

performance in measures of social cognition and metacognition
are encouraged.
There are limitations in light of which our work must be

interpreted. The cross-sectional design of our study precludes us
from testing causality. An important limitation to our study is that
the only measure of functioning is the GAF. Although widely used
in research, it fails to cover all nuances of functional outcome, as it
is a general measure. We did not use a healthy control group.
Therefore, the extent of the impairment in each variable is
unknown. We did not re-test our sample to test the stability of
each profile, nor did we test our profile solution in an independent
sample. The third profile comprised only ten subjects. Although
we used non-parametric tests, it is possible that the statistical
power was not enough to detect all the relevant differences.
Finally, this work selected some commonly accepted and
validated measures of metacognition and social cognition.
However, metacognition encompasses a broader number of
subdomains (for instance, decentration and mastery59), which
have proven to be important therapeutic targets60. Future
research should explore profiles of patients including more
measures of metacognition.
Overall, our results indicate that individuals with FEP do not

present homogeneous deficits in social cognition and metacogni-
tion, but present different profiles of performance that have an
impact in their clinical presentation. Understanding the clinical
course of each profile and whether they respond differentially to
targeted therapies could pose clinical advances in the early
treatment of psychosis.

METHODS
The design of the study is based on two research sources aimed to address
the effectiveness of MCT in people with FEP, under the register numbers
NCT04429412 and NCT02340559. The protocol for both studies can be
accessed at https://clinicaltrials.gov/. For the purpose of this study, we only
used the baseline measures of each clinical trial.

Participants
The participants were 174 individuals with FEP. Participants were referred
by their psychologists and psychiatrists at one of the community mental
health services provided by the participant groups: Fundación Jiménez
Díaz (Madrid), Servicio Andaluz de Jaén, Servicio Andaluz de Málaga,
Centro de Salud Mental de Corporació Sanitària i Universitària Parc Taulí
(Sabadell), Hospital del Mar, Consultas externas del Hospital de Sant Pau
(Barcelona), Centro de Higiene Mental Les Corts (Barcelona), Hospital
Universitari Institut Pere Mata (Reus), Institut d´Assistència Sanitària Girona,
Hospital Clínico de Valencia, and Parc Sanitari Sant Joan de Déu (PSSJD).
Inclusion criteria were as follows: (1) a diagnosis of schizophrenia,

psychotic disorder not otherwise specified, delusional disorder, schizoaf-
fective disorder, brief psychotic disorder, or schizophreniform disorder
(according to DSM-IV-TR); (2) <5 years from the onset of symptoms; (3) a
score ≥ 3 in item delusions, grandiosity, or suspiciousness of Positive and
Negative Syndrome Scale (PANSS) in the last year; (4) clinical stability in the
previous 3 months, and (5) age between 18 and 45 years.
Exclusion criteria included (1) traumatic brain injury, dementia, or

intellectual disability (premorbid IQ ≤ 70); and (2) substance dependence.
Each participant was assessed at the site by an experienced member of

the study. All examiners had been previously trained to reach satisfactory
concordance indexes.

Instruments
Sociodemographic questionnaire. Data on sociodemographic variables,
medical records, and medication were collected at the site with a
questionnaire created ad hoc. We transformed the antipsychotic treatment
to olanzapine defined daily dose61.

Clinical measures. The PANSS62,63 was used to measure clinical and
general symptoms. We used the seven-factor solution proposed by Emsley
et al.64. This solution was proven to be as sound as the five-factor model,
but separates anxiety and depression into two different factors, and
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includes a motor factor. The Spanish version of the SUMD65,66 was used to
measure unawareness of the mental disorder. Metacognition: The Beck
Cognitive Insight Scale (BCIS)67,68 was used to measure cognitive insight.
The BCIS includes two subscales that measure self-reflectivity and self-
certainty, and a composite index (cognitive insight). The Beads Task69 was
used to measure the JTC. Participants are shown two jars containing beads
in two colors and in opposite ratios (85 : 15 and 60 : 40). The computer
randomly selects one of the jars. Participants can either guess the jar the
beads are coming from or request more beads. There is a third condition
(60 : 40 ratio) in which participants extract positive and negative adjectives
instead of colored beads (affective). Our outcome variable was the number
of DTD. Fewer draws to decisions reflect higher proneness to jump to
conclusions.

