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Abstract 
O b j e c t i v e : A f o u r - w e e k longitudinal study was 

conducted to assess the relationship between insight, 
p s y c h o p a t h o l o g y and t r e a t m e n t c o m p l i a n c e in 
schizophrenia. 

Method: The study was conducted using Insight and 
Treatment Attitude Questionnaire (ITAQ), Positive and 
Negative Syndrome Scale (PANSS) and Medication 
Adherence Rating Scale (MARS). The sample comprised 
50 patients with schizophrenia diagnosed according to 
research criteria of the International Classification of 
Diseases (ICD-10), with a mean duration of illness of 5.32 
years. 

Results: Substantial psychopathology was observed 
at intake and it improved significantly at the end of four 
weeks. Similar changes were observed in the score of 
insight and of compliance over four weeks. The insight 
and the compliance were positively correlated to each 
other at the beginning and at the end of four weeks. Both 
of these were negatively correlated with psychopathology 
scores on both occasions. 

Conclusion: Insight and psychopathology remain 
important determinants of treatment compliance in schiz
ophrenia over short term and long term follow up. 

Key w o r d s : Insight ; Comp l i ance ; Psychopatho logy ; 

Schizophrenia. 

Introduction 
Insight has been an important but an elusive phenomenon 

in clinical psychiatry. While earlier authors viewed insight as 

a theoretical concept, recently there has been an attempt to 

measure this phenomenon and a number of standardised 

instruments are now available for this purpose. One of the 

several research enquiries about insight has been to study 

the correlation and utility of this concept in clinical practice. 

In keeping with this issue, assessment of insight has long 

been considered useful to predict treatment adherence in 

psychosis. 

Compliance with treatment is a clinically relevant issue in 

the management of schizophrenia. Non-compliance increases 

the risk of relapse,'2 likelihood of hospital admissions and 
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longer duration of admission when admitted.3 It is believed 

that patients with schizophrenia following a successful course 

of treatment may gain awareness of their illness status, and 

if so, they also show better compliance with treatment in the 

short term45 and sometimes in the long term6 8 too. 

The majority of studies have reported a positive relation 

between insight, psychopathology and treatment compli

ance.6 1 0 However, some other studies have not reported 

SO.5 ' 1 1 

It is possible that the association between insight and 

compliance, both being complex bio-psychosocial phenom

ena, varies in different cultures. To our knowledge, there are 

hardly any reports from India about the relationship between 

insight, psychopathology and compliance. We propose a 

hypothesis that the level of awareness is inversely related to 

psychopathology, and this relationship influences treatment 

adherence in schizophrenia and that the associations can be 

shown, even over a relatively short period of four weeks. 

The present study was carried out to test the above 

stated hypothesis as to the relationship between insight, 

psychopathology and treatment compliance in patients 

with schizophrenia in the outpatient setting of a psychiatric 

hospital. 

Method 
Patients attending the outpatient department (OPD) at The 

Institute of Human Behaviour and Allied Sciences (IHBAS) 

went through a brief evaluation conducted by a qualified 

psychiatrist in the walk-in clinic. Then, a detailed assessment 

was carried out on a pre-arranged date and the case was 

discussed with a consultant. 

For recruitment in this study, patients were screened on 

alternate days by one of the authors (VB) after the detailed 

assessment. All the patients were selected from the OPD 

as it was intended to assess treatment compliance of the 

patients living with family. Every first and third patient fulfilling 

the inclusion and exclusion criteria was recruited to the study. 

All the patients were on medication at the time of recruitment 

with a mean duration of current treatment of 10 weeks. 

Fifty adult patients who satisfied the diagnostic criteria of 

research (ICD-10-DCR)12 for schizophrenia, and the inclu

sion and exclusion criteria as well, were finally recruited to the 

study. Patients suffering from serious physical, neurological 

conditions, co-morbid psychiatric disorders and substance 

abuse or dependence (except nicotine) were excluded from 

the study. The patients with co-morbid substance abuse 

or dependence were not included as these disorders can 

influence psychopathology, insight and compliance. Writ

ten informed consent was obtained from all the patients and 

no patient was offered any incentive (monetary or any other 

kind). 
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Table 1: Psychopathology, insight and compliance at first and second 

visit and its change over four weeks duration 

Table 2: Correlation analysis of psychopathology, insight and compliance 

on first visit 

PANSS 

positive 

PANSS 

negative 

PANSS general 
psychopathology 

Insight (ITAQ) 

Compliance 
(MARS) 

First visit 
Mean 
12.36 

14.02 

24.36 

12.52 

5.7 

SD 
5.96 

6.28 

5.10 

5.36 

2.43 

Second visit 
Mean SD 
11.12 5.73 

13.04 5.94 

21.80 5.16 

14.56 5.49 

7.1 2.47 

t 

5.67 

4.84 

9.76 

-6,03 

-9.8 

df 

49 

49 

49 

49 

49 

sig 

0.000 

0.000 

0.000 

0.000 

0.000 

The patients were assessed twice. The first assessment 

was carried out after the detailed assessment in outpatient 

department and the second assessment was carried out at 

the end of four weeks during follow-up. Sociodemographic 

information was collected using a semi-structured proforma. 

