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Objective Schizophrenia (SPR) spectrum disorders involve various subjective symptoms, including disruptions in self-awareness, cog-
nitive complaints, and schizotypy. While tools such as the Examination of Anomalous Self-Experience (EASE), Frankfurt Complaint
Questionnaire (Frankfurter Beschwerde-Fragebogen, FBF), and Chapman Psychosis Proneness Scales (CPPS) have been employed, re-
search on their interrelations across different stages of the SPR spectrum remains limited, particularly in ultra-high risk (UHR) and SPR
groups.

Methods This study examined the EASE, FBE and CPPS scores among healthy controls (HC), individuals at UHR, and those with
SPR. Group differences and the interplay of subjective symptoms were analysed to understand how these dimensions interact and evolve
across the psychosis continuum.

Results HCs scored significantly lower on all subjective symptom measures compared to both UHR and SPR groups. Specifically, the
HC group (0.82+1.51) scored significantly lower on the EASE than both the UHR (13.90+9.67) and SPR (10.13+9.16) groups (p<0.001).
Similarly, the FBF scores for HCs (9.75£10.30) were significantly lower than for the UHR (36.27+22.73, p<0.001) and SPR (26.77+26.15,
p=0.017) groups. Significant differences were also found in CPPS subscales, with HCs scoring significantly lower than UHR and SPR
groups on the Physical Anhedonia Scale (UHR, p<0.001; SPR, p=0.026) and the Social Anhedonia Scale (HC vs. UHR: p<0.001, HC vs.
SPR: p<0.001). The differences in subjective disturbances between the UHR and SPR groups were less pronounced and not statistically
significant for any of the main measures. Stronger associations among the EASE, FBE, and CPPS were observed in the SPR group.

Conclusion The findings indicate that the UHR and SPR groups share elevated levels of disturbed subjective experiences, with the SPR
group showing greater disruptions in the interplay of these experiences. These findings suggest a continuous spectrum of shared experi-
ential anomalies and support the value of integrated assessment approaches. Such combined evaluations may enhance the precision of
early psychosis risk detection and longitudinal monitoring, offering a foundational basis for future interventions grounded in phenome-

nological understanding.
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INTRODUCTION

Theoretical frameworks of schizophrenia (SPR) spectrum
disorder propose various mechanisms contributing to its mani-
festations; however, a comprehensive explanation is yet to be
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established. The prevailing approach emphasizes the funda-
mental and essential factors that may subsequently generate
a broad array of symptoms. Current early detection strategies
for identifying individuals at high risk for psychosis consider
both the ultra-high risk (UHR) criteria' and basic symptoms
criteria.>® Individuals with attenuated psychotic symptoms
and functional decline are designated as UHR for psychosis,'
reflecting subthreshold psychotic symptoms and observable
SPR spectrum features. Whereas, basic symptoms denote
subtle, subjectively perceived subclinical disturbances in men-
tal processes, known solely to the individual who experiences
them.* The integration of basic symptoms criteria and attenu-
ated psychotic symptoms in assessing SPR susceptibility un-
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derscores the significance of subjective experiences in identi-
fying the risk of psychosis. Research has shown that high-risk
groups often exhibit heightened levels of self-disturbance,””
suggesting that anomalous self-experience is a core feature of
the prodromal stages of SPR.* A wide range of tools and meth-
ods are employed to measure these anomalous experiences,
providing insights into the nuanced transformations in self-
experience linked to SPR and enhancing clinical evaluation
and research.

