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Abstract
Background: Patients with schizophrenia have a particularly low level of insight into their illness compared to
people with other mental health disorders. The objectives of the study were to evaluate: 1) subjective cognitive
complaints in individuals with schizophrenia in comparison with health controls, 2) the relation between subjective
cognitive complaint (SCC) and objective cognitive performance in the patients group, and 3) factors related to
cognitive complaint, such as depression, insight, autonomy, and psychological symptoms.
Methods: Cross-sectional study was conducted between July 2019 and March 2020 enrolled 120 patients with
schizophrenia disorders, selected from the Psychiatric Hospital of the Cross (HPC) – Lebanon and 60 healthy
controls. The Self-Assessment Scale of Cognitive Complaints in Schizophrenia (SASCCS) was used to measure
people living with schizophrenia perception of their cognitive impairment, while the Brief Assessment of Cognition
in Schizophrenia (BACS) was used to evaluate their cognitive functioning.
Results: A significant difference was found between schizophrenia patients and healthy controls in all
neurocognition and SASCCS tests. The hierarchical regression analysis showed that the BACS total score (Beta =
−.06, p = .04), the PANSS general psychopathology (Beta = .29, p = .003), higher depression (Beta = .75, p = .003) were
significantly associated with higher SCC. However, higher autonomy (Beta = − 6.35, p = .001) was significantly
associated with lower SCC. A Structural equation model showed that the two most contributing variables were
general psychopathology (Standardized Beta (SB): .33, p < 0.001) and autonomy (SB: −.29, p < 0.001).
Conclusion: A significant proportion of patients with schizophrenia could estimate their cognitive impairment. It
also showed a positive correlation between depression and activity of daily living with SCC, suggesting that this
aspect should be investigated alongside the clinical symptoms when a patient with schizophrenia presents with
SCC.
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Background
Subjective cognitive complaints (SCC) are the selfperception of cognitive functioning, such as difficulties
with concentration, memory, decision making, and clear
thinking. Patients with schizophrenia have a particularly
low level of insight into their illness compared to people
with other mental health disorders [1]. This aspect of
insight, termed neurocognitive insight, is described as
the “awareness of neuropsychological dysfunction” [2]. If
patients could reliably report their own cognitive issues,
this could help with the planning of functional outcomes
and individual treatments. Some studies could not find
an association between SCC and objective cognition
assessed with neuropsychological tests [3, 4], while
others found a weak association [5–7]. The latter studies
support the notion that schizophrenia patients are
known to show only a partial understanding of their
cognitive deficits [8]. Therefore, clinicians rely on neuropsychological assessments to determine the cognitive
status of the patients rather than self-report measures
[9]. Additionally, SCC were more frequently reported in
patients with schizophrenia compared to healthy controls [10]. Few studies have shown that neither in patients with schizophrenia nor in stable controls,
subjective cognitive impairment scores were associated
with objective cognition [2, 11]. Hamilton had demonstrated that self-rated memory questionnaires provided
to healthy subjects have no relation to actual memory
capability in the general population [12]. Thus, it seems
that lack of insight into cognitive deficits is not just a
specific aspect in patients with schizophrenia.
Several factors showed to be associated with SCC,
such as insight, psychotic symptoms, depression, and
medication side effects. Indeed, some studies revealed
significant relationships between psychiatric symptoms
of schizophrenia and cognitive complaints of patients,
which suggests that cognitive complaints might reflect,
in schizophrenia, an expression of diffuse illness rather
than real awareness of their cognitive deficits [4, 13, 14].
However, other studies found contradictory results,
showing no relationship between SCC and the severity
of psychopathology [8, 15]. Also, depression showed to
be correlated with an underestimation of one’s mental
ability and thus with more subjectively perceived difficulties in cognitive processing problems [15]. Patients
with depressive symptoms have difficulty concentrating
while working and remembering things. In a study done
by Harvey et al. among 406 people living with schizophrenia have showed that participants with very low
self-reported depression overestimated their everyday
functioning [16]. In addition, the existence of autistic
characteristics is another possible correlate of reduced
self-assessment abilities. People with these characteristics might have a lot of social detachment and have
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trouble judging whether or not their behaviors are socially suitable. In a study done by Harvey et al. among
177 patients living with schizophrenia have found that
autistic traits were associated with impairments (underestimation) in self-assessment of everyday functioning
[17]. Moreover, lack of insight in patients with schizophrenia is linked to poor estimation of their cognitive
deficits that affect all stages of the clinical process, from
referral to monitoring progress and assessing improvement. Medication side effects are also associated with
cognition; studies have found that higher doses of conventional antipsychotics were related to decreased subjective cognitive well-being [18]. Also, patients tolerate
better atypical antipsychotics, where higher doses of
these medications were not related to neurocognitive
functioning [18].
Several subjective scales have been used to measure
cognitive complaints in people living with schizophrenia,
including the Bonn Scale [19], the Frankfurt Complaint
Scale [20], the Subjective Experience of Deficits in
Schizophrenia (SEDS) [21], the subjective experience
interview [22], the Subjective Deficit Syndrome Scale
[23], and the Eppendorf Schizophrenia Inventory (ESI)
[24]. These tools addressed different schizophrenia subjective experiences, including cognitive dysfunctions, but
did not focus on this particular aspect. Hence, two scales
were developed to evaluate cognitive dysfunctions, i.e.,
the Subjective Scale To Investigate Cognition in Schizophrenia (SSTICS) [7] and the Self-Assessment Scale of
Cognitive Complaints in Schizophrenia (SASCCS) [13].
The latter, created in the Tunisian Arabic dialectic language, consists of 21 questions addressing the five cognitive domains most frequently reported in the literature
to be impaired in schizophrenia: memory, attention, executive functions, language, and praxis. It was designed
to be clear, simple, and easy to use by patients with
schizophrenia [13].
Cognitive self-assessment impairments were shown to
be more strongly linked to poor everyday functioning
than performance on neurocognitive testing. Although
the number of publications on cognitive deficits in
schizophrenia has substantially increased over the past
two decades, little is known about how patients with
schizophrenia perceive their own cognition. To the best
of our knowledge, no studies in the Arab countries or
Lebanon have been conducted to assess subjective cognitive complaint in institutionalized individuals with
neurological or psychiatric diseases. In addition, clinicians in hospitals and clinics often underestimate the degree of cognitive impairment in people living with
schizophrenia and misestimate the ability of patients to
evaluate their cognitive deficits. Also, few studies have
investigated the predictive values of insight, depression,
and symptoms of SCC, or whether they contribute
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individually or not to the estimation of SCC. Therefore,
it is essential to study the SCC among institutionalized
schizophrenia patients as accelerated stage of cognitive
decline have been demonstrated among this group [25].
It is also important to know if the clinical symptoms,
insight, autonomy and depression would predict SCC.
Self-assessment of cognition enables one to become
aware of their symptoms and address the negative effects
in everyday life. It improves the therapeutic connection
and the patient’s desire to receive care, especially in cognitive rehabilitation [26]. Understanding the relationship
between subjective and objective measures of cognitive
dysfunction and factors related to SCC in schizophrenia
would help the treatment guidance in clinical settings.
Therefore, the study objectives were to evaluate: 1)
subjective cognitive complaints in individuals with
schizophrenia in comparison with health controls, 2) the
relation between subjective cognitive complaint and objective cognitive performance in the patients group, and
3) factors related to cognitive complaint, such as depression, insight, autonomy, and psychological symptoms.

