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1. THEORETICAL INTRODUCTION
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1.1.1. CONSCIOUS BRAIN, METACOGNITION AND SCHIZOPHRE-
NIA

According to Aristotle, processes such as thinking, feeling, perceiving, remem-
bering as psychological attributes of humans reflect the soul that cannot be di-
vided from the body and exists as the form that makes a body a living body
(Bennett, 2007; Onians, 1954). Later, Descartes divided this unity of form and
matter and proposed dualistic concept of body (res extensa) and mind (res cogi-
tans). In his work “Treatise of Man” he described humans as ‘“earthen ma-
chines” based on reflex actions, who have sensory consciousness integrated via
pineal gland which he proposed as a central unitary organ of human body. In
his later work “Passion of the soul” he placed the “rational soul” into the pineal
gland and defined self-consciousness that differentiates humans from animals
(Bob and Mashour, 2011; Fishman, 2008; Smith, 1998). In his famous quota-
tion “Cogito ergo sum”, Descartes reflected basic meanings of consciousness
and its typical qualities represented by abilities of self-reflection and insight.

In addition, Descartes proposed theory of information integration in the pi-
neal gland and anticipated recent problem of binding of distributed information
in the brain (“binding problem”) that is crucial for understanding mechanisms
of consciousness and self-awareness (Baars et al., 2013; Crick and Koch, 1990,
Engel and Singer, 2001). In this historical context recent studies indicate that
binding of distributed information in the brain represents basic mechanism of
consciousness that manifests through neural correlates emerging in EEG specif-
ically as fast oscillations in the gamma range (Baars et al., 2013; Cavinato et
al., 2014; Lou et al., 2010; Uhlhaas et al., 2009). As would be possible to ex-
pect, similar findings of gamma oscillations were found also in highest form of
consciousness and self-awareness representing conscious recognition of one’s
own mental state (Jung-Beeman et al., 2004; Kounios et al., 2008; Sandkuhler
and Bhattacharya, 2008). Based on these findings consciousness including its
most developed forms as self-reflection, conscious awareness of subject’s own
action and “insight” became a topic of scientific research about most subjective
components of human being.

According to recent research disturbances of self-awareness and conscious
experience have a critical role in pathophysiology of schizophrenia and in this
context schizophrenia is currently understood as a disorder characterized by
distortions of the acts of awareness, self-consciousness and self-monitoring
(Frith, 1987; Gallagher, 2000; Kircher and Leube, 2003; Lou, 2012; Mishara et
al., 2014).

This conceptualization of brain and cognitive disintegration in schizophrenia
is reminiscent of the concept of ‘schizophrenia’ as “split mind” proposed by
Bleuler in his Dementia praecox or the group of schizophrenias emphasizing
the splitting or disintegration of consciousness (Bleuler, 1950b). In 1881, Eu-
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gen Bleuler began developing his view that the core problem among individu-
als with psychosis is determined by disruptions of thought-linkages and deficits
in the coordination of different psychological functions. These anomalies were
thought to lead to a “loosening of associations” related to the process of split-
ting. Bleuler defined the term splitting as a process of formation of complex
mental structures linked to incompatible experiences producing numerous divi-
sions in mental processes (Bleuler, 1919). In his work: “Dementia praecox or
the group of the schizophrenias”, Bleuler (1911), introduced the term “schi-
zophrenia” to describe the illness that replaced Kraepelin’s dementia praecox
(Bleuler, 1919, 1950b). Bleuler thought that: “...the ’splitting’ of the different
psychic functions is one of its most important characteristics” (Bleuler, 1950b).
According to Bleuler (1950) some psychic complexes creating aggregates of
thoughts, feelings and affects may dominate personality structure, while other
complexes may be “split off” and operate as fragments connected with the oth-
ers in an “illogical” way. Similarly described personality structure also Jung
(1909), who proposed that associations are linked to complex mental aggre-
gates that connect emotional, episodic and semantic memories (Jung, 1909).

In historical context Bleuler’s definition of “split mind” as a characteristic
feature of disturbed cognition in schizophrenia is related to Descartes’ proposal
the binding multidimensional information from various sensory modalities that
enables conscious experience (Barrera-Mera and Barrera-Calva, 1998; Bob,
2015). The so-called “binding problem” leads to the unresolved question where
and how the information is integrated into the whole and how this information
is specifically linked to previous experience in the spatio-temporal memory. An
important question for further research of the integration of distributed brain
activities is whether the essential integrative role can be attributed to a specific
structure in the brain or whether this ability is inherent to the cognitive network
as a whole. In addition it is not known how spatial convergency is provided for
the synthesis of processed information that emerges and for example, there are
only a few neural connections between specific visual areas that correlate with
color and motion (Barrera-Mera and Barrera-Calva, 1998; LaRock, 2006; Zeki,
1994, 2003). For example, visual consciousness requires activity in many areas
of the brain and the components of the high-level visual representations, close-
ly linked to focused attention, need to access these structures, form a perceptual
object and bind together various features of an object (Cavanagh, 2011; Zeki
and Bartels, 1999).

A key evidence for the binding problem reported studies of primate extra-
striate visual cortex which have shown that different neurons within the visual
system participate on processing of different features of a seen object (Desi-
mone et al., 1985; Ghose and Ts'o, 1997; Schein and Desimone, 1990). For ex-
ample, Desimone et al. (1985) have found that neurons in visual area (V4) and
inferior temporal cortex (IT) are sensitive to many kinds of information rele-
vant to object recognition. They also found that special contribution of V4 neu-
rons to visual processing may lie in specific spatial and spectral interactions
and that many different stimulus qualities are processed in parallel mode of
processing (Desimone et al., 1985). Similar results reported Ghose and Ts’o
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(1997), who also found that V4 contains modular assemblies of cells related to
particular aspects of processed object-based representations (Ghose and Ts'o,
1997). There is also evidence in research of moving objects that other neurons
in the middle temporal area and the medial superior temporal area encode vari-
ous aspects related to the motion of the stimulus (O'Keefe and Movshon, 1998;
Treue and Andersen, 1996).

Significant contribution to this discussion about mechanisms of large scale
integration reported Crick and Koch (1992, 2003) in their studies of the visual
consciousness (Crick and Koch, 1992; Crick and Koch, 2003). They proposed
that the problem of binding may not be resolved only as a simple consequence
of synchronization among large groups of neurons. As a basis for that opinion
they emphasize the binding problem of distributed information representing a
seen object by groups of synchronized excited neurons that are located at dif-
ferent parts of the brain. This problem has emerged in connection to findings
that features of an object such as color, shape, texture, size, brightness, etc.
produce activity in separate areas of the visual cortex (Crick and Koch, 1992;
Crick and Koch, 2003; Felleman and Van Essen, 1991; Singer, 2001). In con-
text of these findings the hypothetical center for brain information convergency
that enables perceptual consciousness and conscious experience was termed
“Cartesian theatre” (Crick and Koch, 1992; Dennett, 1991). Recent neuros-
cience, however, has not located a distinct place in which distributed informa-
tion in the brain comes together. Additionally, there is evidence that neocortical
processing is distributed during all sensory and motor functions (Singer, 2001).

The predominant view in neuroscience of consciousness is that neuronal
synchronization is a phenomenon that is necessary for the large scale integra-
tion of distributed neuronal activities. There is increasing experimental evi-
dence that coherent neuronal assemblies in the brain are functionally linked by
phase synchronization among simultaneously recorded EEG signals and that
this time-dependent synchrony between various discrete neuronal assemblies
represents neural substrate for mental representations such as perception, cog-
nitive functions and memory (Lachaux et al., 1999; Varela et al., 2001). These
functions are related to distributed macroscopic patterns of neuronal activity
which involve multiple neuronal subsystems bound into a coherent whole
(Braitenberg, 1978; Van Putten and Stam, 2001). According to recent data, a
mechanism that enables binding of distributed macroscopic patterns of neuron-
al activity, represented by neural assemblies, into the coherent whole is still un-
resolved and represents a fundamental problem in neuroscience [i.e., the bind-
ing problem: how the brain codes and integrates distributed neural activities
during processes connected to perception, cognition and memory] (Arp, 2005;
Fidelman, 2005; Lee et al., 2003; Velik, 2010; Woolf and Hameroff, 2001).
The theory of feature binding originates with distributed coding and states that
neurons involved in the processing of a single object will tend to synchronize
their firing, while simultaneously desynchronizing their firing from the remain-
ing neurons not involved in the processing of the object (Malsburg and
Schneider, 1986). An essential feature of neuronal assembly coding is that in-
dividual neurons or subsystems can participate at different times in an almost
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unlimited number of different assemblies (Sannita, 2000; Varela et al., 2001).
The same neurons can participate in different perceptual events and different
combinations of these neurons can represent different perceptual objects. Syn-
chronization of these different perceptual objects is related to the integration of
perceptions into a coherent whole (Singer and Gray, 1995). As a candidate me-
chanism for the integration or binding of distributed brain activities is the so-
called gamma activity—high frequency oscillations of 40 Hz, but often varying
from 30 to 90 Hz. This activity occurs synchronously across brain regions and
underlies the integration of diverse brain activities (Singer and Gray, 1995).

In this context, majority of recent studies on neural correlate of conscious-
ness have focused on EEG analysis and observed functionally relevant periods
of synchronization mainly in gamma frequency band in various species and
brain structures during attention, perception, motor and memory tasks (Jensen
et al., 2007; Lee et al., 2003; Singer, 2001). Together these findings suggest
that a candidate mechanism for the integration or binding of distributed brain
activities is the gamma activity (mainly about 40 Hz). The suggested mechan-
ism of the gamma waves is that the wave that originates in the thalamus repeat-
edly oscillates 40 times per second in the brain back and forth, which enable to
different neuronal circuits to enter into synchrony with the perceptual informa-
tion that is processed in thalamus. This integrative process enables to these si-
multaneously active neuronal clusters oscillate together during transient periods
of synchronized firing and this coherent whole enables to connect various
memories and associations involved in the process and generate a coherent
process of perception, cognitive processing, memory and consciousness (Buz-
saki, 20006).

Through this mechanism gamma activity occurs synchronously across brain
regions and underlies the integration of diverse brain activities (Singer and
Gray, 1995). Crucial result of these studies is a direct link between visual per-
ception and gamma synchrony in the cat visual cortex reported by Eckhorn et
al. (1988) (Eckhorn et al., 1988). Following this finding, functional significance
of synchronous gamma activity in selective attention, perceptual processing
and recognition was repeatedly demonstrated in animal and human studies
(Jensen et al., 2007; Meador et al., 2002; Rodriguez et al., 2004). Together
these data strongly suggest that complex cognitive functions are organized at a
global level that enables to integrate primitive functions organized in localized
brain regions (Bob, 2011; Bressler and Kelso, 2001). In this context, current
predominant hypothesis relies on the assumption of the global mode of func-
tioning that is based on large-scale information processing that requires me-
chanisms of functional integration of multiple disparate neural assemblies
(Fries et al., 2001; Jensen et al., 2007; Varela et al., 2001).

Although the majority of research on feature binding has focused on syn-
chronous gamma activity, there is evidence that synchronous activities in other
frequency bands may also participate in functional integration of distributed
neural activities into the coherent whole (Bressler et al., 1993; Lee et al., 2003).
Following these findings Dennett (1991) proposed “a multiple drafts” theory of
consciousness model that does not define consciousness as a unitary process
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but rather a distributed one. Instead of a single central place i.e. “Cartesian
theatre,” there are various events of content-fixation that occur in various plac-
es at various times in the brain (Dennett, 1991).

On the other hand there are possible limitations and controversial points
whether neural synchrony mediates visual feature grouping or just represents
its neural correlate that in principle does not explain the process of feature
binding or “binding problem” (Bob, 2011; Bosman et al., 2014; Merker, 2013;
Palanca and DeAngelis, 2005; Ray and Maunsell, 2015). Nevertheless the evi-
dence for this view linking consciousness and gamma activity was reported by
a whole series of experimental results in cognitive neuroscience and psycholo-
gy (LaRock, 2006; Van der Velde and De Kamps, 2006; Varela and Thompson,
2003; Von der Malsburg, 1996; Zeki, 2003).

Recent findings indicate that these characteristic mental deficits related to
conscious integration in schizophrenia are typically linked to abnormalities in
brain development and neurocognitive deficits in information processing, ver-
bal memory and executive functioning (Braff et al., 2007; Green et al., 2013;
Hori et al., 2012; Light and Braff, 2005; Toulopoulou et al., 2007). In this re-
view, we propose that these cognitive deficits typical for schizophrenia may be
related to specific deficits of information integration in the process of neural
binding. Such deficits in neural binding may be linked to the disintegration of
conscious experience and mental life as well as metacognitive disturbances in
schizophrenia.

1.1.2. DISTURBED NEURAL SYNCHRONY AND SCHIZOPHRENIA

In this context, accumulating evidence from electrophysiological, physiological
and anatomical studies indicates that abnormalities in the synchronized oscilla-
tory activity of neurons may play a central role in the pathophysiology of schi-
zophrenia (Bob, 2012; Uhlhaas et al., 2008; Uhlhaas and Singer, 2010; Woo et
al., 2010). These studies show that schizophrenia involves abnormalities in
brain oscillatory activity as measured by EEG synchrony. Specifically, there
are abnormalities in gamma band activity of EEG electromagnetic spectrum
and likely these abnormalities are related to cognitive deficits and other symp-
toms of schizophrenia (Bob et al., 2008; Lee et al., 2003; Uhlhaas et al., 2006;
Uhlhaas and Singer, 2010; Woo et al., 2010). For example, Uhlhaas et al.
(2006) have found that increased phase synchrony correlates with the positive
symptoms of delusions and hallucinations (Uhlhaas et al., 2006). Similarly, Lee
et al. in an auditory oddball paradigm experiment reported changes in frontal
and left hemisphere gamma synchrony. They found that positive symptoms re-
lated to Reality Distortion are associated with increased right synchrony, Psy-
chomotor Poverty is related to decreased left hemisphere synchrony and Disor-
ganisation symptoms show a widespread enhancement with a delay in frontal
Gamma synchrony (Lee et al., 2010). Other study examining relationship be-
tween disturbed long-range synchrony of gamma oscillations and clinical
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symptoms has been reported by Mulert et al. (2011), who found positive corre-
lation between auditory hallucinations symptom scores and phase synchroniza-
tion between the primary auditory cortices (Mulert et al., 2011). Also another
study documenting positive correlations between the phase synchronization of
beta and gamma oscillations and hallucination symptoms in schizophrenia pa-
tients has been reported by (Spencer et al., 2004). These deficits in neural oscil-
lations likely may represent the functional correlate of dysconnectivity in cor-
tical networks underlying the associative splitting and characteristic fragmenta-
tions of mind and behavior.

In context of understanding schizophrenia as associative splitting and dis-
turbed contextual awareness, Uhlhaas et al. (2006) found that deficits in Gestalt
perception in schizophrenia patients are associated with reduced phase syn-
chrony in the beta-band (20-30 Hz) but not in the gamma-band (40-70 Hz)
suggesting that the coordination deficit of neural activities are related to specif-
ic cognitive dysfunctions associated with Gestalt and contextual associations
(Uhlhaas et al., 2006).

Linking disturbances of integrative mental functions has been also reported
in studies focused on deficits in self-monitoring. For example, Ford et al.
(2008), who reported relationship between gamma synchrony and corollary
discharges in schizophrenic patients. They found that gamma band neural syn-
chrony that preceded pressing of the button was decreased in the patients,
which is consistent with findings that deficits in self-monitoring and willed ac-
tions could result from a dysfunction of the corollary discharge system reflect-
ing communication between the frontal and temporal lobes related to the
breakdown of self-monitoring, self-agency self-awareness and insight (Fein-
berg, 1978; Fishman, 2008; Ford and Mathalon, 2005; Ford et al., 2001; Friston
and Frith, 1995; Frith, 1987; Taylor, 2011). These deficits in schizophrenia are
typically related to impaired information processing that may increase the
modularity of brain functions (Ford et al., 2008) which may cause that for ex-
ample, inner speech is misidentified as external voices (Ford et al., 2007; Pou-
let and Hedwig, 2007).

These disturbed interactions between brain structures produce patterns of
temporal disorganization with decreased functional connectivity that may un-
derlie specific perceptual and cognitive states and cause disintegration of in-
formation across specialized brain areas of the brain in schizophrenic patients
(Crossley et al., 2009; Kuhn and Gallinat, 2013; Parnaudeau et al., 2013;
Sporns et al., 2000; Uhlhaas and Singer, 2010). This disintegration of con-
sciousness probably produces defective self-monitoring and self-experiencing
(Feinberg, 1978; Ford and Mathalon, 2005; Ford et al., 2001) and this lack of
information integration likely reflects the process of functional segregation of
sets of neurons localized in different cortical areas and may represent an under-
lying mechanism of process of dissociation, disturbance of conscious expe-
rience and self leading to lack of contextual awareness, self-monitoring and in-
sight (Bob and Mashour, 2011).

In this context, interesting data related to contextual awareness have been
reported by Farina et al. (2014), who studied relationships between memories
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of attachment and EEG connectivity using coherence analysis. They found that
after administration of the adult attachment interview in patients with dissocia-
tion these patients did not show increased EEG connectivity displayed by
healthy controls. These data suggest specific disintegrative effect of retrieval of
traumatic attachment memories and disturbed contextual awareness in dissocia-
tive patients(Farina et al., 2014). This result is in agreement with data reported
by Lee et al. (2014), indicating that functional connectivity in resting state in
patients with PTSD is decreased compared to controls and these levels of func-
tional connectivity in the patients were significantly correlated with PTSD
symptom severity. These data also suggest that decreased connectivity reflects
contextual disturbances related to traumatic and stressful memories(Lee et al.,
2014).

On the other hand, similar findings on EEG connectivity associated with
contextual awareness were studied by Bowden et al. (2005) during an expe-
rience of insight. They found a sudden burst of high-frequency gamma-band in
scalp EEG reflecting neural activity immediately before insight solutions. They
concluded that solvers abruptly change the focus of their solving efforts just be-
fore insight, allowing information linking various problem elements to manifest
into consciousness (Bowden et al., 2005). Characteristic changes in gamma os-
cillations during increased levels of awareness during the experience of insight
reported also Sheth et. al. (2009), who recorded multivariate electroencephalo-
gram signals in healthy participants while they solved verbal puzzles. They
found gamma band increased in right fronto-central and frontal electrode re-
gions when the solution was correct, and when participants used successful (vs.
unsuccessful) utilization of the external hint. They proposed that increased
awareness and insight typically reflect transformative thoughts characterized by
efficient recovery of information from memory and focused attention to a prob-
lem (Sheth et al., 2009). Some data also indicate, that for example artists as
compared to non-artists also show significantly higher phase synchrony in EEG
in the high frequency beta and gamma bands due to their ability of binding var-
ious details of the complex artworks to create internal representations (Bhatta-
charya and Petsche, 2002). Also other studies indicate that increased gamma
oscillations are closely associated with contextual awareness, insight, emer-
gence of new perspectives and creative solutions (Dietrich and Kanso, 2010;
Jung-Beeman et al., 2004; Sandkuhler and Bhattacharya, 2008) and conscious
awareness related to attentional focus in general (Baars, 2002; Tononi, 2004;
Tononi and Edelman, 1998; Uhlhaas and Singer, 2010).

Taken together accumulating evidence from experimental and clinical stu-
dies shows that the process of dynamic binding and information integration that
enable consciousness and awareness are related to transient and precise syn-
chronization of neuronal activities which is significantly disturbed in schizoph-
renia (Lee et al., 2003; Tononi and Edelman, 2000). These disturbed interac-
tions produce patterns of temporal disorganization in neural synchronization
which is related to decreased functional connectivity underlying specific per-
ceptual and cognitive states, and cause disintegration of information across
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specialized brain areas in schizophrenic patients (Bob and Mashour, 2011;
Sporns et al., 2000).