The Examination of Anomalous Self-Experience (EASE; a
semi-structured clinical interview designed to assess self-ex-
perience) is a psychometric checklist developed by Parnas et
al’ to evaluate subjective anomalies. The EASE functions as a
semi-structured clinical interview, investigating cognition and
stream of consciousness, self-awareness and presence, bodily
experiences, demarcation of self, and existential reorientation.
It provides a comprehensive account of subjective anomalies
that are not readily captured by conventional clinical metrics,
making it an indispensable tool for understanding the fun-
damental phenomenological experiences inherent in SPR.
Numerous studies using the EASE with cohorts across the SPR
spectrum have shown that individuals in this group score
significantly higher on the EASE compared to other diagnostic
groups and healthy controls (HCs)." Additionally, empirical
research in UHR groups has demonstrated the predictive effi-
cacy of the EASE, with elevated scores linked to increased
clinical severity and a higher likelihood of transitioning to
overt psychosis.*"

Another pivotal instrument focusing on subjective experi-
ences is the Frankfurt Complaint Questionnaire (Frankfurter
Beschwerde-Fragebogen [FBF]; a self-report questionnaire as-
sessing basic symptoms such as cognitive and perceptual dis-
turbances)."” The FBF is a widely used self-assessment tool for
identifying basic symptoms, covering a broad range of cogni-
tive complaints, including those related to perception, think-
ing, memory, language, movement, and emotion.”? FBF scores
have been significantly associated with positive symptoms"
and strongly correlated with objective neuropsychological test
results in patients with SPR." Furthermore, the FBF has been
used to assess subjective experiences in first-degree relatives of
patients with SPR, revealing higher scores compared to con-
trol groups, suggesting a potential genetic predisposition."

Schizotypy is another relevant concept emphasizing the
subjective experiences of individuals within the SPR spectrum.
Schizotypy is a complex construct that incorporates a range
of traits and symptoms associated with an increased suscep-
tibility to psychosis and a subclinical spectrum of psychotic
expressions and cognitive-perceptual anomalies.® Research
on schizotypy often employs psychometric inventories such as
the Chapman Psychosis Proneness Scales (CPPS; a set of self-
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report inventories measuring schizotypy traits, including Per-
ceptual Aberration Scale [PER], Magical Ideation Scale [MAG],
and anhedonia).””* Traits such as unconventional beliefs or
perceptual experiences are referred to as positive schizotypy,
with the CPPS encompassing scales for PER'® and MAG.”
Negative schizotypy is characterized by deficits in social en-
gagement and emotional expression, with Physical Anhedo-
nia Scale (ASP)" and Social Anhedonia Scale (ASS)" being
key to this classification. In contrast to the EASE and FBE, the
CPPS reflects the content of subthreshold psychotic experi-
ences rather than the forms or processes of anomalous expe-
riences.”’ Previous studies have shown that both the positive
and negative dimensions of the CPPS predict SPR spectrum
disorder,” with negative schizotypy being particularly associ-
ated with the transition to psychosis during the prodromal
stages of SPR.*? Taken together, examining the EASE, FBE,
and CPPS in parallel offers unique insights, as each instru-
ment captures distinct yet overlapping facets of subjective
experience, thereby allowing a more comprehensive under-
standing of vulnerability across the SPR spectrum.

Because subjective experiences are inherently personal, the
wide range of experiences individuals report cannot be fully
captured using a single concept or assessment tool.” To date,
few studies have explored the interrelationships among various
tools designed to measure these experiences. For instance, the
Anhedonia Scale of the CPPS has been found to relate to UHR
criteria but not to basic symptom criteria.”® Another study
reported significant associations between schizotypal ideation
and self-reported cognitive difficulties.”® Additionally, an ex-
amination of the relationship between the CPPS and FBF re-
vealed that basic symptoms were significantly associated with
positive schizotypy but not with negative schizotypy.” No
comprehensive study has yet integrated diverse psychosis-
proneness scales to examine their interrelations across differ-
ent stages of the SPR spectrum. This study addresses this gap
by investigating the relationships among the EASE, FBF, and
CPPS across UHR and SPR populations. Specifically, we
aimed to explore these dynamics within the UHR and SPR
groups. Understanding these relationships may offer valuable
insights into the early identification of psychosis risk and the
progression of SPR spectrum disorder. We hypothesized that
both the UHR and SPR groups would exhibit significantly
higher scores on the EASE, FBE and CPPS compared to HC,
reflecting elevated disturbed subjective experiences. Further-
more, we anticipated stronger correlations between these mea-
sures in the SPR group than in the UHR group, suggesting
more pronounced disruptions in the interplay of subjective ex-
periences as the disorder advances.



