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Abstract

Aim: Cognitive disturbances typically precede the onset of overt psychotic symptoms

and represent a neurobiological marker for psychosis risk that is also associated with

poor functional outcomes. The Measure of Insight into Cognition-Self Report

(MIC-SR) is a widely used 12-item questionnaire that assesses the perceived fre-

quency of cognitive impairment in the domains of executing functioning, attention,

and memory. However, the MIC-SR is not available in Spanish, one of the most

widely spoken languages worldwide. The present study aimed to provide a Spanish

version of the MIC-SR and examine its psychometric properties in psychosis-risk and

non-clinical Mexican young adults.

Methods: The sample comprised 621 participants who completed a battery of self-

report measures via an online survey. Of the participants, 478 were non-clinical, and

143 met the screening criteria for a clinical high-risk for psychosis (CHR-positive).

Results: Confirmatory Factor Analyses supported a one-factor model, consistent with

the findings for the original MIC-SR. The results showed adequate fit indices for the

general model and the independent models for both groups, with high Cronbach's

alpha coefficients. Furthermore, the CHR-positive group showed more frequent sub-

jective cognitive problems on each of the 12 items, higher total scores, and higher

average frequency than the non-clinical group.

Conclusion: To our knowledge, this is the first translation of the MIC-SR into Spanish.

Using the MIC-SR at the CHR stage may contribute to our understanding of cognitive

processes associated with the onset of a psychotic disorder and provide valuable

information in the context of detection and early intervention efforts.
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1 | INTRODUCTION

Along the psychosis continuum, schizophrenia is considered to be the

most severe expression of the psychosis phenotype (Johns & van

Os, 2001; van Os et al., 2009), while the clinical high-risk (CHR) state

for psychosis is the phase prior to the first episode of psychosis, char-

acterized by subclinical symptoms that indicate a risk for developing a

psychotic disorder (Yung et al., 2005). Thus, individuals at CHR for

psychosis have received extensive research for early detection and

preventative intervention (McGorry et al., 2008).

Within the CHR for psychosis state, two phases can be distin-

guished: an early initial prodromal state characterized by non-specific

signs and subtle experiences linked to slight changes in perception,

emotion and cognition, not yet identified by the clinician but already

experienced by the individual (Klosterkötter et al., 2010; Schultze-

Lutter et al., 2010), and a late initial prodromal state including the

presence of attenuated or transitory psychotic symptoms or a family

history of psychotic disorders along with a significant decrease in

functioning over the past year (Yung et al., 2005).

Several studies with CHR samples have highlighted the impor-

tance of cognitive impairment as a neurobiological marker for psycho-

sis risk (Bora et al., 2014) that is also associated with poor functional

outcomes and clinical prognosis (Barder et al., 2013; Lepage

et al., 2014; Mohn-Haugen et al., 2022). Cognitive disturbances are

core symptoms of schizophrenia and are present across the psychosis

continuum (Gebreegziabhere et al., 2022; Lysaker et al., 2019;

Mihaljevi!c-Peleš et al., 2019; Solís-Vivanco et al., 2020). Some studies

have indicated that CHR individuals have moderate cognitive impair-

ments (Lawrie et al., 2001; Agnew-Blais & Seidman, 2013), which are

less severe than those observed in first-episode of psychosis and

schizophrenia patients, similar to those with high familial risk

and poorer than healthy subjects (Bora et al., 2014; Mam-Lam-Fook

et al., 2017; Mohn-Haugen et al., 2022; Solís-Vivanco et al., 2020). In

CHR, cognitive changes typically precede the onset of psychotic

symptoms, could affect social and academic functioning, and seem to

predict the transition to psychosis (Lam et al., 2018). Therefore, it is

important to assess and monitor cognitive performance in CHR popu-

lations to improve early detection and intervention that ameliorate

cognitive dysfunction, improve clinical and functional recovery and

potentially prevent psychosis conversion in some cases (Anda

et al., 2019; Mam-lam-Fook et al., 2017).

Research and clinical observations indicate that poor insight into

cognitive deficits in schizophrenia-spectrum disorders may impact

compliance with interventions to reduce such cognitive impairments

(Medalia et al., 2008; Saperstein et al., 2012). The concept of

‘neurocognitive insight’ describes the awareness of subjective neuro-

cognitive complaints (e.g., impaired attention, memory and problem-

solving; Medalia & Thysen, 2008; Stip et al., 2003). Previous studies

have indicated that individuals with schizophrenia tend to have limited

neurocognitive insight, as evidenced by a considerable discrepancy

between the level of cognitive impairment and the degree of aware-

ness of deficits (Keefe et al., 2006; Medalia & Thysen, 2008; Moritz

et al., 2004; Medalia et al., 2008). However, less is known about neu-

rocognitive insight at the CHR stage.