Social cognition. The Internal, Personal, and Situational Attributions
Questionnaire (IPSAQ)70 was used to assess attributional style. The IPSAQ
yields two subscales: externalizing bias and personalizing bias. The Faces
Test71,72 was used to measure facial emotion recognition. A reduced
version of The Hinting Task73 was used to measure ToM. Our reduced scale
is based on the items that reached better internal consistency in the
Spanish validation74, as the reliability of the whole scale did not reach
satisfactory values. We used two research sources in this work: a subset of
the sample was assessed with three stories at test and different stories at
re-test to prevent learning effects. The other subset was assessed with six
stories. To calculate a composite measure of the Hinting Task, we divided
the total in each condition by the number of items of the test, yielding a
measure between 0 and 2.

Functional outcome. The GAF75 was used to measure clinical and social
functioning on a scale of 0–100.

Neuropsychology. The Wisconsin Sorting Card Test76,77 was used to assess
cognitive flexibility, inhibition, strategic planning, and perseverative
behavior. For the purpose of this study, we included measures of errors,
perseverative errors, and non-perseverative errors. The Stroop Test78 was
used to measure selective attention, processing speed, and resistance to
interference. In this work, we have included the measure of interference
converted into T-scores. The Trail Making Test (TMT-A and TMT-B)79,80 was
used as a measure of visuomotor attention, sustained attention, speed, and
cognitive flexibility. The TMT T-scores were obtained by subtracting the
mean of the whole cohort to the direct punctuation, dividing it by the SD
of the whole cohort, multiplying the result by 10 and adding 50. We used
two research sources in this work. Part of our sample was assessed with the
Continuous Performance Test (CPT-II for Windows)81. The other subset was
assessed with the MATRICS CPT82–84. To obtain a homogeneous measure
of attention, we created the composite variable “Attention” by adding the
D-prime scores of both measures standardized into T-scores with a mean
of 50 and a SD of 10. The WAIS-III85 subtests Vocabulary and Digits were
used to measure premorbid intelligence, and verbal fluency and working
memory, respectively. We obtained premorbid IQ by multiplying the scaled
scores in the Vocabulary subtest by 5 and adding 50. We assessed verbal
memory with the Complutense Verbal Learning Test (TAVEC)86. This study
included the subdomains of immediate recall, effect of primacy, long-term
recall, recognition, and discrimination.

Ethics
Participants were given an informative sheet and all of them signed an
informed consent file for participation in this study. The protocol of this
project was approved by The Ethics Committee of Sant Joan de Déu
Research Institute (Comité de Ética de Investigación con medicamentos
(CEIm). The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and institutional
committees on human experimentation and with the Helsinki Declaration
of 1975, as revised in 2008.

Statistical analysis
We used SPSS Version 22 to conduct descriptive and comparative analyses.
LPA was carried out using R Version 3.5.3 (R package mclust). This method
identifies profiles of individuals, called latent profiles, based on responses
to a series of continuous variables. We determined the number of latent
profiles analyzing two to six group models. The variables included were:
Faces Test (total score), the Hinting Task (total score), the IPSAQ
(personalizing bias and externalizing bias scores), the BCIS (self-reflectivity

and self-certainty scores), and the three conditions of the Beads Task
(DTD). The mean score of each variable was standardized prior to the
analysis.
We determined the optimal number of latent trajectories according to

the BIC87. We assessed the variable importance using a classification tree
via the R package rpart. We used Kruskal–Wallis to assess mean differences
in demographic, clinical, and neuropsychological variables among the
profiles. We used Dwass–Steel–Critchlow–Fligner pairwise comparisons to
explore the direction of the differences among groups. We calculated U
Mann–Whitney tests between the significant pairs to obtain the effect size,
transforming the statistics to obtain Cohen’s d.

