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SUMMARY

Objective: The relationship between psychotic symp-
toms and insight is repeatedly shown. Studies intended
to present the relationship between insight and psy-
chosis are mostly conducted on psychotic disorders.
However, knowledge about psychotic experiences (PEs)
and insight is limited for non-psychotic disorders, like
depression. It was aimed to compare patients with non-
psychotic depression and healthy controls in terms of
insight and investigate the relationship between insight
and PEs. Method: 49 patients with depression and 42
healthy controls were included. Sociodemographic Data
Form, Hamilton Depression Rating Scale (HAM-D), Beck
Anxiety Inventory(BAl), Self-reflection and Insight Scale
(SRIS), Community Assessment of Psychic Experiences
(CAPE42) and Beck Cognitive Insight Scale (BCIS) were
applied to participants. Results: TLevels of PEs were sig-
nificantly higher and levels of SRIS insight subscale were
lower in patients with depression than healthy controls.
There were significant negative correlations between
SRIS insight subscale and levels of PEs. Levels of PEs were
predicted by scores of HAM-D, BAI and SRIS insight sub-
scale, but BAI was the only variable which maintained
significance in multiple regression analysis. Discussion:
Patients with non-psychotic depression could manifest
impaired insight and a mild form of psychotic features
and there is a relationship between these two psychiatric
phenomena.

Key Words: Psychotic experiences, insight, depression,
anxiety

(Turkish J Clinical Psychiatry 2021,24:307-314)
DOI:10.5505/kpd.2021.67625

OZET

Amac: Psikotik belirtiler ve icgéru arasindaki iliski
defalarca gosterilmistir ve bu calismalar cogunlukla
psikotik bozuklugu olan hastalarda yurattalmuastar.
Ancak depresyon gibi psikotik olmayan bozukluklarda
psikotik ozellikler ve icgdru hakkindaki bilgimiz kisitlidir.
Bu calismada, psikotik olmayan depresyon hastalari ve
saglikh kontrolleri icgdru agisindan karsilastirmayi ve bu
hasta grubunda psikotik yasantilar (PY) ile icgoru
arasindaki iliskiyi incelemeyi amaglamaktayiz. Yontem:
49 depresyon hastasi ve 42 saglikli kontrol calismaya
dahil edilmistir. Sosyodemografik Veri Formu, Hamilton
Depresyon Olcegi (HDO), Beck Anksiyete Envanteri (BAE),
Kendine Yansitma ve icgéri Olcedi (KYiO), Toplumda
Psikoz Benzeri Yasantilari Degerlendirme Olcedi (CAPE42)
ve Beck Bilissel icgéri Olcegi (BBIO) katimcilara
uygulanmistir.  Bulgular: PY dlzeyi depresyon
hastalarinda daha yiksekken KYi0 icgérii élcegi anlamli
olarak daha diistiktir. KYiO icgéri élcegi ile PBY dizeyi
arasinda anlamli olarak ters korelasyon mevcuttur. PBY
diizeyi regresyon analizinde HDO, BAE ve KYiO icgéri ile
anlamli olarak o6ngérilirken modelde sadece BAE
anlamhhgini devam ettirmistir. Sonug: Psikotik olmayan
depresyon hastalarinda icgéride bozulma ve 1hmh
psikotik belirtiler gézlenmektedir ve bu iki fenomen
arasinda anlamli bir iliski mevcuttur.

Anahtar Soézclikler: Psikotik yasantilar, icgorti, depres-
yon, anksiyete
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INTRODUCTION

Relationship between psychotic symptoms and
insight is repeatedly shown and some authors have
been indicated that insight is an important factor
for development and continuity of psychosis (1,2).
Studies intended to present the relationship
between insight and psychosis have been conducted
on psychotic disorders such as schizophrenia spect-
rum disorders and bipolar disorder. However,
increasing evidence and knowledge show that psy-
chiatric symptoms or phenomena are spectra. So,
different levels or forms of the symptoms could be
observed in all psychiatric disorder.