These disturbances in neural coordination may represent the functional cor-
relate of dysconnectivity and binding deficits in cortical networks. These find-
ings provide novel concepts which connect neuroscience descriptions with
processes of conscious disintegration and phenomenological levels describing
typical subjective experiences related to schizophrenia including perceptual
anomalies, delusions and subjective experiences related to intentionality and
meaning of life that as specific subjective qualities of individual experience
cannot be reduced on description of brain processes (Hoffman et al., 2008; Mi-
shara and Fusar-Poli, 2013; Uhlhaas and Mishara, 2007).

In this context, recent findings show crucially new concept how we can un-
derstand schizophrenia without reductionist viewpoints usually represented by
a postulate that psychological processes including self-reference and conscious
experience per se represent just epiphenomena of neurophysiological processes
(Bob, 2015).

These current findings have intriguing and important implications for thera-
py that in the future may be focused on meaningful connections and relation-
ships between mind and brain that via psychotherapeutic influences may enable
to integrate brain functions.

1.1.3. STRESS, TRAUMA AND MENTAL DISINTEGRATION

According to recent findings typical neurocognitive deficits in schizophrenia,
mainly secondary verbal memory, immediate memory, executive functioning
and vigilance are closely linked to dysfunctional behavior and impaired psy-
chosocial functioning (Lin et al., 2011; Lipkovich et al., 2009). For example,
attention and working memory are closely associated with social and functional
competence and neurocognitive deficits have also been detected prior to onset
of illness (Bowie et al., 2008; Carrion et al., 2011; Kurtz, 2011; Lin et al.,
2011; Lipkovich et al., 2009). Such deficits may also influence how individuals
with schizophrenia can learn new skills as well as accurately detect and re-
spond to environmental demands (Corrigan and Green, 1993; Green).

In this context, Walker and Diforio (1997) suggest that trauma, stigma, po-
verty, isolation, and attachment patterns play a significant role in the develop-
ment of the neurocognitive abnormalities of schizophrenia. They proposed “a
neural diathesis-stress model” which integrates the psychosocial and biological
research on stress in schizophrenia. The model is based on evidence that stress
worsens symptoms and that the diathesis is associated with a heightened re-
sponse to stressors. The authors indicate that one possible neural mechanism is
the augmenting effect of the HPA axis on dopamine synthesis and receptors
that in turn may lead to abnormal dopamine receptor functioning (Walker and
Diforio, 1997). In close relationship with the documented hippocampal damage
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in schizophrenia these abnormalities could significantly contribute to hypersen-
sitivity to stress in schizophrenic patients.

In relation to this work, Read et al. (2001) developed “a traumagenic neuro-
developmental model”. The model is based on basic principles of the diathesis-
stress model of schizophrenia and proposes that a genetic deficit creates a pre-
disposing vulnerability in the form of oversensitivity to stress related to early
adversive life events such as child abuse or parental neglect which, according
to recent evidence may contribute to the development of schizophrenia (Bob
and Mashour, 2011; Fan et al., 2008; Gil et al., 2009; Lysaker et al., 2007; Ly-
saker and LaRocco, 2009; Read et al., 2001; Roy, 2005; Sar et al., 2009; Schel-
ler-Gilkey et al., 2004; Vogel et al., 2009). For example, Lysaker and LaRocco
(2008) studied the prevalence of significant traumas in schizophrenia patients
and reported that two thirds of these chronic schizophrenia patients exhibited
clinically significant trauma symptoms including intrusive experiences, defen-
sive avoidance, dissociative experiences and other symptoms of mental disinte-
gration (Lysaker and Larocco, 2008). Also another recent study indicates that
hallucinating schizophrenia patients had higher percentages of dissociative ex-
periences in comparison to other schizophrenia patients (Perona-Garcelan et al.,
2008).

Together these findings suggest that “mental disintegration™ as a decreased
ability to integrate cognitive and emotional information that enables to form in-
tegrated self in the sense of Bleuler’s concept of splitting may be an important
aspect in the pathogenesis of schizophrenia. Recent findings indicate that psy-
chological splitting in schizophrenia is likely specifically presented on a neural
level as disrupted organization in neural communication that may complemen-
tarily reflect interrelated processes between mind and brain underlying distur-
bances of mental integration that likely present a neural representation of the
splitting in schizophrenia (Bob and Mashour, 2011). As recent data suggest,
splitting as a process of mental disintegration is also closely linked to deficits
of the mind’s metacognitive abilities, which means disturbed ability to think
about thinking and create connections between mental events and integrate
them into larger complex representations (Bob and Mashour, 2011; Lysaker et
al., 2013a).

As suggested by Moscowitz (2008), when Bleuler proposed disturbances of
associations as the core feature of schizophrenia, he did not refer merely to
confusion due to the intrusion of unrelated ideas and to the loss of fundamental
ability of “associational synthesis” (p. 44) which reduced the understanding of
oneself as an embodied agent to a set of fragments which no longer served as a
guide for goal directed activity(Moskowitz, 2008). Bleuler assumed that this
lack of synthesis had an organic origin but could also serve as a proximate
cause of dysfunction. Bleuler presented detailed accounts of schizophrenia pa-
tients who are not able to function socially or vocationally and due to the loss
of the ability to synthesize associations into larger images of oneself and others
which then results in metacognitive dysfunction.
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1.1.4. CONSCIOUS AWARENESS AND METACOGNITION

Conscious experience of the self and others requires reflection of what is hap-
pening in the moment within one’s own body and in the world around which is
called metacognition (Dimaggio and Lysaker, 2015). Metacognition as a psy-
chological process represents a spectrum of mental activities that involves
thinking about thinking, ranging from more discrete acts in which people rec-
ognize specific thoughts and feelings to more synthetic acts in which context of
intentions, thoughts, feelings, and connections between events, are integrated
into larger complex representations (Dimaggio and Lysaker, 2015; Dimaggio et
al., 2009; Lysaker et al., 2013d).

Metacognition describes a range of mental activities ranging from discrete to
synthetic (Lysaker et al., 2013d; Pinkham et al., 2014). Synthetic forms of me-
tacognition act in a different manner than do specific beliefs or singular judg-
ments that also affect life. Synthesized understandings lend meaning to events,
and thus, supply reasons why to carry out a certain act and to decide what is
best done to resolve dilemmas given the unique psychology of oneself and the
others in one’s life (Dimaggio and Lysaker, 2015; Dimaggio et al., 2009; Ly-
saker et al., 2013d).

Metacognition is related to the construct of mentalizing and both are charac-
terized by an ability to think about oneself and others, though the latter consid-
ers disruptions of these processes happen in the context of disturbed attachment
(Dimaggio and Lysaker, 2015). Both discrete and synthetic metacognitive ac-
tivities allow persons to form evolving and flexible representations for them-
selves and others and thus are a cornerstone of the ability to regulate affect and
behavior (Dimaggio et al., 2009; Lysaker et al., 2013d).

Deficits have been found in abilities to detect very specific mental activities
such as behaviors, emotions and memories (Bacon et al., 2011; Fourneret et al.,
2002; Van't Wout et al., 2007). Looking at larger psychological phenomena
persons with schizophrenia experience trait like deficits in metacognition in
both earlier and later forms of illness (Lysaker et al., 2012; Vohs et al., 2014).
They may, for instance, experience stable difficulties considering thoughts as
subjective in nature, recognizing the complex internal states of others, under-
standing how events can be seen from different perspectives, and using meta-
cognitive knowledge to manage distress. Multiple studies have linked meta-
cognitive deficits with negative symptoms (Hamm et al., 2012; Lysaker et al.,
2005; McLeod et al., 2014; Nicolo et al., 2012; Rabin et al., 2014) as well as
intrinsic motivation (Tas et al., 2012; Vohs et al., 2014). Metacognition has al-
so been linked with functional competence (Lysaker et al., 2011b), subjective
sense of recovery (Kukla et al., 2013), stigma resistance (Nabors et al., 2014),
therapeutic alliance (Davis et al., 2011), vocational function (Lysaker et al.,
2010a) and interpersonal relationships (Lysaker et al., 2011b; Lysaker et al.,
2010b).

14



Tereza Petraskova TouSkova — Cognitive Disorganisation and Insight in Schizophrenia

1.1.5. METACOGNITION, BRAIN CONNECTIVITY AND PLASTICITY

In addition, current findings show that metacognition as an ability to create a
“cognitive wholeness” through various association pathways, as already sug-
gested by Bleuler, on neural level likely corresponds to the ability of the brain
to integrate information mainly linked to EEG synchrony in gamma band and
other frequencies of which neurobiological substratum is unknown (Bob, 2011;
Lee et al., 2003; Peled, 1999; Tononi and Edelman, 2000). From this point of
view recent research suggests that brain disintegration corresponds to psycho-
logical disintegration (Baars, 2002; Bob, 2015; Crick and Clark, 1994). In this
context, building metacognitive abilities through specific forms of learning dur-
ing psychotherapy likely also influences the brain integrative processes. These
findings indicate that learning and memory processes including a wide variety
of environmental factors may influence development of synaptic connections
through new gene expression and that psychotherapy as a special learning
process may specifically influence and modify brain functions, metabolism in
specific brain structures and also genetic processes (Gabbard, 2000; Kandel,
1998).

In this sense, according to recent findings there is evidence that conscious-
ness may integrate brain functions (Baars, 2002; Kanwisher, 2001; Varela et
al., 2001) and might be a gateway to brain integration that enables access be-
tween otherwise separated neuronal functions (Baars, 2002). In addition, cur-
rent empirical data suggest that various metacognitive practices related to me-
ditation techniques with many culturally different forms likely have very simi-
lar neurophysiological correlates that could be related to increased brain syn-
chrony and integration (Fell et al., 2010; Travis and Shear, 2010). Other recent
data also suggest that meditation, similarly like hypnosis functions through at-
tentional mechanisms that may influence brain processing of incoming sensory
stimuli and regulate underlying brain dynamics, such as an interplay between
cortical and subcortical structures and hemispheric interactions (Bob, 2008;
Crawford, 1994; Edmonston and Moscovitz, 1990; Rainville et al., 2002; Tang
et al., 2007; Travis and Shear, 2010).

This influence of consciousness on brain integration may significantly
change during various states of consciousness, in hypnosis (Baars, 2002), or
during specific experiences such as psychotherapy or meditation (Fell et al.,
2010; Travis and Shear, 2010). In this context, recent data indicate that medita-
tion may significantly increase conscious awareness and focus attentional func-
tions characterized by increased beta and gamma activity, reflecting increased
brain synchrony and integration (Fell et al., 2010; Tang et al., 2007; Travis and
Shear, 2010), and also may influence brain plasticity and morphology as for
example grey matter or white matter density (Holzel et al., 2011; Jang et al.,
2011). Typical and intriguing examples how metacognitive abilities may influ-
ence brain structures show data about “metacognitive” meditation technique
“mindfulness” (Davidson et al., 2003; Holzel et al., 2007; Chiesa and Serretti,
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2010; Ives-Deliperi et al., 2011). Using this meditation technique direct intri-
guing influences on cortical thickness and other brain structural changes have
been reported (Fox et al., 2014; Grant et al., 2013; Holzel et al., 2011; Lazar et
al., 2005; Luders et al., 2012; Tang et al., 2012). As recent metanalysis indi-
cates (Fox et al., 2014) numerous studies have found that the gray and white
matter may be shaped by meditation. This research shows that at least eight
brain regions may be significantly altered by meditation, mainly regions of
frontopolar cortex (Brodmann area 10) related to meta-awareness and also ex-
teroceptive and interoceptive body awareness related to sensory cortices and
insula and may influence memory consolidation and reconsolidation related
hippocampal activities and morphology. Other findings show that meditation
may influence emotional and self regulatory processes mainly related to struc-
tures of anterior and mid cingulate and orbitofrontal cortex, and also intra- and
interhemispheric communication via superior longitudinal fasciculus and cor-
pus callosum.

Taken together these data are in agreement with recent evidence indicating
that neural correlates of various mental states related to perception, cognitive
functions, and memory are based on various levels of information connectivity
and integration (Baars, 2002; Kanwisher, 2001; Varela et al., 2001). In this
context, the influence of consciousness on neural integration likely explains the
brain changes during various states of dissociated consciousness, in hypnosis
(Baars, 2002; Bob, 2003; Li and Spiegel, 1992; Nelson and Bower, 1990;
Rainville et al., 2002), or during meditation (Fell et al., 2010; Travis and Shear,
2010).

These changes may occur as a consequence of changes in attentional func-
tions that, according to several data in the case of meditation, are characterized
by increased beta and gamma activities reflecting increased brain synchrony
(Fell et al., 2010; Moss, 2002; Stuckey et al., 2005; Tang et al., 2007; Travis et
al., 2004; Travis and Shear, 2010). Based on these findings metacognition, as a
most prominent aspect of meditation increasing self-reflective attentional func-
tions, most likely may be described as a highly integrated state of conscious-
ness (Jankowski and Holas, 2014) related to high neuronal connectivity and in-
tegration (Fell et al., 2010; Travis and Shear, 2010). This increased connectivi-
ty may appear on various levels of neural functions and allows dynamically
connected information processing that most likely have a crucial role in inte-
grative processes related to meditation and psychotherapy. In this close rela-
tionship between brain functions and metacognition, it is likely that it may have
clinical implications that are important to consider. If indeed brain neurocogni-
tive functions through various levels of neural binding interact with metacogni-
tion, then in therapeutic interventions persons need to learn how to function in
various metacognitive frameworks. In this context, recent development of inte-
grative forms of psychotherapy shows novel perspectives how in practice of
psychotherapy it is possible to help to form more complex and integrated repre-
sentations of the self and use this knowledge to respond to psychological prob-
lems (Hasson-Ohayon, 2012; Lysaker et al., 2011a; Lysaker et al., 2013b; Sal-
vatore et al., 2012).
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1.2.1. CONSCIOUSNESS, AWARENESS OF INSIGHT AND NEURAL
MECHANISMS OF SCHIZOPHRENIA

Conscious states represent manifestations of the brain activities represented as
unitary, integrated and changeable process reflecting binding of diverse mod-
alities of basic informational and subjective components (Edelman, 2003;
Edelman et al., 2011). According to recent findings there is a body of evidence
describing consciousness and self-awareness as integrative processes based on
large scale activities of the brain (Baars, 2002; Baars et al., 2013; Edelman,
2003; Tononi, 2004; Tononi and Koch, 2008). Similarly as Descartes in his
concept, also recent basic theories of information integration are focused on
mechanisms of binding and suggest that binding between particular parts in the
brain increases when information has to become conscious (Leisman and Koch,
2009; Oizumi et al., 2014; Tononi, 2004). In this process input signals are con-
nected in the brain through the dynamic binding of feature specific cells, which
enables formation of higher order assemblies underlying conscious awareness
(Baars, 2002; Fries et al., 2001). This process of conscious awareness, when in-
formation reaches the conscious threshold is specifically represented by EEG
changes, especially changes in the gamma range (Crick and Koch, 1990; Does-
burg et al., 2005; Gray et al., 1989; Gray and Singer, 1989). This basic finding
has been documented by many studies that reported specific significance of
synchronous gamma oscillations for conscious awareness (Baars et al., 2013;
Engel and Singer, 2001; Panagiotaropoulos et al., 2012; Spencer, 2008; Uhl-
haas and Singer, 2010).

This relationship of consciousness and gamma activity was also supported
by studies documenting specific forms of conscious experience related to in-
sight (Dietrich and Kanso, 2010; Jung-Beeman et al., 2004; Kounios et al.,
2008; Sandkuhler and Bhattacharya, 2008; Sheth et al., 2009; Smith and Kou-
nios, 1996). For example, changes in EEG gamma range reflecting the process
of binding distributed information were reported in close association with in-
sight during transition from unconscious to conscious level (Jung-Beeman et
al., 2004; Kounios et al., 2008; Sandkuhler and Bhattacharya, 2008; Sheth et
al., 2009; Smith and Kounios, 1996).

According to these data manifestation of conscious awareness during insight
is accompanied by burst of gamma activity beginning approximately at the
moment when a solution becomes available (Smith and Kounios, 1996). In this
context, strong gamma band response was found as a correlate of selective at-
tention and encoding process during emergence of spontaneous new solutions
(Sandkuhler and Bhattacharya, 2008) which typically reflect the process of in-
sight when sudden awareness of the solution to a problem emerges, the so-
called “Aha!” phenomenon (Smith, 1998).

Similarly, Jung-Beeman et. al. (2004) compared cognitive and neural
processes during insight vs. non-insight tasks. Subjects solved verbal problems,
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and after each correct solution indicated whether they solved with or without
insight. The authors observed two objective neural correlates of insight. In the
fMRI experiment, they revealed increased activity in the right hemisphere ante-
rior superior temporal gyrus for insight relative to non-insight solution. The
same region was active during insight solving effort. In their second experi-
ment using EEG they found a sudden burst of high-frequency gamma-band
neural activity in the same area beginning 0.3 s prior to insight solutions. Their
results show that the right anterior temporal area is associated with making
connections across distantly related information during comprehension which
is a mechanism accompanying insight and that the gamma-band insight effect
in EEG experiment reflects the sudden transition of solution-related cognitive
processing from an unconscious to a conscious state (Jung-Beeman et al.,
2004). This very interesting result suggests a dilemma whether gamma activity
in this condition represents beginning of the conscious experience and a solu-
tion to the problem or it is specifically related to the integration of information
on the level of the right hemisphere that may be just partially perceived on the
conscious level. In this context, insight may represent specific process of in-
formation integration that may be to a certain degree, but not fully, represented
in conscious awareness. This “gestalt” processing during information integra-
tion, which may be just partially conscious, might explain the specific role of
the right hemisphere in insight phenomena which is in agreement with dysfunc-
tion of the right hemisphere in mentally ill patients that are frequently unable,
or it is very difficult for them, to have insight (Rotenberg, 1995, 2004).

Similar findings reported also Sheth et. al. (2009), who recorded multiva-
riate electroencephalogram signals in healthy participants while they solved
verbal puzzles. They found gamma band increased in right fronto-central and
frontal electrode regions when the solution was correct, and when participants
used successful (vs. unsuccessful) utilization of the external hint. They pro-
posed that insight typically reflects transformative thoughts characterized by ef-
ficient recovery of information from memory and focused attention to a prob-
lem (Sheth et al., 2009). Characteristic changes in gamma oscillations asso-
ciated with insight were also reported by Bowden et al. (2005), who found a
sudden burst of high-frequency gamma-band in scalp EEG reflecting neural ac-
tivity just before insight solutions. They concluded that solvers abruptly change
the focus of their solving efforts just before insight, allowing information link-
ing various problem elements to manifest into consciousness (Bowden et al.,
2005). Some data also indicate, that for example artists as compared to non-
artists also show significantly higher phase synchrony in EEG in the high fre-
quency beta and gamma bands due to their ability of binding various details of
the complex artworks to create internal representations (Bhattacharya and
Petsche, 2002).

Also other studies confirmed that increased gamma oscillations are closely
associated with insight (Bowden et al., 2005; Dietrich and Kanso, 2010; Jung-
Beeman et al., 2004; Kounios et al., 2008; Sandkuhler and Bhattacharya, 2008;
Smith and Kounios, 1996; Uhlhaas et al., 2009) and conscious awareness re-
lated to attentional focus in general (Baars, 2002; Tononi, 2004; Tononi and
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Edelman, 1998; Uhlhaas and Singer, 2010). In this context insight corresponds
to contextual awareness, emergence of new perspectives and creative solutions
reflected in large scale information integration and its typical neural correlate is
represented by increased synchrony in gamma range (Bhattacharya and
Petsche, 2002; Dietrich and Kanso, 2010).