Findings available about insight into cognitive processes compar-

ing CHR individuals with psychosis patients or healthy controls have

been mixed, depending on the level of cognitive processes consid-

ered. For example, recent studies using the Beck Cognitive Insight

Scale, which was developed to evaluate patients' self-reflectiveness

and their overconfidence in their interpretations of their experiences,

have indicated no significant differences between CHR, first-episode

of psychosis and healthy subjects on overall cognitive insight (Dondé

et al., 2021; Preti et al., 2022). By contrast, when insight into neuro-

cognitive cognitive processes (i.e., attention, memory, etc.) is consid-

ered, CHR individuals differ from those with schizophrenia. Glenthøj

et al. (2020) suggested that CHR individuals may over-estimate their

cognitive deficits as compared with schizophrenia patients according

to the Measure of Insight into Cognition-Self Report (MIC-SR;

Medalia et al., 2008), a widely used instrument for the measurement

of neurocognitive insight.

The MIC-SR assesses awareness and frequency of neurocognitive

deficits and is available in English (Medalia & Thysen, 2008; Medialia

et al., 2008; Saperstein et al., 2012), Chinese (Li et al., 2018), Persian

(Mazhari et al., 2023), Norwegian and Danish (Glenthøj et al., 2020),

with adequate validity and reliability properties. To our knowledge,

this instrument has not been translated into Spanish, which is one of

the most widely spoken languages worldwide.

Therefore, the present study aimed to translate the MIC-SR into

Spanish and evaluate its psychometric properties in Mexican individ-

uals with a positive screen for CHR (CHR-positive) and a non-clinical

sample. As an initial one-factor solution was determined for the MIC-

SR, we aimed to perform a confirmatory factor analysis (CFA) to test

this one-dimensional structure. We also aimed to determine discrimi-

nant validity by comparing the MIC-SR scores between the CHR-

positive and non-clinical groups and to examine internal consistency

using Cronbach's alpha. We hypothesized that the MIC-SR in its Span-

ish version would show adequate validity and reliability for its use in

individuals at CHR for psychosis.

2 | MATERIALS AND METHODS

The sample comprised individuals between 15 and 45 years old who

voluntarily agreed to complete an online survey through Qualtrics®

software, distributed through personal and institutional social media

channels. Participants who were 18 years or older provided informed

consent at the beginning of the survey. The survey was administered

only to minors previously authorized by their parents/guardians to

participate and who provided their informed assent. Participants did

not receive compensation for completing the survey. Recruitment was

performed from March to July 2022. Study procedures were

approved by the Research Ethics Committee of the Ramón de la

Fuente Muñiz National Institute of Psychiatry (CEI/C/019/2021).

Participants were excluded if they self-reported a psychotic disor-

der or a psychosis-related hospitalization. Furthermore, we excluded

from the non-clinical group those participants who self-reported hav-

ing a mental health diagnosis or currently being in psychiatric treat-

ment/taking psychiatric medication.
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2.1 | Measures

2.1.1 | Clinical high-risk for psychosis status

The positive screen for CHR for psychosis was based on the pres-

ence of positive attenuated symptoms and functional impairment

assessed with two measures, the Prodromal Questionnaire-Brief

(PQ-B; Fonseca-Pedrero et al., 2016) and the Social Functioning

Questionnaire (SFQ; Tyrer et al., 2005). Both scales were used since

low functioning has been considered an important criterion for

identification. Participants were assigned to the CHR-positive group

if they met the established cut-offs on both the PQ-B (>6 item rated

as positive & distress score ≥29) and SFQ (score ≥10). The PQ-B is a

self-reported scale consisting of 21 items answered with a yes/no

response format. All items answered affirmatively are further rated

on a 5-point Likert distress scale. The SFQ is an eight-item self-

reported scale rated on a 4-point Likert frequency scale that evalu-

ates functioning in various domains, including social contacts, work,

home and leisure activities.

2.1.2 | Insight into cognition assessment

The MIC-SR (Medalia et al., 2008) was used to assess participant's

awareness of difficulties with attention, memory and executive func-

tioning (Medalia et al., 2008; Saperstein et al., 2012). The MIC-SR

consists of 12 items, with 4 items assessing each cognitive domain on

a frequency Likert scale ranging from 0 (Never) to 3 (Almost daily).