Methods
Study design and participants

A cross-sectional study conducted between July 2019
and March 2020 enrolled 120 chronic in-patients with
schizophrenia disorders, selected from the Psychiatric
Hospital of the Cross (HPC) – Lebanon, and 60 healthy
controls. The latter group consisted of the HPC staff
and matched with schizophrenia patients in terms of
age, education level, and gender. Inclusion criteria were:
age between 18 and 60 years, having completed at least
5 years of education, meeting the DSM-5 criteria for
schizophrenia conditions, taking an antipsychotic drug,
and being clinically stable. The clinical stability of the
patients was defined as: “the period during which psychotic symptoms are less severe and the patient is on adequate treatment for at least last 6 months and did not
require any increase in dose of antipsychotic medication
over last 3 months” [27]. The lack of a diagnosis of significant mental disorders was considered an eligibility
factor for healthy controls. Brain trauma, neurological
disorders, and existing substance use disorders that
would affect cognitive function were exclusion factors
for all participants. Those who agreed to take part in the
study were asked to sign a written informed consent
form and received no compensation in any way. Welltrained, study-independent staff conducted personal interviews for data collection.
Ethical approval

The study protocol was approved by the Ethics and Research Committee at the Psychiatric Hospital of the
Cross, in accordance with the Hospital’s Regulatory
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Research Protocol (HPC-024-2018). Consent was obtained as written approval on the ethical informed consent form. The procedures used in this study adhere to
the tenets of the Declaration of Helsinki.
Measures

The questionnaire used was in Arabic, the native language in Lebanon. The first section analyzed the sociodemographic and clinical characteristics of participants,
including age, gender, education level, marital status,
monthly salary, family history of mental illnesses, types
of schizophrenia, hospitalization length, illness duration,
and the number of hospitalizations. The medications
that patients were taking were retrieved from their medical records. The types of medication used by the participants were atypical antipsychotics, typical antipsychotics,
mood stabilizers, benzodiazepines, antiepileptics, anticholinergics, and antidepressants (Selective Serotonin
Reuptake Inhibitors-SSRIs and Tricyclic antidepressantsTCAs), in addition to other medications: anticoagulants,
antimuscarinics, antiarrhythmics, antiparkinsonians,
antiasthmatics, thyroid medication, stomach protection,
antidiabetics, statins, antihypertensives, proton-pump inhibitors, and vitamins and supplements. For antipsychotics, the chlorpromazine dose equivalent was
calculated using the Andreasen method [28].
The second section of the questionnaire included the
following measures:
The self-assessment scale of cognitive complaints in
schizophrenia (SASCCS)

The SASCCS is a self-reported questionnaire used to
measure people living with schizophrenia perception of
their cognitive impairment [29]. The scale was constructed and validated among 105 people living with
schizophrenia recruited from three different outpatient
clinics in Tunis [29]. The results showed that a good internal consistency (Cronbach alpha = .85) and the intraclass correlation coefficient was equal to 0.77 [29]. The
Principal component analysis revealed a six factors accounting for 58.28% of the total variance of the scale
[29]. The scale consists of 21 items rated on a 5-point
Likert scale, covering memory (6 questions: 1–3 and 9–
11), attention (5 questions: 12–16), executive functions
(3 questions: 17–19), language (2 questions: 20–21), and
praxia (5 questions: 4–8) [29]. Praxia refer to a motor
activity. It is the ability to conceptualize, plan, and
organize movements in order to complete unfamiliar
motor tasks. Example given of the praxia items: “Do you
have any problems to remember the name of your treatments?”; “Have you ever forgotten an appointment with
your friend or with your doctor?” and “Have you ever
forgotten how to cook a dish or which ingredients you
should put in / Have you ever forgotten how to fix or
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repair things at home”. According to the original article
[29], the SASCCS was divided in 6 subjective domains:
distractibility, daily life, semantic memory, disorder consciousness, working memory and executive skills. The
daily life subscale referred to the ability of the patient to
perceive any difficulty remembering or memorizing activities in everyday life. The disorder consciousness subscale refer to the ability of patients to be conscious
about their cognitive deficit. The SASCCS items are
rated on a 5-point Likert scale from 0 (never) to 4 (very
often). The SASCCS total score is calculated by summing all answers, with higher scores indicating higher
cognitive impairment complaints [29]. The Cronbach’s
alpha value was .911.
The brief assessment of cognition in schizophrenia (BACS)

The BACS, recently validated in Lebanon [30], is a
neuropsychological battery used to evaluate cognitive
functioning in patients with schizophrenia [31]. The
Arabic BACS scale was recently validated among 120
people living with schizophrenia where a high Cronbach’s alpha was found (α = .853) and the factor analysis
showed a one-factor solution with a variance of 64.8%
[31]. A good concurrent validity was found between the
BACS composite score and a standard battery composite
scores in people living with schizophrenia (r = .73,
p < .001) [31]. The BACS consists of six subscales, i.e.,
list learning (verbal memory), digit sequencing (working
memory), token motor task (psychomotor function), semantic fluency (verbal fluency), symbol coding (attention
and speed of information processing), and Tower of
London (executive function) [31]. The Cronbach’s alpha
value was .853.
The positive and negative syndrome scale (PANSS)

The PANSS, validated in Arabic [32], is a 30-item questionnaire organized into three subscales: positive symptoms (7 items), negative symptoms (7 items), and
general psychopathology (16 items) [33]. All items are
scored from 1 (absence of symptoms) to 7 (extremely severe symptoms) [33]. The total score was calculated by
summing all answers, with higher scores indicating more
severe symptoms [33]. The PANSS scale was validated
in Lebanon among 400 participants (200 people living
with schizophrenia and 200 healthy controls) [32]. The
results showed that the PANSS scale items converged
over a solution of three factors, explaining a total of
64.81% of the variance [32]. A high Cronbach’s alpha
was found for the full scale (.961), the positive symptoms
(.877), negative symptoms (.933) and general psychopathology (.926) [32]. In this study, the Cronbach’s alpha
values were as follows: .684 (total score), .769 (positive
symptoms), .778 (negative symptoms), and .836 (general
psychopathology).
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Calgary depression scale for schizophrenia (CDSS)

The CDSS is a 9-item structured interview scale developed by Addington et al. [34] to assess depression in patients with schizophrenia. The Arabic version of the
CDSS was validated among 204 subjects recruited from
the Arab population residing in Doha, Qatar (102 people
living with schizophrenia and 102 controls subjects)
[35]. The CDSS showed good internal consistency
(Cronbach’s alpha = .82) [35]. The Intraclass Coefficient
correlations (ICC) for the inter-rater reliability was .90,
p < .05 and test-retest reliability was .85, p < .001 [35]. A
high sensitivity 72.75% and specificity 67.95% was found
[35]. Eight structured questions assess depression, hopelessness, self-depreciation, guilty ideas of reference,
pathological guilt, morning depression, early wakening,
and suicide, followed by one observation item (observed
depression). Higher scores represent a greater level of
depression [34]. The Cronbach’s alpha value was .839.
Activities of daily living (ADL)

The ADL is a 6-item scale that assesses overall functional activity in: 1) bathing, 2) dressing, 3) going to the
toilet, 4) transferring (movement), 5) continence, and 6)
feeding [36]. Nasser and Doumit had validated the
Arabic version of the scale in a 354 Lebanese elderly living in nursing homes [37]. The results of the latter study
showed that the reliability split half measures, sensitivity,
and negative predictive values were high across all dimensions of the ADL with the exception of feeding [37].
The reliability split half measure had a strong Cronbach
alpha of 0.90 for the first three subscales on the ADL
(bathing, dressing, and going to the toilet) [37]. The
Cronbach alpha for the second three subscales was 0.65
for transferring (movement), continence, and feeding,
with a correlation of r = .8 between the two halves [37].
In the Arabic version, the six components are scored 0,
.5, or 1. The total ADL score ranges from 0 to 6, where
6 entails complete independence and 0 complete dependence. The total mean score was calculated by summing the scores of the six items, where a higher score
indicates a greater autonomy level. The Cronbach’s
alpha value was .684.
Insight scale for psychosis (IS)