1.2.2. INSIGHT AND MENTAL DISORDERS

The concept of insight in its relationship to mental disorders was proposed in
the late nineteenth century and was closely linked to the first person perspec-
tive of viewing and understanding one’s own mental state that became crucial
for diagnosis (Amador et al., 1991; Lysaker et al., 2013c; Markova and Berrios,
1995; Mishara et al., 2014). For example, in Gestalt psychology the moment,
when a person suddenly experiences the so called “aha!” phenomenon” related
to a solution is interpreted as recognition of an organizing principle related to
gestalt (Kohler, 1925; Markova, 2005). On the other hand from the psychoana-
lytical perspective insight mainly reflects a moment when a patient becomes
aware of an inner conflict, when it emerges into consciousness not only just be-
cause of interpretations of unconscious contents but also due to self-
understanding (Sirois, 2012; Sugarman, 2003).

In this context, insight is the most frequently understood as a conscious rec-
ognition of one’s own mental state or the degree of personal awareness or self-
understanding and on the other hand the term insight is also used for descrip-
tion of self reflective changes related to mental disorders (Amador and Gor-
man, 1998; Amador et al., 1991; David, 1990; Mishara et al., 2014). For exam-
ple, there are various reported studies describing lack of self-awareness and in-
sight in subjects with psychotic and depressive disorders (Crumlish et al., 2005;
Mintz et al., 2004; Mintz et al., 2003), anxiety and hopelessness (Buchy et al.,
2009; Carroll et al., 2004; Kim et al., 2003) or in persons at risk of suicide
(Bourgeois et al., 2004; Pompili et al., 2007).

Useful tool to test this lack of awareness and its relationship to mental dis-
order provides for example the Scale to assess Unawareness of Mental Disorder
— SUMD (Amador et al., 1993). Also other instruments have been proposed
such as Insight and Treatment Attitudes Questionnaire (ITAQ) (McEvoy et al.,
1989), the Scale for the Assessment of Insight (SAI) (David et al., 1992; David,
1990), the Self-Appraisal of Illness Questionnaire (SAIQ) (Marks et al., 2000),
The Beck Cognitive Insight Scale (BCIS) (Beck et al., 2004) and others (Bir-
chwood et al., 1994; Markova and Berrios, 1992).

Using these diagnostic tools, later development in psychology of insight has
been predominantly focused on research of cognitive deficits representing vari-
ous neuropsychological changes related to pathological perception of internal
and external reality (Aleman et al., 2006; Beck et al., 2004; David, 1990; Ke-
shavan et al., 2004; Riggs et al., 2012; Smith et al., 2000). In this context, in-
sight has been defined as a patient’s current capacity to evaluate his or her
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anomalous experiences and atypical interpretations of events. For example
Beck et al. (2004) using The Beck Cognitive Insight Scale (BCIS) assessed
cognitive interpretations and self-reflectiveness that represents important condi-
tion for creating insight (van der Meer et al., 2010; van der Meer et al., 2013).

1.2.3 AWARENESS OF INSIGHT IN SCHIZOPHRENIA

In recent reported studies, insight is most frequently studied in schizophrenia
patients (Amador et al., 1994; Cuesta and Peralta, 1994; Lincoln et al., 2007;
Weiler et al., 2000). For example, patients with schizophrenia have significant
lack of insight about their personal situation and life perspectives (Amador and
Gorman, 1998; Mintz et al., 2003; Sevy et al., 2004), which is closely linked to
manifestation of defense mechanisms (Donohoe et al., 2004; Lysaker et al.,
2003).

Other studies have also shown associations between lack of insight and psy-
chopathology in schizophrenia (Kemp and Lambert, 1995; Keshavan et al.,
2004; Mintz et al., 2003; Mohamed et al., 2009). For example, Mintz et.al
(2003) in their meta-analysis found modest negative correlation between in-
sight and positive and negative symptomatology(Mintz et al., 2003). Also
another study using data from Clinical Antipsychotic Trial of Intervention Ef-
fectiveness (CATIE) reported that higher level of insight at baseline is signifi-
cantly associated with lower level of schizophrenia symptoms (Mohamed et al.,
2009). In addition, lack of insight also manifests certain trait-like properties in
patients with schizophrenia (Ayesa-Arriola et al., 2014; Comparelli et al., 2013;
Cuesta et al., 2006; Hwang et al., 2009) that are closely linked to positive
symptoms (Comparelli et al., 2013).

Also neuroimaging studies using fMRI in patients with schizophrenia pa-
tients in comparison with healthy controls have shown that impaired insight is
related to brain activation during self-reflection in the left insula, left inferior
frontal gyrus and left inferior parietal lobule, and the bilater ventromedial pre-
frontal cortex, which suggest abnormal self-reflective processing and decreased
introspection (Holt et al., 2011; Modinos et al., 2011; van der Meer et al., 2010;
van der Meer et al., 2013). This neurocognitive concept of insight is also close-
ly associated with the Theory of Mind, defined as ability to understand mental
states of others (Bora et al., 2009; Frith, 1992; Lysaker et al., 2010a; Sprong et
al., 2007) corresponding to recent understanding of schizophrenia as a disorder
of self-awareness and conscious experience (Ford et al., 2007; Lou, 2012; Ly-
saker et al., 2010a; Mishara, 2007; Mishara et al., 2014; Uhlhaas and Mishara,
2007). Taken together these data indicate that typical insights deficits in schi-
zophrenia most likely are closely linked to disturbances in neural mechanisms
of consciousness.
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1.2.4. COMMON ASPECTS OF NEURAL MECHANISMS OF CON-
SCIOUSNESS AND SCHIZOPHRENIA

Conscious states represent manifestations of the brain activities represented as
unitary, integrated and changeable process reflecting binding of diverse mod-
alities of basic informational and subjective components (Edelman, 2003;
Edelman et al., 2011). According to recent findings there is a body of evidence
describing consciousness and self-awareness as integrative processes based on
large scale activities of the brain (Baars, 2002; Baars et al., 2013; Edelman,
2003; Tononi, 2004; Tononi and Koch, 2008). Similarly as Descartes in his
concept, also recent basic theories of information integration are focused on
mechanisms of binding and suggest that binding between particular parts in the
brain increases when information has to become conscious (Leisman and Koch,
2009; Oizumi et al., 2014; Tononi, 2004). In this process input signals are con-
nected in the brain through the dynamic binding of feature specific cells, which
enables formation of higher order assemblies underlying conscious awareness
(Baars, 2002; Fries et al., 2001). This process of conscious awareness, when in-
formation reaches the conscious threshold is specifically represented by EEG
changes, especially changes in the gamma range (Crick and Koch, 1990; Does-
burg et al., 2005; Gray et al., 1989; Gray and Singer, 1989). This basic finding
has been documented by many studies that reported specific significance of
synchronous gamma oscillations for conscious awareness (Baars et al., 2013;
Fries et al., 2001; Panagiotaropoulos et al., 2012; Spencer, 2008; Uhlhaas and
Singer, 2010).
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2. EMPIRICAL RESEARCH
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2.1. CONCEPTUAL DISORGANIZATION AND STRESS RELATED
PATHOLOGY IN WOMEN WITH FIRST EPISODE PSYCHOSIS

Introduction

Research of cognitive disorganization in psychotic disorders is historically
linked to the concept of “schizophrenia” proposed by Bleuler in his “Dementia
Praecox, or the group of the schizophrenias™ emphasizing disturbed association
processes and conscious self-reflection (Bleuler, 1950a). In this book Bleuler
described basic forms of mental disorganization in schizophrenia related to
“loosening of associations”, which leads to displacements, condensations, con-
fusions and incoherence. Recent description and understanding of “conceptual
disorganization” is clinically defined by Positive and Negative Symptoms Scale
as: “Disorganized process of thinking characterized by disruption of goal di-
rected sequencing, e.g. circumstantiality, tangentiality, loosed association, non
sequiturs, gross illogicality or thought blocking”. Basic criteria for rating are
mainly defined using clinical observations of cognitive-verbal manifestations
(Kay et al., 1987). Recent findings suggest that first episode psychotic disord-
ers are closely linked to stressful events (Aiello et al., 2012; Reininghaus et al.,
2016; Varese et al., 2012). For example Walker and Diforio (Walker and Difo-
rio, 1997) proposed ““a neural diathesis-stress model” of schizophrenia that in-
tegrates the psychosocial and biological research on stress in schizophrenia. In
context of this model Read et al. (Read et al., 2001 & Connolly, 2001) devel-
oped “a traumagenic neurodevelopmental model”. The model is based on basic
principles of the diathesis-stress model of schizophrenia and proposes that ge-
netic deficits create a predisposing vulnerability in the form of oversenstivity to
stress related adversive life events which according to recent evidence present
basic contributors to development of schizophrenia (Fan et al., 2008; Gil et al.,
2009; Liang et al., 2016; Lysaker and LaRocco, 2009; Scheller-Gilkey et al.,
2004; Vogel et al., 2009). Main mechanisms of this process present influences
of traumatic events on the developing brain and neurobiological abnormalities
that frequently occur in patients with schizophrenia, which mainly include
overactivation of the HPA axis (Bremner, 1999; Read et al., 2001; Teicher et
al., 2003; Teicher et al., 2006). Among specific influences of stress on brain
functions belong influences on memory consolidation which significantly af-
fect fixating of new information in long-term memory (Lynch, 2004;
McGaugh, 2000) and may also disturb mental integrity, and lead to dissociation
of memory and mental experience (Bob, 2007; Lynch, 2004; Maroun and Rich-
ter-Levin, 2003; Vermetten and Douglas Bremner, 2004). The dissociated
memories related to a traumatic event are often accompanied to increased sen-
sitivity, aversive feelings and also to physical sensations representing somato-
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form components of dissociation (Bob, 2008; Nijenhuis et al., 2004; Spiegel,
1997). Recent findings suggest that repeated stressful events leading to an in-
crease in responsiveness to stress stimuli and increased vulnerability to stres-
sors may determine sensitization process that may have lasting consequences
with kindling-like progression (Kraus, 2000; Popovic et al., 2016; Post et al.,
1997).

Although the stressful influences on developing psychotic pathology
represent very important etiological factors there is no evidence about relation-
ships of psychotic symptoms of conceptual disorganization, dissociative symp-
toms and sensitivity to repeated stressors that may lead to symptoms of limbic
irritability manifesting as cognitive and affective symptoms that may manifest
in temporal lobe and limbic epilepsy. With respect to recent findings we have
tested a relationship of disorganization symptoms and their links to dissocia-
tion, limbic irritability, other stress related psychopathological symptoms, in-
sight and long-term cortisol response in hair samples in young women with the
first psychotic episode.

Methods and Materials
Participants

In the present study 50 adult young women, first episode psychosis inpatients
were assessed immediately after admission to Psychiatric Hospital Bohnice
(mean of age 28.36, age range 21-37, SD=4.66). All the patients gave informed
consent and the study was approved by the hospital ethical committee. The pa-
tients had predominantly high school education 14.42 (SD=4.39) years. Pa-
tient’s diagnoses of the first episode psychosis were confirmed by clinical in-
terview according to DSM IV criteria and were also assessed by M.LLN.I. ver-
sion 5.0.0 (Sheehan et al., 1998). All the patients had their first hospitalizations
and had no medication influencing CNS. Exclusion criteria were organic ill-
nesses involving the central nervous system, substance, and/or alcohol abuse,
antiepileptic treatment, benzodiazepine and analgetic medication, mental retar-
dation (IQ Raven lower than 90) (Raven, 1960) and significant extra-pyramidal
symptomatology. Two of the authors of this article independently reexamined
the patient’s diagnoses according to DSM IV criteria (American Psychiatric
Association, 1994).

Psychometric measures

The patients were interviewed using Positive and Negative Symptoms Scale-
PANSS (Kay et al., 1987) that enables to assess typical positive, negative and
global symptoms of schizophrenia (Cronbach’s alpha is 0.81 for positive symp-
toms and 0.88 for negative symptoms). The PANSS enables to asses the con-
ceptual disorganization (PANSS- P2), reflecting disorganized process of think-
ing characterized by disruption of goal directed sequencing, loosed association,
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non sequiturs, gross illogicality or thought blocking (Andreasen et al., 1995;
Smith, 1982).

For investigation of childhood traumas, TSC-40 (Trauma Symptom Check-
list) (Elliott and Briere, 1992) was used. The TSC-40 is a 40-item self-reported
questionnaire done on a 4-point Likert scale. TSC-40 evaluates symptomatolo-
gy in adults associated with childhood or adult traumatic experiences and
measures aspects of posttraumatic stress and other symptom clusters found in
some traumatized individuals. The Czech version of the TSC-40 has high relia-
bility and internal consistency (Cronbach’s alpha 0.91, test-retest reliability af-
ter week 0.88).

Psychic dissociative symptoms were assessed by Dissociative Experiences
Scale (DES) (Bernstein and Putnam, 1986). DES represents 28 items self-
reported questionnaire examining main dissociative phenomena such as absorp-
tion, amnesia, depersonalization, derealization, reality distortion, and others.
Subjects indicate a degree of their experience on the continuum from 0% to
100%. In the present study we have used the Czech version of the DES that si-
milarly as original English version displays high reliability and internal consis-
tency (Cronbach’s alpha 0.92, test-retest reliability after week 0.91).

Somatoform dissociative symptoms were assessed using the 20-item self-
reported Somatoform Dissociation Questionnaire (SDQ-20) (Nijenhuis et al.,
1996). Somatoform dissociative symptoms represent alterations in sensations of
pain (analgesia, kinesthetic anesthesia), alterations of perception, loss of motor
control, gastrointestinal symptoms, etc. Subjects indicate the degree of their
experience on 5-point Likert scale. We have used the Czech version of the
SDQ-20 that displays high reliability and internal consistency (Cronbach’s al-
pha 0.91, test-retest reliability after week 0.90).

Complex partial seizure-like symptoms were assessed using complex partial
seizure-like symptoms inventory— CPSI (Roberts et al., 1992). CPSI was origi-
nally designed to measure somatic, sensory, behavioral and memory symptoms
associated with temporal lobe epilepsy (i.e. brief hallucinations, paroxysmal
somatic disturbances, automatisms and dissociative disturbances). The invento-
ry has 35 questions and subjects indicate degree of their experience on 6-point
Likert scale (Cronbach’s alpha 0.95, test-retest reliability after week 0.87). Ac-
cording to some data CPSI total score higher than 70 present a significant crite-
rion for the so-called epilepsy spectrum disorder but also lower values may in-
dicate an underlying electrophysiological dysfunction (Roberts et al., 1992).
Although these symptoms were originally described in patients with temporal
lobe epilepsy, later studies have found that transient sensory, cognitive, and af-
fective phenomena occurring in patients with complex partial seizures may be
more common in patients with affective disorders and also in other psychiatric
diseases than is usually known (Silberman et al., 1985; Varney et al., 1993).

For the assessment of depressive symptoms was used Beck depression in-
ventory BDI-II (Beck et al., 1987) (in validated Czech version) that represents
21-items questionnaire for assessing depression. Subjects indicate degree of
their experience on 4-point Likert scale.
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Levels of anxiety symptoms were assessed using the Czech version of The
Zung Self-Rating Anxiety Scale (Cronbach’s alpha 0.89, test-retest reliability
after week 0.85) (Zung, 1971). The SAS is 20-item self-reporting questionnaire
focused on the most common general anxiety symptoms. Each question is
scored on 4-point Likert scale from 1 to 4.

Hair cortisol analysis

For biochemical assessment, the hair samples were collected and according to
common procedures three 1 cm long hair segments were provided by each par-
ticipant and the analysis was performed on the average cortisol levels across
the three hair segments. Cortisol was analyzed using an ELISA kit for cortisol
in saliva (CORTISOL SALIVA ELISA, Diametra). The results were assessed
using photometric analysis ELISA (SPECTRA SLT) at the university biochem-
ical department. This analysis of cortisol levels in hair was shown to provide
valid and reliable results (Gow et al., 2010; Russell et al., 2012).

Statistical analysis

Statistical evaluation for results of psychometric measures included means,
standard deviations, and Spearman correlation coefficients. All the methods of
statistical evaluation were performed using the software package Statistica ver-
sion 6.

Results

Results indicate that in the patients with first episode psychosis disorganization
symptoms measured by PANSS conceptual disorganization symptoms (P2)
manifest significant negative correlation with anxiety measured by SAS (1= -
0.44, p<0.01), symptoms of dissociation measured by DES (r= - 0.35, p<0.01)
and SDQ-20 (r= - 0.39, p<0.01) and complex partial seizure-like symptoms
measured by CPSI (= - 0.31, p<0.01), but no significant correlation with
symptoms of traumatic stress and depression measured by TSC-40 and BDI.
The symptoms of conceptual disorganization also manifest significant relation-
ship to hair cortisol levels (r= - 0.38, p<0.01). In addition the results indicate
that PANSS conceptual disorganization symptoms (P2) manifest significant
positive correlation with lack of insight measured by PANSS (G12) (r= 0.55,
p<0.01).

Discussion

The results show that in the patients with first episode psychosis disorganiza-
tion symptoms are significantly negatively associated with anxiety, dissociative
and somatoform symptoms and complex partial seizure-like symptoms but not
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with symptoms of traumatic stress and depression. The conceptual disorganiza-
tion is also related to hair decreased cortisol levels and decreased insight. These
results indicate reciprocal relationships of disorganization symptoms with dis-
sociation and somatoform psychopathology, anxiety, seizure-like processes,
cortisol levels and insight. In context of other findings suggesting that dissocia-
tion in schizophrenia may play an important role (Lysaker and Larocco, 2008;
Perona-Garcelan et al., 2008; Renard et al., 2016; Ross, 2004), these data sug-
gest that dissociative processes are opposite to disorganization although these
processes in traditional conceptualization by Bleuler seem to be “two sides of
the same coin”. In this context, “mental fragmentation” related to disorganiza-
tion seems to play an opposite compensatory role as a defense mechanism
against increased dissociative symptoms and other processes related to anxiety,
decreased insight and somatoform (or somatization) processes related to soma-
toform dissociation, complex partial seizure-like symptoms and neuroendocrine
processes reflected by cortisol.

The results suggest close negative relationship of disorganization and com-
plex partial seizure-like symptoms reflecting increased neural sensitivity that
may be linked to an imbalance in interactions between dopaminergic and glu-
tamatergic systems, altered dopamine neurotransmission and consequent altera-
tions in cognitive biases that present important and critical conditions in patho-
genesis of schizophrenia (Collip et al., 2008; Yuii et al., 2007). According to
recent findings this increased sensitivity and imbalance of neural systems could
be explained by sensitization that leads to an increased response to a certain
stimulus, which at the beginning of this process was subthreshold and caused
no or low response (Castner and Williams, 2007; van Winkel et al., 2008). A
specific form of sensitization that could play a role in pathogenesis of schi-
zophrenia is progressively increasing response of groups of neurons due to re-
petitive subthreshold stimulation that may later lead to epileptic or epileptiform
temporo-limbic activity (Glenthoj and Hemmingsen, 1997; Grossman et al.,
2003; Kraus, 2000). These findings potentially may explain treatment resis-
tance to usual antipsychotic medication in several schizophrenia patients and
also clinical importance of an appropriate anticonvulsant medication, even in
patients who do not display seizures or epileptiform abnormalities on scalp
EEG (Johannessen Landmark, 2008; Tiihonen et al., 2009).