Insight was assessed using Insight and Treatment Attitude 

Questionnaire (ITAQ),13 psychopathology was assessed 

with Positive and Negative Syndrome Scale (PANSS)14 and 

compliance was measured using the Medication Adherence 

Rating Scale (MARS).15 A semi-structured proforma was 

used to assess compliance on the second visit as reported 

by relatives of the patients in order to corroborate and to get 

objective evidence of the treatment adherence. 

ITAQ is an 11 item rating scale to evaluate a patient's 

recognition of their past and present illness, the possibil

ity of having mental illness in the future and the need for 

continued treatment. PANSS is a 30 item rating scale which 

rates psychopathology along a seven-point continuum and 

has three subscales, namely positive, negative and general 

psychopathology subscales. MARS is a 10 item rating scale 

requiring yes/no responses and concentrates on different 

aspects indicating compliance, ie. medication adherence 

behaviour, attitude to taking medication, negative side effects 

and attitude to psychotropic medication. 

Data were analysed using Statistical Package for Social 

Sciences (SPSS: version 10). As the data were normally 

distributed, a paired sample t-test of all the measures was 

done to find out whether they showed a significant change 

over the study period or not. Pearson correlation analysis 

was performed between variables at the first, as well as 

the second assessment to find out correlation between the 

variables. Stepwise logistic regression was applied with 

compliance as dependent variable and insight, psychopa

thology, age, sex, age of onset and duration of illness as 

independent variables. 

Results 

Mean age of the patients was 30.52 years (SD = 8.48). 

Thirty-three patients were males and 17 were females. 

Sixty-four percent of the patients were married, 3 4 % were 

unmarried while 2 % were separated. Mean age of onset of 

illness was 24.89 years (SD = 8.28) while mean duration 

of illness was 5.32 years (SD =4.38). The mean duration of 

current treatment was 10 weeks. There was no significant 

PANSS positive 

PANSS negative 

PANSS general 

Insight (ITAQ) 

Compliance 
(MARS) 

PANSS 
positive 

-0.638** 

-0.645** 

PANSS 
negative 

-0.404** 

-0.440** 

"Correlation is significant at the 0.01 level (2-tailed) 

PANSS 
general 

-0.522** 

-0.675** 

Insight 
(ITAQ) 

0.798** 

Compliance 
(MARS) 

Table 3: Correlation analysis of psychopathology, insight and compliance 

on second visit 

PANSS positive 

PANSS negative 

PANSS general 

Insight (ITAQ) 

Compliance 
(MARS) 

PANSS 
positive 

-0.743** 

-0.778** 

PANSS 
negative 

-0.570** 

-0.513** 

"Correlation is significant at the 0.01 level (2-tailed) 

PANSS 
general 

-0.744** 

-0.676** 

Insight 
(ITAQ) 

0.896** 

Compliance 
(MARS) 

relationship between insight and age of onset or duration of 

illness. 

7ab/e 1 shows the mean PANSS positive, negative and 

general psychopathology, ITAQ and MARS scores meas

ured on the first and the second visit. It is evident that 

positive symptom score on the first visit was relatively low 

[mean = 1 2.36]. However on paired t-test, the scores were 

found to have decreased significantly further at the end of 

four weeks [1 2.36 ± 5.96 to 11.12 ± 5.73 (p = O.OOO)]. 

Similarly scores on negative and general psychopathology 

subscales decreased from 14.02 ± 6.28 to 13.04 ± 5.94 (p 

= O.OOO) and from 24.36 ± 5.10 to 21.80 ± 5.16 (p = O.OOO) 

respectively. 