The scale's total score ranges from 0 to 36, and an average is obtained

by dividing the total score by 12. The MIC-SR has demonstrated satis-

factory validity and reliability in samples with schizophrenia-spectrum

disorders (Medalia et al., 2008; Saperstein et al., 2012; Mazhari

et al. 2023).

The translation procedure followed the suggestions for the trans-

lation of instruments for cross-cultural research (Sperber, 2004). First,

two bilingual psychologists made independent translations from

English to Spanish. Then, a neuropsychologist researcher reviewed

and integrated both translations into one. Third, a bilingual psychology

researcher (different from the previous ones) performed a back-

translation (Spanish to English). Finally, the translation and back-

translation were reviewed by the author of the English scale to ensure

the translation kept the sense of the original instrument.

2.1.3 | Data analyses

To characterize the sample, descriptive statistics were used.

Demographic features were compared between the non-clinical and

CHR-positive groups using Chi-squared tests for categorical

variables and independent sample t-tests for continuous variables.

Construct validity of the MIC-SR was determined by (a) CFA

including all the sample, (b) multi-group confirmatory factor

analysis (multi-group CFA) and (c) invariance measurement to test

the appropriateness of the one-dimensional model originally pro-

posed for the MIC-SR in these two samples. For the CFA and

multi-group CFA, the lower standardized loading factors (standard-

ized regression weighted estimates) included in the model were at

least 0.40, which indicates that the items of the scale are adequate

and representative of the latent variable (total score of the MIC-

SR) (Stevens 2009). Maximum likelihood estimation with standard-

ized coefficients and values was the method used based on

Hatcher recommendations (Marsh & Hau, 1996). Goodness of fit

of the models was borne out by a chi-square ratio (χ2/df ) with

acceptable values near or lower than 3.0 (O'Rourke &

Hatcher, 2013), a root mean square error of approximation

(RMSEA) with values lower than 0.05 for good fit, between 0.05

and 0.08 as acceptable, and between 0.08 and 0.10 as marginal

(Browne & Cudeck, 1992), Bentler's Comparative Fit Index (CFI)

and the Tucker–Lewis index (TLI), both with values of 0.95 or

higher and the Standardized Root Mean-Square Residual (SRMR)

with values lower than 0.08 as adequate (Hu & Bentler, 1999). The

process for performing the CFA was as follows: (1) a CFA using the

whole sample was tested; (2) modification indices (MI) with the

most important reductions in chi-square value were added to the

model; (3) with this model, a multi-group CFA was performed;

(4) the model obtained in the multi-group CFA was tested sepa-

rately for the non-clinical and CHR-positive groups with maximum

likelihood estimations to test configural invariance (Vandenberg &

Lance, 2000). If the same model fits adequately in both groups,

configural invariance is supported and finally, (5) we examined

metric invariance by comparing the ΔCFI (the difference in CFI

between the initial multi-group CFA and the models for each sam-

ple), with values less than 0.01 as indicative of invariance (Meade

et al., 2008). We did not use the chi-square difference tests as it

has been shown that it is highly sensitive to sample size and less

sensitive than the ΔCFI. After construct validity was determined,

we compared the percentage of each item scoring using the

Mann–Whitney U test and independent sample t-test for the total

and average scores of the MIC-SR between groups to evaluate dis-

criminant validity. Finally, the internal consistency of the models in

each group was tested with Cronbach's alpha, considering an item-

total correlation greater than 0.3 as an indicator of the relation of

the item with the overall scale and an alpha value equal to or

greater than 0.80 as an adequate reliability indicator

(Brown, 2015). These analyses were performed with the Stata/SE

13.0 software for Windows.

3 | RESULTS

3.1 | Sample description

The sample was comprised of 621 participants. Most were women

(76.2%, n = 473), with a mean age of 28.6 years (S.D. = 8.5), without
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a partner (single 55.2%, n = 343; separated/divorced 3.7%, n = 23),

with bachelor studies or higher (62.5%, n = 488), as well as having an

economically-remunerated activity (49.6%, n = 308) or being students

(38.5%, n = 239). A total of 23% (n = 143) met the combined PQ-B

and SFQ criteria for a CHR-positive screen. When sociodemographic

features were compared between groups, CHR-positive participants

were younger, reported lower educational levels, fewer had an

economically-remunerated activity, and a higher percentage were cur-

rent students as compared with the non-clinical group (see Table 1).