This 8-item self-report questionnaire measures insight
in patients with psychotic disorders [38]. The validation
of the scale was done among 30 patients recruited during an admission for acute psychotic relapse [38]. The
Cronbach alpha of the total scale was .75, the test – retest reliability was .90 [38]. The results of the factor analysis showed that one factor was extracted that
accounted for 60% of the variance [38]. The eight items
are organized into three subscales (awareness of illness,
re-labeling of symptoms, and need of treatment), each
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with a mean score from 0 to 4. The total score calculated by summing subscale scores ranges from 0 to 12.
The higher the score, the greater the insight. The Cronbach’s alpha value for the total scale was .503.
Translation procedure

The SASCCS and IS scales were translated from English
into Arabic using the forward and backward translation
method. Each procedure was performed by a different
translator. Discrepancies were resolved by consensus between the original English version and the translated
one.
Data analysis

The SPSS software version 25 was used to perform the
data analysis. The Shapiro Wilk test was used to check
the normality distribution of the SASCCS scale and
showed that the main dependent variable was normally
distributed. A descriptive analysis was performed, where
categorical variables were expressed as absolute frequencies and percentages and quantitative variables as means
and standard deviations. The independent-sample t-test
was used to compare continuous variables between
groups, whereas the ANOVA was used to compare three
or more means. Pearson correlation test was used to
evaluate the association between continuous variables.
BACS and SASCCS composite scores (z-score) were
calculated by averaging the total score from the mean
total score of these scales of a healthy control group.
Construct validity of the scales used was assessed
using a principal component analysis. To ensure the
model’s adequacy, Kaiser-Meyer-Olkin measure of sampling adequacy and Bartlett’s test of sphericity were calculated. Factors with eigenvalues values larger than one
were retained and the scree plot method was used for
determining the number of components to extract [39].
Only items with factor loading larger than .4 were considered [40]. Moreover, the internal consistency of the
scales was assessed using Cronbach’s alpha. The results
of the factor analysis was presented in the supplementary file, Tables 1, 2, 3 and 4.
Among people living with schizophrenia, a three-stage
hierarchical linear regression analysis was performed to
examine the additional variance of each factor on the
SASCCS scale. The BACS total score was entered in the
first model, clinical symptoms and insight in the second
model and depression and autonomy in the last model.
Age, gender, and education were entered as covariates
into the models.
A structural equational model (SEM) was constructed
(using AMOS version 24) to evaluate the relationships
between objective cognition, clinical symptoms, depression, insight, autonomy, and subjective cognitive complaint. The following goodness-of-fit indicators were
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reported: the chi square to df ratio (χ2/df), the Root
Mean Square Error of Approximation (RMSEA), the
Goodness-of-fit statistic (GFI), the adjusted goodness-offit statistic (AGFI) and the comparative fit index (CFI).
Significance was set at a p < 0.05.
This study is a part of a large project and the same
method was used from previous study [30].

Results
Sample characteristics

Table 1 shows the sociodemographic characteristics of
patients with schizophrenia and healthy controls. Within
the Schizophrenia group, more than half of the participants were male (59.2%), single (81.9%), with a secondary level of education (50.0%), and 36.5% had a family
history of psychiatric illness. Mean illness and
hospitalization lengths were 20.6 ± 12.4 and 12.4 ± 8.5
years, respectively. The mean number of hospitalizations
was 6.3 ± 5.65 times, and the mean age was 48.4 years.
Within the healthy controls group, the majority were
male (60%), married (86.7%), with a low income (67.2%),
and 45.0% had a secondary level of education. Only 8.5%
had a family history of psychiatric illness. When comparing both groups, schizophrenia patients were more likely
to be single, with no income, and a history of psychiatric
illness.
Medications used

The medications of people living with schizophrenia
used were typical antipsychotics (76.7%), atypical antipsychotics (50%), mood stabilizers (49.2%), benzodiazepines (37.5%), anticholinergics (70.8%), and antiepileptics
(9.2%). Only 5 and 7.5% of the participants were taking
SSRI and TCA antidepressants, respectively, and 50.8%
were using other types of medications. The mean chlorpromazine equivalent dose was 1041.6 ± 1122.3, and the
mean duration of medication treatment was 54.7 ± 29.5
months.
Comparison of neurocognition and subjective cognitive
complaints in patients with schizophrenia and healthy
controls

The SASCCS total score mean in patients with schizophrenia was 25.15 (SD = 16.67; min = 0, max = 76; median = 23.50). In the healthy control group, the SASCCS
total score mean was 9.15 (SD = 7.63; min = 0, max = 37;
median = 7.00). A significant difference was found between schizophrenia patients and healthy controls in all
neurocognition and SCC tests (p < .001 for all) (Table 2).
Figure 1 shows the mean composite scores for the SASC
CS scale and the BACS total score in patients with
schizophrenia compared to healthy controls. A significant difference was found between patients and controls,
where the schizophrenia group scored significantly lower
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Table 1 Sociodemographic and clinical characteristics of the total sample (N = 180)
People living with schizophrenia (N = 120)

Healthy control
(N = 60)

Frequency (%)

Frequency (%)

Male

71 (59.2%)

36 (60.0%)

Female

49 (40.8%)

24 (40.0%)

41 (34.2%)

21 (35.0%)

pvalue

Gender
.91

Education level
Complementary
Secondary

60 (50.0%)

27 (45.0%)

University

19 (15.8%)

12 (20.0%)

Single

95 (81.9%)

6 (10.0%)

Married

9 (7.8%)

52 (86.7%)

Widowed

2 (1.7%)

0 (0.0%)

Divorced

10 (8.6%)

2 (3.3%)

.73

Marital Status
<.001

Monthly income
No income

27 (23.3%)

0 (0.0%)

< 1000 $

61 (52.6%)

39 (67.2%)

1000–2000 $

26 (22.4%)

12 (20.7%)

> 2000 $

2 (1.7%)

7 (12.1%)

Yes

42(36.5%)

5 (8.5%)

No

73(63.5%)

54 (91.5%)

Mean ± SD

Mean ± SD

Age

48.4 ± 7.6

47.9 ± 7.4

Duration of illness in years

20.6 ± 12.4

Length of hospitalizations in years

12.4 ± 8.5

Number of hospitalizations

6.3 ± 5.6

Total PANSS scale

82.8 ± 27.1

Positive PANSS

19.9 ± 9.5

Negative PANSS

17.5 ± 7.9

General psychopathology

45.5 ± 16.8

<.001

Family history of psychiatric illness

mean composite score than the healthy controls in SCC
and neurocognition tests in all domains (more deficits)
(p < .001 for all).
Correlations between subjective cognitive complaints and
quantitative measures

All objective neurocognition tests were significantly correlated with the total SASCCS scale, except for the attention and speed of information processing. Among the
subtests of the SASCCS scale, the working memory was
not correlated with the BACS tests.
The total PANSS scale and the general psychopathology PANSS scale were positively correlated with all

<.001

.67

SCC among patients with schizophrenia. The positive
PANSS scale was positively correlated with all subtests
of the SASCCS scale, except the disorder consciousness
and working memory. The negative PANSS scale was
only correlated with the working memory of the SASC
CS subtest. The Calgary scale (depression) was positively
correlated with the total SASCCS scale and subtests, except the daily life and disorder consciousness SASCCS
subscales. The insight scale and the chlorpromazine
equivalent dose were not correlated with the total SASC
CS scale and subtests (Table 3).
The correlation matrix for the scales used in this study
is showed in the supplementary Table 5.
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Table 2 Difference of objective cognition and subjective cognition between people living with schizophrenia and healthy controls
People living with schizophrenia
(N = 120)
The Self-Assessment Scale of Cognitive Complaints (SASCCS)