Reporting summary
Further information on research design is available in the Nature Research
Reporting Summary linked to this article.

DATA AVAILABILITY
The data supporting this research is available upon reasonable request.

CODE AVAILABILITY
Custom R code is available from the first author upon request.

Received: 15 June 2021; Accepted: 8 October 2021;
Published online: 09 December 2021

REFERENCES
1. Healey, K. M., Bartholomeusz, C. F. & Penn, D. L. Deficits in social cognition in first

episode psychosis: a review of the literature. Clin. Psychol. Rev. 50, 108–137
(2016).

2. Vohs, J. L. et al. Metacognition, social cognition, and symptoms in patients with
first episode and prolonged psychoses. Schizophr. Res. 153, 54–59 (2014).

3. Moritz, S. & Lysaker, P. H. Metacognition research in psychosis: uncovering and
adjusting the prisms that distort subjective reality. Schizophr. Bull. 45, 17–18
(2018).

4. Lysaker, P. H. et al. Depression and insight in schizophrenia: comparisons of levels
of deficits in social cognition and metacognition and internalized stigma across
three profiles. Schizophr. Res. 148, 18–23 (2013).

5. Green, M. F., Horan, W. P. & Lee, J. Nonsocial and social cognition in schizo-
phrenia: current evidence and future directions. World Psychiatry 18, 146 (2019).

6. Pinkham, A. E. et al. The Social Cognition Psychometric Evaluation Study: results
of the expert survey and RAND panel. Schizophr. Bull. 40, 813–823 (2014).

7. Lysaker, P. H., Pattison, M. L., Leonhardt, B. L., Phelps, S. & Vohs, J. L. Insight in
schizophrenia spectrum disorders: relationship with behavior, mood and per-
ceived quality of life, underlying causes and emerging treatments. World Psy-
chiatry 17, 12–23 (2018).

8. Mehta, U. M. et al. Social and neuro-cognition as distinct cognitive factors in
schizophrenia: a systematic review. Schizophr. Res. 148, 3–11 (2013).

9. Chan, K. K. S. Associations of symptoms, neurocognition, and metacognition with
insight in schizophrenia spectrum disorders. Compr. Psychiatry 65, 63–69 (2015).

10. Bright, M. et al. Metacognitive beliefs as psychological predictors of social
functioning: An investigation with young people at risk of psychosis. Psychiatry
Res. 262, 520–526 (2018).

11. Tikka, D. L., Singh, A. R. & Tikka, S. K. Social cognitive endophenotypes in schizo-
phrenia: A study comparing first episode schizophrenia patients and, individuals at
clinical- and familial- ‘at-risk’ for psychosis. Schizophr. Res. 215, 157–166 (2020).

12. Browne, J. et al. Social cognition in schizophrenia: factor structure of emotion
processing and theory of mind. Psychiatry Res. 242, 150–156 (2016).

13. Buck, B. E., Pinkham, A. E., Harvey, P. D. & Penn, D. L. Revisiting the validity of
measures of social cognitive bias in schizophrenia: additional results from the
Social Cognition Psychometric Evaluation (SCOPE) study. Br. J. Clin. Psychol. 55,
441–454 (2016).

14. Davies, G., Fowler, D. & Greenwood, K. Metacognition as a mediating variable
between neurocognition and functional outcome in first episode psychosis.
Schizophr. Bull. 43, 824–832 (2017).

15. Halverson, T. F. et al. Pathways to functional outcomes in schizophrenia spectrum
disorders: meta-analysis of social cognitive and neurocognitive predictors. Neu-
rosci. Biobehav. Rev. 105, 212–219 (2019).

16. Wright, A. C., Lysaker, P. H., Fowler, D. & Greenwood, K. Clinical insight in first
episode psychosis: the role of metacognition. J. Ment. Health 1–9, https://doi.org/
10.1080/09638237.2021.1922629 (2021).