3.2 | Construct validity and invariance
measurement of the MIC-SR

As shown in Table 2 and Figure 1, the first CFA performed with the

whole sample (model 1) displayed inadequate goodness-of-fit indices.

MI suggested residual co-variances between items, all of them higher

than 0.1, which improved the model up to having adequate goodness-

of-fit indices (model 2). This suggests that the unidimensional model

with the 12 items is stable and valid for assessing insight into cognitive

TABLE 1 Sociodemographic features between the non-clinical and the clinical high-risk (CHR)-positive groups.

Total n = 621 Non-clinical group n = 478 CHR-positive group n = 143
Statistics

Demographic features n % n %

Sex-Women 473 76.2 365 76.4 108 75.5 χ2 = 0.04, p = .83

Age-years (mean; S.D.) 28.6 8.5 29.3 8.6 26.5 7.7 t = 3.4, p = .001

Marital status χ2 = 7.2, p = .06

Single 343 55.2 259 54.2 84 58.7

Married/partnered 145 23.3 123 25.7 22 15.4

Has a sentimental partner 110 17.7 79 16.5 31 21.7

Separated/divorced 23 3.7 17 3.6 6 4.2

Level of education χ2 = 24.4, p = .001

Elementary school 2 0.3 2 0.4 -

Secondary school 20 3.2 11 2.3 9 6.3

Technical career 9 1.4 6 1.3 3 2.1

High school 202 32.5 139 29.1 63 44.1

Bachelor studies 279 44.9 223 46.7 56 39.2

Postgraduate 109 17.6 97 20.3 12 8.4

Current occupation χ2 = 9.2, p = .02

Unemployed 33 5.3 20 4.2 13 9.1

Student 239 38.5 178 34.2 61 42.7

Non-remunerated activity 41 6.6 30 6.3 11 7.7

Economically remunerated activity 308 49.6 250 52.3 58 40.6

Socioeconomic status

Low 201 32.4 146 30.5 55 38.5 χ2 = 5.9, p = .052

Medium 375 60.4 292 61.1 83 58.0

High 45 7.2 40 8.4 5 3.5

TABLE 2 Results of the confirmatory factor analyses.

Goodness-of-fit-indices

Chi-square ratio (χ2/df) RMSEA 90%C.I. CFI TLI SRMR

Model 1. All sample 9.08 0.11 0.10–0.12 0.90 0.88 0.05

Model 2: Model 1 + MI 2.46 0.04 0.03–0.06 0.98 0.97 0.02

Model 3: Multi-group CFA 2.19 0.06 0.05–0.07 0.96 0.95 0.05

Model 4: CFA for each group

4.1 Non-clinical group 2.80 0.06 0.04–0.07 0.97 0.95 0.03

4.2 CHR-positive group 1.11 0.02 0.00–0.06 0.99 0.99 0.03

Abbreviations: 90%C.I, Confidence interval of the RMSEA; CFI, Bentler's Comparative Fit Index; CHR, clinical high-risk; MI, Modification indices; RMSEA,
Root Mean Square Error of Approximation; SRMR, Standardized Root Mean-Square Residual; TLI, Tucker–Lewis Index.
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deficits (Table 2 and Figure 1). With this second model, a multi-group

CFA was tested (model 3), which showed a stable model with accept-

able RMSEA values and adequate values in the remaining indices. As in

the multi-group CFA, the independent model for the non-clinical group

(model 4.1) showed acceptable RMSEA values with the remaining indi-

ces being adequate, while for the CHR-positive group (model 4.2) all

goodness of fit indices were adequate (Table 2 and Figure 2). For all

models, item loadings were equal to or higher than 0.40. Factor loadings

and residual co-variances are presented as standardized values.

For invariance measurement, the results of the CFA models for

both groups showed that the same measurement model fits adequately

to the data, which supports configural invariance. When metric invari-

ance was tested by comparing the ΔCFI, all values were equal or less

than 0.01 (multigroup CFA vs. non-clinical group = !0.01; multigroup

CFA vs. CHR-positive group = !0.03), results that support invariance.

3.3 | Discriminant validity and internal consistency
of the MIC-SR

Participants from the CHR-positive group reported more problems on

the 12 items of the MIC-SR more frequently (twice a week/almost

daily) than the non-clinical group (p<.001 for all items; see Table 3).