METHODS

Participants

The study included three groups: 25 individuals at UHR,
24 individuals diagnosed with SPR, and 33 HC participants.
Participants in the UHR and SPR groups were recruited from
the Clinic FORYOU, part of the Green Program for Recogni-
tion and Prevention of Early Psychosis (GRAPE) project at
Severance Hospital in Seoul, Republic of Korea. Ethical ap-
proval for this study was obtained from the Institutional Re-
view Board of Severance Hospital (Approval No. 4-2014-0744).
Further details of the GRAPE project have been described
elsewhere.”” HC participants were recruited via online ad-
vertisements.

All participants were assessed for psychiatric disorders using
the Structured Clinical Interview for DSM-1V (SCID-1V).3**
SPR was diagnosed based on DSM-IV criteria, while partici-
pants at UHR were identified using the Structured Interview
for Prodromal Syndromes.” Each participant at UHR met at
least one of the following three clinical criteria: 1) attenuated
positive prodromal syndrome (APPS; n=25), 2) brief intermit-
tent psychotic syndrome (BIPS; n=2), or 3) genetic risk and
deterioration syndrome (GRDS; n=6). Participants at UHR
with a current or past history of major psychiatric disorders
with psychotic features were excluded. HC participants were
recruited through advertisements posted on a short-term job
recruitment website. They were assessed using the SCID-IV
to exclude any current or past psychiatric disorders, and family
history of psychotic disorders was checked through clinical
interview. No participants in the HC group reported such
family history. Exclusion criteria for all groups included neu-
rological disorders, a history of head trauma, and mental re-
tardation (IQ <70).

The Positive and Negative Syndrome Scale (PANSS)** was
used to assess the clinical characteristics and severity of psy-
chotic symptoms in individuals at UHR and those with SPR.
Positive, Negative, and General subscale scores were collected
from these groups to quantify symptom severity.

Psychometric measures

EASE

The EASE is a semi-structured clinical interview designed
to assess disturbances in self-experience, particularly those re-
lated to self-awareness and self-perception, within the SPR
spectrum.” The Bonner Skala zur Beurteilung von Basissymp-
tomen (BSABS)* significantly influenced the development of
the EASE, as reflected in the comparative item list included
in its documentation. Unlike the BSABS, which addresses a
broader range of symptoms, the EASE focuses specifically on
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disorders of the self.” The EASE assesses five domains: cogni-
tion and stream of consciousness (17 items), self-awareness
and presence (18 items), bodily experiences (9 items), demar-
cation of self (5 items), and existential reorientation (8 items).
Each item is rated for its presence and intensity, contributing
to a total EASE score ranging from 0 to 57, which reflects the
severity of self-disturbance.” Experienced psychiatrists (HYP,
MB, and SKA), who attended an official EASE workshop that
included training sessions and inter-rater reliability exercises,
translated the EASE into Korean and conducted assessments
with the participants. Although formal reliability indices (e.g.,
intraclass correlation coefficient or kappa values) were not
computed within the present dataset, the workshop training
process incorporated inter-rater reliability validation to en-
sure consistent application of the instrument.

FBF

The FBF is a self-report measure designed to evaluate basic
symptoms commonly observed in individuals with SPR spec-
trum disorder. It is widely used to assess subjective experienc-
es.'” The FBF comprises 98 yes/no questions organized into
10 subscales: loss of control, simple perception, complex per-
ception, language, thought, memory, motility, lack of autom-
atism, anhedonia, and sensorial overstimulation. The total
score reflects the overall level of cognitive and perceptual com-
plaints, with higher scores indicating more pronounced basic

symptoms.