Several data suggest that positive psychotic symptoms may be linked to
hyperdopaminergic kindling in mesolimbic dopaminergic system (Adamec,
1990; Grossman et al., 2003; Stevens, 1999). According to these findings dis-
charges related to increased excitatory neural activity may also be modulated
by a regionally-specific compensatory upregulation of GABA-A receptors in
response to decreased GABAergic input in hippocampal pyramidal cells
(Heckers and Konradi, 2002; Mohler, 2006). In agreement with this role of
GABA neurons in cognitive functions several findings also suggest that distur-
bances in GABA system might be related to stressful conditions (Benes and
Berretta, 2001; Teicher et al., 2003; Teicher et al., 2006; Yuii et al., 2007),
which is in agreement with significant relationship between disorganization
symptoms and hair cortisol levels found in this study.
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In context of Ross’ conceptualization of the “dissociative schizophrenia”
(Laferriere-Simard et al., 2014; Ross, 2004; Vogel et al., 2013), results of this
study suggest that the patients with the first episode psychosis might be accord-
ing to their clinical symptoms divided into two subgroups, the first with high
levels of disorganization symptoms and the second with high levels of dissocia-
tive and complex partial seizure-like symptoms which might have serious clini-
cal implications for using anticonvulsant treatment in the second group.

2.2. INSIGHT AND CORTISOL RESPONSES IN FIRST EPISODE PSY-
CHOSIS

Introduction

The concept of insight and its relationship to mental disorders is most frequent-
ly understood as a conscious recognition of one’s own mental state or the de-
gree of personal awareness or self-understanding (Amador et al., 1993; Lysaker
et al., 2013c). There are various reported studies describing lack of self-
awareness and insight in subjects with psychotic and depressive disorders, an-
xiety, hopelessness (Carroll et al., 2004; Mintz et al., 2003). In recent reported
studies, insight is most frequently studied in schizophrenia patients. For exam-
ple, patients with schizophrenia have significant lack of insight about their per-
sonal situation and life perspectives (Amador et al., 1993; Beck et al., 2004). In
addition recent research suggest that disturbances of self-awareness and con-
scious experience have a critical role in pathophysiology of schizophrenia and
in this context schizophrenia is currently understood as a disorder characterized
by distortions of the acts of awareness, self-consciousness and self-monitoring
(Kircher and Leube, 2003; Mishara et al., 2014).

Recent findings also suggest that first episode psychotic disorders are close-
ly linked to various disturbances of developing brain functions which in early
stages of the disease mainly include overactivation of the HPA axis (Aiello et
al., 2012). With respect to recent findings we have tested a hypothesis of a re-
lationship between insight deficits and psychotic symptoms, and their links to
neuroendocrine disturbances reflected by hair cortisol levels in 45 drug naive
young women at the beginning of their first psychotic episode

Participants and method
Participants
In the present study 45 adult young women first episode psychosis inpatients

were assessed immediately after admission to Psychiatric Hospital Bohnice
(mean of age 29.45, age range 20-41, SD=4.83). All the patients had the first
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hospitalizations and had no medication influencing CNS. Exclusion criteria
were organic illnesses involving the central nervous system, substance, and/or
alcohol abuse, antiepileptic treatment, benzodiazepine and analgesic medica-
tion, mental retardation (IQ Raven lower than 90). Patient’s diagnoses of first
episode psychosis were confirmed by clinical interview according to DSM IV
criteria and were also assessed by M.L.N.I. version 5.0.0. Two of the authors of
this article independently reexamined the patient’s diagnoses according to
DSM 1V criteria (American Psychiatric Association, 1994). The patients had
predominantly high school education. All the patients gave informed consent
and the study was approved by university hospital ethical committee.

Methods
Psychometric measures

Experiences of insight were measured using Beck Cognitive Insight Scale
(BCSI) (Beck et al., 2004). The BCSI is a 15-item self-reported questionnaire
developed to assess patient’s ability to evaluate and correct their abnormal ex-
periences and misinterpretations of events. The questionnaire includes subs-
cales for self-reflectiveness and self-certainty measuring separate components
of cognitive insight. In addition the BCSI enables to assess a composite index
which is calculated by subtracting the score for the self-certainty scale from the
self-reflectiveness scale. In the questionnaire the participants were asked to rate
the extent to which they agree with each statement using a 4-point scale from 0
(do not agree at all) to 3 (agree completely).

The patients were interviewed using Positive and Negative Symptoms Scale-
PANSS (Kemp and Lambert, 1995) that enables to assess typical positive, neg-
ative and global symptoms of schizophrenia (Cronbach’s alpha is 0.81 for posi-
tive symptoms and 0.88 for negative symptoms).

For the assessment of depressive symptoms was used Beck depression in-
ventory BDI-II (Beck et al., 1987) (in validated Czech version) that represents
21-items questionnaire for assessing depression. Subjects indicate degree of
their experience on 4-point Likert scale.

Levels of anxiety symptoms were assessed using the Czech version of The
Zung Self-Rating Anxiety Scale- SAS (Cronbach’s alpha 0.89, test-retest relia-
bility after week 0.85) (Zung, 1971). The SAS is 20-item self-reporting ques-
tionnaire focused on the most common general anxiety symptoms. Each ques-
tion is scored on 4-point Likert scale from 1 to 4.

Hair Cortisol Analysis

For biochemical assessment, the hair samples were collected from the posterior
vertex of the scalp because of the lowest coefficient of hair variation. The sam-
ples were analyzed according to common procedures three 1 cm long hair seg-
ments were provided by each participant for the analysis performed on the av-
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erage cortisol levels across the three hair segments. The samples were assessed
using photometric analysis ELISA (SPECTRA SLT) at the university biochem-
ical department.

Statistical analysis

Statistical evaluations were performed using the software package Statistica
version 6 and included means, standard deviations, and Spearman correlation
coefficients assessing relationships between insight and stress manifestations.

Results

Results indicate that insight manifestations in the patients with first episode
psychosis measured by insight composite index are closely related to positive
symptoms assessed by PANSS (r= - 0.37, p<0.05). The process of insight
represented by self-reflection subscale also manifests significant relationship to
hair cortisol levels (r= 0.43, p<0.01). The results did not show statistically sig-
nificant relationships of insight manifestations as well as the hair cortisol levels
with symptoms of depression and anxiety.

Discussion

In agreement with recent research the results show that levels of positive symp-
toms are related to insight deficits which are usually linked to disturbances of
self-consciousness and self-monitoring that have a critical role in pathophysiol-
ogy of schizophrenia (Bob et al., 2016; Kircher and Leube, 2003)

The results also show that the process of insight represented by self-
reflection manifests significant relationship to hair cortisol levels. These results
represent novel findings suggesting that increased hair cortisol levels are posi-
tively associated with self-reflective experiences. This inverse relationship of
self-reflection and hair cortisol may reflect a protective process against stress
disturbances during the first psychotic episodes. This result is in agreement
with findings and conceptualization of “eustress” related to anticipatory cortisol
reactivity which suggests that manageable stress experiences may increase psy-
chobiological resilience (Aschbacher et al., 2013)

Conclusion

Results of this study report novel findings suggesting that hair increased corti-
sol levels are positively associated with self-reflective experiences in the first
psychotic episodes. This result is in agreement with findings that the process of
self-reflection may lead to anticipatory stress which may be reflected by in-
creased cortisol. This finding is in agreement with evidence that positive cop-
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ing (eustress) is related to anticipatory cortisol responses which suggest that
manageable stress experiences may positively influence psychobiological resi-
lience.
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3. CONCLUSIONS
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According to recent research disturbances of self-awareness and conscious ex-
perience have a critical role in pathophysiology of schizophrenia and in this
context schizophrenia is currently understood as a disorder characterized by
distortions of the acts of awareness, self-consciousness and self-monitoring
(Frith, 1987; Gallagher, 2000; Kircher and Leube, 2003; Lou, 2012; Mishara et
al., 2014).

This conceptualization of brain and cognitive disintegration in schizophrenia
is reminiscent of the concept of ‘schizophrenia’ as “split mind” proposed by
Bleuler in his Dementia praecox or the group of schizophrenias emphasizing
the splitting or disintegration of consciousness (Bleuler, 1950b). Later word as-
sociations studies based on Bleuler’s ideas have found that responses of schi-
zophrenia patients to a stimulus word are often bizarre, idiosyncratic and with-
out expected context (Goldberg and Weinberger, 2000; Kent and Rosanoff,
1910; Moran et al., 1964 1964; Shakow, 1980) and that the patients have spe-
cific deficits in the organization of semantic memory (Davis et al., 1995; Paul-
sen et al., 1996). This explanatory framework is in agreement with physiologi-
cal and cognitive theories of schizophrenia that have conceptualized underlying
disorganization as a consequence of overprocessing of relevant information
which enables to explain positive symptoms of schizophrenia as a compensato-
ry mechanism of a disordered information processing system (Bob, 2012; Carr
and Wale, 1986; Lee et al., 2003). These data suggest that contextual informa-
tion exists within a frame of reference that enables semantic context integration
(Pulvermuller, 2002; Shtyrov and Pulvermuller, 2007), which influences access
to conscious experience and within this context the positive symptoms of schi-
zophrenia is possible to view as “contextual disturbances” (Gray et al., 1991;
Hemsley, 2005).

One of the proposed mechanisms involved in disturbances of Self and men-
tal disintegration in patients with schizophrenia is the mechanism of dissocia-
tion (Bob and Mashour, 2011). Dissociation is a special form of consciousness
in which events that would ordinarily be connected are divided from one
another (Li and Spiegel, 1992), which leads to ‘‘a disruption and/or disconti-
nuity in the normal integration of consciousness, memory, identity, emotion,
perception, body representation, motor control, and behavior’” . In addition,
there is a body of evidence showing overlap between mechanisms underlying
dissociative symptoms and schizophrenia as proposed by Bleuler. Following
Janet’s definition of dissociation Bleuler described that the process of splitting
in schizophrenia is the same as splitting of psychic connections in hysteria and
can lead to manifestations of alter personalities and typical amnesia (Bleuler
and Brill, 1924)(Bob, 2003; Foote and Park, 2008; Janet, 1890; Moskowitz,
2008; Van der Hart and Friedman, 1989). In this context, high prevalence of
trauma history found both in schizophrenia (Read et al., 2005; van Os and Ka-
pur, 2009) and dissociative personality disorder (DID) has been documented in
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recent studies (Kihlstrom, 2005; Spiegel, 1997). In addition, several studies
have shown that the level of dissociative symptomatology is strongly correlated
with psychoticism and/or schizotypy (Moskowitz et al., 2005; Startup, 1999).

As proposed by Scharfetter (2008) schizophrenic syndromes may represent
a type of ego-fragmentation or splitting that can be understood as a special
form of dissociation. Consequently these alterations in ‘‘self-representation’’
underlying specific ego-state related changes in subjective experience are likely
related to specific alterations in connectivity of various parts of the brain and
these alterations may manifest as abrupt changes in patterns of neural activity
related to disintegration of conscious experience (Bob, 2004; Bob and Ma-
shour, 2011; Forrest, 2001; Gallagher, 2000; Putnam, 1997; Scharfetter, 2008;
Taylor, 2011; Yates and Nasby, 1993).

Together these studies suggest that the processes of disrupted awareness and
conscious disintegration in schizophrenia likely might be related and
represented by similar disruptions on the brain level, which in principle could
be explained by various levels of disturbed connectivity, and information disin-
tegration that may negatively affect usual patterns of synchronous activity con-
stituting adaptive integrative functions of consciousness (Bob and Mashour,
2011).

On the other hand mental integration based on self-awareness and insight
likely may significantly increase information integration and directly influence
neural mechanisms underlying basic pathophysiological processes in schizoph-
renia. In this context, the human mind represents the form that influences brain
and body, which has significant implications for psychotherapy that specifical-
ly may support self-awareness and insight representing metacognitive abilities
as was reported in various studies (Lysaker et al., 2003; Lysaker et al., 2010a;
Lysaker et al., 2013c; Mishara et al., 2014) and directly affect neural mechan-
isms of schizophrenia through influences of conscious integration on integra-
tive neural mechanisms (Baars, 2002; Bob and Mashour, 2011).
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4. APPENDIX- PSYCHOMETRIC MEASURES
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4.1. POSITIVE AND NEGATIVE SYMPTOMS SCALE - PANSS
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Klinika PC Praha

PANSS | i

Jméno pacienta: .....coeveeeee Studie:
HOANOLL: ceveeevenreereereeveniesseesneensessnssassonses Datum: .....cvene.e Perioda:

Skila pozitivnich a negativnich pFiznaki schizofrenie

PANSS - SKALA POZITIVNICH PRIZNAKU

PL . Bludy: : :

Domnénky, které jsou nepodloZené, nerealistické a vystfedni. Zaklad pro hodnoceni (ZPH): Myslenky

obsazené a vyjadfené b&hem rozhovoru a jejich vliv na sociélni vztahy a chovani.

1. Nepfitomno )

2. Velmi slub&: Sporna patologic, ktera se miiZe objevit pfi hornf hranici normélu.

3: Stabé: Pritomnost jednoho nebo dvou bludd, které jsou vagnf, nevykrystalizované a neupevnéné. Bludy ne-
naruduji mysleni, socilni vztahy a chovini. . :

1. Stiedné: Pritomnost nestabilnich, 3patn& formovanych bludl nebo malého mnoZstvi dobte formovanych
bludd, které prilcZitostng naruduji mysleni, socialni vztahy a chovéni.

5. Stiedné silné: Pritomny po&etné, dobfe formované bludy, které jsou upevnéné a ptileZitostng zasahuji do
mysleni, soc. vztahil a chovéni. .

6. Silné: PFitomno stabilni mnoZstvi bludi, které jsou vykrystalizované, mohou byt systemizované, upevnéné

_a jusné zasahuji do mysleni, socidlnich vztahl a chovéni. ! i

7. Extrémné: Piitomno stabilni mnozstvi bludd, které jsou bud’ vysoce systemizované nebo velmi pocetné.

Zpiisobuji nevhodné a nezodpovidné &iny, které mohou ohrozit bezpe&nost pacienta nebo jeho okoli.

P2 Konceptuilni dezorganizace: , | ‘

Dezorganizovany proces mysleni, ktery je charaktérizovin rozkolem cileného sledovéni, rozvianosti,

neschopnosti driet se tématu, ztritou asociaci, velkou nelogi¢nosti nebo mySlenkovym zdrazem.

ZPH: Kognitivng verbalni proces, ktery je pozorovin b&hem rozhovoru.

1. Nepritomno ‘

2. Velmi slabé: Sporna patologie, kter4 sc miiZe objevit pfi horni hranici normalu.

3. Slabé: Mysleni je obfirné, tangenciélni nebo paralogické. Pro pacienta je pongkud obtiZné uspotidat cile-
né& své mySlenky a pfi zat&Zi sc miiZe objevit ztréta asociaci.

4. Stiedné: Schopnost soustfedit myilenky, je - li komunikace stru¢n4 a strukturovan4, ale pfi minimalni z4-
1821 nebo komplexngjsi komunikaci se stava nepifesnou a irelevantni.

3. Stiedné silné: Celkové obtiZe s organizovanim myslenek, ¢ehoZ je dokladem &asty viskyt irelevanci, nesou-
vislosti nebo ztrita asociaci a to i bez ptitomného tlaku.

6. Silné: My3leni je vaZné vykolejené a vniting nekonzistentni, EchoZ visledkem je celkovi irelevantnost
a rozkol v mySlenkovém procesu.

7. Extrémné: Myslcnky jsou roztéfiténé do té miry, Ze je pacient inkoherentni. Je pfitomna vyrazna ztrita
asociaci, coz zplsobuje selhéni komunikace - napf. slovni sal4t nebo mutismus.

P3  Halucinaéni chovini:

Lze usuzovat, Ze slovai sdéleni nebo chovéni nevyplyvi ze 2

sluchové, zrakové, ¢ichové nebo somatické.

ZPH: Slovni sd¢leni a télesna manifestace béhem rozhovoru, stejng jako informace o chovéni pacienta od

nejbliXSich oSctiujicich a rodiny.

1. Nepritomno

2. Velmi slabé: Spornd patologic, kicré sc miZe objevit pti horni hranici normélu.

3. Slabé: Jedna ncbo dve jasné formované, ale milo &asto se vyskytujici halucinace nebo mnoZstvi vagnich,
abnormnich percepci, kieré nevyplyvaji ze zkresleného myslent nebo chovini.

4. Stiedné; Halucinace sc objevuji asto, ale ne stéle a pacicntovo chovini a mySleni je posti2eno pouze minimalng.

5. Stredné silné: Halucinace jsou ¢asté, mohou zahrnovat vice neZ jednu senzorickou modalitu, maji sklon
ovliviiovat my§leni a/ncbo narusovat chovéni. Pacient miZe bludné interpretovat tyto zaZitky a reagovat
na né¢ emocionilng, pfileZitostng i verbilng. ' )

6. Silné: Halucinace jsou pfitomny prakticky stéle, vyvolavaji rozvrat v chovani i my3leni. Pacient je zpracovi-
vé juko redlné vjemy a jeho &innosti &asto pickaZi €asté emocionélni a verbalni reakce na n&.

7. Extrémné: Pacicnt je prakticky Gplng pod viivem halucinaci, které dominuji mySlent i chovani. Halucinace zpiisobuji
bludnou interpretact a provokuji reakee jak verbélni, tak v chovéni, véetng podrobovani se imperativnim halucinacim.
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Snizeni emo¢ni odpovedi, coZ je charakterizovano redukei vjrazi obliceje modulaci pocitt a komunika-
tivnich gestikulaci. :

P4  Excitace:
Hyperaktivita, jakozto urychleni motorického chovéni, zmnoZeni reaked na stimuly, hypervigilita nebo pichnana labilita nalady.
ZPH: Manifestace v chovénf bthem rozhovory, stejnt jako zprivy o pacientove chovani od jeho nejbliRich etfujicich a rodiny.
1. Nepritomno
_2. Velmi slabé: Spornd patologie, kterd se miiZe objevit pfi korni hranici normélu. .
3. Slabé: Tendence k nepatrné agitaci, hypervigilit¢ nebo lehkému vybuzeni b&hem rozhovoru, aviak bez zte-
telnych epizod excitace nebo vyrazné afektivai lability. Red miZe byt lehce tenzni.
4. Stiedné: Bthem rozhovoru je jasné patrn agitace nebo vybuzeni, ovlivitujici fe& nebo celkovou mobilitu,
sporadicky se mohou v cpizodich objevit citové vybuchy.
3. Stiredné silné: Je pozorovina v§znamnd hyperaktivita nebo &asté vibuchy motorické aktivity, které pacien-
tovi znemoziiuji scdét déle ncZ nékolik minut.
- 6. Silné: Rozhovoru dominuje vyrazné vzruseni, které ohraniuje pozornost a do uréiré miry ovliviwje funkce
jako pHijimani potravy a spanck. :
7. Extrémné: Vyrazni excitace naruduje spanck i pfijimani potravy a prakticky znemoZiiuje interpersonalni
interakce. Urychleni Fedi a motorické aktivity miZe zplisobovat inkoherenci a exhausci.
PS5 Velikdsstvi:
: Nadnescné sebehodnoceni a nerealistické pfesvéd@eni o nadiazenosti, véetng bludd o extraordinérnich

schopnostech, bohatstvi, védomostech, slavé, moci a morélai spravedlnosti.

ZPH: Myslenky obsaZené a vyjadiené béhem rozhovoru a jejich vliv na chovéni.