Healthy control
(N = 60)

Mean ± SD

Mean ± SD

25.1 ± 16.7

9.1 ± 7.6

pvalue
< 0.001

Distractibility

4.7 ± 4.4

1.9 ± 1.8

< 0.001

Daily life

4.1 ± 3.5

0.9 ± 1.5

< 0.001

Semantic memory

2.1 ± 2.3

0.5 ± 1.1

< 0.001

Disorder consciousness

3.1 ± 2.7

1.2 ± 1.6

< 0.001

Working memory

4.4 ± 2.8

2.1 ± 1.8

< 0.001

Executive skills

6.2 ± 3.8

2.6 ± 2.2

< 0.001

BACS score total

109.9 ± 47.2

221.7 ± 38.5

< 0.001

Verbal memory

20.9 ± 9.6

41.1 ± 9.4

< 0.001

Working memory

10.6 ± 5.5

19.3 ± 4.4

< 0.001

Motor speed

35.7 ± 15.0

70.7 ± 14.4

< 0.001

Verbal fluency

20.4 ± 9.2

34.6 ± 9.2

< 0.001

Attention and speed of information processing

12.2 ± 12.4

38.0 ± 10.7

< 0.001

Executive function

9.9 ± 7.7

17.9 ± 3.7

< 0.001

Also,
higher
illness
(r = .34,
p < .001)
and
hospitalization (r = .26, p = .004) were significantly associated with higher SCC. Age was not associated with
SCC (r = .09, p = .32).

did not show any significant association with the SASC
CS total scale (p > 0.05 for all) (Table 4).

Hierarchical regression analysis
Bivariate analysis: correlates of subjective cognitive
complaint

A higher mean total SASCCS was found in those taking
an anticholinergic medication compared to those who
do not (M = 27.35 vs. M = 19.80, p = 0.010). Gender, education level, and a family history of psychiatric illness

A hierarchical regression analysis taking the total SASC
CS scale as the dependent variable are displayed in Table
5.
In the first step, BACS scores were associated with the
SASCCS scale, where a higher BACS score was significantly associated with lower SCC (Beta = −.10, p = .003)
(Table 5, model 1).

Fig. 1 Composite scores for subjective cognitive complaints and objective cognition scores and subtests in people living with schizophrenia
compared to healthy controls
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Table 3 Pearson correlation between the subjective cognitive complaint (SASCCS), objective cognition (BACS), social cognition,
insight, depression, and clinical symptoms in people living with schizophrenia
SASCCS total
score

Distractibility Daily
life

BACS score total

−.34***

−.30***

Verbal memory

−.42***

−.35***

Working memory

−.32***

Motor speed

−.31***

Verbal fluency

Disorder
consciousness

Working
memory

Executive
skills

−.36*** −.24***

−.19*

−.07

−.43***

−.42*** −.30***

−.26***

−.20*

−.48***

−.27***

−.29*** −.23*

−.16

−.14

−.41***

−.30***

−.34*** −.18

−.23*

−.04

−.36***

−.33***

−.31***

−.35*** −.26***

−.13

−.08

−.44***

−.05

−.12

−.06

.02

.05

−.18

−.21*

−.18*

−.23*

−.17

−.14

−.03

−.23*

.39***

.36***

.33***

.32***

.29***

.23*

.38***

.23*

.24***

.20*

.18*

.11

.12

.20*

Attention and speed of information −.07
processing
Executive function
Total PANSS scale
Positive PANSS scale

Semantic
memory

Negative PANSS scale

.18*

.13

.13

.14

.16

.18*

.15

General psychopathology PANSS
scale

.42***

.38***

.36***

.34***

.32***

.21*

.42***

.08

.06

.12

−.02

.05

.14

.03

Awareness of illness

−.06

−.12

−.02

−.17

.04

.02

−.04

Need for treatment

.04

.06

.05

.04

−.02

.04

.04

Attribution of symptoms

.15

.15

.16

.09

.07

.19

.09

Depression

.33***

.41***

.16

.37***

.13

.23*

.23*

Chlorpromazine equivalent dose

.12

.05

.18

.06

.13

.05

.17

Insight Scale for psychosis

*p < 0.05; **p < 0.01, ***p < 0.001

Table 4 Bivariate analysis taking the subjective cognitive
complaints as the dependent variable in people living with
schizophrenia
SASCCS
Total score
Mean ± SD

p-value

Gender
Male

22.87 ± 16.32

Female

28.44 ± 16.78

0.072

Education level
Complementary

27.51 ± 18.38

Secondary

25.51 ± 16.81

University

18.89 ± 10.27

0.172

Structural equation modeling

Family history of psychiatric illness
Yes

28.71 ± 18.40

No

23.18 ± 15.54

0.085

Anticholinergic medication
Yes

27.35 ± 17.64

No

19.80 ± 12.72

Values marked in bold are significant

In the second model, when adding the clinical symptoms and insight, the results showed that the BACS
remained significant (Beta = −.08, p = .015), and higher
PANSS general psychopathology (Beta = .30, p = .005)
was significantly associated with higher SCC (Table 5,
model 2). The addition of clinical symptoms and insight
showed a significant increase in R2 of 0.148, F change =
5.442, p < 0.001 (Model 2).
In the third model, when adding depression and autonomy, the results showed that the BACS total score
(Beta = −.06, p = .04) and the PANSS general psychopathology (Beta = .29, p = .003) remained significant, and
higher depression (Beta = .75, p = .003) was significantly
associated with higher SCC. However, higher autonomy
(Beta = − 6.35, p = .001) was significantly associated with
lower SCC (Table 5, model 3). The addition of depression and autonomy showed a significant increase in R2
of 0.123, F change = 7.397, p < 0.001 (Model 3).

0.010

A Structural Equation Model (SEM) was constructed to
demonstrate the regression weight of the relationships
between objective cognition, clinical symptoms, depression, insight, autonomy, and subjective cognitive complaints. The results of the model fit indices were as
follows: the Maximum Likelihood Chi-Square = 30.58
and Degrees of Freedom = 30, a χ2/df = 1.01. For non-
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Table 5 Hierarchical regression analysis for variables predicting the subjective cognitive complaint (SASCCS total score) among
people living with schizophrenia
Variables

BACS

Model 1

Model 2

UB (95% CI)

SB

−.102 (−.169;
−.036)

−.289

pvalue
.003*

Model 3

UB (95% CI)

SB

−.083 (−.150;
−.016)

−.236

pvalue
.015*

UB (95% CI)

SB

−.065 (−.129; −.002)

−.185 .044*

pvalue

PANSS positive

.109 (−.242;.459)

.062

.540

.023 (−.303;.350)

.013

.887

PANSS negative

.125 (−.232;.482)

.060

.489

.074 (−.256;.403)

.035

.659

PANSS general
psychopathology

.303 (.092;.513)

.305

.005*

.296 (.101;.491)

.298

.003*

Insight

1.239 (−.073;2.551)

.158

.064

.762 (−.473;.1.997)

.097

.224

Depression

.756 (.271;1.241)

.236

.003*

Autonomy (total ADL)

−6.352 (−10.193;2.512)

−.273 .001*

R2

.134

.282

.404

R adjusted

.104

.230

.350

F

4.440*

5.442*

7.397*

2

R2 change

.134

.148

.123

F change

4.440

5.716

11.210

UB Unstandardized Beta, SB Standardized Beta, CI Confidence Interval
The three models were adjusted for gender, education level and age
*p < .05

centrality fit indices, the Steiger-Lind RMSEA was 0.132
[0.08–0.18], the GFI, 0.924, AGFI 0.840 and CFI: 0.729.
The results showed that the path coefficients from depression, objective cognition, autonomy, and general
psychopathology to SCC were significant. The two most
contributing variables were general psychopathology
(Standardized Beta (SB): .33, p < 0.001) and autonomy
(SB: −.29, p < 0.001), followed by depression (SB: 0.24,

p < 0.001) and objective cognition (SB: − 0.21, p = .003)
(Fig. 2).