CPPS

The CPPS is a collection of true-false self-report measures
designed to assess susceptibility to psychosis. It includes the
PER,"® MAG,*® ASP and ASS subscales.”” The PER subscale
comprises 25 items that evaluate unusual perceptual experi-
ences and body image disturbances, while the MAG subscale
includes 30 items assessing beliefs rooted in magical think-
ing, such as the perceived influence of one’s thoughts on exter-
nal events. These two subscales represent positive schizotypy
and address disruptions in the self-other boundary concern-
ing physical and mental aspects, respectively. The ASP sub-
scale contains 61 items that assess the inability to derive plea-
sure from physical sensations, whereas the ASS subscale
comprises 40 items measuring social withdrawal and a di-
minished enjoyment of social interactions. These two sub-
scales represent negative schizotypy and focus on the inability
to experience pleasure in hypothetical physical and social con-
texts. Each subscale is scored independently, with higher
scores indicating a greater degree of psychosis proneness with-
in the corresponding domain.
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Statistical analysis

All statistical analyses were conducted using the Statistical
Package for the Social Sciences, version 27 (IBM Corp). For
cases with missing data on self-report measures (FBF and
CPPS), participants with incomplete responses were excluded
listwise from the corresponding analyses. A one-way analysis
of variance, with group type as a fixed factor, was performed
to evaluate differences among the three groups (HC, UHR,
and SPR) in terms of age, years of education, and scores on
the EASE, FBE and CPPS. Post-hoc pairwise comparisons
used the Scheffé test, and the post-hoc column reports ‘Co-
hen’s d; Schefté-adjusted p. Cohen’s d was calculated from the
pooled standard deviation for each pairwise contrast. An in-
dependent t-test was employed to compare the UHR and
SPR groups for PANSS scores and chlorpromazine equiva-
lent doses. The chi-square test was used to assess differences
in sex ratios across the groups. Spearman’s correlations were
computed to examine the relationships among the EASE,
FBE and CPPS scores within the UHR and SPR groups. Two-
sided p<0.05 were considered statistically significant.

RESULTS

Demographic and clinical characteristics

The demographic and clinical characteristics of the HC,
UHR, and SPR groups are summarized in Table 1. No signifi-
cant differences were found across the groups in terms of age
(p=0.168), sex (p=0.131), or years of education (p=0.088), in-
dicating that the groups were generally demographically com-
parable. For clinical characteristics, PANSS scores were assessed
in the UHR and SPR groups. The Positive subscale showed a
significant difference between the UHR and SPR groups, with
SPR participants scoring higher (17.95+6.66) than the UHR
group (13.50+3.54; p=0.01). However, no significant differ-
ences were found between the UHR and SPR groups on the
negative (p=0.459) and general (p=0.918) subscales.

Table 1. Characteristics of the study participants

Group comparisons of the EASE, FBE, and CPPS

Table 2 presents the group comparisons of the EASE, FBE,
and CPPS across the HC, UHR, and SPR groups. The total
EASE score differed significantly between the groups (p<
0.001). Both UHR (13.90+9.67) and SPR (10.13+9.16) groups
scored significantly higher than the HC (0.82+1.51), with post-
hoc tests confirming these differences (HC vs. UHR, p<0.001;
HC vs. SPR, p<0.001). However, the difference between the
UHR and SPR groups was not statistically significant (p=0.206).

The total FBF scores also showed significant group differ-
ences (p<0.001). The UHR group scored the highest (36.27+
22.73), followed by the SPR group (26.77+26.15), while the
HC group had the lowest scores (9.75£10.30). Post-hoc tests
revealed significant differences between the HC and UHR
groups (p<0.001) and the HC and SPR groups (p=0.017);
however, no significant difference was observed between the
UHR and SPR groups (p=0.315).

