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Introduction
Insight refers to patients’ capacity to recognize that their 

symptoms and signs are indicative of psychiatric illness, and 
that those symptoms require treatment [1]. Insight is thought 
to be a multidimensional capacity which includes multiple 
dimensions of awareness about the illness, the need for 
treatment, and the consequences associated with the illness [1]. 
A study from Amador et al. [2] evaluated the clinical correlates 
of self-awareness in patients with schizophrenia (SCH) and 
suggested that impaired insight into illness is a common 
phenomenon in patients with SCH, with over 50% of patients 
experiencing moderate to severe insight impairment. Impaired 
insight contributes to treatment nonadherence and negative 

clinical and functional outcomes [3]. Among patients with 
SCH, insight impairment has also been shown to be associated 
with more illness severity, lower premorbid intellectual 
function, lower global cognitive function, poorer executive 
function, and poorer memory [4, 5].

In contrast, Silva et al. [6] suggested that patients with 
bipolar disorder can reasonably recognize their symptoms, 
carry consequences, but experience their greater impaired 
awareness of their higher energy and activity levels. A lower 
level of insight in bipolar disorder is correlated with more 
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severe symptoms of agitation and energy. A meta-analysis 
study [7] on four longitudinal studies using self-reported 
standardized insight scales, has demonstrated that insight 
improves if the acute manic episode also improves, suggesting 
that insight is state-dependent [7, 8]. Insight does not return 
to the preepisodic level in patients with repeated manic 
episodes [9], suggesting that an unstable clinical course of 
bipolar disorder might have a negative impact on insight [9]. 
Recurring and repetitive mood episodes impair patient’s level 
of insight, further being speculated that the phenomenon is 
due to more impaired neurocognitive functions in patients 
with many previous manic episodes [9, 10]. Yen et al. [11] 
also found that being male, having a shorter illness history, 
and having psychotic symptoms can predict poorer insight in 
patients with bipolar disorder.

In regards to depression and insight, previous studies have 
examined level of insight in patients with major depressive 
disorder (MDD) and other mental disorders. For example, 
patients with MDD have been found to have better insight 
than those with SCH [12] and those with bipolar disorder [13]. 
But in the above studies, the neurocognitive deficits and mood 
symptomatology in patients are not appropriately assessed 
with specific measurements. A younger age, higher level 
of education, more profound depressive symptoms [14], 
more severe anxiety symptoms, previous hospitalization for 
depression [15], and combined psychotic features [16] have 
been reported to be correlated with greater illness insight.

Insight into mental illness may have cultural differences. 
Explanations from the aspect of disease, abnormality, infection, 
and degeneration may coexist with the explanations from the 
aspect of supernatural causation in many regions and cultures. 
Both explanations may influence the help-seeking behaviors 
of the patients [17, 18]. Insight is represented by various ways 
in what constitutes an illness, what beliefs are abnormal, and 
what medical advice it is reasonable to follow.

To investigate the insight into illness among Taiwanese 
patients is valuable. Furthermore, to improve the outcome 
and to develop possible clinical interventions for insight 
enhancement, the different characteristics of insight and 
awareness into illness in patients with SCH, bipolar I disorder 
(BD), and MDD are needed to be studied. But, only a few 
studies have focused on this topic in Taiwan. In routine clinical 
practice of a real-world setting, we can easily use reliable and 
validated measurements. Therefore, we intended in this study 
to investigate and compare the insight in Taiwanese patients 
among those three psychiatric disorders.

Methods

Participants and study design
This study used a cross-sectional design and was conducted 

on the psychiatric ward and at outpatient clinic of a medical 
center in Taiwan from December 2017 to July 2018. This study 
protocol was approved by the Changhua Christian Hospital with 
the need to obtain informed consent from all study participants. 
The participants were selected randomly in the daily clinical 

practice. We recruited 104 patients. But two of them refused 
to be interviewed, and they were dropped out of the study. All 
participants were evaluated through a semi-structured interview 
by a research psychiatrist to determine their levels of insight 
and symptomatology. The diagnoses of SCH, BD, and MDD 
were made according to the criteria of the 5th edition of the 
Diagnostic and Statistical Manual of Mental Disorders [19], 
and based on clinical interviews and systemic review of medical 
records. Excluded patients were substance use disorder (e.g., 
alcohol), and those with neurological or medical conditions 
that can impair cognitive functions, including head injuries 
and intellectual disabilities. We recruited total number of 102 
patients – SCH (n = 55), BD (n = 25), and MDD (n = 22).