An example of spectrums is ‘psychosis continuum’,
which describes a psychotic spectrum including sev-
eral levels of psychosis from sub-threshold or sub-
clinical psychosis to clinically explicit psychosis
(3,4). Psychotic experiences (PEs), which percep-
tion abnormalities, delusional ideations and magi-
cal thoughts that do not reach clinical level, are one
of these levels (5). PEs could be observed not only
in patients with psychotic disorders but also in gen-
eral population with no sign of a psychiatric disor-
der and, hence often do not require any treatment
(4,5). There are few studies reporting that PEs are
more frequent among patients with depression and
anxiety disorders, furthermore, positive correlation
between levels of these experiences and severity of
depression was found(6-8). Bidirectional relation-
ship between mood episodes and psychotic experi-
ences was observed in a community based, 6-year
follow-up study from Turkey (9). However, to our
knowledge, no study has investigated the associa-
tion between these experiences and insight in neit-
her psychotic disorders nor non-psychotic disor-
ders.

Insight has multiple and overlapping definitions.
As a comprehensive definition, insight is the ability
to understand/be aware of the objective reality of
self that comprises awareness to own thoughts,
emotions, behaviours, mental disorder, unusual
mental events like delusions and hallucinations
and, recognition to treatment need (10,11).
Considering this comprehensive definition, authors
have developed scales that evaluate different parts
of insight, such as clinical, cognitive, and therapeu-
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tic insight. Most of the studies have been reported
about lack of insight or impaired insight in patients
with psychotic disorders, but, the results of studies
aimed to investigate insight in patients with non-
psychotic disorders are conflicted. However, we
have observed distorted awareness of the objective
reality of self in patients with non-psychotic depres-
sion in our clinic experiences.

Given the observed relationship between insight
and psychotic symptoms and our clinical experi-
ence on insight, we aimed to compare patients with
non-psychotic depression and healthy controls in
terms of insight and investigate the relationship
between insight and PEs in patients with non-psy-
chotic depression in this study.

METHOD

Study Sample and Study Design

This cross-sectional, single-centre study was con-
ducted at adult psychiatry outpatient clinic of a uni-
versity hospital. Forty-nine patients with depres-
sion and forty-two healthy controls (HC) were
included.

Patients with Depression

Patients who were examined and diagnosed with
depression by physicians who were blind to study
design were referred to one of the authors (O.H) to
further evaluations. Patients who were aged
between 18-65 years, graduated at least preliminary
school, volunteer to participate the study, did not
have comorbid psychiatric disorder including alco-
hol and drug dependency, intellectual disability,
schizophrenia spectrum disorders, schizotypal or
schizoid personality traits or disorders were select-
ed for clinical interview. To rule out the possible
effect of antipsychotics or mood stabilizer drugs on
PEs, patients who have ever used antipsychotics
and mood stabilizer drugs were excluded. In the
clinical interview, first, patients were questioned
for bipolar disorder depressive episode, then,
patients who were suspected of bipolar disorder
were excluded. After these exclusion processes,
Hamilton Depression Rating Scale (HAM-D) was
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applied to make certain of depression diagnosis
and Psychotic Depression Assessment Scale to
exclude explicit psychotic features. Totally forty-
nine patients were selected to patients with depres-
sion group and the self-report scales were given to
patients to fill.

Healthy Controls

Psychiatrically healthy controls were selected from
relatives and neighbourhoods of hospital staff and
medical students. The detailed clinical interview
was made by one of the authors (O.H.) to rule out
any recent or former psychiatric disorder.
Individuals who were aged between 18-65 years,
graduated at least preliminary school, volunteer to
participate study, never diagnosed with any mental
disorder and never used psychotropic drugs were
selected for application of scales. Forty-two indi-
viduals were selected for the healthy controls
group. First, HAM-D and sociodemographic data
form were applied to participants. Then, self-report
scales were given to fill.

Both verbal and written informed consents were
obtained from all participants.

Measures

Sociodemographic Data Form: This form was devel-
oped by researchers to record age, gender, gradua-
tion, marital status, occupational status and dura-
tion of psychotropic drug use.

Hamilton Depression Rating Scale (HAMD-D): The
scale was developed by Hamilton and translated to
Turkish by Akdemir et al. (12,13). The scale has a
total of 17 questions and one could get a maximum
of 53 points. 14 points and more indicate depres-
sion.