The CPPS revealed significant differences across groups for
certain subscales. On the PER subscale, the SPR group (8.51+
10.02) scored significantly higher than the HC group (3.55+
3.27; p=0.046); however, no significant differences were ob-
served between the UHR group and either the HC or SPR
groups. No significant group differences were found on the
MAG subscale (p=0.196). The ASP subscale showed signifi-
cant differences, with both the UHR (23.42+11.75) and SPR
(20.15+13.30) groups scoring significantly higher than the
HC group (11.84+6.73; both p<0.001). No significant differ-
ence was observed between the UHR and SPR groups (p=
0.613). Finally, on the ASS subscale, both the UHR (22.67+
7.35) and SPR (18.57+9.48) groups scored significantly higher
than the HC group (8.58+4.63; p<0.001). No significant dif-
ference was found between the UHR and SPR groups (p=
0.189).

Category Variable HC (N=33) UHR (N=25) SPR (N=24) p
Demographics Age (yr) 21.27+2.40 21.724+4.84 23.08+3.46 0.168
Sex (female/male) 15/18 6/19 12/12 0.131
Education (yr) 13.73+0.94 12.76£2.55 13.83£2.06 0.088
PANSS* Positive - 13.50£3.54 17.95+6.66 0.010
Negative - 16.29+6.38 18.19+9.96 0.459
General 34.33+6.84 34.02+12.29 0.918
Antipsychotics Medicated/unmedicated - 7/18 16/8 <0.001
Chlorpromazine equivalent dose (mg/d)* 146.4+136.9 286.0+202.4 0.113

The values are presented as meanztstandard deviation. *PANSS data were available for UHR: 24 and SPR: 21; Tchlorpromazine equivalent
dose was derived from Kroken et al.** HC, healthy controls; PANSS, Positive and Negative Syndrome Scale; SPR, schizophrenia; UHR, ultra-

high risk.
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Correlations among the EASE, FBF, and CPPS [0.03, 0.70]), and between the FBF and CPPS: PER (r=0.57,

in each clinical group 95% CI [0.18, 0.80]). Additionally, a strong correlation was
Figure 1 illustrates the correlations among the EASE, FBE, found between the FBF and CPPS: MAG (r=0.78, 95% CI

and CPPS subscales for both the UHR and SPR groups. In the [0.53,0.91]).

UHR group, moderate correlations were observed between Strong correlations were observed across all measurements

the EASE and FBF (r=0.42, 95% confidence interval [CI] in the SPR group. The correlation between the EASE and

Table 2. Group comparisons of EASE, FBF, and CPPS scores
Category  Variable HC UHR SPR p Post Hoc (Cohen’s d; Scheffé-adjusted p)
EASE* Total 0.82+1.51 13.90+9.67 10.13+9.16 <0.001 HC vs. UHR: d=-2.03; adj p<0.001
HC vs. SPR: d=-1.54; adj p<0.001
UHR vs. SPR: d=0.40; adj p=0.206
FBF? Total 9.75+10.30 36.27+22.73 26.77+£26.15 <0.001 HC vs. UHR: d=-1.61; adj p<0.001
HC vs. SPR: d=-0.98; adj p=0.017
UHR vs. SPR: d=0.39; adj p=0.315
CPPS* PER 3.55+3.27 7.67+7.14 8.51+10.02 0.020 HC vs. UHR: d=-0.81; adj p=0.094
HC vs. SPR: d=-0.77; adj p=0.046
UHR vs. SPR: d=-0.10; adj p=0.925
MAG 7.18+4.40 9.75+7.52 10.11+7.81 0.196 HC vs. UHR: d=-0.44; adj p=0.356
HC vs. SPR: d=-0.50; adj p=0.296
UHR vs. SPR: d=-0.05; adj p=0.984
ASP 11.84+6.73 23.42+11.75 20.15£13.30 <0.001 HC vs. UHR: d=-1.29; adj p<0.001
HC vs. SPR: d=-0.87; adj p=0.026
UHR vs. SPR: d=0.26; adj p=0.613
ASS 8.58+4.63 22.67+7.35 18.57+£9.48 <0.001 HC vs. UHR: d=-2.42; adj p<0.001
HC vs. SPR: d=-1.49; adj p<0.001
UHR vs. SPR: d=0.49; adj p=0.189