The symptom severity of each illness was measured. During 
the study period, all participants received their usual daily 
treatment. We collected demographic data, questionnaire, 
and objective assessments at a single visit based on clinical 
interviews and on the review of medical records by well-trained 
and qualified senior psychiatrists.

Measures (Self‑Appraisal of Illness Questionnaire, 
Schedule for assessment of insight in psychosis and 
insight scale for affective disorders)

The Taiwanese version of Self-Appraisal of Illness 
Questionnaire (SAIQ) [20, 21] is a 17-item self-report 
instrument to assess attitudes toward mental illness and the 
experience of psychiatric treatment. Originally, the SAIQ [21] 
was applied for community use. The items of the questionnaire 
cover a broader range of subjective experiences and feelings 
toward psychiatric illness. The participants are asked to rate the 
extent to which they agree with each statement using a four-
point Likert scale, ranging from 0, “do not agree at all,” to 3, 
“agree completely,” which varies according to the statement 
or question content. Higher SAIQ total scores indicate greater 
awareness of one’s psychiatric illness and insight. According 
to the factor analysis, the three subscales in this study were 
identified as – worry, need for treatment, and presence/outcome 
of illness:
•  The worry subscale refers to how much a patient tends to 

worry his/her conditions, worry about getting into trouble, 
worry losing friends, worry being unable to work, and worry 
thoughts interfere with getting things done

•  The need for treatment subscale includes how a patient feels 
about other person’s recommendation for his/her treatment, 
whether he/she believes the need of current treatment, how 
a patient thinks he/she would be doing without treatment, 
whether gaining a lot from being treated, and whether his/
her condition requires psychiatric intervention

•  The presence/outcome of illness subscale comprises 
whether a patient thinks his/her conditions will go away 
without treatment, whether a patient believes that he/she 
will be better someday without treatment, whether he/she 
will do fine if discontinued treatment, whether he/she has 
symptoms of mental illness, and how ill does the patient 
think he/she is.
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The reliability (coefficient α) of the total scale was 0.867, 
and those of the three subscales were 0.879 for the worry 
subscale, 0.806 for the need for treatment subscale, and 0.801 
for the presence/outcome of illness subscale [20].

We also assessed participants with an interviewer-rated 
scale, such as using the schedule for assessment of insight 
in psychosis (SIP) [22] for patients with SCH. The SIP has 9 
items using a 4-point scale from 1 (true insight) to 4 (complete 
denial). It comprises five dimensions – awareness of psychotic 
symptoms, ability to recognize and respond appropriately to 
early symptoms of relapse, awareness and etiology-attribution 
of having SCH, awareness of achieved effect of treatment and 
likely compliance to treatment, as well as awareness of the 
change in life after having SCH. Higher scores indicate less 
psychiatric insight [22].

Finally, we also used insight scale for affective disorders 
(ISAD) [23] for those with BD and MDD. The ISAD has 17 
items using a 6-point scale from 0 (cannot be evaluated or item 
not relevant), 1 (total awareness), 3 (moderate awareness), 
to 5 (no awareness), with higher scores indicating poorer 
insight [23].

Clinical evaluations
The demographic data of all participants were recorded. 

We also evaluated patients with measurement scales of the 
Positive and Negative Syndrome Scale [24] for patients with 
SCH, Young Mania Rating Scale (YMRS) [25] for those 
with BD, Hamilton Depression Rating Scale (HAMD) [26] 
for those with MDD, and Clinical Global Impressions Scale-
Severity (CGI-S) [27] for all participating patients. The 
HAMD-17 item is applied to evaluate depressive symptoms, 
the YMRS-11 item is for assessing manic symptoms, and the 
CGI is for global assessment relative to the severity of the 
mental disorders.

For assessment of cognitive functions, we used the Wechsler 
Adult Intelligence Scale [28] for measuring intelligence, the 
frontal assessment battery (FAB) [29, 30] for executive function, 
and the Montreal Cognitive Assessment (MoCA) [31, 32] for 
cognitive function. The FAB measures six aspects of executive 
function, including conceptualization, mental flexibility, motor 
programming, sensitivity to interference, inhibitory control, 
and environmental autonomy. FAB scores are ranged from 0 
to 18 [30]. The MoCA is to evaluate seven cognitive domains 
(visuospatial/executive functions, naming, verbal memory 
registration and learning, attention, abstraction, 5-min delayed 
verbal memory, as well as orientation). MoCA scores range 
from 0 to 30 [32].