Discussion
Our study evaluated subjective cognitive complaints
(SCC) and their relationship with objective cognitive
performance in a sample of in-patients with schizophrenia, compared to healthy controls. It also explored the

Fig. 2 Standardized regression weights of the relationships between neurocognition, clinical symptoms, depression, insight, autonomy, and
subjective cognitive complaints. *p < 0.05. Values with * indicate significant associations. BACS: Brief Assessment of Cognition in Schizophrenia,
Calgary scale: depression, ADL: activity of daily living, PANSS: Positive and Negative Syndrome Scale, SASCCS: Self-Assessment Scale of Cognitive
Complaints in Schizophrenia
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factors related to SCC among these patients. Selfreporting of cognitive impairment in schizophrenia
might be crucial. If patients can reliably describe their
own cognitive issues, this should help in the functional
outcome and individual treatment interventions. Few
studies were available on the treatment of mental disorders in the Arab world, the majority being conducted in
community or hospital settings, evaluating psychiatric
care, the type of services used and the medical treatment
received. Treatment approaches such as social support,
psychotherapy, community or government support seem
to have a minor role in the management of mental disorders in these countries [41]. Also, there is no specific
treatment guide for schizophrenia, the use of psychotropic drugs as part of the treatment of mental disorders
is the mainstay of treatment. Moreover, there are a very
limited number of psychosocial rehabilitation centers
despite an alarming incidence of mental illness in Arab
countries. Lebanon has neither a mental health policy
nor a truly active mental health program. The mental
health problem in Lebanon has long been recognized
and there is a need for planning and monitoring of services and evaluation of the quality of mental health services [42].
The results of our studies have shown that people living with schizophrenia complain about their cognition
in the broad sense and can estimate their cognitive impairment, regardless of their level of insight in agreement with previous findings [4, 7, 15, 43, 44]. The
explanation could be that patients with schizophrenia
might experience and report difficulties with their cognitive processing on one side, and on the other side,
healthy controls are aware they do not exhibit deficits in
their cognitive performance. However, when the SASC
CS total scale and subscales were correlated with corresponding neuropsychological tests in patients with
schizophrenia, a negative association was found between
all the measures, except for those relating to attention
and speed of information processing. Stip et al. had
found similar results among 114 patients with schizophrenia, showing negative correlations between subjective scores and objective cognitive assessment in several
domains [7]. In a more recent study among 100 people
living with schizophrenia, Baliga et al. showed that of all
cognitive domains, only working memory test scores
correlated positively with SCC [15]. Other studies revealed conflicting results, where objective and subjective
cognition scores did not correlate [4, 11, 45, 46]. A possible explanation of our findings could be that the more
the patients have an objective cognitive deficit, the more
they complain about it, indicating that they might be
aware of their deficit and could subjectively express their
cognitive functioning. Another interpretation could be
that patients whose abilities are unimpaired might

Page 10 of 14

overestimate their problems. Additionally, variations of
results across studies could be due to the different tests
used to assess the objective and subjective cognitive
performance.
The results of this study showed that SCC was related
to clinical symptoms essentially the general psychopathology subscale. Consistently, Lecardeur et al. have found
that among 176 patients with schizophrenia a positive
association between the PANSS cognitive factor and the
SCC [43]. In contrast, a study conducted in Tunisia
among 105 patients with schizophrenia found no correlation between the SASCCS score and the PANSS cognitive factor [29]. Also, Baliga et al. could not find a
relation between the severity of symptoms and SCC;
nevertheless, SCC correlated with individual items of the
PANSS scale [15]. In our study, patients who had more
psychotic symptoms were more likely to complain about
their cognition. In addition, negative PANSS subscale
was weakly and positively correlated with subjective cognitive complaint. In line, a study done by Harvey et al.
among 177 people living with schizophrenia have found
that the autistic traits measured by the negative items of
the PANSS were associated with an overestimation of
social functioning and social cognitive ability. People living with schizophrenia might have an impairment of
reporting their social cognitive abilities, they have either
an overestimation or underestimation of their own performance [47]. These patients have problems in subjective cognitive assessments and self-evaluation of their
social cognitive abilities and everyday social consequences [47]. Psychotic patients and those at risk of
exhibiting psychotic symptoms showed to be less
confident in their cognitive abilities [48].
Our study could not find a correlation between SCC
and insight, confirming previous results showing that patients with schizophrenia might be aware of their cognitive deficits despite having no insight into their
condition or symptoms [15, 49–51]. Patients with
schizophrenia still do not feel the need for treatment for
their psychotic symptoms; likely, they do not see the
need for help for their cognitive function due to a lack
of insight [1]. Therefore, the consciousness of cognitive
deficits might occur without an understanding of the
disease symptoms, independent of insight. This supports
the idea that insight is a multi-dimensional phenomenon
with biological mechanisms that are likely to be independent of one another [52]. Our study also suggests
that insight has less predictive value for SCC once the
depression variable is included in the regression model,
similar to the findings of Sellwood et al. in a study
among 115 patients with schizophrenia [4]. Our results
showed a positive association between the SASCCS total
score and the Calgary scale, indicating that the more the
patients have depressive symptomatology, the more they
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report cognitive difficulties, consistent with the Tunisian
study that found a positive correlation between the SCC
and depression as measured by the Calgary scale [29].
Other studies also demonstrated that among PANSS
items, higher SCC correlated with higher depression [15,
43]. A possible explanation for this correlation is that individuals with depression may be excessively sensitive
and are more likely to attribute their symptoms on impaired cognitive disorders, in line with a large body of
evidence showing that depression is linked to a desire to
attribute negative experiences to internal causes [53].
Moreover, our results showed that low autonomy is
associated with high cognitive complaints. Few studies
have examined the relationship between activities of
daily living and subjective cognitive complaints in
schizophrenia. Baliga et al. found a negative correlation
between SCC and social functioning, particularly occupational and other social roles, among 100 patients with
schizophrenia [15]. Other studies among elderly patients
showed an association between higher SCC and lower
daily living activities [54–56]. Functional decline, such as
sedentary behavior with low physical activity, is common
among patients with schizophrenia [57]. Among this
group, a vicious cycle of physical dysfunction and low
activity levels, exacerbated by symptomatic and cognitive
deficits, can result in significant daily functioning impairment [57]. The association between changes in daily
activities and cognitive functions in schizophrenia patients remains unknown; thus, more studies are needed
to elucidate this association.
Our findings revealed that the two most contributing
variables of SCC were general psychopathology and autonomy, followed by depression and objective cognition.
No similar framework has been found in the literature
that explores the relationships between these factors and
SCC. A possible interpretation of our results could be
that the general psychopathology subscale of the PANSS
consists of several cognitive deficits, such as disorientation, poor attention, lack of insight, and active social
avoidance [33], explaining the overlapping dimensions
with the SCC. Additionally, patients who experience
problems in their daily activities may have a frequent
complaint about their cognition. Further studies are
needed to clarify the interactions between the identified
variables and the SCC.
Implications of the current study