Beck Anxiety Inventory (BAI): The inventory was
developed by Beck and translated to Turkish by
Ulusoy et al. (14,15). It consists of 21 items with a 4
Likert scale and raw scores ranging from 0 to 63.
BALI scores are classified as minimal anxiety (0 to
7), mild anxiety (8 to 15), moderate anxiety (16 to
25), and severe anxiety (30 to 63).
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Community Assessment of Psychic Experiments
(CAPE42): CAPE 42 was developed by Konings et
al. and its Turkish validity and reliability study was
conducted by Saka et al. in the context of
"European Network of National Schizophrenia
Networks Studying Gene-Environment
Interactions, Turkey Schizophrenia Network Study"
(16,17). The scale is a 42-item self-report question-
naire that measures PEs in the general population.
It has three dimensions; positive, negative, depres-
sion and two parts; frequency and distress. Both
frequency and distress part of the scale is 4 Likert
and raw scores for each part ranging from 42-168.
In this study, only the 20-itemed positive dimension
of the scale was used. The negative dimension,
depression dimension and distress part of CAPE42
was not used due to overlapping with HAM-D and
BALIL

Measuring Insight

In this study, two different scales were used to
assess insight.

Self-Reflection and Insight Scale (SRIS): SRIS was
developed by Grant et al. and its Turkish reliability
and validity were made by Yavasoglu (18,19). It has
two subscales: self-reflection and insight. It consists
of 20 questions with a 6 Likert scale. The self-
reflection subscale has 12 questions and others rate
insight. Higher scores indicate a higher level of self-
reflection and insight. In this study, insight subscale
was included to analyze.

Beck Cognitive Insight Scale (BCIS): BCIS was
developed by Beck et al. and its Turkish reliability
and validity study was made by Aslan et al. (20,21).
It has two dimensions: self-reflectiveness (S-Refs)
and self-certainty (S-Cer). It consists of 15 ques-
tions and total scores are calculated by subtracting
S-Cer from S-Refs. In this study, both total scores
and subscale scores separately were used in analy-
ses. Higher scores indicate higher levels of cogni-
tive insight.

To prevent conceptual confusion, we used ‘psycho-
logical insight’ for insight which assesses in SRIS
insight subscale and ‘cognitive insight’ for insight
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which assesses in BCIS.

Psychotic Depression Assessment Scale (PDAS):
PDAS was used to exclude the diagnosis of psy-
chotic depression. Scores of this scale were not
used in analyzes.

Statistical Analysis

Sociodemographic variables were analyzed with
Chi-Square, Student’s-t or Mann-Whitney U
according to features of variables. To compare
scores of CAPE 42 positive dimension (CAPE42
PD), HAM-D, BAI, SRIS insight subscale, BCIS
and subscales between patients with depression
and HC, Mann-Whitney U or Student's t-test were
used according to distribution patterns.

Rest of analyzes were conducted only in patients
with depression group. To investigate the relation-
ship between scores CAPE42 positive dimension
and HAM-D, BAI, SRIS insight subscale, BCIS
and subscales, Pearson or Spearman correlation
analyzes were performed according to distribution
patterns of variables. Multiple regression analyzes
were performed to investigate the predictive effect
of levels of depression, anxiety and insight on levels
of PEs. Finally, patients with depression were sep-
arated into two groups in terms of medication use.
Patients who have used antidepressant medications
more than one month were included ‘currently on
medication’ (n=27) and patients who have used
antidepressants medication less than one month or
new-onset depression were included ‘recently diag-
nosed’ (n=22). Scale scores were compared
between these two groups.

SPSS 21.0 belonged to IBM was used for statistical
analysis and p<0,05 was accepted for statistical sig-
nificance.

Ethical Approval

Ethical Approval was received from Ankara
University Faculty of Medicine Human Researches
Ethical Committee.

RESULTS

Sociodemographic variables and their comparison
between patients with depression and HC were
presented in Table 1.

Level of depression, anxiety, CAPE 42 PD and
total score of BCIS were higher in patients with
depression (p<0,001, p<0,001 and p=0,007,
p=0,001 respectively). The insight subscale of
SRIS and the self-certainty subscale of BCIS scores
were higher in the control group (p<0,001,
p=0,015 respectively). Comparisons of HAM-D,
BAI, CAPE42PD, SRIS insight subscale, BCIS
scores between groups were presented in Table 2.

In patients with depression, levels of HAM-D and
BAI were lower in patients with ‘currently on med-
ication’ in comparison with ‘recently diagnosed’
(p<0,001 and p=0,020 respectively). However,
there was no difference for other scales’ scores
between ‘currently on medication’ and ‘recently
diagnosed’ (Table 3).