Data analysis
Descriptive statistics were used to analyze study variables 

in the demographics and characteristics of the sample. We used 
one-way analysis of variance to compare the demographics 
of patients, followed by post‑hoc analysis with Scheffé’s 
method for continuous data or a Chi-square test for categorical 
data [33]. To identify group differences in the individual item 
and subscales of SAIQ, we used an analysis of covariance 
(ANCOVA) in which age at onset and cognitive functions 

(in the FAB and MoCA scores) as covariates. Pairwise 
comparisons were conducted in accordance with the least 
significant difference adjustment.

Statistical analysis was computed using Statistical Package 
for the Social Science software version 17.0 for Windows 
(SPSS Inc., Chicago, Illinois, USA). The differences between 
groups were considered different if p < 0.05.

Results
Table 1 compares the demographic and clinical 

characteristics of patients with SCH, BD, and MDD, mean 
± standard deviation (SD). Significant correlations existed 
between the SAIQ and either the SIP (r = –0.549, p < 0.001) or 
the ISAD (r = −0.402, p < 0.05) in this study, after controlling 
the MoCA and FAB total scores.

Table 2 compares item score in the SAIQ among patient 
groups, mean ± SD. There were significant differences in 
items 3, 4, 8, 9, 10, 11, 13, 16, and 17 among patient groups. 
We found that no difference existed among patient groups on 
items 5, 6, and 14 but found that significant differences existed 
in post hoc pairwise comparisons in the ANCOVA.

Table 3 compares subscale scores in the SAIQ among patient 
groups, mean ± SD. For the worry subscale, patients with either 
SCH (p < 0.05) or BD (p < 0.01) had significantly lower scores 
than did those with MDD. For the need for treatment subscale, 
patients with SCH had significantly lower scores than did those 
with BD (p < 0.05) and those with MDD (p < 0.05). For the 
presence/outcome of illness subscale, patients with SCH had 
significantly lower scores than those with BD (p < 0.01) and 
MDD (p < 0.001).

Discussion
To the best of our knowledge, this is the first study to 

compare the insight levels of patients with the three major 
mental disorders. The main finding of this study (Table 2) 
was that patients with MDD had significantly higher general 
insight than did those with SCH (p < 0.01) or BD (p < 0.05). 
But, no statistical difference existed between patients with 
SCH and those with BD in general insight in posthoc pairwise 
comparison (Table 2). On the SAIQ worry subscale (Table 3), 
patients with MDD got significantly higher scores than did 
those with SCH (p < 0.05) or those with BD (p < 0.01). No 
significant difference existed between patients with SCH and 
those with BD in the worry subscale score in post hoc pairwise 
comparison. On the need for treatment and presence/outcome 
of illness subscales (Table 3), patients with BD (p < 0.05 and 
p < 0.01, respectively) and those with MDD (p < 0.05 and p < 
0.001, respectively) got significantly higher scores than those 
with SCH. No significant difference existed between the scores 
achieved by patients with BD and those with MDD in above 
two subscales (Table 3).

Difference in insight between patients with 
schizophrenia and those with bipolar I disorder

Several articles [2, 16, 34] have reported no difference in 
insight between patients with SCH and those with bipolar 
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disorder. Our results of the general insight levels of both 
disorders (Table 2) also indicated no significant difference. 
But in the study by Ramachandran et al. [35], certain insight 
domains, such as awareness of the mental disorder, effects 
of medication, and social consequences of mental disorders 

on the scale to assess unawareness of mental disease [1], are 
better in patients with bipolar disorder than those with SCH. In 
our study (Table 3), the insight levels for “need for treatment” 
(p < 0.05) and “presence/outcome of illness” (p < 0.01) factors 
on the SAIQ was significantly better in the patients with BD.

Table 1.  Comparison of the demographic and clinical characteristics of patients with schizophrenia, bipolar I disorder, and 
major depressive disorder, mean ± standard deviation

Schizophrenia (n = 55) Bipolar disorder (n = 25) Major depressive disorder (n = 22) F/χ2

Gender, male (%) 31 (56.4) 11 (44.0) 9 (40.9) 1.978
Age, years 46.31 ± 11.94 50.44 ± 13.18 51.77 ± 15.81 1.717
Educations, years 10.62 ± 3.34 11.76 ± 3.43 10.73 ± 3.97 0.957
Family history, yes (%) 23 (41.8) 14 (56.0) 11 (50.0) 1.485
Medical comorbidity, yes (%) 29 (52.7) 15 (60.0) 11 (50.0) 0.540