Cognitive remediation therapy is a behavioral training–
based intervention for schizophrenia that seeks to enhance cognitive functions with the objective of longterm maintenance and generalization [58]. Four key aspects for cognitive remediation were recognized in a recent expert consensus: the presence of an engaged and
qualified therapist, frequent practice of cognitive
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exercises, organized development of cognitive strategies,
and the application of methods to promote the transfer
of cognitive gains to the real world [58]. A recent systematic review and meta-analysis including 130 studies
have found that the four core elements of cognitive remediation significantly produced larger benefit on cognitive and functional outcome [59]. However, treatment
duration was directly associated only with functional
gain but not with cognitive outcome [59]. In addition,
atypical antipsychotic treatments have been shown to
improve objective cognitive impairments and this impact
may also translate to subjective cognitive impairments,
according to some evidence [60]. Studies have showed
that cognitive impairment perceived by schizophrenia
patients has been linked to objective neurocognitive
tests.
Studies carried out on subjective complaints have the
interest of evaluating the capacity of patients to know
their cognitive disorder and can help them in the implementation of specific cognitive remediation activities but
also training in social skills and development. As a result, these assessments help determine the altered and
preserved skills for each patient. The results of the assessment are linked to the patient’s functioning before
any referral to a rehabilitation program, the main purpose of which is to reduce the effects of the disease. For
each patient, precise reintegration goals should be determined based on the results of the cognitive assessment.
In addition, in patients with a subjective cognitive complaint, it seems interesting to assess the autonomy to set
up specific cognitive remediation programs that help to
train them on their social skills and improve their
autonomy.
However, psychiatric hospitals in Lebanon do little
work on treatments for cognitive deficits in schizophrenics, so it would be interesting to encourage clinicians in hospitals to start studying the cognitive aspect
in schizophrenics to reduce the impact of the disease
and allow improved care and thus deinstitutionalization
of patients suffering from schizophrenia. The interest
therefore in the study of cognitive functions is to lead to
a rehabilitation that aims to allow schizophrenic patients
to reintegrate into society.
Limitation

This study has several limitations. First, it is not possible
to analyze and understand a complaint when it is hidden
by a lack of insight or when the instrument used to
measure insight is not appropriate. Second, the crosssectional design makes it difficult to find causal relations
between SCC and related factors. Third, the results
could not be generalized to the population because of
the small sample size, with patients selected from one
site. In addition, the healthy control group was not
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exactly matched to the patient group, it was likewise
small (n = 60). Also, the population consists of chronically hospitalized patients whose cognitive function might
be severely impaired, which may lead to a selection bias.
Information bias is possible as the information was selfreported by the participants; accurate details could not
be provided during the face-to-face interview. Residual
confounding bias could have occurred since not all factors related to SCC were tested.

Conclusion
In conclusion, our results suggest that a significant proportion of patients with schizophrenia can estimate their
cognitive impairment, independent from their level of
insight, as a correlation was found between the objective
cognitive measures and the subjective cognitive test.
Also, a positive correlation was found between depression and SCC, suggesting that this aspect should be investigated along with the clinical symptoms when a
patient with schizophrenia presents with SCC. The relations between activities of daily living and SCC require
further investigation to identify the risks of further decline and provide the needed support for people living
with schizophrenia experiencing ADL difficulty. Subjective cognitive complaints are becoming more widely recognized as indicators of potential cognitive dysfunction,
with evidence suggesting such complaints are a precursor to cognitive impairment. In addition to depression
or objective cognition, it seems interesting to assess autonomy in patients with SCC to set up specific cognitive
remediation programs that help training their social
skills and improve their autonomy. The subjective assessment of cognitive functions may give a more comprehensive view of an individual’s cognitive profile;
however, it cannot replace the objective assessment measures as the self-report of neurocognitive functioning
might not be accurate. Also, it will be of interest to develop pharmacological and psychological therapies to
help this population improve their cognitive
performance.
Further prospective studies with a larger sample size
are necessary to fully understand the SCC among patients with schizophrenia to help remediate impairments
in everyday functioning.
Abbreviations
SCC: Subjective cognitive complaints; SSTICS: Subjective Scale To Investigate
Cognition in Schizophrenia; SASCCS: Self-Assessment Scale of Cognitive
Complaints in Schizophrenia; HPC: Psychiatric Hospital of the Cross;
DSM: Diagnostic and Statistical Manual of Mental Disorders; BACS: Brief
Assessment of Cognition in Schizophrenia; PANSS: The Positive and Negative
Syndrome Scale; CDSS: Calgary Depression Scale for Schizophrenia;
ADL: Activities of Daily Living; IS: Insight Scale for Psychosis; SEM: Structural
equational model; RMSEA: Root Mean Square Error of Approximation;
GFI: Goodness-of-fit statistic; AGFI: Adjusted goodness-of-fit statistic;
CFI: Comparative fit index

Page 12 of 14

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12888-021-03564-w.
Additional file 1.
Acknowledgments
This work was supported by the Psychiatric hospital of the Cross - Lebanon
(PHC), the Psychiatric hospital center in Limoges (CH Esquirol) and the UMR
INSERM 1094 Limoges - France. The authors would like to thank Vanessa
Mortada and Layale Hanna who helped in participants recruitment and
thank all the individuals (patients and employees) who participated in this
study.
Authors’ contributions
JPC and BC designed the study; CH participated in the acquisition, analysis,
and interpretation of the data, and drafted the initial manuscript; PS, HS, CP
revised the article critically for important intellectual content. The author(s)
read and approved the final manuscript.
Funding
This research did not receive any specific grant from funding agencies in the
public, commercial, or not-for-profit sectors.
Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
The study protocol was approved by the Ethics and Research Committee at
the Psychiatric Hospital of the Cross, in accordance with the Hospital’s
Regulatory Research Protocol (HPC-024-2018). The procedures used in this
study adhere to the tenets of the Declaration of Helsinki.
Informed consent have been obtained from all the participants on the
ethical informed consent form.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
Research department, Psychiatric Hospital of the Cross, Jal Eddib, Lebanon.
2
INSPECT-LB (Institut National de Santé Publique, d’Épidémiologie Clinique et
de Toxicologie-Liban), Beirut, Lebanon. 3INSERM, Univ. Limoges, IRD, U1094
Tropical Neuroepidemiology, Institute of Epidemiology and Tropical
Neurology, GEIST, 87000 Limoges, France. 4Pôle Universitaire de Psychiatrie
de l’Adulte, de l’Agée et d’Addictologie, centre hospitalier Esquirol, 87025
Limoges, France. 5Faculty of Pharmacy, Lebanese University, Beirut, Lebanon.
6
University of Nicosia Medical School, Nicosia, Cyprus. 7Centre mémoire de
ressources et de recherche du Limousin, centre hospitalier Esquirol, 87025
Limoges, France. 8Unité Recherche et Innovations, centre hospitalier Esquirol,
87025 Limoges, France.
1

Received: 13 September 2021 Accepted: 26 October 2021

References
1. Pini S, Cassano GB, Dell’Osso L, Amador XF. Insight into illness in
schizophrenia, schizoaffective disorder, and mood disorders with psychotic
features. Am J Psychiatr. 2001;158(1):122–5. https://doi.org/10.1176/appi.ajp.1
58.1.122.
2. Medalia A, Thysen J. Insight into neurocognitive dysfunction in
schizophrenia. Schizophr Bull. 2008;34(6):1221–30. https://doi.org/10.1093/
schbul/sbm144.
3. Cella M, Swan S, Medin E, Reeder C, Wykes T. Metacognitive awareness of
cognitive problems in schizophrenia: exploring the role of symptoms and

Haddad et al. BMC Psychiatry

4.

5.

6.

7.

8.
9.

10.

11.

12.

13.

14.

15.

16.

17.

18.
19.

20.
21.

22.
23.