M. Ferrer-Quintero et al.

6

Schizophrenia (2021) 61 Published in partnership with the Schizophrenia International Research Society

https://doi.org/10.1080/09638237.2021.1922629
https://doi.org/10.1080/09638237.2021.1922629


17. Lysaker, P. H. et al. Metacognitive deficits in schizophrenia: presence and asso-
ciations with psychosocial outcomes. J. Nerv. Ment. Dis. 203, 530–536 (2015).

18. Ventura, J., Wood, R. C. & Hellemann, G. S. Symptom domains and neurocognitive
functioning can help differentiate social cognitive processes in schizophrenia: a
meta-analysis. Schizophr. Bull. 39, 102–111 (2013).

19. Langdon, R. & Ward, P. Taking the perspective of the other contributes to
awareness of illness in schizophrenia. Schizophr. Bull. 35, 1003–1011 (2009).

20. Ng, R., Fish, S. & Granholm, E. Insight and theory of mind in schizophrenia.
Psychiatry Res. 225, 169–174 (2015).

21. Lysaker, P. H. et al. Social cognition and metacognition in schizophrenia: evidence
of their independence and linkage with outcomes. Acta Psychiatr. Scand. 127,
239–247 (2013).

22. Bergé, D. et al. Predictors of relapse and functioning in first-episode psychosis: a
two-year follow-up study. Psychiatr. Serv. 67, 227–233 (2016).

23. Erol, A., Delibas, H., Bora, O. & Mete, L. The impact of insight on social functioning
in patients with schizophrenia. Int. J. Soc. Psychiatry 61, 379–385 (2015).

24. Misdrahi, D. et al. Determination of adherence profiles in schizophrenia using
self-reported adherence: results from the FACE-SZ dataset. J. Clin. Psychiatry 77,
e1130–e1136 (2016).

25. Rocca, P. et al. Social cognition in people with schizophrenia: a cluster-analytic
approach. Psychol. Med. 46, 2717–2729 (2016).

26. Dudley, R., Taylor, P., Wickham, S. & Hutton, P. Psychosis, delusions and the
‘Jumping to Conclusions’ reasoning bias: a systematic review and meta-analysis.
Schizophr. Bull. 42, 652–665 (2016).

27. Falcone, M. A. et al. Jumping to conclusions, neuropsychological functioning, and
delusional beliefs in first episode psychosis. Schizophr. Bull. 41, 411–418 (2015).

28. González, L. E. et al. Neuropsychological functioning and jumping to conclusions
in recent onset psychosis patients. Schizophr. Res. 195, 366–371 (2018).

29. Ochoa, S. et al. Relation between jumping to conclusions and cognitive func-
tioning in people with schizophrenia in contrast with healthy participants. Schi-
zophr. Res. 159, 211–217 (2014).

30. Rodriguez, V. et al. Jumping to conclusions at first onset of psychosis predicts
longer admissions, more compulsory admissions and police involvement over
the next 4 years: the GAP study. Psychol. Med. https://doi.org/10.1017/
S0033291718003197 (2018).

31. García-Mieres, H. et al. Beyond the cognitive insight paradox: Self-reflectivity
moderates the relationship between depressive symptoms and general psy-
chological distress in psychosis. Schizophr. Res. 222, 297–303 (2020).

32. García-Mieres, H. et al. The role of personal identity on positive and negative
symptoms in psychosis: a study using the repertory grid technique. Schizophr.
Bull. 46, 572–580 (2020).

33. Berry, K., Bucci, S., Kinderman, P., Emsley, R. & Corcoran, R. An investigation of
attributional style, theory of mind and executive functioning in acute paranoia
and remission. Psychiatry Res. 226, 84–90 (2015).

34. Jolley, S. et al. Attributional style in psychosis-the role of affect and belief type.
Behav. Res. Ther. 44, 1597–1607 (2006).