Hypertension 13 (23.6) 9 (36.0) 6 (27.3) 1.320
Diabetes mellitus 9 (16.4) 6 (24.0) 3 (13.6) 1.000
Hyperlipidemia 8 (14.5) 4 (16.0) 3 (13.6) 0.055

Age at onset, years 28.16 ± 11.81 28.84 ± 10.62 37.36 ± 14.59 4.720*
Duration of illness, years 18.15 ± 10.96 21.60 ± 12.60 14.41 ± 11.21 2.317
Number of hospitalization 5.75 ± 3.58 7.40 ± 3.48 5.81 ± 5.52 1.608
CGI-S 3.84 ± 0.66 3.60 ± 0.76 3.73 ± 0.77 0.974
PANSS total score 72.02 ± 10.34
YMRS 9.54 ± 8.83
HAMD 12.73 ± 5.98
MoCA 19.18 ± 4.96 19.72 ± 5.25 23.59 ± 5.19 6.110**
WAIS 73.65 ± 16.31 80.00 ± 18.39 78.00 ± 5.66 0.188
FAB 11.53 ± 2.35 10.84 ± 3.22 13.95 ± 1.89 10.231***
*p < 0.05; **p < 0.01; ***p < 0.001 using a Chi-square test or ANOVA when appropriate. ANOVA, analysis of variance; CGI-S, Clinical Global 
Impressions Scale-Severity; PANSS, Positive and Negative Syndrome Scale; YMRS, Young Mania Rating Scale; HAMD, Hamilton Depression Rating 
Scale; MoCA, Montreal Cognitive Assessment; WAIS, Wechsler Adult Intelligence Scale-Third Edition; FAB, frontal assessment battery

Table 2.  Comparison of item score in the self-appraisal of illness questionnaire† among patients with schizophrenia, bipolar I 
disorder, and major depressive disorder§

Item in SAIQ SCH BD MDD Significant pairwise comparison‡

1. Other person’s recommendation for present treatment 1.76 ± 0.93 1.72 ± 0.54 2.19 ± 0.75 NS
2. How much you tend to worry 1.29 ± 1.07 1.00 ± 1.12 1.75 ± 1.18 NS
3. Worried about your condition** 1.33 ± 1.09 0.80 ± 0.91 1.75 ± 1.13 SCH > BD*; BD < MDD**
4. Worried about getting into trouble** 1.25 ± 1.09 1.12 ± 1.09 2.38 ± 0.89 SCH < MDD**; BD < MDD**
5. Worried about losing friends 1.31 ± 1.15 1.08 ± 1.19 1.69 ± 1.08 BD < MDD*
6. Worried about being unable to work 1.55 ± 1.10 1.36 ± 1.22 2.13 ± 0.96 BD < MDD*
7. Worried about not recovering 1.56 ± 1.17 1.20 ± 1.29 1.81 ± 1.17 NS
8. Condition will disappear by itself* 1.56 ± 0.79 1.84 ± 0.85 2.31 ± 0.95 SCH < MDD**
9. I’ll be better someday* 1.38 ± 0.91 1.84 ± 0.90 1.94 ± 1.00 SCH < BD*
10. Believe current treatment is necessary** 1.89 ± 0.94 2.32 ± 0.90 2.81 ± 0.40 SCH < BD*; SCH < MDD**
11.  If you had never experienced treatment, how do you 