Significant improvement was seen in the level of insight as 

measured on ITAQ and in compliance as measured on MARS 

over a period of four weeks. Mean insight score improved 

from 1 2.52 ± 5.36 to 14.56 ± 5.49 (p = O.OOO) over the 

study period and mean compliance score increased from 5.7 

± 2.43 to 7.1 ± 2.47 (p = O.OOO). The significant improvement 

in compliance as measured by MARS was also supported 

by the relatives' report of the patients' compliant behaviour 

over study duration. This was evident from the mean score 

of 24.64 ± 4.63 (about 8 0 % of the maximum possible score 

of 30) as assessed on the semi-structured proforma used for 

this purpose. 

Correlation analysis was performed in order to examine 

the association among the scores on the level of insight, 

psychopathology and compliance as shown in Tables 2 and 

3. Positive, negative and general psychopathology on first 

visit as measured on PANSS showed significant negative 
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Table 4: Stepwise logistic regression with compliance on first visit as 
dependent variable 

Table 5: Stepwise logistic regression with compliance on second visit as 
dependent variable 

Model 

1 

2 

3 

4 

R 

0.798 

0.853 

0.883 

0.897 

R Square d 

0.636° 1 

0.728" 1 

0.779" 1 

0.804" 1 

(1 df2 

48 

47 

46 

45 

F 

83.901 

62.793 

54.193 

46.251 

Sig 

0.000 

0.000 

0.000 

0.000 

a. Predictors: Insight [1st visit] 

b. Predictors: Insight General psychopathology [1st visit] 

c. Predictors: Insight, General psychopathology, Positive psychopathology [1st visit] 

d. Predictors: Insight, General psychopathology, Positive psychopathology, Negative psychopathology 

[1st visit]. 

Dependent Variable: Compliance on first visit 

correlation with insight (Pearson coefficient = -0.638, -0.404, 
-0.522 respectively, all highly significant at 0.01 level of 
significance) and compliance (Pearson coefficient = -0.645, 
-0.440, -0.675 respectively, all highly significant at 0.01 
level of significance). Similar correlations were observed at 
the second visit among these variables. Moreover, insight 
and compliance had a significant positive correlation with 
each other at the first (0.798), as well as at the second visit 
(0.896). 

Stepwise logistic regression was carried out with compli
ance as dependent variable and age of the patient, age of 
onset, duration of illness, gender, insight and psychopathol
ogy as independent variables with probability of F to enter 
< 0.05, probability of F to remove > 0.10 and minimum toler
ance = 0.001. On the first visit (see Table 4), four significant 
predictors of compliance emerged with overall multiple R 
of 0.897, which is significant at 0.000 levels. Insight being 
the most robust predictor of compliance entered the equa
tion at step one [R = 0.798 with F to enter at 83.901 which 
is significant at 0.000 level]. General psychopathology was 
the second most powerful predictor entered the equation at 
step two [R = 0.853 with F to enter at 62.793 which is again 
significant at 0.000 level]. The third most powerful predictor 
was positive psychopathology [R = 0.883 with F to enter at 
54.193 which is significant at 0.000 level]. Negative psycho
pathology was the fourth most powerful predictor and thus 
entered the equation at step four [R = 0.897 with F to enter 
at 46.251 which is significant at 0.000 level of significance]. 
This shows that all these variables accounted for 8 1 % vari
ance [R square = 0.804] in compliance on the first visit. 

Compliance at the second visit was kept as dependent vari
able with other variables as independent variables. Results 
(see Table 5) indicate that three significant predictors of 
compliance emerged with an overall multiple R of 0.976, 
which is significant at 0.000 levels. Compliance at first visit 
was the most powerful predictor of compliance at second 
visit and it entered the equation at step one [R = 0.915] with 
F to enter 247.533, significant at 0.000 level. Compliance 
reported by relatives was the second most powerful predictor 
[R = 0.973] with F to enter 415.817 again significant at 0.000 
level followed by insight on second visit [R = 0.976] with F 
to enter 304.255 significant at 0.000 level of significance. 

Model 

1 

2 

3 

R 

0.915 

0.973 

0.976 

R Square 

0.838* 

0.947" 

0.95? 

dft 

1 

2 

3 

df2 

48 

47 

46 

F 

247.533 

415.817 

304.255 

Sig 

0.000 

0.000 

0.000 

a. Predictors: Insight [1st visit] 

b. Predictors: Insight, General psychopathology [1st visit] 

c. Predictors: Insight, General psychopathology, Positive psychopathology [1st visit] 

Dependent Variable: Compliance on first visit 

Thus, this shows that these three variables accounted for 
around 96% variance [R square = 0.957] in compliance. The 
psychopathology scores on the second visit did not predict 
compliance to a significant level. 

Discussion 
This study was carried out to assess a short-term longi

tudinal relationship among insight, psychopathology, and 
compliance in patients with schizophrenia on outpatient 
follow up in a psychiatric hospital. 