35. Grant, N., Lawrence, M., Preti, A., Wykes, T. & Cella, M. Social cognition interven-
tions for people with schizophrenia: a systematic review focussing on methodo-
logical quality and intervention modality. Clin. Psychol. Rev. 56, 55–64 (2017).

36. Lysaker, P. H., Gagen, E., Moritz, S. & Schweitzer, R. D. Metacognitive approaches
to the treatment of psychosis: a comparison of four approaches. Psychol. Res.
Behav. Manag. 11, 341–351 (2018).

37. Ochoa, S. et al. Randomized control trial to assess the efficacy of metacognitive
training compared with a psycho-educational group in people with a recent-
onset psychosis. Psychol. Med. 47, 1573–1584 (2017).

38. Bartholomeusz, C. F. et al. Social cognition training as an intervention for
improving functional outcome in first-episode psychosis: a feasibility study. Early
Interv. Psychiatry 7, 421–426 (2013).

39. Gumley, A. I. et al. Insight, duration of untreated psychosis and attachment in
first-episode psychosis: prospective study of psychiatric recovery over 12-month
follow-up. Br. J. Psychiatry 205, 60–67 (2014).

40. Lopez-Morinigo, J.-D. et al. Can metacognitive interventions improve insight in
schizophrenia spectrum disorders? A systematic review and meta-analysis. Psy-
chol. Med. 50, 2289 (2020).

41. Leonhardt, B. L. et al. Relationship of metacognition and insight to neural syn-
chronization and cognitive function in early phase psychosis. Clin. EEG Neurosci.
51, 259–266 (2020).

42. Cotter, J. et al. Examining the association between social cognition and func-
tioning in individuals at ultra-high risk for psychosis. Aust. N. Z. J. Psychiatry 51,
83–92 (2017).

43. Cotter, J., Yung, A. R., Carney, R. & Drake, R. J. Metacognitive beliefs in the at-risk
mental state: a systematic review and meta-analysis. Behav. Res. Ther. 90, 25–31 (2017).

44. Philipp, R. et al. Effectiveness of metacognitive interventions for mental disorders
in adults—A systematic review and meta-analysis (METACOG). Clin. Psychol.
Psychother. 26, 227–240 (2019).

45. Nahum, M. et al. Online social cognition training in schizophrenia: a double-blind,
randomized, controlled multi-site clinical trial. Schizophr. Bull. 47, 108–117 (2021).

46. Cella, M. et al. Cognitive remediation for inpatients with psychosis: a systematic
review and meta-analysis. Psychol. Med. 50, 1062–1076 (2020).

47. Vaskinn, A. & Horan, W. P. Social cognition and schizophrenia: unresolved issues
and new challenges in a maturing field of research. Schizophr. Bull. 46, 464–470
(2020).

48. Lysaker, P. H. et al. Metacognitive deficits predict impaired insight in schizo-
phrenia across symptom profiles: a latent class analysis. Schizophr. Bull. 45, 48–56
(2019).

49. Healey, K. M. et al. Latent profile analysis and conversion to psychosis: character-
izing subgroups to enhance risk prediction. Schizophr. Bull. 44, 286–296 (2018).

50. Ochoa, S. et al. Cognitive profiles of three clusters of patients with a first-episode
psychosis. Schizophr. Res. 150, 151–156 (2013).

51. Etchepare, A. et al. What are the specificities of social cognition in schizophrenia?
A cluster-analytic study comparing schizophrenia with the general population.
Psychiatry Res. 272, 369–379 (2019).

52. Hajdúk, M., Harvey, P. D., Penn, D. L. & Pinkham, A. E. Social cognitive impairments in
individuals with schizophrenia vary in severity. J. Psychiatr. Res. 104, 65–71 (2018).

53. Uren, J., Cotton, S. M., Killackey, E., Saling, M. M. & Allott, K. Cognitive clusters in
first-episode psychosis: overlap with healthy controls and relationship to con-
current and prospective symptoms and functioning. Neuropsychology 31,
787–797 (2017).