think you would be right now*
1.53 ± 0.98 2.08 ± 0.76 2.19 ± 0.91 SCH < BD*

12. Gain a lot from treatment 2.07 ± 0.69 2.16 ± 0.80 2.38 ± 0.50 NS
13. Discontinue treatment** 1.44 ± 0.81 1.92 ± 0.86 2.19 ± 0.66 SCH < BD*; SCH < MDD*
14. Your thoughts interfere with getting things done 1.35 ± 1.00 1.28 ± 1.06 2.00 ± 0.97 SCH < MDD*; BD < MDD*
15. Require treatment 1.87 ± 0.82 2.04 ± 0.89 2.44 ± 0.51 NS
16. Experience symptoms of illness** 1.67 ± 0.86 2.20 ± 0.65 2.38 ± 0.62 SCH < BD**; SCH < MDD**
17. How ill do you think you are** 1.13 ± 1.00 1.36 ± 0.57 2.06 ± 0.77 BD < MDD*; SCH < MDD**
Total SAIQ score** 25.95 ± 9.70 27.32 ± 9.57 36.38 ± 7.75 SCH < MDD**; BD < MDD*
*p < 0.05; **p < 0.01 using the ANCOVA; †Controlling age at onset and cognitive functions (scores on the MoCA and FAB) in the analysis; ‡The right side 
column lists patient groups that have significant differences in item score in the SAIQ in multiple comparisons; §Data are presented with mean ± SD. NS, no 
significance; SCH, schizophrenia; BD, bipolar I disorder; MDD, major depressive disorder; SD, standard deviation; ANCOVA, analysis of covariance; 
MoCA, Montreal Cognitive Assessment; SAIQ, self-appraisal of illness questionnaire; FAB, frontal assessment battery
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With regard to the individual item (Table 2), patients with 
SCH significantly overlooked the necessaries of symptom 
treatment (items 9, 10, 11, 13) and were unaware of their 
mental disorder (item 16) in contrast to those with bipolar 
disorder. In this study, the patients with SCH and those with 
BD got significantly lower scores on the “worry” subscale 
than those with MDD. This study finding indicates that 
patients with SCH and those with bipolar disorder have 
less insight than those with the MDD. But, the difference 
between the “worry” subscale scores achieved by the SCH 
and BD groups was not significant (Table 2). Those findings 
indicate that awareness and intensity on how much a patient 
tends to worry, worry about getting into trouble, about losing 
friends, about being unable to work, not recovering, and 
worry thoughts interfere with getting things done as per the 
content of the self-rated questionnaire (Table 2) to be similar 
between both groups. But, we found a trend that each item 
of the worry domain in patients with BD got a lower mean 
score than those with SCH. Item 3 “How much do you worry 
about your condition?” showed significant difference (p < 
0.05) between both patient groups. Due to small sample size 
in our study, this result must be interpreted with caution.

Difference in insight between patients with 
schizophrenia and those with major depressive 
disorder

Previous studies suggest that patients with MDD have 
better insight than do those with SCH [2, 12]. Similarly, in 
our study (Table 2), the general insight level of patients with 
MDD was higher than that of patients with SCH. Those results 
were also found in the three subscales of the SAIQ (Table 3). 
Individual items that did not differ included items 1, 2, 3, 5, 6, 
7, 9, 11, 12, and 15. The greatest differences were noted in the 
presence/outcome of illness subscale, such as item 8 “I think 
my condition will disappear by itself,” item 13 “If I were to 
discontinue treatment today I would do fine,” item 16 “I have 
symptoms of mental illness,” item 17 “How ill do you think 
you are?” and item 10 “Do you believe your current treatment 
to be necessary?” in the need for treatment subscale. Those 
questions indicate that poorer insight in persons with SCH 
is associated with false judgment and impaired perception 
of current situations and conditions. Besides, significant 
lower mean score on the item 4 “How much do you worry 

about getting into trouble because of your condition?” in 
patients with SCH suggest a relatively negative attitude or 
inadequately coping approach toward their illness compared to 
those with MDD. But, the insight into illness in patients with 
MDD should still be carefully evaluated. Literature review 
indicates that patients with MDD are severely undertreated 
around the world [36, 37]. Patient’s involvement and illness 
concept are paramount in understanding why individuals 
choose to receive or refuse treatment. Therefore, we suggest 
that to fully understand insight and awareness in patient 
with MDD is clinically important and that their differences 
of insight exist between patients with MDD and those with 
SCH or those with bipolar disorder. Further investigation is 
warranted in this area.

Difference in insight between patients with bipolar I 
disorder and those with major depressive disorder

Insight into illness in patients with bipolar mania is poorer 
than that in those with unipolar depression. Specific manic 
symptom does not account for the level of insight [13]. For the 
clinical course of bipolar disorder, patients with manic episodes 
are suggested to have poorer insight than those with euthymic 
states and bipolar depressive episodes [38]. Studies comparing 
the differences in insight level between patients with BD and 
those with MDD are scarce. In our study (Table 2), the general 
insight of patients with BD was significantly lower than that 
of patients with MDD (p < 0.05). This finding of our study 
is compatible with that of the study by Dell’Osso et al. [13] 
One of the shortcomings in our study was that patients with 
or without psychotic features were not adequately divided. 
Interestingly, the only difference in the SAIQ subscales 
between both disorders was the “worry” factor. As shown 
in the findings of the individual items (Table 2), the patients 
with bipolar disorder were significantly less worried about 
their conditions (item 3), getting into trouble because of their 
conditions (item 4), losing friends (item 5), and being unable 
to work because of their conditions (item 6) than were patients 
with depression. The bipolar patients did not consider that their 
thoughts and feelings would interfere with being productive 
(item 14) in daily living. We speculate that this finding is 
related to the fact that the majority of the bipolar patients who 
participated in this study were in those in manic states. Such 
persons would have more impaired awareness of their energy 