In patients with depression there were negative

Table 1. Sociodemographic Features and Comparison of Patients with Depression and Healthy Control Groups

Patients with depression HC Xt p
(n=49) (n=42)
(Mean—-SD) (Mean—-SD)
Age 40.9 -10.51 39.66-9.33 -0.698 0.512
Education (years) 10.67-3.89 11.23-3.79 0.615 0.481
Gender n % n %
Female 41 83.7 35 83.3 0.002 0.965
Male 8 16.3 7 16.7
Marital Status
Married 38 77.6 30 714 1.135 0.567
Single 9 18.4 8 19
Divorced 2 4.1 4 9.5
Occupational Status
Employed 20 40.8 40 95.2 29.821 <0,001*
Unemployed 29 59,2 2 4.8
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Table 2. Comparison of HAM-D, BAI, CAPE42PD, SRIS Insight subscale, BCIS Between Patients with Depression and

Healthy Control Groups
Patients with Depression Healthy Control (n=42)
(n=49)
Mean-SD /Median (min- Mean-SD /Median (min- 7/t P
max) max)
HAM-D 21.44-6.90 2.52-3.41 16.136 <0.001*
BAI 21 (0-53) 4 (0-32) -5.838 <0.001*
CAPE42PD 28 (20-53) 25 (20-38) -2.674 0.007*
SRIS Insight subscale 29.51-6.90 35.52-6.22 -4.332 <0.001%*
BCIS Total 2.63-4.51 -0.71-4.79 3.427 0.001*
Self-reflectiveness 10.75-4.48 9.304.73 1.494 0.139
Self-certainty 8.12/8-3.83 10.02/10-3.41 -2.479 0.015*

HAM-D: Hamilton Depression Rating Scale. BAI: Beck Anxiety Inventory. CAPE42PB: Community Assessment of Psychi
Experiences Positive Dimension. SRIS:Self-Reflection and Insight Scale. BCIS: Beck Cognitive Insight Scale. SD: Standarc

Deviation

For comparison between groups Student s t test was used for variables show normal distribution pattern. Mann-Whitney U
was used for variables not show normal distribution pattern P<0.05

correlation between age and levels of PEs
(p=0,009, r=-0,370) and positive correlation
between graduation and levels of PEs (p=0,035,
r=0,302). There was no relationship between other
sociodemographic variables and levels of PEs.

Correlations between HAM-D, BAI, CAPE42PD,
SRIS insight subscale, and BCIS scores in patients
with depression were shown in Table 4. Multiple
regression analysis was performed to predict levels
of PEs in patients with depression. The model con-
sisted of HAM-D, BAI and SRIS insight subscale.
These variables significantly predicted levels of PEs
(F=8,987 p<0,001) and explained 33,3% of vari-
ance (R=0,612, R2=0,375, Adjusted R2=0,333).
Only BAI significantly added to the model
(p=0,001) (Table 5).

DISCUSSION

In this paper, we observed that levels of psycholo-
gical insight were lower in patients with depression

in comparison with healthy controls, in addition to
a negative correlation between levels of PEs and
psychological insight in patients with depression
group. Also, it was shown that cognitive insight le-
vels were higher in patients with depression than
healthy controls. However, although there was a
positive correlation between BCIS self-reflective-
ness subscale and PEs, similarly between BCIS self-
certainty subscale and PEs, there was no correla-
tion between levels of cognitive insight and PEs. In
regression analyze, levels of depression, anxiety
and psychological insight significantly predicted
levels of PEs, but of all, only levels of anxiety was
the variable that maintained significance in the
model.

Our starting point was that if patients with non-psy-
chotic depression can have mild forms of psychotic
features, like PEs, and if insight is an important fac-
tor for development and continuity of psychosis,
there should be a relationship between PEs and
impairments in insight. So, we first aimed to show

Table 3. Comparison of HAM-D, BAI, CAPE42PD, SRIS Insight subscale, BCIS between Recently Diagnosed and