54. Buck, B. E., Healey, K. M., Gagen, E. C., Roberts, D. L. & Penn, D. L. Social cognition
in schizophrenia: factor structure, clinical and functional correlates. J. Ment. Heal.
25, 330–337 (2016).

55. Wright, A. C., Davies, G., Fowler, D. & Greenwood, K. Three-year follow-up study
exploring metacognition and function in individuals with first episode psychosis.
Front. Psychiatry 10, 182 (2019).

56. David, A. S. Insight and psychosis: the next 30 years. Br. J. Psychiatry 1–3, https://
doi.org/10.1192/bjp.2019.217 (2019).

57. Lysaker, P. H. et al. Deficits in metacognitive capacity are related to subjective
distress and heightened levels of hyperarousal symptoms in adults with post-
traumatic stress disorder. J. Trauma Dissoc. 16, 384–398 (2015).

58. García-mieres, H. & Jesús-romero, R. De. Beyond the cognitive insight paradox:
self-reflectivity moderates the relationship between depressive symptoms and
general psychological distress in psychosis. Schizophr. Res. https://doi.org/
10.1016/j.schres.2020.05.027 (2020).

59. Semerari, A. et al. How to evaluate metacognitive functioning in psychotherapy?
The metacognition assessment scale and its applications. Clin. Psychol. Psy-
chother. 10, 238–261 (2003).

60. Lysaker, P. H., Hamm, J. A., Hasson-Ohayon, I., Pattison, M. L. & Leonhardt, B. L.
Promoting recovery from severe mental illness: implications from research on
metacognition and metacognitive reflection and insight therapy. World J. Psy-
chiatry 8, 1–11 (2018).

61. Leucht, S., Samara, M., Heres, S. & Davis, J. M. Dose equivalents for antipsychotic
drugs: the DDD method. Schizophr. Bull. 42, 90–94 (2016).

62. Kay, S. R., Fiszbein, A. & Opler, L. The positive and negative syndrome scale
(PANSS) for schizophrenia. Schizophr. Bull. 13, 261–276 (1987).

63. Peralta, V. & Cuesta, M. J. Psychometric properties of the Positive and Negative
Syndrome Scale (PANSS) in schizophrenia. Psychiatry Res. 53, 31–40 (1994).

64. Emsley, R. et al. The factor structure for the Positive and Negative Syndrome Scale
(PANSS) in recent-onset psychosis. Schizophr. Res. 61, 47–57 (2003).

65. Amador, X. F. et al. Assessment of insight in psychosis. Am. J. Psychiatry 150,
873–879 (1993).

66. Ruiz Ripoll, A. I. et al. Adaptación al español de la escala de valoración de la no
conciencia de trastorno mental (SUMD). Actas Esp. Psiquiatr. 36, 111–119 (2008).

67. Beck, A. T., Baruch, E., Balter, J. M., Steer, R. A. & Warman, D. M. A new instrument
for measuring insight: the Beck Cognitive Insight Scale. Schizophr. Res. 68,
319–329 (2004).

68. Gutiérrez-Zotes, J. et al. Spanish adaptation of the Beck Cognitive Insight Scale
(BCIS) for schizophrenia. Actas Esp. Psiquiatr. 40, 2–9 (2012).

69. Brett-Jones, J., Garety, P. & Hemsley, D. Measuring delusional experiences: a
method and its application. Br. J. Clin. Psychol. 26, 257–265 (1987).

70. Kinderman, P. & Bentall, R. P. The development of a novel measure of causal
attributions: the Internal Personal and Situational Attributions Questionnaire.
Pers. Individ. Dif. 20, 261–264 (1996).

71. Baron-Cohen, S., Wheelwright, S. & Jolliffe, T. Is there a ‘language of the eyes’?
Evidence from normal adults, and adults with autism or Asperger Syndrome. Vis.
cogn. 4, 311–331 (1997).