The values are presented as mean+standard deviation. *EASE data were available for HC: 33, UHR: 25, and SPR: 24; TFBF data were available
for HC: 32, UHR: 22, and SPR: 17; *CPPS data were available for HC: 33, UHR: 21, and SPR: 18. ASS, Social Anhedonia Scale; ASP, Physical
Anhedonia Scale; CPPS, Chapman Psychosis Proneness Scale; EASE, Examination of Anomalous Self-Experience; FBE, Frankfurt Complaint
Questionnaire; HC, healthy controls; MAG, Magical Ideation Scale; PER, Perceptual Aberration Scale; SPR, schizophrenia; UHR, ultra-high
risk.

UHR Group SPR Group Lo

EASE
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FBF
FBF
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' ' ' ' ' ' ' '
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A

Figure 1. Correlation matrices of subjective experience measures in UHR and SPR groups. Heatmaps depicting the correlation coefficients
between the EASE, FBF, and CPPS subscales in the UHR (A) and SPR groups (B). Darker shades indicate stronger correlations. Only cor-
relations with p-values less than 0.05 are displayed. The results showed stronger and more widespread correlations in the SPR group than
those in the UHR group. ASS, Social Anhedonia Scale; ASP, Physical Anhedonia Scale; CPPS, Chapman Psychosis Proneness Scale;
EASE, Examination of Anomalous Self-Experience; FBF, Frankfurt Complaint Questionnaire; MAG, Magical Ideation Scale; PER, Perceptu-
al Aberration Scale; SPR, schizophrenia; UHR, ultra-high risk.
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FBF was high (r=0.65, 95% CI [0.33, 0.83]). The correlation
between EASE and CPPS was also significant for CPPS: PER
(r=0.60, 95% CI [0.18, 0.83]) and CPPS:MAG (r=0.80, 95%
CI [0.53, 0.92]). Moreover, strong correlations were found
between the FBF and CPPS:PER (r=0.80, 95% CI [0.52, 0.92])
and CPPS:MAG (r=0.86, 95% CI [0.65, 0.95]). Although
these patterns suggest stronger interrelationships compared
to the UHR group, Fisher’s z-tests did not reveal statistically
significant differences between the two groups (EASE-FBF:
z=-1.07, p=0.283; FBF-CPPS: PER: z=-1.27, p=0.206). These
findings should be interpreted with caution given the limited
sample size.

DISCUSSION

This study uniquely examined the interrelation between
three psychosis-proneness evaluations centered on subjective
experiential symptoms: the EASE interview for anomalous
self-experiences, the FBF self-assessment for basic symptoms,
and the CPPS for assessing schizotypy. Although each tool is
often used independently to measure different aspects of sub-
jective experiences, our findings demonstrate the complemen-
tary nature of these scales in capturing overlapping yet dis-
tinct facets. By assessing the relationships between the EASE,
FBE and CPPS across the UHR and SPR groups, we highlight
how these tools collectively provide a nuanced understand-
ing of subjective experiences within the SPR spectrum.