1. Neptitomno

2. Velmi slabé: Sporni patologie, ktera se miiZe objevit pti horni hranici normélu.

3. Slabé: Evidentni pritomnost expanzivity a scbechvély, aviak bez grandiosnich bludd.

4. Stiedné: Pocit odlidnosti a neredlné nadfazenosti nad ostatnimi. V{skyt malého mnoZstvi §patng formova-
nych bludi, tykajicich se zvlaStniho postaveni nebo schopnosti, aviak pacieat se dle nich nezidi.

3. Stiedné silné: Jasné vyjadrené bludy, tykajici se vznamnych schopnosti, spoleéenského postaveni nebo
moci, které ovlivituji pacicntovy postoje, ne v8ak chovéni. . '

6. Silng: Jasng vyjadiené bludy v§znamné nadfazenosti, které zahrnujf vice neZ jeden parametr (bohatstvi,
znalosti, sliva), vyznamné& ovliviiujf intcrakce a pacient podle nich jednA.

7. Extrémné: My3leni, interakce i chovani dominuji mnoho&etné bludy zdbavngch schopnosti, bohatstvi, zna-
losti, slavy, moci a/nebo moralnich postojdl, které mohou nabyvat aZ bizarnich kvalit. .

Pé  Podezfivavost : L
Nerealistické nebo prehnané obavy z pronasledovini, které se odraZeji v obezfetnosti, nedivéfivich :
postojich, podeziivavosti, hypervigilanci nebo zfejmymi bludy, Ze druzi mu mohcu $kodit.

ZPH: Myslenkovy obsah vyjadieny béhem rozhovoru a jeho vliv na chovéni.

1. Nepfitomno

2. Velmi slabé: Sporna patologie, ktera se miZe objevit pii horni hranici normalu.

3. Slabé: Piitomnost obezietnych &i dokonce oteviené nedivéfivych postojil, kdy my3leni, chovéni i vztahy
jsou miniméin¢ ovlivn¢ny.

4. Stiredné: Nedivitivost je jasne evidentni a viira se do rozhovoru a/nebo chovani. Persckudni bludy se nevyskytuii.
1 kdy? se pripowsti piitomnost neur&itych persckutnich bludi nezd se, e by ovliviiovaly prac. postoje nebo osobni vztahy.

5. Stedné silné: Pacient dava najevo v§znamnou neddvefivost, kterd vede k narudeni osobnich vztahit nebo
jsou piftomny jasné vyjadiené persekuéni bludy, které maji omezeng dopad na pacientovy postoje a chovéni.

6. Silné: Jasn& vyjadiené pervasivni persekuéni bludy, které mohou byt systematizované a signifikantn& zasa-
huji do interpersondlnich vztahi.

7. Extrémné: Sif systematizovanych persekuénich bludd, které zcela ovliviiuji pacientovo my§leni, soci4lni
vztahy a chovéni.

P7  Hostilita: l
Verbilni i neverbilni vyjadieni hnévu a vzteku, véetné sarkasmu, pasivng agresivantho chovéni slovnich
nadivek a Gtoceni. ;

ZPH: Interpersonilni chovani pozorované béhem rozhovoru a informace od nejbliXich odetiujicich a rodiny.

1. Nepritomno

2. Velmi slabé: Sporné patologie, kterd sc muZe objevit pfi horni hranici normélu.

3. Slabé: Nepifimé nebo ovladana hnéviva komunikace jako sarkasmus, nerespektovéni, hostilni vyjadfovéani
a prileZitostnd popudlivost.

4. Stiedné: Prezentovani oteviend hostilnich postojd astého podraZdéni a pfimého vyjidieni hnévu a vzteku.

5. Stitedné silné: Pacient je zna¢né podraZdény a &asto slovng vyhroZuje. :

6. Silné: Nekooperativnost a slovni nadévky a hrozby v§znamng ovliviiuji rozhovor a majf z4vaZng dopad na
socidlni vztahy. Pacicnt mize byt nebezpeny a destruktivn, ostatni viak fyzicky ncnapadi.

7. Extrémné: Nespoluprace zplisobend zdvaZznym vzickem, ktery zabrahuje jinym interakcim nebo se objevu-
je v epizodach napadani ostatnich.

’ Z Z, O,
PANSS - SKALA NEGATIVNICH PRIZNAKU
Nt Citov4 oplostélost: l
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ZPH: Pozorovini 1&lesné manilfestace afektivaiho napéti a cmoénich odpovedi behem rozhovoru,

. Neptitomno

. Velmi slabé: Spornd patologie, keerd se miZe objevit pfi horni hranici normdlu, i

. Slabé: Zmény vyrazu oblideje a komunikadnich gest se zdajf bt sniZené, usilovné, um#lé a nedostateZng modulované.

do L ke

3. Stiedné silné: Afcktivita je celkovit chuda s pouze piileZitostnymi zménami ve vyrazu obliéeje a nedostat-
kem komunikacnich gest.

6. Silné: Vyznamna oplostélost a Gbytek emoci. Mohou bjt ptitomny nemodulované extrémnf afcktivof zmé-
ny juko excitace, vztek nebo nevhodny nckontrolovan§ smich.

7. Extrémné: Zcela chybi zmény oblidejové mimiky a komunikaZnich gest. Pacient m4 stéle sterilnf nebo "dfe-
veény” viraz,

. Stiedné: Omezeny potet vituzd obliteje @ malo expresivnich gest, z &choZ vyplgvé pacientiiv plihlouply viraz,

N2

Emoéni staZeni:

Zirita zijmu, zapojovini sc do ginnosti alcktival odevzdéni se Zivotaim udilostem.

ZPH: Zprivy o chovini paci¢nta od nejbliich terapeutd nebo rodiny a pozorovini chovinf bthem rozhovoru.

1. NepFitomno ' -

2. Velmi slabd: Sporn4 patologic, kterd se mitze objevit pfi hornf hranici normalu.

3. Slab#: Je pozorovano sniZeni iniciativy a piflefitostng se miiZe objevit snffeni zéjmu o udélosti z okolf.

4. Stiredn#: Pacient se dplnd emodionfilng distancuje od J:msﬁ-edi ajehoimpulsl, aviak fl povzbuzent mick bgt upoutin

5. Stiednd silné: Pacicat j¢ jasn® emocionilné oddzlen od osob a udilosti svého okoli, rezistentof ke viemu
Gsilf a upoutavini. Chovi se odtaZité, tvirng a bezateln. PFece jen viak miZe byt zapojen do stru¢né ko-
munikace, ale ma tendence zabezpeoval své osobni poti-c;ll)z, nékdy s dopomoci.

6. Silné: Pacient je prakticky zccla staeny do sebe, nekomunikujict a zanedbavajici osobni potieby, jako
visledek ztraty zidjmu a emognich vazeb.

7. Extrémné: Vyrazné chyb&ni zijmu a ¢itova staZenost vede k omezené komunikaci s jingmi a Zastym zaned-

" hévanim osobni poticby, tak¥e pacient mi byt pod dohledem.

L

e

N3

Ochuzeni vztahii:

Zirdta intcrpcrsoﬁ;’;lni empatic, otcvicnosti v konverzaci a smystu pro divEfivost, jakoZ i ztrata z&jmu o zapojeni
do rozhovoru, Toto se projevujc odstupem v osobnich kontaktech a sniZenim verbalnf i neverbalai komunikace.

ZPH: Interpersondlnf chovani béhem rozhovoru.

1. NepFitomno

2. Velmi slabé: Sporni patologie, keers s¢ mZe objevit pti horni hranici normélu. .

3. Strednd: Konverzace je charakterizovina nabubfelosti, napjatostf nebo umélym t6nem. MiZe chybét
cmotni hloubka nebo ma rendenci setrvdvat na neosobnt intelekwdlof drovai,

4. StFedné: Pacieat je typicky povzneseny se zcela evidentnim osobnim odstupem. MilZe odpovidat na dota-
zy zeela mechanicky a reaguje znudéné nebo bez zijmu.

5. Stiedn@ siing: Je pfiiomna zjevn4 neanga¥ovanost, co? jasné znemo#iuje G&innost rozhovory, pacient s¢
miize vyhybut oénimy ncbo oblitcjovému kontaktu.

6. Silné: Pacient je zcela Thostejny sc zfetelnym osobaim odstupem, jeho odpovédi jsou zb#Zn€ a vyjadicni
neverbilniho zaujeli je minimélni. Odnimu a obliejovému kontaktu se pacient vyhyba.

7. Extrémné: Pacient je tuzatclem zcela nezaujat, vypad4 lhostejn a neustéle se bébem rozhovoru vyhybd
verbilnim i neverbdinim interakeim,

[ 4

PP

33

Pasivni / apatické socidlni staZeni;

Zmendeni z&jmu a iniciativy o socidlni inlerakee, zplsobené pasivitou, apatii, anergii a abulif. Toto vede ke

sniZeni osobni angaZovanosti a zanedbavini denaich aktivit.

ZPH: Informace o socidlnim chovani od rejblizSich terapeuti a rodiny.

1. NepFitomno

2. Velmi slabé: Sporad patologie, kierd s¢ miiZe objevit pti horni hranici normélu,

3. Slabé: Pr{le¥itosty zijem o socidlni aktivity, ale je pitomna pouze slab4 iniciativa. ObyZejné je upoutin
jinfmi, jen kdy? se oz ndj druzi obrétl ’ :

4. Stiedné; Pasivnd se (&astni vétsiny aktivit, aviak zcela bez zdjmu a mechanicky. Stahuje se do pozadi.

5. Stiedné silnd: Pasivoé se Gastni minima aktivit a nevykazuje viastn® Zidnou iniciativu & zéjem. Minimum
fasu travi s jinymi.

6. Silné: Smé&Fuje k apalii a izolaci, velmi zfidka se Gastni socidlnich aktivit a ptileZitostn& zanedbévi osobni
potieby, M4 velmi milo spontdninich socidlnich kontakzd.

7. Extrémné: Pacient je hluboce apatick?, socidln izolovany a osobn€ zancdbany.

. N5

Obtiiné abstraktni mysleni: ,

Zhordeni schopnosti uZivat abstraktniho symbolického mysleni, co? se projevuje obtnym Klasifikovanim,
zevieobeckovinim a v postupech za hranicemi konkrétnibo nebo egocentrického mydlens v Gkolech, kieré
wladuyi fejeni otdzck. .

L

:
|
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ZPH: Vychizi z otdzck o podobnostech a iaterpretaci pEislovi a u2ivini konkrétaich vs, abstraktnich pojmi.

1. Nepiitomno

2. Velmi slabé: Spornd patologie, kterd se milze objevit pfi horni heanict normilu,

3. Stabé: Sméfuje k literdeai nebo osobné zam&kené interpretaci u vice problematickgch pislovi a mohou se
ubjevit ndkieré problémy s pojmy, kieré jsou dosti abstrakini nebo vedaleng pFbuzné. ‘

4, Stiedné: Casto uziva konkrétni pojmy. M4 obtiZe s véginou pFislovi a nékieryn kategoriemi, M4 tendenci
byt rozptyloviin jinymi aspekty a nidpadnymi rysy. :

5. Stiedné siln& Jedna zejména v konkrétnich pojmech, ma obti¥e s véinou piislovi a mnohymi kategoriemi.

6. Sitné: Neschopnost pochopit abstrakinf vyznam jakéhokoliv pfislovi nebo obraznych virazd a je schopen
tiidit pouze nejjednodusii podobnosti. Mydleni je bud prizdné nebo zame¥ené na Funkéal aspekty, ndpad-
né rysy a lypické interpretace. .

7. Extrémné: Je schopen uvaZovat pouze v konkrétnich pojmech. Nechipe plislovi, obyejné metafory nebo
podobnosti a jedneduché kategoric. Dokonce ani nipadné funk<ni atributy acslou#i jako zéklad pro klasi-
fikaci. Toto hodnoceni je moZno prisoudit | tomu pacicntovi, kterf.ani minimalng nespolupracuje s tazaie-
lem, co? je zapFitinéno viznamnym zhorienim kognitivoich funkei.

Né  Ztrita spontaneity a plynné konverzace : : __
Ubytek plynné komunikace sdruZeny s apatii, abulii, obranami nebo kognitivaim deficitem, Toto se
projevuje zmenSentm fluidity a produktivity verbalng interakénich procesil.

ZPH: Pozorovini verbillnd kognitivoich procest béhem rozhovoru,
1. Nepiitomno -
! 2. Velmi slubé: Sporni patelogie, kterd se miZe objevit pti horni hranici normélu. ' '
3. Slabé: Behem konverzace se objevuje pouze mald iniciativa, pacientovy odpovidi sméfuji ke struénosti,
jsou chudé a vyZaduji pfimé a navﬁc{éci dotazy. : :
4. Stedné: Konverzace 2trici volny priibeh a objevuje se nevyviZenost nebo zirazy, Navadéci otdzky jsou
-Casto potEcbné k tumu, aby byly ziskdny adekvitni odpovidi a mehlo se postoupit rozhovori.
5. Steedné silaé; Pacient vykazuje zietelnou ztrtu spontancity a otevienosti, Odpovidi na tazatelovy dotazy
pouze jednou nebo dvéma vEtami. :
6. Silné: Pacientovy odpovitdi jsou vétéinou Emitovainy nekolika slovy nebo krétkymi frizemi tak, aby se vyhnul nebo
Zkrirtil komunikaci {napf. nevim, nedovolim si to fici). Konverzace je vaZnt narufena a rozhovor je neproduktivai,
7. Extrémné: Verbalni vikon je omezen vétiinou na prile?itostné projevy, kieré konverzaci znemoZiuii.
¢ N7 Stereotypni myslenf: '
f Snizend fluidita spontanniho a flexibilntho my3leni, co se projevuje rigiditou, opakovénim a neplodngm
! myélenkovym obsahem, _
! ZPH: Kognitivng verbalni proces, pozorovin bthem rozhovoru.
i L. Nepiitomno .
! 2, Velmi stabé: Spornd patologic, kierd se mitZe objevit pi horni hranici normaélu.
! 3. Slabé; Rigidita, kiera se projevuje v postojich nebo minZnich. Pacient miize odmitat vzit v Gvahu alterna-
| tivei postoje nebo ma obtiZe pfi zménich tématu. .
i 4. Stiredné: Konverzace se tod kolem stile se vracejictho tématu, co? znesnadiiuje jeho zm&nan,
! 5, Stiedné silné: My3leni je rigidni a vzdor tazatelova dsili, stéle se opakujici. Konverzace je limitovina pou-
i z¢ dvéma nebo tfemi hlavnimi tématy.
] 6. Silné: Nekontrolovateiné opakovini dotazil, postojii, myslenek nebo otizek, které velmi zhorduji rozhovor.
*7. Extrémné: Mygleni, chovini a konverzace jsou ovlidény stilfm opakovinim fixnich idei nebo frézi, vedou-
cich k celkové rigiditg, nevhodnosti a omezeni pacientovy komunikace.
PANSS - SKALA CELKOVE PSYCHOPATOLOGIE
% Gl Starosti o télesny stav: ' { N
i StiZnosti na télesny stav nebo piesvddéen, tykajict se télesného onemocnénf nebo Spataych funket. Tato
: mite zahrnoval jak vigni pocity nemoci nebo jasné vyjadfené bludy o katastroflni fyzické nemoci, |
1 ZPH: Myilenkovy obsah vyjadieny v rozhovoru.
i 1. Nepiitomno !
i 2. Velmi slabé: Sporna patologie, kterd s¢ mbZe objevit pii horni hranici normélu,
£ 3. Slubé: Stiknosti, zictelné se Lykajici zdravi ncbo somatickych problémd, coZ se projevuje piileZitostngmi
i otdzkumi a pidnimi o to, byt opétovad ujifovan o jejich neredlnosti, .
¢ 4. St¥edné: StiZnosti na $patné zdravi a Spatné lesné funkce, nenf viak piitomno bludné presvédieni a pie-
hnané starosti mohou byt odklon2ny ujitEnim o jejich nereilnosti.
.. 5.S8tfedné silné: Pacient si fasto stéZuje na fyzické obtiZe nebo $patné (&lesné {unkcee, poptpad# se mohou
odhalit -2 bludy, kieré se tykaji tohoto tématu, pacient viak nenf jimi zccla zaujat.
6. Silné: Pacient je zaujat jednim ncbo mendim podtem jasné vyjidieaych bludf, kieré se tykaji télesuﬁch ne-
I moci nebo Spatngch orgdnovich funkef. Afektivita viak neni plnd zastinéna Wmito obsahy a mySlenky pa-
3 cienta lze s uréitou nimahou odklonit.
i 7. Extrémndé; Poletné a &asto explorované 1&lesné bludy ncbo pouze malé mnoZstvi jasné vijadienych téles-
f nych bludi katastrofického pivodu, které zeela ovladaiji pacientovu afektivitu i myilent.
: G2 Uzkost: .

Subjcktivag pocitované zhorieni rervozity, obav, predtuch nebo nepokoje, které se nadmérns tykaji
pritomnosti nebo budoucnosti af k pocithm paniky, ‘
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ZPH: Slovni sdéleni vyjadiend béhem rozhovoru a korespordujici s fyzickou manifestaci.

1. Nepritomno

2. Velmi slabé: Sporna patologie; které se miiZe objevit pFi horni hranici normalu.

3. Slabé: Sdelovéni obay, pichnaného nepokojeni a nepokoje, aviak bez somatickych nebo behavioralnich souvislosti.

4. Stfedné: Pacient vykazuje zietelné symptomy nervozity, kieré se lehce manifestuji i fyzicky, jako napfikiad
termindlni ties rukou a nadmérné poceni.

5. Stredné silné: Pacient mé vazné Gzkostné problémy, které jsou patrné jak v chovani, tak po fyzické stran-
ce. juko naptiklad vyrazna tenze, obtiZzné soustfedeni, palpitace, zhorieny spanek.

6. Silné: Subjektivng pocitovany staly strach sdruZeng s fobiemi, vfraznym nepokojem nebo &etnymi téles-
nymi manifestacemi.

* 7. Extrémné: Pacientdv Zivot je zdvaZné naruien tzkosti, které je pritomna prakticky st4le a ¢as od &asu ma

az charakter panické poruchy nebo se manifestuje panickou atakou.

Pocity viny: ‘

G3
Vy¢itky nebo sebeobvifiovani tykajici se skutednych nebo imaginarnich pi‘estuEkﬁ v minulosti.

ZPH: Verbalizovani pocitil viny béhem rozhovoru a jejich vliv na vztahy a okoli.

1. Nepfitomno : '

2. Velmi slabé: Sporna patologie. ktera se miiZe vyskytovat pfi horni hranici normy.

3. Slabé: Otdzkami lze zjistit vagni pocity viny nebo sebeobvifiovani za minimalni proh¥esky, které viak
pacientovi piilil nevadi '

4. Stredné: Pacient je zfetelné znepokojen svou domnélou zodpov&dnosti za skute&né incidenty svého Zivo-
ta. Neni vSak jimi zcela zaujat a jeho postoje a chovéni nejsou podstatn& naruieny.

5. Stiedné silné: Pacient verbalizuje silné pocity viny sdruZené se sebeobviiiovinim nebo ptesvéd&enim, Ze si
zasluhuje trest. Pocity viny mohou mit bludny ziklad, mohou byt vyvolany spontanné, mohou byt zdrojem
zaujatosti a/nebo depresivni nilady. Jen nesnadno mohou byt tazatelem zmirné&ny.

6. Silné: Silné pocity viny maji bludny charakter a vedou k postojim beznad&je a nesmyslnosti. Pacient v&ii,

Ze za své piestupky bude té2ce potrestdn a svifj Zivot miiZe dokonce povaZovat za trest.

7. Extrémné: Pacientv Zivot je zcela ovlivnén nevyvratitelngmi bludy viny a je pfesvédéen, Ze bude drasticky
potrestdn juko napiiklad doZivotnim vézenim, muéenim nebo smrti. Toto miZe byt sdruZeno se suicidalni-
mi myélenkami a chipinim probiémi druhych jako své vlastni prohfeiky v minulosti.