The MIC-SR total score can range from 0 to 36. For the non-clinical

group, the mean was 10.7 (S.D. = 7.6), and for the CHR-positive

group, 22.9 (S.D. = 8.3; t = !15.6, p < .001). The average frequency

score was also higher in the CHR-positive group (1.9, SD. = 0.69;

twice a week) than in the non-clinical group (0.8, S.D. = 0.6; t = 15.6,

p < .001; once a week or less). These results support the discriminant

validity of the MIC-SR.

In terms of reliability, item-total correlations were between 0.32

and 0.63 for the non-clinical group, with a Cronbach's alpha of 0.89.

F IGURE 1 Confirmatory factor analysis of the total sample without modification indices (Model 1) and after modification indices were added
(Model 2). MIC-SR, Measure of Insight into Cognition-Self Report.

FRESÁN ET AL. 5
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For the CHR-positive group, item-total correlations were between

0.31 and 0.78, and Cronbach's alpha was 0.89. The internal consis-

tency of the MIC-SR with the total sample was 0.92.

4 | DISCUSSION

To our knowledge, this is the first translation of the MIC-SR into

Spanish, which is one of the most widely spoken languages world-

wide. Overall findings support the use of the MIC-SR as a stable mea-

sure of insight into cognition in non-clinical and CHR individuals.

According to the original one-factor solution of the MIC-SR, our

results include the 12 items of the MIC-SR, which show adequate fit

indices for the general model and the independent models for non-

clinical and CHR-positive individuals, with high Cronbach's alpha

coefficients.

Participants from the CHR-positive group showed more frequent

subjective cognitive problems (twice a week/almost daily) on each of

the 12 items, higher total scores, and higher average frequency than

the non-clinical group. This aligns with studies showing greater cogni-

tive deficits in CHR individuals compared with healthy controls

(Fusar-Poli et al., 2012; Mam-lam-Kook et al., 2017; Mohn-Haugen

et al., 2022; Solís-Vivanco et al., 2020). Taken together, these findings

highlight the importance of detecting and monitoring cognitive

F IGURE 2 Multigroup confirmatory factor analysis: Non-clinical high-risk (CHR) group (Model 4.1) and CHR-positive group (Model 4.2).
MIC-SR, Measure of Insight into Cognition-Self Report.

6 FRESÁN ET AL.
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complaints before the onset of psychotic disorders to improve early

intervention (Mam-lam-Fook et al., 2017) and prevent poor outcomes

and functioning impairment associated with persistent cognitive defi-

cits (Bolt et al., 2019; Davies et al., 2017; Davies & Greenwood, 2020;

Fusar-Poli et al., 2012).

Mexican CHR individuals had a similar mean MIC-SR total

score (21.2 vs. 22.9 in the Mexican sample) and the same average

score reported by the Denmark sample (1.9) (Glenthøj et al., 2020),

which suggests that CHR individuals across both cultures experi-

enced cognitive difficulties more than once a week. This finding is

relevant, considering that at this stage, the subjective perception of

cognitive deficits could influence the subjects' disposition to

receive interventions. It will be important for future studies to

investigate how the MIC-SR relates to treatment adherence and

clinical outcome measures in the CHR stage across different

cultures.

TABLE 3 Percent of participants reporting cognitive problems according to the items from the Measure of Insight into Cognition-Self Report
(MIC-SR).

MIC-SR items ratings Never (0) Once a week or less (1) Twice a week (2) Almost daily (3)

1. I have trouble listening and paying attention.

Non-clinical group 38.9 41.8 11.7 7.5

CHR-positive group 7.0 23.8 30.8 38.5

2. I am not good at focusing on the task I am supposed to be doing.

Non-clinical group 32.2 44.4 13.4 10.0

CHR-positive group 4.9 25.2 21.7 48.3

3. I have difficulty paying attention because my mind often drifts and I miss out on important information.

Non-clinical group 40.8 33.7 13.6 11.9

CHR-positive group 7.0 19.6 25.9 47.6

4. I am easily distracted from tasks by background noises or activities.

Non-clinical group 43.1 31.0 13.6 12.3

CHR-positive group 9.1 24.5 21.0 45.5

5. I have difficulty starting and completing tasks.

Non-clinical group 37.2 35.4 14.6 12.8

CHR-positive group 5.6 21.7 18.2 54.5

6. I have trouble working on more than one task as a time

Non-clinical group 52.5 29.1 10.7 7.7

CHR-positive group 18.9 21.0 25.9 34.3

7. I have difficulty being organized.

Non-CHR group 36.0 39.7 13.0 11.3

CHR-positive screen 9.8 26.6 16.8 46.9

8. I have difficulty thinking through possible solutions to problems.

Non-clinical group 50.8 36.2 9.0 4.0

CHR-positive group 12.6 32.9 24.5 30.1

9. I have trouble remembering information like names, directions and/or dates.

Non-clinical group 41.4 36.8 11.7 10.0

CHR-positive group 20.3 28.0 21.0 30.8

10. I intend to do things but often forget (e.g., forget to return phone calls, get things from a store and keep appointments).