(2021) 21:549

self-esteem. Psychol Med. 2014;44(3):469–76. https://doi.org/10.1017/S00332
91713001189.
Sellwood W, Morrison AP, Beck R, Heffernan S, Law H, Bentall RP. Subjective
cognitive complaints in schizophrenia: relation to antipsychotic medication
dose, actual cognitive performance, insight and symptoms. PLoS One. 2013;
8(12):e83774. https://doi.org/10.1371/journal.pone.0083774.
Hake DL, Hamera E, Rempfer M. Self-report of cognitive functioning and
learning in schizophrenia. J Am Psychiatric Nurs Assoc. 2007;13(2):93–100.
https://doi.org/10.1177/1078390307303111.
Potvin S, Briand C, Prouteau A, Bouchard R-H, Lipp O, Lalonde P, et al.
CANTAB explicit memory is less impaired in addicted schizophrenia
patients. Brain Cogn. 2005;59(1):38–42. https://doi.org/10.1016/j.bandc.2005.
04.002.
Stip E, Caron J, Renaud S, Pampoulova T, Lecomte Y. Exploring cognitive
complaints in schizophrenia: the subjective scale to investigate cognition in
schizophrenia. Compr Psychiatry. 2003;44(4):331–40. https://doi.org/10.1016/
S0010-440X(03)00086-5.
Potvin S, Aubin G, Stip E. Subjective cognition in schizophrenia. L'encephale.
2016;43(1):15–20. https://doi.org/10.1016/j.encep.2016.01.002.
Harvey PD, Serper MR, White L, Parrella MJ, McGurk SR, Moriarty PJ, et al.
The convergence of neuropsychological testing and clinical ratings of
cognitive impairment in patients with schizophrenia. Compr Psychiatry.
2001;42(4):306–13. https://doi.org/10.1053/comp.2001.24587a.
Moritz S, Lambert M, Andresen B, Bothern A, Naber D, Krausz M. Subjective
cognitive dysfunction in first-episode and chronic schizophrenic patients.
Compr Psychiatry. 2001;42(3):213–6. https://doi.org/10.1053/comp.2
001.23144.
Chan RC, Wang Y, Ma Z, Hong X-h, Yuan Y, Yu X, et al. Objective measures
of prospective memory do not correlate with subjective complaints in
schizophrenia. Schizophr Res 2008;103(1–3):229–239, DOI: https://doi.org/1
0.1016/j.schres.2008.02.019.
Hamilton CN. Know thy memory: the use of questionnaires to assess and
study memory. Psychol Bull. 1982;92(2):434–52. https://doi.org/10.1037/
0033-2909.92.2.434.
Johnson I, Kebir O, Azouz OB, Dellagi L, Rabah Y, Tabbane K. The selfassessment scale of cognitive complaints in schizophrenia: a validation
study in Tunisian population. BMC Psychiatry. 2009;9(1):66. https://doi.org/1
0.1186/1471-244X-9-66.
Saperstein AM, Thysen J, Medalia A. The measure of insight into cognition:
reliability and validity of clinician-rated and self-report scales of
neurocognitive insight for schizophrenia. Schizophr Res. 2012;134(1):54–8.
https://doi.org/10.1016/j.schres.2011.10.002.
Baliga SP, Kamath RM, Kedare JS. Subjective cognitive complaints and its
relation to objective cognitive performance, clinical profile, clinical insight,
and social functioning in patients of schizophrenia: a cross-sectional study.
Indian J Psychiatry. 2020;62(2):178–85. https://doi.org/10.4103/psychiatry.
IndianJPsychiatry_639_19.
Harvey PD, Twamley EW, Pinkham AE, Depp CA, Patterson TL. Depression in
schizophrenia: associations with cognition, functional capacity, everyday
functioning, and self-assessment. Schizophr Bull. 2017;43(3):575–82. https://
doi.org/10.1093/schbul/sbw103.
Harvey PD, Deckler E, Jones MT, Jarskog LF, Penn DL, Pinkham AE. Autism
symptoms, depression, and active social avoidance in schizophrenia:
association with self-reports and informant assessments of everyday
functioning. J Psychiatr Res. 2019;115:36–42. https://doi.org/10.1016/j.
jpsychires.2019.05.010.
Moritz S. The Impact of Antipsychotics on Cognitive Functioning in
Schizophrenia. Psychiatric Times. 2004;21(3):38.
Gross G. Dokumentationsbogen. In: Bonn scale for the assessment of basic
symptoms: BSABS. Manual, Kommentar, Dokumentationsbogen: Springer;
1987.
Sullwold L. Frankcurter Beschwerde-Frageboden (FBF). Schizohrene
Basisstorungen. Berlin: Springer; 1986;(1):1–36.
Liddle PF, Barnes TR. The subjective experience of deficits in schizophrenia.
Compr Psychiatry. 1988;29(2):157–64. https://doi.org/10.1016/0010-44
0X(88)90009-0.
Cutting J, Dunne F. Subjective experience of schizophrenia. Schizophr Bull.
1989;15(2):217–31. https://doi.org/10.1093/schbul/15.2.217.
Jaeger J, Bitter I, Czobor P, Volavka J. The measurement of subjective
experience in schizophrenia: the subjective deficit syndrome scale. Compr
Psychiatry. 1990;31(3):216–26. https://doi.org/10.1016/0010-440X(90)90005-D.