Currently on Medication in Patients with Depression Group

Currently on medication

Recently Diagnosed

(N=27) (N=22)
Mean-SD /Median (min- Mean-SD /Median z/t P
max) (min-max)
HAM-D 18.03-5.98 25.63-5.59 4.552 <0.001*
BAI 17 (0-45) 29.05 (1-53) -2.333 0.020*
CAPE42PD 27 (20-53) 28.50 (21-51) -1.642 0.101
SRIS Insight 30.55-7.23 28.22-6.40 -1.178 0.245
BCIS Total 2.00-3.81 3.40-5.23 1.089 0.282
Self-reflectiveness 10.40-4.38 11.18-4.66 0.597 0.553
Self-certainty 8.40-3.78 7.77-3.95 -0.572 0.570

HAM-D: Hamilton Depression Rating Scale. BAI: Beck Anxiety Inventory. CAPE42PB: Community Assessment of Psychi
Experiences Positive Dimension. SRIS:Self-Reflection and Insight Scale. BCIS: Beck Cognitive Insight Scale. SD: Standarc

Deviation

For comparison between groups.Student s t test was used for variables show normal distribution pattern. Mann-Whitney U
was used for variables not show normal distribution pattern P<0.05
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Table 4. Correlations Between HAM-D, BAIL, CAPE42PD, SRIS Insight Subscales, BCIS in Patients with Depression Group

CAPE42PB HAM-D BAI
r P r p r p
HAM-D 0.371 0.009* - - 0.544 <0.001%*
BAI 0.629 <0.001* 0.523 0.000* - -
SRIS Insight -0.440 0.002* -0.263 0.068 -0.372 0.009%*
BCIS 0.175 0.228 0.156 0.285 0.192 0.187
S-Ref 0.463 0.001* 0.140 0.339 0.254 0.079
S-Cer 0.352 0.012* -0.020 0.890 0.100 0.494

HAM-D: Hamilton Depression Rating Scale. BAI: Beck Anxiety Inventory. CAPE42PB: Community Assessment of
Psychic Experiences Positive Dimension. SRIS:Self-Reflection and Insight Scale. BCIS: Beck Cognitive Insight Scale (S-
Ref:Self-reflectiveness. S-Cer:Self-certainty). Pearson correlation analysis was used for variables show normal distribution

pattern. Spearman correlation analysis was used for variables not show normal distribution pattern. r=correlation

coeffciency *P<0.05

impairments in insight by SRIS insight subscale and
BCIS. SRIS is focused on evaluating one’s aware-
ness of his/her own thoughts, emotions and
behaviours (psychological insight) (22). On the
other hand, BCIS is focused on evaluating one’s
willingness to examine what one mentally pro-
duces, acceptance of fallibility (self-reflectiveness)
and one’s overconfidence to the validity of own
beliefs (self-certainty) (cognitive insight) (21). In
this paper, whereas levels of psychological insight
were lower in patients with depression, levels of
cognitive insight were higher comparing with
healthy controls. These findings indicate that
patients with depression could manifest impair-
ments in awareness of his/her own thoughts, emo-
tions and behaviours, but not in cognitive insight.
According to BCIS, high level of self-reflectiveness
and low level of self-certainty point out better cog-
nitive insight (21). Patients with depression had
higher levels of self-reflectiveness and lower levels
of self-certainty compared with healthy controls in
this study. These findings indicate that patients
with depression are more willing to admit they
could be wrong but less confident about their
beliefs. Similar to our findings, Van Camp et al
observed that levels of self-reflectiveness are higher
in patients with depression (23), while Weintraub et
al. showed that high levels of self-certainty are
related to decreased depression and increased life
quality (24). However, to our knowledge, SRIS has
been never used to evaluate insight in patients with
depression, as we did.

Next, we aimed to show the relationship between

levels of PEs and levels of insight. There was a ne-
gative correlation between levels of PEs and levels
of psychological insight, whereas cognitive insight
was not correlated with levels of PEs. However,
both self-reflectiveness and self-certainty had a
positive  correlation with levels of PEs.
Psychological insight is considered as a part of pri-
vate self-consciousness (25). Smari et al. were
reported that paranoia is related to private self-
consciousness and social anxiety (26). A study
showed that PEs are more common in individuals
with high levels of self-shame and self-criticism
(27). Regarding with cognitive insight, individuals
with delusions have low levels of self-reflectiveness
and high levels of self-certainty although both le-
vels of self-certainty and self-reflectiveness are high
in individuals with nonclinical delusion proneness
(28). Similar results have been reported for under-
graduate students with no history of a psychotic di-
sorder (29). In the lights of these findings and cur-
rent literature, we proposed that while impair-
ments in psychological insight could point out mild
impairments, impairments in cognitive insight
could indicate more severe impairments in insight
(10). So, both psychosis and impairments in insight
are spectra and these two spectrums are positively
correlated. Furthermore, mild forms of these two
spectra could be observed in patients with more
neurotic disorders, like non-psychotic depression,
and severe forms in patients with more psychotic
disorders. Finally, not observing a correlation
between SRIS insight subscale and BCIS supports
our proposition.