Non-clinical group 34.3 41.2 15.7 8.8

CHR-positive group 7.7 27.3 30.1 35.0

11. I am very forgetful about what has been said, done, or read in the last 24 h.

Non-clinical group 46.2 34.1 14.4 5.2

CHR-positive group 14.7 27.3 31.5 26.6

12. I have difficulty remembering where I placed objects of importance, that is, keys, bills.

Non-clinical group 40.8 43.5 10.0 5.6

CHR-positive group 12.6 33.6 24.5 29.4

Abbreviation: CHR, clinical high-risk.
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Most of the studies evaluating cognition in CHR individuals have

used clinician-rated instruments for both CHR determination and cog-

nitive assessment (Anda et al., 2019; Glenthøj et al., 2020). Even

though this assessment approach is the most recommended for objec-

tively determining an at-risk state, this strategy may limit the scope of

the cognitive assessment by not capturing the non-help-seeking pop-

ulation that may already have cognitive complaints and could be trea-

ted preventively to avoid further deterioration. The MIC-SR could

also be valuable in clinical settings to monitor the subjective percep-

tion of cognitive dysfunction of CHR individuals receiving attention

for cognitive impairments or other clinical symptoms (Falkenberg

et al., 2015).

This study has some limitations. First, despite the advantages

of reaching more individuals with the use of online surveys, we can-

not generalize our results as self-reported measures may represent

some bias where individuals may underestimate or overestimate

their cognitive symptoms. Second, individuals who did not have

access to the internet were unable to answer the survey. For exam-

ple, people with a low-income level and lower educational level,

both described as risk factors for CHR, are not well-represented in

this sample. Third, the CHR-positive status was determined from a

self-report measure rather than through a validated semi-

structured interview. Some recent studies support the possibility of

detecting CHR individuals through online screening using the PQ-B

(McDonal et al., 2019) and that both self-report and interview mea-

sures of psychotic experiences were associated with similar risk

indicators (Monshouwer et al., 2023). We attempted to mitigate

this limitation by using strict criteria including social functioning

impairment, but it is recommended for future studies, especially

those involving treatments, to confirm the CHR-positive screen

status with the wild-used clinical interviews, such as the CAARMS

(Yung et al., 2005) and the SIPS (Miller et al., 2003). Finally, the cur-

rent study did not describe the comorbidity of CHR status with

other mental health symptoms, which would be important to con-

sider for further studies using MIC-SR, as affective symptoms and

other mental health conditions in the high-risk phase may influence

the underestimation or overestimation of neurocognitive symp-

toms (Moritz et al., 2023).

Regarding the psychometric evaluation of the Spanish MIC-SR,

future research should also examine its psychometric properties in

patients with psychosis as well as its temporal stability and congru-

ence with objective measures of insight into cognition, such as the

MIC clinician-rated version (Medalia & Thysen, 2008) or other clini-

cally rated cognitive measures.

The current study supports the importance of assessing cognition

across the psychosis continuum, with a particular interest in CHR indi-

viduals, to better understand cognitive processes associated with the

onset of psychotic disorders (Mam-lam-Fook et al., 2017). The Span-

ish version of the MIC-SR is a brief and valid self-report measure of

neurocognitive insight for its use in Spanish-speaking samples, which

also allows for comparing findings with other studies worldwide. Eval-

uating insight into cognition in CHR Spanish-speaking individuals

could improve the early recognition of the initial prodromal phase,

characterized by subjective cognitive changes difficult to detect by cli-

nicians (Schultze-Lutter et al., 2010), as well as provide valuable infor-

mation for treatment planning in populations from Mexico and Latin

America, where preventive efforts are still scarce (Aceituno

et al., 2021; Kohn et al., 2018). Moreover, it can help healthcare pro-

fessionals tailor interventions and support strategies that address spe-

cific cognitive challenges and promote compensatory strategies for

this population.
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