We have been able to show that the level of awareness has 
an inverse relationship with psychopathology and that a posi
tive relationship existed between insight and compliance at 
the first, as well as the second visit. Moreover insight (63.6%) 
and psychopathology (16%) could predict treatment adher
ence at the first visit whereas compliance at baseline (83.8%) 
and to some extent insight could predict treatment adherence 
at the second visit after four weeks. 

These findings support a significant relationship between 
insight, psychopathology and compliance on the first visit. 
However, the relationship was partially stable over a period 
of four weeks to the extent that only insight continued to be 
associated with treatment adherence at four weeks. 

A similar kind of relationship over a period of four weeks 
has also been reported by a number of studies.4'6,16"18 Never
theless, there are other studies that have not shown such a 
relationship among insight, psychopathology and treatment 
adherence.11'9'20 The relationship among insight, psychopa
thology and treatment adherence could actually be complex 
and we would like to address this issue in order to explain 
variability of findings across studies. 

There are studies, which have recruited samples with heter
ogeneous diagnoses11,19,20 in contrast to ours, as well as of 
those where a homogenous sample of patients has been 
studied.13'2124 

The method used to assess insight varies across studies. 
There are studies that have not used any scale to assess 
insight.19 Few studies have used set of questions developed 
by the authors themselves on discrete items.21,25 There are 
other studies that have used structured instruments.6,18,22,24'26 

It is highly possible that the method used to assess insight 
could influence the results and the nature of association 
between insight and compliance. 

Insight has always been difficult to assess and might vary 
across difficult cultures. In our culture, psychiatric illness is 
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often not viewed in the usual disease models prevalent in 

western culture, probably because of marked variation in 

mental health literacy, as well as attitudes and beliefs in the 

health models.27 

Fever, pain, cough and all physical sufferings are regarded 

as morbid condi t ions. In contrast , psycholog ica l and 

emotional problems are construed as influences of the evil 

spirits, consequences of the wrong deeds in the previous life, 

or sometimes as dramatised behaviour. It has been suggested 

that in our culture mental problems could be better accepted 

in terms of levels of dysfunction than the western model of 

illness with signs and symptoms. In this regard, there can be 

no doubt that the use of any western instrument could raise 

questions about the validity of measuring insight in patients 

with psychosis in our population.27 However, we chose ITAQ 

in our study as it avoids words like 'psychiatric symptoms' 

and 'illness' and mainly asks questions about problems. 

Certain studies have examined the relationship between 

insight and compliance only cross-sectionally, while some 

others have examined the relationship over a short period417'28 

and several others over long periods.7'10,13,25 The relationship 

remains positive and unidirectional in studies with cross-

sectional design or short time frame like four weeks. However, 

the relationship becomes complex and tenuous over long 

term.13 

Finally, the results might also differ depending upon the 

phase of illness. Since the patients in our study were stable 

on follow-up in the outpatient clinic, there was a positive rela

tionship between insight and compliance while in the studies 

conducted with the patients in acute phase of illness, the 

relation was found to be complex.24 

Our study has certain limitations. The sample size was 

rather small which was unavoidable because of practical 

constraints. The study period of four weeks was relatively 

short to examine the relationship between insight and 

compliance in schizophrenia. While this could be true from 

a conceptual understanding of schizophrenia, a number of 

recent studies have carried out short-term examination of this 

relationship. The consistent findings of those studies encour

aged us to keep a period of four weeks for this study. 

We excluded alcohol and drug dependence in our subjects 

in order to ensure homogeneity of the sample. It is possible 

that the level of purity of the sample has limited the generalis-

ability of our findings in general psychiatric practice. However, 

the commonest (67%) substance use in psychosis has been 

reported to be nicotine dependence29 and such patients were 

included in our study. Dependence on other substances may 

clinically influence psychopathology, treatment response and 

also the level of awareness of illness, so they were excluded. 

Our baseline symptom score was rather low and the 

reduction of less than one point in the positive and negative 

subscale of PANSS is not likely to be clinically significant. 

This could be because most of our patients had already been 

on treatment over a mean period of 10 weeks before recruit

ment to the study. 

We conclude that insight and psychopathology remain 

important determinants of treatment compliance in schizo

phrenia over short term and long term follow up. It is always 

necessary to accurately assess insight in the background of 

the local cultural context and to keep the dynamic nature of 

insight and compliance in mind. Future studies should try to 

assess awareness of illness in culturally sensitive ways and 

determine its relative contribution among the host of determi

nants of treatment adherence. 
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