Table 5. Multiple Linear Regression Analysis for CAPE42PD in Patients with Depression Group

B SE Beta %95 CI P
HAM-D 0.058 0.163 0.049 -0,271-0,386 0.725
BAI 0.274 0.084 0.465 -0,565-0,032 0.002%*
SRIS Ins -0.267 0.148 -0.227 0,104-0,444 0.079

HAM-D: Hamilton Depression Rating Scale. BAI: Beck Anxiety Inventory. CAPE42PB: Community Assessment of Psychic
Experiences Positive Dimension. SRIS:Self-Reflection and Insight Scale(Ins:Insight). *P<0.05

Turkish J Clinical Psychiatry 2021;24:307-314
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Although being on antidepressant treatment more
than one month was effected on levels of depres-
sion and anxiety, it was not effected on levels of
PEs and insight. However, this study was not an
intervention study. To our knowledge, no study has
investigated effects of antidepressant treatment on
insight or PEs. Considering our findings, while
antipsychotics could relief depression by reducing
levels of PEs, psychotherapies could play a role by
strengthening insight. Effects of treatment on PEs
and insight could be a topic of further researches.

Levels of depression, psychological insight and an-
xiety significantly predicted levels of PEs in this
study, but anxiety was only variable maintained sig-
nificance. Several studies reported a positive corre-
lation between levels of PEs, anxiety and depres-
sion (6,7,8,30). In a German cohort, a dose-
response relationship was observed between affec-
tive dysregulation and psychotic experiences.
Moreover, it has been also reported that there is a
bidirectional relationship between psychotic-expe-
riences and mood episodes (9). Relationship
between anxiety and psychotic symptoms has been
shown repeatedly (31-33). Extended and transdi-
agnostic psychosis phenotype has been proposed to
bring in new understanding for PEs in general po-
pulation (34). The phenotype offers broad perspec-
tive for psychosis spectrum and its relationship with
affective symptoms. However, while the phenotype
is mainly about psychosis, an affective disorder was
evaluated in terms of PEs in this study. So, consid-
ering our findings, a transdiagnostic phenotype for
affective disorders could also exist. On the other
hand, insight, which is related both development
and continuity of psychosis, has not been consi-
dered for extended and transdiagnostic psychosis
phenotype. In future researches, this issue could be
evaluated.

There are some limitations to this study. First,
small sample size has restricted the generalizability
of our findings. Second, SRIS has been never used
to evaluate insight in patients with depression.
However, the questions of the scale are compatible
with our experiences which patients with depres-
sion could have disturbed awareness of his/her own
emotions, thought and behaviours. Third, the
cross-sectional design of the study prevents to
interpret causality. Forth, due to absence of follow-
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ups, interpretation about the effects of treatments
on PEs and insight is insufficient. Fifth, even
though there was no statistical difference between
patients and healthy controls in terms of age, gen-
der, marital status and education, not matching
these two groups in terms of above-mentioned vari-
ables is a limitation. At last, a history of trauma,
which is a related factor for PEs, was not evaluated.

Our study has also strength features. To our know-
ledge, this is the first study that shows the relation-
ship between insight and PEs. Second, strict evalu-
ation for choosing participants has allowed us to
compare patients with non-psychotic depression
and psychiatrically healthy individuals. Third, our
findings are evidence for those psychiatric or psy-
chological phenomena are not dichotomous, they
are spectra, moreover, these spectra have associa-
tions between each other. Ineffectiveness of anti-
depressant treatment on levels of PEs and insight
could contribute to widening lying mechanism
under the effects of antipsychotics and psychothe-
rapies.

As a conclusion, patients with non-psychotic
depression have a mild form of psychotic features
and impaired awareness of his/her own emotions,
thoughts and behaviours. Also, this impaired
awareness is related to PEs, and anxiety is an
important factor for this relationship.
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