72. Huerta-Ramos, E. et al. Translation and validation of Baron Cohen’s Face Test in a
general population from Spain. Actas Esp. Psiquiatr 49, 106–113 (2021).

73. Corcoran, R., Mercer, G. & Frith, C. D. Schizophrenia, symptomatology and social
inference: investigating ‘theory of mind’ in people with schizophrenia. Schizophr.
Res. 17, 5–13 (1995).

M. Ferrer-Quintero et al.

7

Published in partnership with the Schizophrenia International Research Society Schizophrenia (2021) 61

https://doi.org/10.1017/S0033291718003197
https://doi.org/10.1017/S0033291718003197
https://doi.org/10.1192/bjp.2019.217
https://doi.org/10.1192/bjp.2019.217
https://doi.org/10.1016/j.schres.2020.05.027
https://doi.org/10.1016/j.schres.2020.05.027


74. Gil, D., Fernández-Modamio, M., Bengochea, R. & Arrieta, M. [Adaptation of the
Hinting Task theory of the mind test to Spanish]. Rev. Psiquiatr. y Salud Ment.
(English Ed.) 5, 79–88 (2012).

75. Endicott, J. The Global Assessment Scale: a procedure for measuring overall
severity of psychiatric disturbance. Arch. Gen. Psychiatry 33, 766–771 (1976).

76. Grant, D. A. & Berg, E. A behavioral analysis of degree of reinforcement and ease
of shifting to new responses in a Weigl-type card-sorting problem. J. Exp. Psychol.
38, 404–411 (1948).

77. Tien, A. et al. Computerized Wisconsin Card Sorting Test: comparison with
manual administration. Kaohsiung J. Med. Sci. 12, 479–48 (1996).

78. Stroop, R. Studies of interference in serial verbal reactions. J. Exp. Psychol. 18,
643–661 (1935).

79. Sánchez-Cubillo, I. et al. Construct validity of the Trail Making Test: role of
taskswitching, working memory, inhibition/interference control, and visuomotor
abilities. J. Int. Neuropsychol. Soc. 15, 438–450 (2009).

80. Spreen, O. & Strauss, E. A Compendium of Neuropsychological Tests: Administration,
Norms and Commentary (Oxford Univ. Press, 1998).

81. Conners, K. K., Epstein, J. N., Angold, A. & Klaric, J. Continuous performance test
performance in a normative epidemiological sample. J. Abnorm. Child Psychol. 31,
555–562 (2003).

82. Nuechterlein, K. H. et al. The MATRICS Consensus Cognitive Battery, Part 1: test
selection, reliability, and validity. Am. J. Psychiatry 165, 203–213 (2008).

83. Kern, R. S. et al. The MATRICS Consensus Cognitive Battery, Part 2: co-norming
and standardization. Am. J. Psychiatry 165, 214–220 (2008).

84. Green, M. F. & Nuechterlein, K. H. The MATRICS initiative: developing a consensus
cognitive battery for clinical trials. Schizophr. Res. 72, 1–3 (2004).

85. Wechsler, D. WAIS-III: Escala de inteligencia de Wechsler para adultos-III. TEA Edi-
ciones (1999).

86. Benedet, M. J., Alejandre, M. T. A. V. E. C. Test de Aprendizaje Verbal España-
Complutense. Madrid: TEA Ediciones (2014).

87. Neath, A. A. & Cavanaugh, J. E. The Bayesian information criterion: background,
derivation, and applications. WIREs Comput. Stat. 4, 199–203 (2012).