The study revealed significant differences between the HC
group and both the UHR and SPR groups across the EASE,
FBE, and CPPS measures, indicating heightened disturbed
subjective experiences in the clinical groups, consistent with
prior research on self-disorders in SPR spectrum disorder.'**
However, the disparity between the UHR and SPR groups was
not statistically significant, which contrasts with previous in-
vestigations.”***” This suggests that UHR cohorts demonstrat-
ed an attenuation in self-disorder; thus, the findings can be
interpreted as a consequence of intrinsic heterogeneity with-
in UHR populations. The limited sample size in the present
study may have contributed to the lack of significant results.
While ceiling effects could be considered as a potential ex-
planation, the mean and standard deviation values in both
groups were well below the maximum ranges of the EASE,
FBE, and CPPS, indicating that such effects are unlikely to
account for the non-significant differences. Instead, the het-
erogeneity of the UHR group, encompassing individuals with
different levels of symptom severity and diverse trajectories
of risk, may have obscured group-level contrasts. In contrast,
the relatively homogeneous characteristics of the UHR co-
hort in this study, composed exclusively of individuals meet-
ing the APPS criteria (n=25), may suggest that, in the pro-
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dromal stage of SPR, the awareness of disturbed subjective
experiences could be as pronounced as in SPR. Alternatively,
subjective symptoms may not follow the same progression
pattern as objective clinical symptoms, with some disturbanc-
es plateauing early in the illness course while others fluctuat-
ing over time. Taken together, these considerations suggest
that the absence of significant differences between UHR and
SPR should be interpreted with caution.

This outcome suggests that, despite the different stages (pro-
dromal and active) of symptom severity, individuals in the
UHR and SPR groups share common features in terms of sub-
jective disturbances. Bleuler® characterized SPR by prioritiz-
ing certain trait-like, non-psychotic symptoms as fundamental
ego disorders, while designating delusions and hallucinations
as accessory symptoms and interpreting them as diagnostically
non-specific. Despite ongoing debates regarding the heteroge-
neity of UHR and SPR, our findings suggest that these clinical
groups constitute a homogeneous continuum with shared
subjective experiences of disturbance. This perspective under-
scores the necessity of evaluating subjective experiences and
the core experiential aspects of selthood to capture the essence
of SPR spectrum disorders, as well as the value of encouraging
patients to spontaneously share their experiences.”

Examination of the interrelations between the EASE, FBE
and CPPS within each group (UHR and SPR) revealed a com-
plex interplay between self-disturbances, basic symptoms, and
schizotypal characteristics. Initially, the EASE and FBF were
significantly correlated in both the UHR and SPR groups. Pri-
or research'®*" has shown that basic symptoms assessed through
questionnaires often poorly correspond to those evaluated
through interviews, as demonstrated in studies using the Ep-
pendorf Schizophrenia Inventory** and the Schizophrenia
Proneness Instrument (SPI*; highlighting methodological di-
versity. The EASE construct addresses disturbances pertaining
to the self across a comprehensive array of fundamental symp-
toms, thus indicating a correlation with the FBF in this study.
The findings also suggest that the EASE and FBF may com-
plement each other as interview-based self-assessment tools
for evaluating subjective anomalous experiences. This also
indicates the potential of these tools to represent related con-
structs, warranting further investigation, such as factor anal-
ysis to identify correlated items and better understand their
interrelationships.

Significant correlations were identified between the FBF
and the positive (PER and MAG) CPPS subscales in the UHR
group. Furthermore, in the SPR group, both EASE and FBF
were associated with the CPPS positive subscales (PER and
MAG). No correlation was observed between negative schizo-
typy and the FBE In studies examining the relationship be-
tween basic symptoms and schizotypy, a cohort characterized



by high schizotypy exhibited elevated levels of basic symp-
toms,* whereas another investigation revealed that question-
naires assessing positive schizotypy and the FBF demonstrat-
ed several overlapping characteristics.” Conversely, one
study indicated that the PER, MAG, and ASP dimensions of
the CPPS had no significant correlation with basic symptoms,
which were assessed using the SPI instead of the FBE*® Amid
these inconclusive findings in previous research, our results
offer evidence to support the association between self-disor-
ders, basic symptoms, and positive schizotypy. Additionally,
our study suggests that future comprehensive research on this
relationship would benefit from a comparative analysis of
various assessment tools.