Table 3.  Comparison of subscale scores in the self-appraisal of illness questionnaire† among patients with schizophrenia, 
bipolar I disorder, and major depressive disorder§

Subscale/factor SCH BD MDD Significant pairwise comparison‡

Worry* 9.64 ± 5.88 7.84 ± 6.03 13.50 ± 5.96 SCH < MDD*; BD < MDD**
Need for treatment* 9.13 ± 3.03 10.32 ± 2.75 12.00 ± 1.93 SCH < BD*; SCH < MDD*
Presence/outcome of illness*** 7.18 ± 2.96 9.16 ± 2.63 10.88 ± 2.73 SCH < BD**; SCH < MDD***
*p < 0.05; **p < 0.01; ***p < 0.001, using the ANCOVA; †Controlling age at onset and cognitive functions (scores on the MoCA and FAB) in the analysis; 
‡Comparison of different patient groups with regard to the subscale score in the SAIQ; the worry subscale include items 2, 3, 4, 5, 6, 7, 14; the need for 
treatment subscale include items 1, 10, 11, 12, 15; and the presence/outcome of illness subscale include items 8, 9, 13, 16, 17 of the SAIQ; the right side 
column lists the patient groups that have significant differences in subscale factors in the SAIQ in multiple comparisons; §Data are presented with mean±SD. 
SCH, schizophrenia; BD, bipolar I disorder; MDD, major depressive disorder; SD, standard deviation; ANCOVA, analysis of covariance; MoCA, Montreal 
Cognitive Assessment; SAIQ, self-appraisal of illness questionnaire; FAB, frontal assessment battery
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and activity levels and overestimate their abilities. Mania refers 
to elation of mood, acceleration of thinking, and hyperactivity. 
Although it may be described as a different state from normal, 
it is rarely complained of by the patient as a symptom. In 
contrast, the patient may have a sense of expectation that his/
her life is full and successful. For this reason, the patients are 
reluctant to take medications or to report their condition to the 
doctor and do not worry about troubles in their daily living. 
Moreover, the bipolar patients are prone to underestimating 
the illness severity, as shown in the result of item 17 “How ill 
do you think you are?”

The disadvantage of this study is the heterogeneous 
participants including patients with three psychiatric disorders. 
The associative factors of insight in different diagnostic patient 
group are suggested to be inconsistent. This may cause difficulties 
in results analysis and interpretation. Factor like longer duration 
of illness, it is reported to be correlated with better insight in 
patients with SCH [39] and those with BD [11], but no association 
existed with those with MDD [15]. As for the factor of executive 
function, the literature suggests that better executive function is 
associated with better insight in patient with SCH [4, 5], and that 
the roles of executive function on insight in patients with bipolar 
disorder and those with MDD are unclear. Studies on correlates 
of insight in major psychiatric disorders have yielded inconsistent 
results. Insight is a complex multidimensional phenomenon and 
one major reason for uncertainty is the difficulty to translate 
complex phenomenon like insight into empirical measurements. 
The different measurements capture different dimensions of 
insight. On the contrary, to appropriately evaluate patients’ 
neurocognitive functions and symptomatology becomes the 
advantage of our real-world study. We can control those variables 
with the appropriate analysis methods.

Study limitations
The readers are warned against overinterprete the study 

data because this study has five limitations in terms of data 
generalization:
•    This study is a cross-sectional assessment. But, it does not 

shed light on the dynamic nature of insight.
•    The sample was collected from the psychiatric ward and 

outpatients through a convenient rather than random 
method. Thus, the results may not be generalizable to all 
patients.

•    A self-report questionnaire cannot capture the way that 
patients with psychiatric disorders objectively understand 
and feel about their illnesses.

•    In this study, we did not divide people with mood disorders 
with or without psychotic symptoms. According to previous 
studies, the insight level differs between major depression 
with and without psychotic features [16].

•    The sample size of this study was small.

Even with those limitations, we consider the results of this 
study valuable for future references. We attempted to minimize 
the effect of heterogeneous participants. No differences existed 
among the three patient groups with regard to demographics 

and characteristics, such as illness severity (Table 1). The 
confounding factors, such as age at onset, cognitive function, 
and executive function, were controlled when doing the statistical 
analysis. This study in Taiwan was of a naturalistic study design, 
reflecting the real world scenario of insight. Moreover, important 
information on the insight into illness in patients with SCH, BD, 
and MDD was obtained, and the findings of this study might offer 
further to physicians’ clinical judgment and treatment.