ACKNOWLEDGEMENTS
We thank all the participants that volunteered to take part in their study for their
altruism and their time. We thank all the members of the Spanish Metacognition
Study Group for their valuable advice in this work. This study was funded by the
Instituto de Salud Carlos III, Spanish Government (PI11/01347, PI14/00044, and PI18/
00212), by the Fondo Europeo de Desarrollo Regional (FEDER), Health Department of
Catalonia, PERIS call (SLT006/17/00231), Progress and Health Foundation of the
Andalusian Regional Ministry of Health, (PI-0634/2011 and PI-0193/2014), Obra Social
La Caixa (RecerCaixa call 2013), Obra Social Sant Joan de Déu, BML (RTI2018–100927-
J-I00) administrated by Ministerio de Ciencia e Innovación (MCI, Spain), by the
Agencia Estatal de Investigación (AEI, Spain), and by the European Regional
Development Fund (FEDER, UE), by Marsden (E2987–3648) administrated by the

Royal Society of New Zealand, and by grant 2017 SGR 622 (GRBIO) administrated by
the Departament d’Economia i Coneixement de la Generalitat de Catalunya (Spain).

AUTHOR CONTRIBUTIONS
M.F.Q., S.O., and S.M. were involved in the conception and drafting of the manuscript.
D.F. conducted statistical analysis. R.L.C., I.B., E.L.R., E.G., T.P., M.L.B., F.G.H., and I.R.D.
collected data and revised the manuscript. L.D.C., M.V., H.G.M., and J.S.L.J. reviewed
the manuscript. E.H.R. and J.C. reviewed and revised the manuscript. S.O. obtained
funding for the project. All authors approved the final version submitted for
publication and accept accountability for all aspects of the work in ensuring that
questions related to the accuracy or integrity of any part of the work are
appropriately investigated and resolved.

COMPETING INTERESTS
The authors declare no competing interests

ADDITIONAL INFORMATION
Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/s41537-021-00187-8.

Correspondence and requests for materials should be addressed to S. Ochoa.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons license and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this license, visit http://creativecommons.
org/licenses/by/4.0/.

© The Author(s) 2021, corrected publication 2022

SPANISH METACOGNITION GROUP

M. Ferrer-Quintero 1,2,3, R. López-Carrilero1,3,6, I. Birulés1,2, A. Barajas 7,8, E. Lorente-Rovira3,9, A. Gutiérrez-Zotes3,11, E. Grasa 3,12,
E. Pousa 3,12,13,14, E. Huerta-Ramos1,3, T. Pélaez1,3, M. L. Barrigón15,16, F. González-Higueras17, I. Ruiz-Delgado18, J. Cid19, S. Moritz20 and
S. Ochoa 1,3✉

M. Ferrer-Quintero et al.

8

Schizophrenia (2021) 61 Published in partnership with the Schizophrenia International Research Society

https://doi.org/10.1038/s41537-021-00187-8
http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-7935-9424
http://orcid.org/0000-0002-7935-9424
http://orcid.org/0000-0002-7935-9424
http://orcid.org/0000-0002-7935-9424
http://orcid.org/0000-0003-1103-9499
http://orcid.org/0000-0003-1103-9499
http://orcid.org/0000-0003-1103-9499
http://orcid.org/0000-0003-1103-9499
http://orcid.org/0000-0003-1100-7489
http://orcid.org/0000-0003-1100-7489
http://orcid.org/0000-0003-1100-7489
http://orcid.org/0000-0003-1100-7489
http://orcid.org/0000-0003-4423-6739
http://orcid.org/0000-0003-4423-6739
http://orcid.org/0000-0003-4423-6739
http://orcid.org/0000-0003-4423-6739
http://orcid.org/0000-0001-6792-1080
http://orcid.org/0000-0001-6792-1080
http://orcid.org/0000-0001-6792-1080
http://orcid.org/0000-0001-6792-1080

	Persons with first episode psychosis have distinct profiles of social cognition and metacognition
	Introduction
	Results
	Profile solution
	Demographic, functional, and clinical characteristics
	Neuropsychological characteristics of each profile

	Discussion
	Methods
	Participants
	Instruments
	Sociodemographic questionnaire
	Clinical measures
	Social cognition
	Functional outcome
	Neuropsychology

	Ethics
	Statistical analysis
	Reporting summary

	DATA AVAILABILITY
	References
	Acknowledgements
	Author contributions
	Competing interests
	ADDITIONAL INFORMATION