G¢  Tenze ‘ - : , [
Zjevni telesnd manifestace strachu, dzkosti a agitovanosti, jako naptiklad ztuhlost, tremor, proftizni poceni a neklid.

ZPH: Sdeleni pacienta svédeici o tzkosti, ¢ehoZ nasledkem je mnozstvi fyzickych manifestact, které lze

pozorovat béhem rozhovoru. :

1. Nepritomno . .

2. Velmi slabé: Sporna patologie. kterd se mizZe objevit pfi horni hranici normélu,

3. Slabé: Postoj a pohyby pacienta svédei o jeho lehkych obavéch - jako naptiklad lehka ztuhlost, prileZitost-
n¢ neklid. zmeény pozic nebo rychly tremor rukou. ‘ ;

4. Stiedné: Jusné nervoznivzezent, které se manifestuje nervoznim chovanim, €astym tremorem rukou,
v¥raznym pocenim nebo nervoznim manyrovanim.

5. Stredné silné: Ztctelné napeti je evidentni z mnoha projevi, jako nervozni ties, profuzni poceni, neklid,
aviak rozhovor neni t¢mito projevy viznamné naruen.

6. Silné: Tenze je vyjadfend do t€ miry, Ze naruSuje interpersondlni vztahy. Pacient je stale neklidng, neschopny
dele klidn€ sedét nebo zjevné hyperventiluje. '

7. Extrémné: Virasni tenze se projevuje znimkami paniky nebo celkovou motorickou akeeleraci, napiklad rvch-

I¥m neklidn¥m pfechdzenim a neschopnost zistat sedét déle neZ minutu, co? prakticky znemoZhuije konverzaci.

G5 Manyrovani a zaujimani postoji: , l
Neptirozené pohyby nebo drzeni téla. charakterizované jako nedikovnost, bombastinost, desorganizace ;
ncebo bizarni vzhled. !
ZPH: Pozorovini télesnych manifestaci béhem rozhovoru, jako? i informace od nejbliziich ofetfujicich a rodiny. '
1. Nepiitomno ]
2. Yelmi slabé: Spornd patologie, kterd se mize vyskvtnout pfi horni hranici normy. ’
3. Slabé: Lehka nesikovnost pohybu nebo mald rigidita dreni téla.

4. Stiedné: Pohyby jsou zfetelné nesikovné nebo rozkouskované a béhem kratkych ¢asovych tseki lze pozo-
rovat neptirozend drzeni téla. -

5. Stiredné silné: PrileZitostné se objevuji bizarni ritudly, mangrovéni nebo stereotypni pohyby. Zkroucené
drzeni téla je udrzovano v delich intervalech.

6. Silné: Casté opakovini bizarnich ritudll, mangrovéni, sterotypni pohyby, poptipadé zkroucené postoje
Jjsou zaujimény po delsi dobu.

7. Extrémné: Zivot pacienta je stile komplikovén ritudlnimi a stereotypnimi pohyby, manyrovanim nebo
zaujimanim nepfirozenych poéz. které jsou udrZovanv po vétdinu &asu. ' i

G6  Deprese: L—_f

Pocity smutku, ustraseni. bezmoci a pesimismu.
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ZPH: Sdéleni pacienta o jeho depresivni ndladé a jeji vliv na vztahy a chovéni.

da G 19 e

n

. Nepritomno
. Velmi slabé: Sporna p.uoloue ktera se miize objevit pn horni hranici normalu.
. Slabé: Pacient vyjadiuje své pocity smutku a vystraSeni pouze na dotaz, z celkového postoje a chovani viak

deprese neni patrna.

. Stredné: Zietelné poutv smuthu a bezmoci, které se mohou spontinné projevit, ale dep esivai nalada ne-

mé-velky vliv na chovéni, socidlni funkce a pacient se snadno vzchopi.

. Stiedné silné: Jasné depresivni nilada sdruzena se smutkem, pesxmxsmem ztratou socialnich zajmu, psy

chomotorickou retardaci a ur¢itym vlivem na spanek a chut k jidlu. Pacienta lze jen obtiZné povzbudit.

- Silné: Vyznamné depresivni nilada sdruZeni se stalym pocitem nicoty, pfileZitostnym pla¢em, beznadgji
-a ustradenim. Navic je vyznamné ovlivnéna chut k jidlu a spanek, stejné jako normalni pohybové a sociini

funkce s ptileZitostnymi znamkami sebezanedbavani.

. Extrémné: Depresivni pocity vazng interferuji s vétiinou funkci. Pacient &asto plaée Jsou vyjadreny somaucke

symptomy, ov livnéno soustkedéni, zpomaleno psychomotorické tempo, socislni nezdjem, sebezanedbavani,
mozZni piitomnost depresivnich a nihilistickych bludd a /ncbo moZné suicidalni my$lenky nebo &nu.

G¥

Motoricka retardace:

Snizeni motorické aktivity, coZ se odrazi ve zpomaleni a zmirnéni pohybu a fedi, snizeni odpovédi na
stimulace a snizeny télesny tonus,
ZPH: Projevy béhem rozhovoru, stejné jako informace od nejblizi o3etfujicich a rodiny.

Lo )9 ==
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6.
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. Nepfitomno
- Velmi slabé: Sporna patologie. kterd se miize objevit pfi horni hranici normalu.
- Slabé: Lehké. ale postiehnutelné sniZeni rychlosti pohybu a fedi. Pacient miiZe byt ponekud mén& produk-

tivni v gestikulaci a konverzaci.

. Stfedné: Pacient m4 jasné zpomalené pohyby a fe¢ je méné produktivni, véetnd dlouhych latenci, prodlou-

zenych odmlk a pomalého tempa.

. Stredné silné: Vyznamné snizeni motorické aktivity, ktere zplisobuje, Ze komunikace je neproduktivni

nebo omezuje fungovam v socidlnich a pracovnich situacich.

Silné: Pohyby jsou extrémné pomalé, vysledkem ¢eho? je miniméalni aktxvua a fe&. Pacient ve skuteénosti
stravi cely den nedinné sedici nebo lezici.

Extrémné: Pacient je v podstalc’: zcela imobilni a neodpovidd na vadj&i podnéty.

[

68

Nespoluprice:

Aktivni odmiténi vyhovét vitli druhého véetné tazatele nemocni¢ntho personélu nebo rodiny, coZ mize byt
sdruzeno s nedfivérou, obranami, tvrdohlavost. negamnsmem, odmit4nim autority, hostilitou nebo bojovnosti.
ZPH Chovani pacienta béhem pohovoru a zprévy o$etfujiciho personélu nebo rodiny.

1. Nepfitomno | : .
2. Velmi slabé: Sporna plelleC kterd se mize objevit pfi borni hranici normalu.
3.

Stabe: Pacient vyhovi rozmrzele, netrpélivé nebo se sarkasmem. MiiZe neidtodné protestovat viii citlivému
zkoumani béhem rozhovoru.

- Stiedné: PrileZitostng ptimo odmitd vyhovét béZnym socidlnim poZadavkilm, jako je ustlni, Ziastnéni se pro

¢ramu. Pacient mize vykazovat hostilni, negauusucké nebo obranné postoje, ale v&inou je schopen spoluprice.

. Stredné silné: Pacient &asto ncvyhow poiadavkum prostredi a miZe byt jinymi charakterizovén jako vyvr-

Zzenec nebo jako "¢lovek, kiery ma zavazni problémy chovani”. Nespoluprace se vétiinou pro;evu)e obrana-
mi nebo popudlivosti vii¢i tazateli nebo moZnou neochotou reagovat na mnoho. otazek.

Silné: Pacient taktka nespolupracuje je negativisticky a nevylutuje sé bojovnost. Odmxté vyhovét vétﬁmé
socidlnich poiadavku a miize byt neochotny jak k zahajeni, tak ukoriéeni rozhovoru.

. Extrémné: Aktivni odpor, ktér§ prakticky narusuje vSechny oblasti Zivota, Pacient odmits nésledovat )qke-

koliv socialni aktivity, véetné osobni hygieny. M4 problémv s rodinou i ncmocmémm persondlem. Rozho- -
voru se Géastni jen struéné.

\pnhV\.le m\,dannvv obsah:

\l\slem je charaktenzovano podivnostmi, fagtastickymi ncbo bizarnimi mvSlenkamt v rozmezi od téch, které
jsou vzdilené nebo atypické az po ty, které jsou zkreslené, nelogické a zjevné abstrakeni.
ZPH: Myslenkovy obsah vyjidieny béhem rozhovoru.

L

Nepritomno

2. Velmi slabé: Sporna patologie, kterd se mize objevit pfi horni branici normélu,

3.
3.
6.
7.

Slubé: Myslenkovy obsah je ponékud zvlistni nebo atypicky, popripadé béZné myslenky jsou ohraméeny
vistiednim kontextem.

Stredné: Myslenky jsou zcelu zkreslené a prileZitostné se zdaji byt zcela bizarni. ,
. Stredné silné: Pacient V’dedt’UJk_ mnoho podivnosti a fantastickych myslenek (napiiklad je adoptovanym
svnem krile, utekl pied smrti a podobne) nebo zjevné absurdnich {ma stovky déti, ptijima radarové
zprivy z prostoru prostiednictvim zubnich plomb).

Silné: Pacient produkuje mnoho nelogickych nebo absurdnich mylenek nebo mé bizarni vlastnosti (ma
3 hlavy, je nav3tévnik z jiné planety).

Extrémné: Mvilen je plné absurdit, bizarnosti a grotesknich mvilenek.

e

4
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Desorientace:

Zirdta pnsluSnosn k uréitému prostiedi véetné osoby, mista a éasu coZ milze byt zpusobeno zmatenosti
ncbho stazenim.

¢
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ZPH: Odpovédi na tazatclovy dotazy, které sc tykaji orientace.

1. Nepritomno B

2. Velmi slabé: Sporni patologie, kterd se maZe objevit na hranici normalu.

3. Stiedné: Celkova orientace je adekvatni, ale jsou urité obtiZe se specifi¢nosti. Naptiklad pacient vi kde sc
nachazi, ale nezna ulici, adresu, znd jména nemocni¢niho personily, ale nezna jejich funkce, zna mésic,
ale plete den v t§dnu se sousednimi dny nebo chybuje v datu vice neZ o dva dny. MiiZe bgt ptitomno zaZe-
ni zajmu, kdy je patrné, Ze pacicnt je obezndmen s bezprostiednim, ale ne 3ir$im okolim, jako naptikiad
schopnost identifikovat persondl, ale ne starostu, guvernéra nebo prezidenta.

4. Stfedné: Jen Ciste¢ny Gsp&ch pii orientaci osobou, mistem a asem. Napiiklad pacient vi, Ze je v nemocni-
ci, ale neznd jeji jméno, zné nizev svého mésta, ale ne samosprévny oxies, zn4 jméno svého terapeuta, zic
nc mnoha daldich piimgch spolupracovnikd, zné rok i roéni obdobi, alc neni si jist m&sfcem.

5. Stiedné silné: Zjevny nczdar pfi rozpoznivani osob, mista a &asu. Pacient mé pouze vagni predstavu
o tom, kdc je a je ncobeznimen s vétdinou lidi svého okoli. Rok je schopen urdit spravné nebo piiblizng,
ale nezn4 mésic, den v tydnu a dokonce ani ro¢nf obdobf. .

6. Silag: Patrny nezdar pfi rozeznavéni osob, mista a ¢asu. Napfiklad pacient nevi, kde je, plete datum o vice
nez rok a miZe jmenovat pouze jednoho nebo dva jedince ze svého b&Zného Zivota.

7. Extrémné: Pacient se jevi zcela desorientovan osobou, mistem i Easem. Je celkové zmateny nebo zcela igno-

Gl

rujc své okoli - b&Zn¢ rok a dokonce i nejbliiéi osoby, jako rodite, partner, pfatelé a nejbli%i terapeut.
Zhors$end pozornost: [

Sclhavini zam&iené pozornosti, projevujici se Spatnou koncentraci a snadnym rozptylenim pozornosti

vaitinimi nebo vng&jiimi podnéty, obtizemi v praci nebo pfi setrvini u podn&tu, popfipadé zmé&nou zam&fené

pozornosti na novy podnét. . ZPH: Projevy pacienta b&hem rozhovoru.

1. Nepritomno ’ .

2. Velmi slabé: Sporna patologie, miiZe se objevit p¥i horni hranici normalu.

3. Slabé: Omezeni koncentrace pozornosti, které se projevuje pfileZitostnou citlivosti na rozptgleni nebo
ochabovinim pozornosti ke konci rozhovoru. :

4. Stiedn?: Koncentrace je naruiena snadnou rozptylitelnosti, obtiZemi pti dlouhém setrvani koncentrace
u daného tématu nebo problémy pfi zméné pozornosti na nové téma.

5. Stfedné silné: Konverzace je vazng narudena $patnou koncentraci, rozpt§lenosti stejné jako.obtiZemi pri
zméné& pozornosti. - .

6. Silné: Pacientova pozornost miiZe byt ziskana jen na kratké momenty nebo s velkym dsilim, co? je zpiiso-
beno viraznou rozptylenosti vnéj$imi nebo vnitinimi stimuly.

7. Extrémné: T&Zké narueni pozornosti umoZiiuje jen struénou konverzaci.

G12

Nedostatek soudnosti a nahledu: . |
Narudené povédomi ncbo schopnost porozumét vlastnimu psychiatrickému stavu a Zivotni situaci. Projevuje
s¢ neschopnosti rozlisit diivejsi a nyngjsi psychické oncmocnéni nebo symptomy, popirsnim potieb
psychiatrické hospitalizace nebo 1é¢eni. Pacientova rozhodnuti jsou charaﬁterizovéna $patnym pochopenim
souvislosti a nercalistickym kritkodobym i dlouhodobym planovanim. :
ZPH: Obsah myslenek vyjadfenych béhem pohovoru.

1. Neptitomno

2. Velmi slabé: Sporna patologie, vyskytujici se i na hranici normy.

3. Slabé: Pacient rozpozn4, Zc je psychicky nemocny, ale jasné zlehCuje jak z4vaZnost onemocnéni, tak z toho
plynouci lé¢eni a nezbytnost uZivani I¢kd, aby se ptedesio relapsiim. Plany do budoucna jsou hiite koncipované.

4. Stfedné: Pacient vyjadfuje pouze vigni uznani nemoci. MiiZe byt pfitomna fluktuace nihledu nemoci ne-
bo malé povédomi o velkych symptomech, jako naptiklad bludy, desorganizované mySlent, podez¥ivavost
nebo socilni staZeni. Pacient si mZe racionalizovat pottebu 1€¢by pokud se tyk4 méné dileZitych sympto-
mil jako anxieta, napéti a obtiZe se spinkem.

S. Stfedné silné: Pacient mé ndhled na minulé psychické onemocn&ni, ne v3ak na nyn&j3i. Je-li vyzvan, miize pii-
znat symptomy, kieré jsou bud’ bezvyznamné nebo nemaji k soucasné situaci 24dny vztah, co? lze vysvétlit cel-
kovou desinterpretaci ncbo bludnym myslenim. Potfebu psychiatrické 162by rovné% nerozpoznava.

6. Silné: Pacient popiri pfitomnost jakéhokoliv psychického onemocnéni &i symptomi jak v minulosti, tak
v piitomnosti. Ackoliv je povolng, odmit4 potfebu 1é&by i hospitalizaci.

7. Extrémné: Diirazn¢ popira psychick4 onemocnéni jak v minulosti, tak v p¥itomnosti, soudasnou hospitali-
zaci i lé¢bu bludné interpretuje (naptiklad jako trest za provin&ni,persekuci s muéenim atp.) proto odmita
spolupracovat jak s terapcuty, tak pfi medikaci a daBich aspektech 16&by.

Gl13

Poruchy viile: L

Porucha volni iniciace, udrZenf a ovladini myslenek, chovani, pohybi a fedi jedince.

ZPH: Myslenkovy obsah a chovani, projevené b&hem rozhovoru.

1. Nepritomno .

2. Velmi slabé: Sporna patologic, kterd se miize objevit pFi horni hranici normilu.

3. Stabé: Je pritomna ncrozhodnast v konverzadi a myslend, kierd mive snizovat verbalni a kognitivni proces na minimilii Grovedt,

4. Stiedné: Pacient je Casto ambivalentni a m jasné obtiZe v dosahovéni rozhodnuti. Konverzace miiZe byt
naruena alternaci mysleni a soudasn jsou jasn& narudeny verbalni o kognitivni funkce.

5. Stfedné silné: Volni poruchy naruduji jak myslen, tak chovini. Pacicnt je zfeteln® nerozhodny, co? zdrzuje jak
zapojeni se, tak i pokradovani socidlnich i motorickych aktivit a kter4 se miZe projevovat i zadrhavanim v feéi.

6. Silné: Poruchy viile narusuji i vykonavani jednoduchgch automatickfch motorickych funkei jako je obléka-
ni, {esdni a vyznamné naruduje fed.

7. Extrémné: Témet cclkovy vypadck volnich schopnosti se manifestuje v celkové inhibici pohybu a fedi, e-
ho? vysledkem je imobilita a/necbo mutismus.
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Nedostateéné ovladani impulsi:

Chybna regulace a ovlddani ¢ind, které vyplyvaji z vlastniho nutkdai. + '~dken  1.0to jsou n&hlé,

nercgulované, libovolné nebo $patné nasmérované v§buchy tenze a emoci bez vaicua na jejich dusledky.

ZPH: Chovani b&hem rozhovoru a informace od nejbliSich terapeutd a rodiny.

1. Nepfitomno .

2. Velmi slabé: Sporna patologic, kiera se mZe objevit pfi horni hranicit normy. :

3. Slabé: Pacient se snadno miZe rozptylit a byt frustrovan, je-li vystaven stresu nebo popira uspokojeni,
aviak jen milokdy jedn4 impulsivng.

4. Stiedné: Pacient se stavé zlostnym a slovng vyhroZuje pfi minimdlni provokaci. Pfile%itostn miiZe vyhro-
zovat destrukci nebo se objevi 1-2 epizody tyzické kontrontace &1 minimalni vytrZznost.

5. Stredné silné: Pacicnt se projevuje opakovanymi impulsivaimi cpisodami, které zahrnuji vhriizky, destrukci
majctku ncbo fyzickymi hrozbami. Mohou sc objevit -2 epizody obsahujici vaZng Gtok, pro které pacient vyZa-
duje izolaci, fyzické potlageni nebo sedaci.

6. Silné: Pacient jc Zasto impulsivnd agresivni, vyhroZujici, naro&ny a destruktivni bez jakychkoliv zfejmych souvislosti. -
Pacient je to¢ng a miZze byt i sexulng nebezpedny. Je moné, Ze svym chovénim plni haluciaovaue prikazy.

7. Extrémné: Pacient vykazuje vraZedné dtoky, sexudlni dtoky, opakované brutahty a sebedestruktivai chovéni.
Vvzaduje staly prisny dohled nebo vngjsi natlak, protoZe neni schopen kontrolat své destruktivni impulsy.

-

G15

Autismus: A

Pohlceni vniténd generovanymi my$lenkami pocity a autistickymi proZitky v neprosp&ch orientace v realitd

a adaptivniho chovani.

ZPH: Interpersonilni chovani, které je pozorovano bdhem rozhovoru.

1. NepFitomno

2. Velmi slabé: Sporna patologic, ktera sc miiZe objevit pfi horni hranici normélu.

3. Stabé: Nadmérné pohlceni vlastnimi potfebani a problémy, coZ se projevuje stdlym vracenim k egocentric-
kym tématiim a zmen3enim zdjmu o druhé.