Page 13 of 14

24. Mass R. Characteristic subjective experiences of schizophrenia. Schizophr
Bull. 2000;26(4):921–31. https://doi.org/10.1093/oxfordjournals.schbul.a033
506.
25. Friedman JI, Harvey PD, Coleman T, Moriarty PJ, Bowie C, Parrella M, et al.
Six-year follow-up study of cognitive and functional status across the
lifespan in schizophrenia: a comparison with Alzheimer’s disease and
normal aging. Am J Psychiatr. 2001;158(9):1441–8. https://doi.org/10.1176/a
ppi.ajp.158.9.1441.
26. Vianin P. La remédiation cognitive dans la schizophrénie-Le programme
RECOS: Editions Mardaga; 2013.
27. Sharma M, Nischal A, Nischal A, Agarwal M, Gupta B, Kar SK, et al. Disability
in clinically stable patients of schizophrenia. Ind Psychiatry J. 2020;29(1):61–
7. https://doi.org/10.4103/ipj.ipj_82_20.
28. Andreasen NC, Pressler M, Nopoulos P, Miller D, Ho B-C. Antipsychotic dose
equivalents and dose-years: a standardized method for comparing exposure
to different drugs. Biol Psychiatry. 2010;67(3):255–62. https://doi.org/10.1016/
j.biopsych.2009.08.040.
29. Johnson I, Kebir O, Azouz OB, Dellagi L, Rabah Y, Tabbane K. The selfassessment scale of cognitive complaints in schizophrenia: a validation
study in Tunisian population. BMC Psychiatry. 2009;9(1):1–7. https://doi.org/1
0.1186/1471-244X-9-66.
30. Haddad C, Salameh P, Hallit S, Obeid S, Haddad G, Clément J-P, et al. Crosscultural adaptation and validation of the Arabic version of the BACS scale
(the brief assessment of cognition in schizophrenia) among chronic
schizophrenic inpatients. BMC Psychiatry. 2021;21(1):1–12. https://doi.org/1
0.1186/s12888-021-03228-9.
31. Keefe RS, Goldberg TE, Harvey PD, Gold JM, Poe MP, Coughenour L. The
brief assessment of cognition in schizophrenia: reliability, sensitivity, and
comparison with a standard neurocognitive battery. Schizophr Res. 2004;
68(2–3):283–97. https://doi.org/10.1016/j.schres.2003.09.011.
32. Hallit S, Obeid S, Haddad C, Kazour F, Kazour G. Validation of the Arabic
Version of the PANSS scale among Lebanese schizophrenic patients. J
Psychopathol. 2017;23(2):60–6.
33. Kay SR, Fiszbein A, Opler LA. The positive and negative syndrome scale
(PANSS) for schizophrenia. Schizophr Bull. 1987;13(2):261–76. https://doi.
org/10.1093/schbul/13.2.261.
34. Addington D, Addington J, Maticka-Tyndale E. Assessing depression in
schizophrenia: the Calgary depression scale. Br J Psychiatry. 1993;163(S22):
39–44. https://doi.org/10.1192/S0007125000292581.
35. Hani Y, Ghuloum S, Mahfoud Z, Opler M, Khan A, Yehya A, et al. Validation
of the Arabic version of Calgary depression scale for schizophrenia. PLoS
One. 2016;11(9):e0162304. https://doi.org/10.1371/journal.pone.0162304.
36. Katz S. The index of ADL: a standardized measure of biological and
psychosocial function. JAMA. 1963;185(12):914–9. https://doi.org/10.1001/ja
ma.1963.03060120024016.
37. Nasser R, Doumit J. Validity and reliability of the Arabic version of activities
of daily living (ADL). BMC Geriatr. 2009;9(1):11. https://doi.org/10.1186/14
71-2318-9-11.
38. Birchwood M, Smith J, Drury V, Healy J, Macmillan F, Slade M. A self-report
insight scale for psychosis: reliability, validity and sensitivity to change. Acta
Psychiatr Scand. 1994;89(1):62–7. https://doi.org/10.1111/j.1600-0447.1994.
tb01487.x.
39. Kanyongo GY. Determining the correct number of components to extract
from a principal components analysis: a Monte Carlo study of the accuracy
of the scree plot. J Mod Appl Stat Methods. 2005;4(1):13–133. https://doi.
org/10.22237/jmasm/1114906380.
40. Ellis JL. Factor analysis and item analysis. Amsterdam: Applying Statistics in
Behavioural Research; 2017. p. 11–59.
41. Nasser SC, Salamoun MM. Treatment of mental disorders and pathways to
care in Arab countries. Int J Psychiatry Clin Pract. 2011;15(1):12–8. https://
doi.org/10.3109/13651501.2010.512664.
42. Chahine LM, Chemali Z. Mental health care in Lebanon: policy, plans and
programmes. EMHJ. 2009;15(6):1596–612.
43. Lecardeur L, Briand C, Prouteau A, Lalonde P, Nicole L, Lesage A, et al.
Preserved awareness of their cognitive deficits in patients with
schizophrenia: convergent validity of the SSTICS. Schizophr Res. 2009;107(2–
3):303–6. https://doi.org/10.1016/j.schres.2008.09.003.
44. Raffard S, Lebrun C, Bayard S, Macgregor A, Capdevielle D. Selfawareness deficits of cognitive impairment in individuals with
schizophrenia. Really? Frontiers in. Psychiatry. 2020;11. https://doi.org/1
0.3389/fpsyt.2020.00731.

Haddad et al. BMC Psychiatry

(2021) 21:549

45. Prouteau A, Verdoux H, Briand C, Alain L, Lalonde P, Nicole L, et al. Selfassessed cognitive dysfunction and objective performance in outpatients
with schizophrenia participating in a rehabilitation program. Schizophr Res.
2004;69(1):85–91. https://doi.org/10.1016/j.schres.2003.08.011.
46. Johnson I, Tabbane K, Dellagi L, Kebir O. Self-perceived cognitive
functioning does not correlate with objective measures of cognition in
schizophrenia. Compr Psychiatry. 2011;52(6):688–92. https://doi.org/10.1016/
j.comppsych.2010.12.008.
47. Silberstein J, Harvey PD. Impaired introspective accuracy in schizophrenia:
an independent predictor of functional outcomes. Cognitive
Neuropsychiatry. 2019;24(1):28–39. https://doi.org/10.1080/13546805.2018.1
549985.
48. Morrison AP, French P, Wells A. Metacognitive beliefs across the continuum
of psychosis: comparisons between patients with psychotic disorders,
patients at ultra-high risk and non-patients. Behav Res Ther. 2007;45(9):
2241–6. https://doi.org/10.1016/j.brat.2007.01.002.
49. Bayard S, Capdevielle D, Boulenger J-P, Raffard S. Dissociating self-reported
cognitive complaint from clinical insight in schizophrenia. Eur Psychiatry.
2009;24(4):251–8. https://doi.org/10.1016/j.eurpsy.2008.12.010.
50. Seco RB, Sanz DG, Modamio MF, Rodríguez MA, Calleja RS, Solís RP, et al.
Cognitive complaints in schizophrenia: relationship with insight and other
cognitive measures. Rev Psiquiatr Salud Ment (English Edition). 2010;3(2):55–
60. https://doi.org/10.1016/S2173-5050(10)70010-8.
51. Zhornitsky S, Potvin S, Aubin G, Stip E. Relationship between insight into
cognition, extrapyramidal symptoms and mental illness in schizophrenia.
Aust N Z J Psychiatry. 2011;45(7):596–7. https://doi.org/10.3109/00048674.2
011.561483.
52. Lehrer DS, Lorenz J. Anosognosia in schizophrenia: hidden in plain sight.
Innov Clin Neurosci. 2014;11(5–6):10–7.
53. Mezulis AH, Abramson LY, Hyde JS, Hankin BL. Is there a universal positivity
bias in attributions? A meta-analytic review of individual, developmental,
and cultural differences in the self-serving attributional bias. Psychol Bull.
2004;130(5):711–47. https://doi.org/10.1037/0033-2909.130.5.711.
54. McAlister C, Schmitter-Edgecombe M. Everyday functioning and cognitive
correlates in healthy older adults with subjective cognitive concerns. Clin
Neuropsychol. 2016;30(7):1087–103. https://doi.org/10.1080/13854046.201
6.1190404.
55. Ikeda Y, Ogawa N, Yoshiura K, Han G, Maruta M, Hotta M, et al. Instrumental
activities of daily living: the processes involved in and performance of these
activities by Japanese community-dwelling older adults with subjective
memory complaints. Int J Environ Res Public Health. 2019;16(14):2617.
https://doi.org/10.3390/ijerph16142617.
56. Cordier R, Chen YW, Clemson L, Byles J, Mahoney N. Subjective memory
complaints and difficulty performing activities of daily living among older
women in Australia. Aust Occup Ther J. 2019;66(2):227–38. https://doi.org/1
0.1111/1440-1630.12548.
57. Strassnig M, Signorile J, Gonzalez C, Harvey PD. Physical performance and
disability in schizophrenia. Schizophr Res Cogn. 2014;1(2):112–21. https://doi.
org/10.1016/j.scog.2014.06.002.
58. Bowie CR, Bell MD, Fiszdon JM, Johannesen JK, Lindenmayer J-P, McGurk SR,
et al. Cognitive remediation for schizophrenia: an expert working group
white paper on core techniques. Schizophr Res. 2020;215:49–53. https://doi.
org/10.1016/j.schres.2019.10.047.
59. Vita A, Barlati S, Ceraso A, Nibbio G, Ariu C, Deste G, et al. Effectiveness, Core
elements, and moderators of response of cognitive remediation for
schizophrenia: a systematic review and Meta-analysis of randomized clinical
trials. JAMA Psychiatry. 2021;78(8):848–58. https://doi.org/10.1001/jama
psychiatry.2021.0620.
60. Moritz S, Woodward T, Krausz M, Naber D, Group PS. Relationship between
neuroleptic dosage and subjective cognitive dysfunction in schizophrenic
patients treated with either conventional or atypical neuroleptic medication.
Int Clin Psychopharmacol. 2002;17(1):41–4. https://doi.org/10.1097/00004
850-200201000-00007.

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

Page 14 of 14