Summary
The results of this study revealed that differences existed 

in insight among patients with SCH, those with BD, and those 
with MDD after controlling for the patients’ age at onset and 
cognitive functions. Some differences were also identified in 
the subscale analysis. Patients with MDD had significantly 
higher insight than those with bipolar disorder and those with 
SCH. No significant difference existed between patients with 
SCH and those with BD with regard to general insight. We 
noted some discrepancies among the three major psychiatric 
disorders in the results of the subscale analysis. Further study is 
needed to focus on the characteristics of insight and awareness 
into individual mental illness.

Acknowledgment
An earlier version of this paper was presented at the 7th 

World Congress of Asian Psychiatry, 21–24 February, 2019, 
Sydney, Australia.

Financial Support and Sponsorship
Nil.

Conflicts of Interest
There are no conflicts of interest.

References
1. Amador XF, Strauss DH, Yale SA, et al.: Assessment of insight in 

psychosis. Am J Psychiatry 1993; 150: 873-9.
2. Amador XF, Flaum M, Andreasen NC, et al.: Awareness of illness 

in schizophrenia and schizoaffective and mood disorders. Arch Gen 
Psychiatry 1994; 51: 826-36.

3. Erol A, Delibas H, Bora O, et al.: The impact of insight on social 
functioning in patients with schizophrenia. Int J Soc Psychiatry 2015; 
61: 379-85.

4. Aleman A, Agrawal N, Morgan KD, et al.: Insight in psychosis and 
neuropsychological function: meta-analysis. Br J Psychiatry 2006; 
189: 204-12.

5. Nair A, Palmer EC, Aleman A, et al.: Relationship between cognition, 
clinical and cognitive insight in psychotic disorders: a review and meta-
analysis. Schizophr Res 2014; 152: 191-200.

6. Silva Rde A, Mograbi DC, Bifano J, et al.: Insight in bipolar mania: 
evaluation of its heterogeneity and correlation with clinical symptoms. J 
Affect Disord 2016; 199: 95-8.

7. Ghaemi SN, Rosenquist KJ: Is insight in mania state-dependent?: a 
meta-analysis. J Nerv Ment Dis 2004; 192: 771-5.

8. de Assis da Silva R, Mograbi DC, Camelo EV, et al.: The influence 
of current mood state, number of previous affective episodes and 
predominant polarity on insight in bipolar disorder. Int J Psychiatry Clin 
Pract 2017; 21: 266-70.

9. Yen CF, Chen CS, Ko CH, et al.: Changes in insight among patients 
with bipolar I disorder: a 2-year prospective study. Bipolar Disord 
2007; 9: 238-42.



Huang and Chang: Insight in patients with schizophrenia and mood disorders

98 Taiwanese Journal of Psychiatry (Taipei)  Volume 33, Issue 2, April-June 2019

10. Martínez-Arán A, Vieta E, Reinares M, et al.: Cognitive function across 
manic or hypomanic, depressed, and euthymic states in bipolar disorder. 
Am J Psychiatry 2004; 161: 262-70.

11. Yen CF, Chen CS, Yeh ML, et al.: Correlates of insight among patients 
with bipolar I disorder in remission. J Affect Disord 2004; 78: 57-60.

12. Pini S, Cassano GB, Dell’Osso L, et al.: Insight into illness in 
schizophrenia, schizoaffective disorder, and mood disorders with 
psychotic features. Am J Psychiatry 2001; 158: 122-5.

13. Dell’Osso L, Pini S, Cassano GB, et al.: Insight into illness in patients 
with mania, mixed mania, bipolar depression and major depression with 
psychotic features. Bipolar Disord 2002; 4: 315-22.

14. Yen CF, Chen CC, Lee Y, et al.: Insight and correlates among outpatients 
with depressive disorders. Compr Psychiatry 2005; 46: 384-9.

15. He H, Chang Q, Ma Y: The association of insight and change in 
insight with clinical symptoms in depressed inpatients. Shanghai Arch 
Psychiatry 2018; 30: 110-8.

16. Peralta V, Cuesta MJ: Lack of insight in mood disorders. J Affect Disord 
1998; 49: 55-8.

17. Saravanan B, Jacob KS, Prince M, et al.: Culture and insight revisited. 
Br J Psychiatry 2004; 184: 107-9.

18. Lin FS: Healers or patients: the shamans’ roles and images in Taiwan. 
Bull Instit History Philol Acad Sinica (Taipei) 2005; 76: 511-68.