4. Stiedné: Pacient se prileZitostng jevi pohlcen sim sebou, jakoby v dennim sn&ni nebo zcela zaujat vnitini-
mi zazitky, coZ narusuje komunikaci s lidmi. .

5. Stiedné silné: Pacicnt se &asto jevi zaméstnén autistickymi zaZitky, coZ se projevuje v chovani, které vy-
znamné& naruSuje socidlni a komunikaéni funkce - jako napftiklad ¢asta prazdna zahledéni, mumléni, samo-
mluva ncbo ¢asté motorické stercotypy. .

6. Silné: Vyznamné zaujeti autistickymi zazitky, které zdvazn& naruluji komunikaci a schopnost orientace ve
svém okoli. Pacient je ¢asto pozorovan, jak se smé&je, mumli si a hovofi & pokfikuje sdm na sebe.

7. Extrémné: Celkové pohlceni autistickymi z4Zitky, které hluboce naru3uji viechny hlavni oblasti chovini.
Pacicnt prakticky nepietrZité svym chovinim &i verbalné odpovidé na halucinace a je mirn& nebezpedny

—!

G616

vndjiimu okoli & lidem kolem sebe.

Aktivni nik ze spolecnosti: ‘ I !

Zmenieni socialniho zapojeni spojené s nevysvétlitelnym strachem, hostilitou a neddvérou.

ZPH: Informace o socialaim fungovini pacienta od nejbliZ$ich terapeut a rodiny. !

1. Nepritomno

2. Velmi slabé: Spornd patologic, kierd sc miiZe objevit pfi horni hranici normy.

3. Slabé: Pacient se zda nervozni a nesvij v pfitomnosti jingch a dava pfednost samot&, aviak je-li Zadan,
plni socialni funkce. '

4. Stredné: Pacient ncrad navitdvuje vEtsinu socidlnich aktivit, miiZe citit potfebu k nim byt pfcmluven,
aviak miiZe je ukontit ukvapené kvilli své azkosti podeziivavosti nebo hostilit&.

5. Stfedné silné: Pacicnt ustradend nebo zlostn utika od sociélnich interakci a vzdoruje pfemlouvéni dru-
hych. VEiinu Easu trivi sim. :

6. Silné: Pacient se tcastni jen mila socidlnich aktivit, coZ je zplisobeno strachem, hostilitou a nedvérou.
Obriti-li se ngkdo k n¢mu, ma silnou tendenci rozhovor prerusit a celkové se izolovat od ostatnich.

7. Extrémné: Pacienta nelze piimét k socidlnim aktivitdm pro jeho zjevny strach, hostilitu a persekuéni
bludy. Je-li to moZné, vyhobi se kontaktiim a izoluje se od ostatnich.

Ni-7

P1-7

S

G1-16

Celkovy skor
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4.2. DISSOCIATIVE EXPERIENCE SCALE- DES
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DES
Tméno 8 PRTIIET ..o anenemneeemen e e BOOTINE SRV e emce e W BBt eee e
Polymy:

Tento dotaznik obsahuje 28 otazek. jez se tykaji ZkuSenosti, kters se mohou vyskytovat ve vasem kazdodennim zrvoté.
Zajima nds, jak ¢asto se Vam tyto udalosti stivaji. Je viak dideité, aby Vase odpovédi ukiraly, jak éasto tyto zZkusenosti
prozivate, aniZ jste pod vlivem alkoholu nebo drog. K tomm, abyste mohli edpovédét na otazku, je nuiné, abyste vyjadith
odpovidajici stupef zkuSenosti vyjadiens v otdzee ve vztahm k sobé a vyzmacih jej vertikalni arou na prisluiném misté,
jak je ukazane na piikladu.

Priklad:

0% | [100°%

1. Naktefi lidé maji zkudenost. 22 si pii fizend auta nahle wwédomi, Ze 51 nemohon vzpomenout na to, co se udilo

v prithéhn celého vyletn nebo jeho &asti. Vymadte farow, v jakém procentu éasu sei to stiva Vam.

0% | 100%0

2. Mekteii lidé obéas shledaji, Ze si pii poslechu nééi fedi nahle uvédomi, Ze neslyieli édst nebo vibec nic = toho, co bylo
fefeno. Vyznacte éarou, v jakém procentu éasu se to stava Vam

0% | 1100%

3. Nektefi lidé maji zkuSenost v tom, Ze shledaji sebe sama na néjakém misté a neveédi, jak se tam dostali . Vyzmaéte
carow, v jakém procentu €asu s to stiva Vam

0% | 1100%

4. Nektefi lidé maji ZkuSenost s tim, Ze naleznou sebe sama oblefené v edévn a nevzpominayi s1, Ze se oblékali. Vyznacte
arou, v jakém procentn asu se to stiva Vim

0% | |100%

3. Nekteii lide maji ZkuSenost, Ze naleznou nové vécl mezi témi jeZ vlastnd a nemohon si vzpomenout, Ze je kupovali.
Vymacte éarou, v jakém procentu &asu se to stava Vam.

0% | 1100%

6. Néktefi lidé obéas shledaji, Ze se setkaji s lidom, kteréd nernaji a ktefi je nazyvaji jinm jménem a trvaji na tom, e se
spolu jiz setkali. Vyznaéte carow, v jakém procentu éasu se to stava Vim

0% | 1100%

7. Néktefi lidé maji obéas zkudenost, Ze citi, jakoby stali vedle nékoho, nebo hledice na sebe sama néco délaji a vidi sebe
sama_ jakoby hled&l na jincu osobu. Vymmaéte Earon, v jakém procentu éasu se to stava Vam.

0% | 1100%

& Nekteii lide fikaji, 2= obdas nepoznavaji platele nebo Cleny rediny. Vyznafte éaron, v jakém procentu £asu se to stava
Vam.

0% | 1100%

9. Mekteii lidé nékdy shledaji, Ze si nevzpominaji na dilezité udilosti ve svém Zivoté [napiiklad svatba, promoce,
maturita a pedobnd] Vymmaéte arow, v jakém procentu éasu se to stiva Vim.

0% | 1100%

10 Méktefi lidé maji zZkufenost s tim, 2e jsou obvifovani ze Thani, aniZ by Thali. Vyznaéte éarow, v jakém procentu Sasu se
to stava Vam.

0% | 1100%

11. Néktefi lidé maji zkuienost, Ze hledi do zreadla a nepommavaji sami sebe. Vymadte arou, v jakém procentu éasu se fo
stava Vam.

0% | 1100%

12 Néktefi lidé maji obéas zkuSenost s tim, Ze citi, Ze jini lidé. vécl nebo svét kolem mch nejsou realné. Vyznacte éarou,
v jakém procentu éasu se to stava Vam

0% | 1100%
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13. Néktefi lidé maji obéas zkusenost s tim, e citi, jakoby jim jejich télo nenaleZelo. Vymadte Earow v jakém procentu
casu se to stava Vam.

0% | 1100%

14. Néktefi lidé maji zkudenost, Ze si obéas vzpomencn na néjakon minulon ndilest, tak Zivé, Ze citi, jakoby tuto udalest
e proili Vyznaéte éarow, v jakem procentu éasu se o stava Vam.

0% | [100%

13. Nekteii lidé maji zkuSenost s tim, Ze si nejsou jisti, zda udalosti, na néZ si vzpominaji, se opravdu staly, nebo si je jen
vysnili. Vyznaéte éarow, v jakém procentu £asu se to stéva Vam.

0% | |100%

16. Néktefi lidé maji zkmSencst s tim. Ze se octnou na mnameém misté, které jim piipada zvlaStni a neznameé.
Vymacte Earou, v jakém procentu Sasu se to stiva Vam.

0% | 1100%

17. Nekterym lidem se stava, Ze kdyZ hledi na televizi nebo film jsou tak pohleend pithéhem, Ze 51 nejson védomi
ostamich ndalosti kolem nich Vymnaéte éarou, v jakém procentu £asu se to stava Vam.

0% | 1100%

18. Nékterym lidem se obEas stivi, Ze jsou tak pohleeni fantazii nebo dennim snem. Ze pocifuji, jakeby se jim to opravdu
stalo. Vyznaéte darow, v jakém procentu Sasu se to stava Vam.

0% | 1100%

19. Nékterym lidem se stava, Ze jsou obéas schopni ignorovat bolest. Vyznadte éarow, v jakeém procentu &asu se to stava
Vam.

0% | | 100%

20. Nékterym lidem se stdvd, Ze obfas sedi a upfené hledi pfed sebe, o ni¢em nepfemysli a nejsou 51 védomd uplymlého
casu. Vymmacte ¢arou, v jakém procentu éasu se to stiva Vam

0% | | 100%

21. Mékterym lidem se obéas stava, Ze kdyZ jsou sami, hovofl nahlas sami se sebow.
Vymacte Earow, v jakém procentu Sasu se to stiva Vam.

0% | 1100%

22, Nektefi lidé shledavaji, Ze v néktere sitnaci jednaji tak odlifné ve srovndni s jinou, fe se cifi témef tak. jakoby byli
dvéma menym lidmi. Vymmacte éarou, v jakém procentu éasu se to stava Vam

0% | 1100%

23, Nékterym lidem se obéas stiva, Ze v nékterych situacich jsou schopni vykondvat véci, které jsou pro né obvykle
obtimé s iZasnou lehkosti a spontaneiton [napiiklad sport, prace, socialni situace]. Vyvanaéte éarow v jakém procenm
casu se to stava Vam.

0% | 1 100%

24 Nékteii lidé si obfas nemohou vzpomenout, zda-li néco udélali, nebot’ maji jen myilenkm o tom, Ze m véc udélali
[napiiklad nevédi, zda-li poslali dopis, nebo si jen miysli Ze jej poslali]. Vyznaéte Sarou, v jakém procentu £asu se to stavd
Vam.

0% | |100%

23, Néktefi lidé nékdy shledaji, Ze udélali véci, na néZ si nemohou vzpomenout, Ze je délali. Vyzmadte farou, v jakém
procentu éasu se to stava Vam.

0% | 1100%

26. Néktefi idé obéas nalermon zapisky, kresby, nebo poznamky, mez ténm jeZ jim nale7i, kters museli sami uéinit, ale
nemohou si vzpomenout kdy. Vyznaéte éaron, v jakém procentu asu se to stava Vam

0% | 1100%

27, Nékterym lidem se obéas stava, Ze slyii hlasy wmitf své hlavy, které jim fikaji co maji délat, nebo komentuji to, co
délaji. Vyznatte arow, v jakém procentu £asu se to stava Vam

0% | 1100%

28. Néktefi hidé obéas pocityi, jako kdyZ hledi na svét skrze milm, takZe lidé a objekty se jim jevi byt vzdalenym a
nejasnymi. Vyzmadfte Sarow, v jakém procentu éasu se to stavd Vam.

0% | 1100%
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4.3. TRAUMA SYMPTOMS CHECKLIST- TSC-40
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TS5C-40

Tmeénc a piymend ... Rodinmy stav.

1L - - .. I,

Jak Casto jste zaZil[a] kazdou z nasledujicich poloZzek v poslednich dvou mésicic
Nikedy Casto

. Bolesti hlavy. ]

. Nespavost [problém s nsoutim].

. Ztrata vahy [bez diety].

. Zaludeéni problémy.

. Sexmalni problémy.

. Poecit izolovanosti od ostatnich.

“Retrospeltivy™ [nahlé, Zivé

zneklidiinjici vzpominky].

8. Neklidny spanel:.

9. Snifeny zijem o sex

10. Zachvaty uzkosti.

11. Zvyieny sexmalni zajem

12. Poecit osamélosti.

13. Noéni miry.

14. “Ulety” [tniky ve vasi mysli].

15. Soutek.

16. Zavrat.

17. Nespokojenost se sexualnim Fivotem.

18. Obtizna kontrola nalady.

19. Probouzeni se brzy rano a nemoZnost opét nsnout.

20. Nekontrolovatelny plac.

21. Strach z mmFa.

22. Rana bez pocith odpotiniu.

23 Mate sex. ktery Vas netési.

24, Potize ve vychazeni s drubymi

25. Problémy s paméti.

26. Zajem o sebepoikozovani.

27. Strach ze Zen.

28. Probouzeni o pilnoci.

20 épa‘l‘ﬂé myileniy nebo pocity v priubéhn sexu.

30. Odchody nékam.

31. Pocity, Ze véci jsou “nerealné”.

32 Madbyteéné nebo pfilis Casté myti

33. Pocity poniZeni.

34 Trvalé pocity napéti.

35. Zmatenost pokod jde o pocity souvisejici se sexualitou.

36. Prani fyzicky poikozovat druhé.

37. Pocity viny.

358. Pocity, Ze nejste vEdy ve vaSem téle.

39. Mate potiZe s dychanim.

40. Sexualni pocity tam_ kde si je nepfejete mit.

.-Jﬂ‘\'\.h-{-’-'..l-.'lh..'l'—‘
oo o o o
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Pod Pod B Pd Bd B
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4.4. SOMATOFORM DISSOCIATION QUESTIONNAIRE -
SDQ-20
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SDQ-20

Tméno a prymeni ... Rodinny stav......_._.... Vék .
ZamESINAN ..o et Vzdéland. ...

Odpovéd znazornéte na kdle od 1 [neodpovida to mym zkuSenostem a pocitim] do 5 [velmi dobie
odpovidd]. Obéas se nu stava [ze]:
Jakoby moje télo nebo jeho ¢ast zmizela. 1 2 3 4 5

[

Jsem na chvili paralyzovan[a]. 1 3 4 5

Nemohu mluvit [nebo pouze s velloym silim],

nebo mohu pouze Septat. 1 2 3 4 5
Moje télo nebo jeho ¢ast je necitliva vici bolesti. 1 2 3 4 5
Zazivam bolest v prubéhu moéceni. 1 2 3 4 5
Na chvili nemohu vidét [ jako bych byl[a] slepy[a] 1. 1 2 3 4 5
Mam potize pii moceni. 1 2 3 4 5
Nemohu na chvili slySet [ jako bych byl[a] hluchy[4] ]. 1 2 3 4 5
Slysim zvuky zblizka, jakoby pfichazely zdaleka. 1 2 3 4 5
Na chvili zistanu strnule stat. 1 2 3 4 5
Nemdm rynu a k tonm mam bud” mnohem lepsi

nebo hordi ¢ich nez je tomu obvykle. 1 2 3 4 5
Citim bolest v genutalu [zvIasté po sexualnim styku]. 1 2 3 4 5
Mam zachvat, ktery se podoba epileptickému. 1 2 3 4 5
Jsou nu nepiijemné viné, jez mam obvykle rad[a]. 1 2 3 4 5
Jsou nu nepiijemné chuté, jez mam obvykle rad[a]

[pro zeny, mimo prubéh téhotenstvi nebo menstruace]. 1 2 3 4 5
Vidim véci kolem mmne jmak ne? je tomu obvylkle

[Napiiklad, jako kdyz hledim skrze néjaky tunel,

nebo vidim pouze ¢ast néjakého objektu]. 1 2 3 4 5
Nemohu spét v prubéhu noci a7 do jejiho konce,

ale pfesto zlstavam velmi aktivni béhem dne. 1 2 3 4 5
Nemohu polykat, nebo jen s velloym tsilim. 1 2 3 4 5
Lidé a véci vypadaji v&tii, nez jakeé ve skutecnosti jsou. 1 2 3 4 5
ME télo, nebo jeho ¢ast, vnimam jako znecitlivélou. 1 2 3 4 5
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4.5. COMPLEX PARTIAL SEIZURE-LIKE SYMPTOMS IN-
VENTORY - CPSI
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CPSI

TImeno & PRSI, ..o e e RodIny stav... oo Ve (i
Zamestnand. ... Vazdelani ...

Odpovézte na nasledujici otazky podle frekvence vyskytu na nasledujici $kale od 0 do 5.

0 Nikdy nebo ne v minulém roce
1 Dvakrat &1 tfikrat v minulém roce
2 Alespon jednou do mésice
3 Alespon jednou za fyden
4 Neékolikrat za tyden
5 Alespon jednou denné
1. Citite nékdy véci, ktera ostatni lidé neciti napf. kouf, mo¢, vykaly, télesny pach.
Pt1 odpovidani jste s1 jisty]a], ze pachy nemaji Zidnou ziejmon
piicinu [napi. zapach koéiéiho zichodu, paklize nemate kocku]. 0 1 2 3 4
2. Mate nékdy pocit Spatné chuti, napf. kovovou pachut,
ktery se objevuje a mizi bez piiciny? 0 1 2 3 4
3. Zahlédnete nékdy pohyb perifernim vidénim ale kdyz
se podivate pozornéji tak nic nevidite? 0 1 2 3 4
4. Vidite nékdy perifernim vidénim véci jako jsou hvézdy,
$ténice, hadi, ¢ervi ¢1 vlakna? 0 1 2 3 4
5. Zahlédnete nékdy mys ¢1 Svaba bézet po podlaze,
ale kdyz se oto¢ite tak tam neni? 0 1 2 3 4
6. Mate nékdy pocit jako by po vas béhaly Sténice nebo jiny hmyz,
¢i se vas dotykalo néco jako pavoudi sit’. 0 1 2 3 4
7. Znecitlivi vam nékdy bez zjevné piiciny ¢ast téla? 0 1 2 3 4
8. Slysite nékdy zvuky jako je piskani, bzuceni ¢i klepani,
jez se objeviyi a mizi bez piiciny? 0 1 2 3 4
9. Stane se vam Ze zvednete telefon a aZ pak si uvédomite, Ze vlastné nezvoml? 0 1 2 3 4
10. Mate nékdy tak tézkou bolest hlavy, ze je vam nevolno, ¢i se vam chee zvracet? 0 1 2 3 4
11. Citite nékdy v hlavé bolest, kterou by neslo oznaéit jako “bolest hlavy™? 0 1 2 3 4
12. Mate nékdy vyrazné nuceni na moceni, ale na toaleté Zadnd mo¢ neodchazi? 0 1 2 3 4
13. Mate nékdy takové potize s vyslovovanim slov, Ze vypadate opily[4]
1 kdyz jste nic nepili? 0 1 2 3 4
14. Stava se vam ¢asto, ze mate nahle potize s vybavovanim si slov, ktera by jste mél[a] znat
a které jste fekl[a] pied malou chwvili? 0 1 2 3 4
15. Stane se vam, Ze pronesete vétu, ktera nema zadny smysl a ktera
obsahuje jina slova, nez kiera jste s1 pral[a] vyslovit? 0 1 2 3 4
16. Citite se nékdy nahle a mfenzivné zmateny[4] nebo popleteny[a] a tento
pocit odezni béhem nékolika mmut? 0 1 2 3 4
17. Mate nékdy neprekonatelny pocit, Ze jsou véci divné, zvlastni, Spatné,
néco jako vstup do soumraéné zony? 0 1 2 3 4
18 Citite nékdy, Ze divérné zndma mista ¢i osoby vam nejsou znami,
¢1 alespoii ne zpisobem, jakym by méla byt? 0 1 2 3 4
19. Mate nékdy pocit, Ze jste néco zazil[a], nebo ze jste na misté, kde jste
11z byl[a] 1 kdyZ vite, Ze tomu tak neni? 0 1 2 3 4
20. Mate ostie ohraniéené mezery v paméti, béhem nichz si nemmizete
na cokoliv vzpomenout jez trvaly alesponi 5 minut nebo déle? 0 1 2 3 4

21. Stava se vam Ze jste ztratil[a] velkou ¢ast televizniho pofadu, ktery sledujete
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takovym zplisobem jako by nékdo vyfizl éast filmu?