Although our cross-sectional design and small sample size
limit definitive conclusions on progression, the more intricate
and interlinked correlation patterns in the SPR group may be
suggestive of a more cohesive integration of subjective anom-
alous self-experiences, basic symptoms, and schizotypy mea-
sures, potentially contributing to observable psychotic symp-
tom constellations. Previous research'®** has indicated that
self-disturbance or schizotypy alone does not intrinsically re-
sult in clinical significance. Instead, attenuated psychotic
symptoms may be triggered by high schizotypy and neurobi-
ological aberrations in information processing, which are ar-
ticulated as basic symptoms; the accumulation of these symp-
toms potentially leads to the development of overt psychosis.
These findings are consistent with the notion that as the sever-
ity of psychosis or related symptoms increases, the interactions
between different subjective symptom measures may become
stronger, possibly reflecting more generalized or systematic
disruptions in cognitive and emotional processing. This inter-
play underscores the importance of addressing multiple di-
mensions simultaneously to gain a more holistic understand-
ing of SPR psychopathology. However, as we did not conduct
formal interaction analyses, future research with larger sam-
ples and interaction analyses is needed to further explore these
complex relationships.

Despite these findings, this study had several limitations.
First, the cross-sectional design limited our ability to draw
causal conclusions regarding the progression of disturbed
subjective experiences across the SPR spectrum. Longitudinal
studies are required to track the development and interaction
of these symptoms over time. Second, the small sample size
may have limited the generalizability of our findings. Third,
although medication status and chlorpromazine equivalent
doses were recorded, we did not conduct subgroup analyses ac-
cording to medication status. Given the relatively small sam-
ple size, such analyses would have lacked sufficient statistical
power. Nevertheless, antipsychotic medication may influence
subjective symptom reporting, particularly for EASE domains
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involving self-awareness and cognitive function. While treat-
ment may reduce the intensity of self-disorders, side effects
such as sedation or cognitive dulling may alter participants’
responses on certain items. Future studies with larger samples
should explicitly address the role of medication in shaping
subjective symptom profiles. Fourth, although we observed
stronger correlations in the SPR group compared to the UHR
group, Fisher’s z-tests did not reveal significant group differ-
ences, and several comparisons could not be tested because
correlations were available only in one group. The relatively
small sample size further limited the statistical power of these
analyses. Fifth, while our primary goal was to explore the rela-
tionships between these measures, the lack of a formal multi-
ple comparison correction for all statistical tests is a limita-
tion. Future studies with larger and more diverse samples will
help validate and expand our results. Additionally, although
our study used well-established tools (EASE, FBE and CPPS),
further research should incorporate additional subjective
measures to capture a broader range of experiences related to
SPR spectrum disorders. Given that our sample was drawn
entirely from a Korean population, cultural factors may have
influenced the way participants reported subjective symp-
toms. For example, stigma related to mental illness may re-
duce willingness to disclose anomalous experiences, and cul-
tural norms emphasizing collectivism and social harmony
may shape how self-awareness and interpersonal disturbanc-
es are expressed. These factors limit the generalizability of
our findings, underscoring the importance of cross-cultural
research to validate the applicability of subjective symptom
measures across diverse populations.

In summary, our investigation showed that clinical cohorts
at different stages of the SPR continuum, including the UHR
and SPR groups, exhibited significant deviations in their sub-
jective experiences. Furthermore, the associations identified
among EASE, FBE, and CPPS are consistent with the notion
that the interrelations among these measures may become
more pronounced as the intensity of psychosis or related
symptoms increases, potentially due to more pervasive or
systematic disturbances in cognitive and emotional process-
ing. However, longitudinal studies are needed to confirm this.
Understanding these interrelationships provides valuable in-
sights into the phenomenological structure of SPR and indi-
cates that combining these tools can help mitigate the limita-
tions of each individual scale. Taken together, these findings
highlight the importance of assessing subjective experiences
when evaluating individuals at clinical high risk for psycho-
sis. Clinicians should routinely evaluate multiple dimensions
of subjective experiences in UHR individuals, as their patterns
of disturbance may resemble those of SPR more than previ-
ously recognized. Incorporating structured instruments such
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as the EASE, FBE and CPPS into clinical assessments may
facilitate earlier detection of individuals at risk and support
more personalized intervention strategies.
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