19. American Psychiatric Association: The Diagnostic and Statistical 
Manual of Mental Disorders. 5th ed. Arlington, Virginia, USA: 
American Psychiatric Publishing, 2013.

20. Kao YC, Liu YP: The clinical applicability of the self-appraisal of 
illness questionnaire (SAIQ) to chronic schizophrenic patients in 
Taiwan. Psychiatr Q 2010; 81: 215-25.

21. Marks KA, Fastenau PS, Lysaker PH, et al.: Self-appraisal of illness 
questionnaire (SAIQ): relationship to researcher-rated insight and 
neuropsychological function in schizophrenia. Schizophr Res 2000; 
45: 203-11.

22. Yen CF, Yeh ML, Chong MY, et al.: A multidimensional assessment of 
insights in schizophrenic patients. Kaohsiung J Med Sci 2001; 17: 253-60.

23. Olaya B, Marsà F, Ochoa S, et al.: Development of the insight scale 
for affective disorders (ISAD): modification from the scale to assess 
unawareness of mental disorder. J Affect Disord 2012; 142: 65-71.

24. Kay SR, Fiszbein A, Opler LA: The positive and negative syndrome 
scale (PANSS) for schizophrenia. Schizophr Bull 1987; 13: 261-76.

25. Young RC, Biggs JT, Ziegler VE, et al.: A rating scale for mania: 
reliability, validity and sensitivity. Br J Psychiatry 1978; 133: 429-35.

26. Hamilton M: A rating scale for depression. J Neurol Neurosurg 
Psychiatry 1960; 23: 56-62.

27. Guy W: Clinical Global Impressions. ECDEU Assessment Manual for 
Psychopharmacology. Rockville, Maryland, USA: National Institute of 
Mental Health, 1976.

28. Chen JH, Chen HY: Wechsler Adult Intelligence Scale‑ (Chinese 
version): administration and Scoring Manual. 3rd ed. Taipei: Chinese 
Behavioral Science Corporation, 2002.

29. Dubois B, Slachevsky A, Litvan I, et al.: The FAB: a frontal assessment 
battery at bedside. Neurology 2000; 55: 1621-6.

30. Wang TL, Hung YH, Yang CC: Psychometric properties of the 
Taiwanese (Traditional Chinese) version of the frontal assessment 
battery: a preliminary study. Appl Neuropsychol Adult 2016; 23: 11-20.

31. Nasreddine ZS, Phillips NA, Bédirian V, et al.: The montreal cognitive 
assessment, MoCA: a brief screening tool for mild cognitive impairment. 
J Am Geriatr Soc 2005; 53: 695-9.

32. Tsai CF, Lee WJ, Wang SJ, et al.: Psychometrics of the montreal 
cognitive assessment (MoCA) and its subscales: validation of the 
Taiwanese version of the MoCA and an item response theory analysis. 
Int Psychogeriatr 2012; 24: 651-8.

33. Morrissette JL, McDermott MP: Estimation and inference concerning 
ordered means in analysis of covariance models with interactions. J Am 
Stat Assoc 2013; 108: 832-9.

34. Michalakeas A, Skoutas C, Charalambous A, et al.: Insight in 
schizophrenia and mood disorders and its relation to psychopathology. 
Acta Psychiatr Scand 1994; 90: 46-9.

35. Ramachandran AS, Ramanathan R, Praharaj SK, et al.: A cross-
sectional, comparative study of insight in schizophrenia and bipolar 
patients in remission. Indian J Psychol Med 2016; 38: 207-12.

36. Hirschfeld RM, Keller MB, Panico S, et al.: The national depressive and 
manic-depressive association consensus statement on the undertreatment 
of depression. JAMA 1997; 277: 333-40.

37. Shen WW: Antidepressants are under-used in Taiwan. Taiwanese J 
Psychiatry 2004; 18: 77-8.

38. da Silva Rde A, Mograbi DC, Camelo EV, et al.: Insight in bipolar 
disorder: a comparison between mania, depression and euthymia using 
the insight scale for affective disorders. Trends Psychiatry Psychother 
2015; 37: 152-6.

39. Xiang YT, Wang Y, Wang CY, et al.: Association of insight with 
sociodemographic and clinical factors, quality of life, and cognition in 
Chinese patients with schizophrenia. Compr Psychiatry 2012; 53: 140-4.