. Stalo se vam, Ze jste se pfistihl[a] pf1fizeni automobilu aniz by jste st

uvédomil[a] jak jste se dostal[a] na dané misto a kam vlastné jedete?

. Stava se vam ¢asto, Ze vam lidé vypravéji o vécech, ktera jste udélalfa]

¢ifekl[a] a vy na danou udalost nemate zadnou vzpominku?
Hledite nékdy strnule, jakoby jste byli hypnotizovam lesklym
nebo jasnym objektem?
Rikaji vam lidé éasto, Ze jsou chvile, key strnule hledite a méate neteény
vyraz ve tvaii?
Citite, Zze vaSe pamét a soustiedéni se kazdym rokem podstatné zhorSuje?
[ne=0; ano=75]
Ztracite obéas védomi nebo omdlivate?
Jste pravidelné tak depresivid, Ze vazné uvazujete o sebevrazdé?
[ne =0; ano = 5]
Stavate se nékdy najednou vice depresivni neZ jste byl pfed nékolika
munutami ¢1 sekundami bez zjevné piiciny?
Inklinujete ¢asto k panice nebo se stavite tzkostnymi bez ziejmého divodu?
Stavate se nékdy bez divodu extrémné a intenzivné rozhnévan([a]?
Rikaji vam lidé, ze byvéte velmi rozhnévan[a] a vy si na to nevzpominate?
Rikaji vam lidé, Ze obéas mate intenzivné rozlobeny vyraz
ve tvaf1 zatimco spite?
Citite obéas neodolatelnou pohnutku spat v pritbéhu dne a pak spite
tak hluboce, Ze vas nikdo nemuze probudit?
Stava se vam obéas, Ze se probudite tak zpoceni, Ze mate mokré povle¢eni?
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4.6. BECK DEPRESSION INVENTORY- BDI-I1
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Jméno a pfijmeni

Zameéstnani
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BDI-IT

Zakrouzkujte v kazdé skupiné jeden vyrok, ktery nejlépe vystihuje, jak se citite béhem poslednich 14 dni véetné dne!

I — O th W = Ok Wb O W = Ok

W = O

=

Smutek

Nejsem smutny[a].

Vétiinou jsem smutny[a].

Porad jsem smmtny[a].

Jsem tak soutny[a], ze se to neda vydrzet.

Pesimismus

O svou budoucnost nemam obavy.

O svou budoucnost se obavam vice nez dfive.
Myslim, Ze se mu nebude dafit.

Moje budoucnost je beznadéjna a bude jesté horsi.

Minula selhani

Nemam dojem, Ze selhavam

Selhal[a] jsem ¢astéji nez bych mél[a].

Kdyz se divam do minulosti vidim spoustu selhani.
Jako ¢lovék jsem uplné selhalfa].

Zirata radosti
Raduji se stejné jako diive.
Neraduyji se stejné jako difve

TEémeét nemam potéeni s véci, které jsem mél[a] rad[a].

Vilbec nemam potéSeni s véci, které jsem mél[a] rad[a].

Pocit viny

Nemivam nijak zvIast’ pocity viny.

Citim vinu za fadu véci, které jsem udélal[a] nebo
mél[a] udélat.

Mivam ¢asto pocity viny.

Porad mam pocity viny.

Pocit potrestani

Nemyslim, ze mé zivot tresta.

Myslim, ze by mé Zivot mohl potrestat.
Ocekavam trest.

Myslim, ze jsem Zivotem trestan[a].
Znechuceni ze sebe sama

Myslim si o sobé poiad to samé.
Ztratil[a] jsem divéru v sebe sama.
Jsem ze sebe zklamany[a].

U

3

[d bt S et

Lbd e = O

b

L P = O

Sam[a] sebou jsem znechucen[a].

Sebekritika

Nekritizuj1 nebo neobvinugi sebe sama vice nez obw
Jsem sam[a] k sobe vice kriticky[4] nez diive.
Kritizugi se za viechny své chyby.

Obvifiuji se za vSechno Spatné co se piithodi.

Sebevrazedné mysilenky nebo pitani

Nepremyslim o tom Zze bych se zabil[a].

Mam myslenky o sebevrazdé, ale nendélal[a] bych t
Chtél[a] bych se zabit.

Kdybych mél[a] moZnost se zabit, tak bych se zabil[

. Plactivost

Neplacu vice nez difve.

Placu vice nez diive.

Pla¢u kvl kazdé malickosti.

Je mi do place. ale nejsem toho schopen[na]

. Agitovanost

Nejsem vice neklidny[a] nebo napjaty[a] nez obvyk!
Citim se vice neklidny[a] nebo napjaty[a] nez obvyk
Jsem tak neklidny[a] nebo rozruSeny[a)], ze je t
vydrzet.
Jsem tak neklidny[4] nebo rozuseny[4]. ze n
ziistat v nedinnosti.

Ztrata zajmu
O jmné lidi nebo véei jsem zijem neztratil[a].
Meéné se zajimim o jiné lidi nebo véci
Mnohem meéné se zajimam o jmé lidi nebo vée1.
Je téZkeé se zajimat o cokoliv.

. Nerozhodnost

Rozhoduj: se stejné dobre jako diive.
Rozhodovat se je obtizné}si, nez obvykle.
Rozhoduji se mnohem obtiznéji nez diive.
Mam problém udélat jakékoliv rozhodnuti.
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. Pocit bezcennosti

Necitim se bezcenny[a]

Nemyslim, Ze mam pro lidi stejnou cenu jako jsem mival[a].
Ve srovnani s jinynu lidmu se citim vice bezeennyfa].

Citim se iplné bezcenny[a].

. Zirata energie

Mam stejné energie jako vzdy.

Mam meéné energie nez jsem mivalfa].

Nemam dost energie, abych foho hodné udélalfa].
Vibec na nic nemam energii.

. Zména spanku

Neviiml[a] jsem s1 zadnych zmén u svého spanku.

Spim trochu vice nez obvykle.

Spim trochu méné nez obvykle.

Spim mnohem vice nez obvykle.

Spim mnohem méné nez obvykle.

Vétsinu dne prospim.

Probouzim se o jednu az dvé hodiny diive a uz nemohu usnout.

Podrazdénost
Nejsem podrazdény[a] vice nez obvykle.
Jsem vice podrazdény[a] nez obvykle.
Jsem mnohem vice podrazdény[4] nez obvykle.
Byvam pofad podrazdény[a].

. Zmény chuti k jidlu

Necitim zadné zmény v chuti k jidlu.

Mam trochu mensi chut’ k jidlu nez obvykle.
Mam trochu vétdi chuf’ k jidlu nez obvykle.
Mam mnohem mensi chut’ k jidlu nez obvykle.
Mam mnohem vétsi chut k jidlu nez obvykle.
Vitbec nemam chuf k jidlu.

Jist mohu pofad.

. Koncentrace

Mohu se soustredit jako vzdycky.

Nejsem schopny[4] se soustredit jako obvykle.
Je téZke se na cokoliv deldi dobu soustiedif.
Nejsem schopny[4] se soustiedit na nic.

. Unava

Nejsem unaveny[a] vice nez obvykle.
Unavim se snadnéji nez obvykle.

Jsem piili$ unaveny[a], nez abych délal[a] tolik véci, jako jsem délaval[a].

Jsem tak unaveny{a], Ze nedokazu délat skoro mic.

Ztrata zijmu o sex

V soucasnosti jsem nezaznamenal[a] zménu zajmu o sex.
Mam mensi zajem o sex nez obvykle.

Mam nyni mnohem mensi zajem o sex.

Uplné jsem ztratil[a] zdjem o sex.
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4.7. SELF-RATING ANXIETY SCALE- SAS
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SAS

Jméno a pifjmeni

L T T ) 1 TR

Rodmny stav................. Vék ............

Stupnice hodnoceni: 1 — nikdy nebo zfidka. 2 — nékdy. 3 — éasto, 4 — velmi ¢asto nebo stale

[ T CU VU R

(=]

10.
11.
12.
13.
14,

16.
17.
18.
19.
20.

59

. Citim se vice nervdzni a uzkostny nez je obvyklé. 1 2
. Mam strach a vlastné nevim z &eho. 1 2
. Snadno se rozrudim nebo zpanikaiim. | 2
. Mam pocit.ze jsem rozvraceny, rozpadly na kusy. | 2
. Je se mmou viechno v potadku a neobavam se niéeho nepiijemného. 1 2
. Citim chvéni a rozklepanost v rukou a nohou. 1 2
. Obtézuji mé bolesti hlavy, bolesti v $ij1. bolesti v kiiizi. 1 2
. Citim se slaby a snadno se unavim. 1 2
. Jsem klidny a mohu pokojné sedét. 1 2
Citim. 7e srdee mi tluée rychleji. 1 2
Obtézuji meé zavrate. 1 2
Nékdy je mi na omdleni. 1 2
Volné se mi dycha. 1 2
Mam otupélost nebo brnéni v prstech na rukou éi nohou. 1 2

. Trpim bolestmi zaludku nebo poruchami traveni. 1 2
Mam éasté nutkani moéit. 1 2
Ruce mam obvykle suché a teplé. 1 2
Mam poeit.ze rudnu v obliéeji. 1 2
Snadno usinam a dobfe se vyspim. 1 2
Mam noéni désy (nepfijemné sny). 1 2
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4.8. BECK COGNITIVE INSIGHT SCALE- BCIS
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Beckowva skala nahledu

Nize se nachazi seznam vét. jak se lidé citi a mysli. Prosim pieététe si kazdou vétu v seznamu
pozorné, Oznaéte, jak moc souhlasite < kazdym vyrokem umisténim X do pfisluéného
prostoru ve sloupei vedle kazdého vyjadieni.

Nesouhlasim Souhlasim Souhlasim  Souhlasim
vitbec trochu hodné zcela

(1) Nékdy se mi stalo, ze
jsem Spatmné pochopil
postoje drubych ke mné.

(2) Moje vyklady mych zazithkah
jsou zeela jisté pravdive.

(3) Ostatni lidé mohou porozumét
pii¢iné mych neobvyklych
prozitkd 1épe nez ja.

(4) Dozel jsem k zavérim piilis
rychle.

(5) Nékteré z mych prozitkad,

které se mi zdaly velmi
pravdivé. mohly byt vytvorem
mych predstav.

(6) Nékteré z mych piedstav,

o kterych jsem si byl jist,
se nakonec ukazaly byt faleiné.

(7) Pokud se néco zda byt pravdivé,
pak to znamena, ze to pravdivé je

(8) I kdyz se citim byt silné
piesvédéen. Ze mam pravdu.
mohu se mylit.

(9) Vim lépe nez kdokoliv jiny,
jake jsou moje problémy.

(10) Pokud e mnou lidé nesouhlasi,

pak se vétéinou myli.

(11) Nemohu véfit nazorim

ostatnich lidi
ohledné mych prozitka.

(12) Pokud nékdo poukaze na to,

ze mé piedstavy jsou chybné,
jsem ochotny to vzit v tivahu.

(13) Kdykoliv mohu véiit svému vlastnimu

usudku.

(14) Existuje ¢asto vice nez jedno

mozné vysvétleni k tomu,
proé lidé jednaji. jak jednaji.

(15) Mé neobvvklé prozitky mohou

byt zpusobeny proto. ze jsem hodné
smutny nebo stresovany.
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SOUHRN

Védomi predstavuje projev aktivit mozku, které zahrnuji jednotny, integracni a
meénlivy proces, odrazejici vazbu mezi rozdilnymi modalitami zakladnich
informacnich a subjektivnich komponent. Podle soucasného vyzkumu hraji
zmény védomi a sebeuvédoméni vyznamnou roli v patofyziologii schizofrenie
a Casto zahmuji zvySenou aktivaci hypothalamo-hypofyzarni osy. Studie pou-
kazuji na to, Ze proces poruchy uvédomeéni a dezintegrace védomi u schizofre-
nie spolu pravdépodobn¢ mohou souviset a byt zplsobeny obdobnymi
zménami na urovni mozku, které pak mohou byt vysvétleny riznymi stupni
naruseni konektivity a zpracovani informaci, coz negativné ovlivitluje bézny
vzorec synchronni aktivity tvofici adaptivni integraéni funkce védomi.
S ohledem na tento kontext je uicelem teoretické Casti disertacni prace popsat
zakladni neurobiologické mechanismy provazejici integracni procesy v mozku
spolu s komplementarni dusevni aktivitou zahrnujici sebeuvédomeéni a nahled,
které odrazeji navzajem propojené procesy psychiky a mozkové aktivity, coz
implikuje pfimy efekt psychoterapie a dalSich metakognitivnich aktivit na
funkci mozku.

Prvni ¢ast empirického vyzkumu zkouma konceptudlni dezorganizaci a jeji
dulezitou roli v patofyziologii schizofrenie. Podle soucasného vyzkumu mohou
byt epizody prvni psychdzy uzce spojeny se stresovymi udalostmi, které mohou
souviset se senzitizaci a specifickymi neuroendokrinnimi zménami. V tomto
kontextu jsme zkoumali souvislost mezi symptomy dezorganizace, disocia-
tivnimi a somatoformnimi symptomy a dal§imi pfiznaky souvisejicimi se stre-
sem, které zahrnuji hladiny kortizolu ve vlasech u dospélych mladych Zen
s prvni psychotickou epizodou.

Metodika: V ramci klinické studie jsme vysSettili 50 hospitalizovanych pa-
cientek, mladych Zen s prvozachytem psychozy. Hodnotili jsme piiznaky de-
zorganizace a pozitivni a negativni symptomy schizofrenie (PANSS), stres a
disociaci (TSC-40, DES, SDQ-20), symptomy podobné komplexnim par-
cidlnim zachvatim (CPSI), pfiznaky deprese a uzkosti (BDI-II, SAS) a kortizol
ve vlasech.

Vysledky: Data ukazuji, Ze u pacientii s prvozachytem psychozy ptiznaky
dezorganizace signifikantné negativné koreluji s tzkosti, disociaci, symptomy
podobnymi komplexnim parcidlnim zachvatim a hladinou kortizolu ve vlasech.

Zaver: Vysledky této studie poukazuji na to, Ze pacienti s prvnozachytem
psychozy mohou byt rozdéleni podle klinickych ptiznakti do dvou podskupin.
Prvni, s vysokou hodnotou dezorganizace a druha s vysokou hodnotou dis-
ociace a symptomt podobnym kompelxnim parcialnim zachvatim, coz mutze
mit vyznamny klinicky dopad pro 1é¢bu pacienti s psychotickym
onemocnénim.

Ve druhé ¢asti empirického vyzkumu jsme navazali na studie, které¢ ukazuji
dilezitou roli naruSeni sebeuvédomeéni a védomého prozitku u patofyziologie
schizofrenie, coz také CcCasto zahrnuje zvySenou aktivaci hypothalamo-
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hypofyzani osy. Hodnotili jsme vztah mezi ndhledem a kortizolem ve vlasech u
mladych zen na pocatku prvni psychotické epizody.

Metodika: V ramci klinické studie jsme vysetfili 45 mladych Zen s prvni ep-
izodou psychdozy. Hodnotili jsme psychopatologii schizofrenie (PANSS),
nahled (BCIS), depresi a uzkost (BDI-II, SAS) a hladinu kortizolu ve vlasech.

Vysledky: Vysledky ukazuji, Ze pozitivni symptomy meéfené PANSS
negativné koreluji s kompozitnim indexem néhledu. A déle, ze ndhled ve slozce
sebereflexe vykazuje signifikantni pozitivni vztah s hladinou kortizolu ve vla-
sech.

Zavér: Studie piinasi nové vysledky poukazujici na to, Ze zvySend hladina
kortizolu pozitivné koreluje s prozitkem sebereflexe u pacientd s prvni epizo-
dou psychozy. Tyto vysledky jsou ve shodé snalezy, Ze proces sebereflexe
muze vést k anticipacnimu stresu, ktery mize byt doprovazen zvySenym korti-
zolem. Tento nalez je ve shod¢ s dikazy, ze pozitivni coping (eustres) souvisi
se zvysenou odpovédi kortizolu na dobfe zvladnuty stres, ktery mtze pozitivné
ovlivnit psychobiologickou odolnost.
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SUMMARY

Conscious awareness is related to brain activities represented as unitary, inte-
grated and changeable processes reflecting binding of diverse modalities of ba-
sic neural informational processes and their subjective components. According
to recent research disturbances of self-awareness and conscious experience
have a critical role in pathophysiology of schizophrenia, which in early stages
of the disease mainly include overactivation of the HPA axis. Together these
studies suggest that the processes of disrupted awareness and conscious disin-
tegration in schizophrenia likely might be related and represented by similar
disruptions on the brain level, which in principle could be explained by various
levels of disturbed connectivity and information disintegration that may nega-
tively affect usual patterns of synchronous activity constituting adaptive inte-
grative functions of consciousness. In this context, a purpose of the theoretical
part of the disertation is to describe basic neurobiological mechanisms underly-
ing integrative processes in the brain with its complementarily related mental
activities including self-awareness and insight reflecting interrelated processes
between mind and brain that implicate direct effect of psychotherapy and other
metacognitive activities on the brain.

The first part of empirical research included in this study was focused on
cognitive disorganization and its critical role in the pathophysiology of schi-
zophrenia. Recent findings indicate that first episode psychotic disorders are
closely linked to stressful events which might be related to “kindling-like” sen-
sitization and specific neuroendocrine changes. In this context, we have ex-
amined relationships between symptoms of disorganisation in adult young
women with first episode psychosis, dissociative and somatoform symptoms
and other stress related symptoms including hair cortisol.

Methods: In the clinical study 50 inpatients, adult young women with first
episode psychosis, were assessed for disorganization symptoms and other posi-
tive and negative symptoms of schizophrenia (PANSS), stress symptoms and
dissociation (TSC-40, DES, SDQ-20), complex partial seizure-like symptoms
(CPSI), depressive and anxiety symptoms (BDI-II, SAS) and hair cortisol.

Results: The data indicate that in the patients with first episode psychosis
disorganization symptoms manifest significant negative correlation with anxie-
ty, dissociation, complex partial seizure-like symptoms and hair cortisol levels.

Conclusion: These results suggest that the patients with the first episode
psychosis might be according to their clinical symptoms divided into two sub-
groups, the first with high levels of disorganization symptoms and the second
with high levels of dissociative and complex partial seizure-like symptoms
which might have serious clinical implications for treatment of psychotic dis-
orders.

In the second part of the empirical research we have followed and developed
recent research studies that disturbances of self-awareness and conscious expe-
rience related to stressful experiences may have a critical role in pathophysiol-

84



Tereza Petraskova TouSkova — Cognitive Disorganisation and Insight in Schizophrenia

ogy of schizophrenia which in early stages of the disease mainly include over-
activation of the HPA axis. We have assessed relationships of insight and hair
cortisol levels in young women at the beginning of their first psychotic episode.

Methods: In the clinical study 45 inpatients, adult young women with first
episode psychosis, were assessed for schizophrenia psychopathology symptoms
(PANSS), experience of insight (BCIS), depressive and anxiety symptoms
(BDI-II, SAS) and hair cortisol.

Results: Results show that positive symptoms measured by PANSS are ne-
gatively associated with insight composite index. The process of insight
represented by self-reflection also manifests significant positive correlation to
hair cortisol levels.

Conclusion: Results of this study report novel findings suggesting that in-
creased hair cortisol levels are positively associated with self-reflective expe-
riences in the first psychotic episodes. This result is in agreement with findings
that the process of self-reflection may lead to anticipatory stress which may be
reflected by increased cortisol. This finding is in agreement with evidence that
positive coping (eustress) is related to anticipatory cortisol responses which
suggest that manageable stress experiences may positively influence psychobi-
ological resilience.
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