
ABSTRACT
Background: Studies comparing insight toward illness in patients with bipolar I disorder manic episode 
and in patients with major depressive disorder are scarce. The aim of this study was to investigate the 
attitudes and insight of patients with bipolar I disorder in manic episode and in patients with major 
depressive disorder. 
Methods: In total, 86 patients were recruited, including 52 inpatients with bipolar I disorder in manic 
episodes and 34 inpatients with major depressive disorder. Attitudes toward illness were evaluated 
using the Self-Appraisal of Illness Questionnaire. Higher Self-Appraisal of Illness Questionnaire scores 
indicate better awareness and positive attitudes toward one’s illness. Insights were assessed using 
the Insight Scale for Affective Disorders. Higher scores indicate poorer insight. To identify group 
differences, we used Mann–Whitney U test for statistical analysis.
Results: In the Self-Appraisal of Illness Questionnaire, items 1, 2, 3, 4, 6, 7, 10, 15, and 17 showed 
significantly lower scores in patients with bipolar I disorder than those with major depressive disorder 
(P < .05). All 3 subscales (presence/outcome of illness, need for treatment, and worry) of the Self-
Appraisal of Illness Questionnaire revealed significantly lower scores in the bipolar I disorder group 
(P < .05). In the Insight Scale for Affective Disorders, items 3, 4, 12, and 16 showed significantly higher 
scores in the bipolar I disorder group (P < .05).
Conclusion: Patients with major depressive disorder had significantly more positive attitudes and 
greater insight than those with bipolar I disorder. Patients with bipolar I disorder are less aware of 
their symptoms, including changes in mood, speed of mental functioning, and social relationships. The 
clinicians may integrate the findings into treatment plans for mood disorders.

INTRODUCTION

Current studies generally acknowledge insight as a 
multidimensional phenomenon.1,2 Insight is defined as 
a patient’s degree of awareness of having a disorder, 
awareness of the efficacy of medication, and awareness 
of the social consequences of having a disorder.2,3 Several 
scales, such as the Scale to Assess Unawareness of Mental 
Disorder (SUMD),4 Self-Appraisal of Illness Questionnaire 
(SAIQ),3 and Insight Scale for Affective Disorders (ISAD),2 
have been developed to estimate the multifaceted 
attitudes and insight into the illness of patients with 
schizophrenia and mood disorders.1

Bipolar I disorder (BD) is a major mental illness that 
involves disturbances of mood, activity, sleep, energy, and 
behavior, all of which cause patients to have difficulties 

in maintaining employment and appropriate interpersonal 
relationships.5 It is important to recognize the lack of insight 
in patients with BD, as well as its effect on poorer adherence 
to treatment.6,7 A study from Medina et al8 demonstrated 
that poorer insight was correlated with a negative attitude 
toward medications. It has been suggested that insight 
scores are associated with medication adherence at both 
the index and 1-year follow-up interviews.9,10 Furthermore, 
insight into illness is regarded as state dependent during 
BD.11,12 Greater impairments in insight were observed 
during pure manic episodes than during mixed episodes, 
depressive episodes, or euthymia. Depressive symptoms 
in BD have also been found to be associated with better 
insight.7 Manic symptoms, such as elevated mood, speech, 
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and thought disorder, and increased energy, have been 
observed to be correlated with worsened insight.1

Major depressive disorder (MDD) is constantly undertreated 
because of under-acknowledgment, under-prescription, 
and poor follow-up care.13 Yen et al suggested that 
insight into the awareness of the illness was greater in 
patients with depression at younger ages and more severe 
depressive symptoms. The insight domain on the need for 
treatment was also higher in people with MDD.14,15 Severe 
anxiety symptoms and frequent previous hospitalization 
for depression were also related to better insight into 
illness among the inpatients with severe MDD.6

Most of the previous studies have investigated group of 
patients with either BD or MDD. To date, studies focused 
on comparisons of insight between both patient groups 
are scarce. Therefore, we aimed to measure and compare 
the levels of attitude and insight in subjects both with BD 
and MDD.

MATERIAL AND METHODS

Participants

Eighty-six inpatients diagnosed with BD and MDD were 
recruited from the acute psychiatric ward of a medical 
center in Taiwan from December 2017 to November 2019. 
Among the included patients, 52 (60.5%) patients had a 
diagnosis of BD and 34 (39.5%) had a diagnosis of MDD. 
All of the participants with BD were in manic episodes 
at the time of admission. All diagnoses were ascertained 
in accordance with the fifth edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-5)16 and 
following a review of the patient’s medical records by a 
senior psychiatrist. The inclusion criteria were as follows: 
(1) age 18-75 years, (2) primary clinical diagnosis of BD 
and MDD, and (3) able to cooperate with interviews. 
Participants who had comorbid substance use disorder, 
intellectual disabilities, neurological or medical conditions 
that cause cognitive impairment or organic mental 
disorder were excluded. During the investigation period, 
all participants received their usual daily treatment. The 

study was approved by Ethics Committee of Changhua 
Christian Hospital (Approval No: 171108, Date: December 
1, 2017). All participants provided written informed 
consent.

Attitude Assessment

We measured the attitudes toward illness with the 
Taiwanese version of the SAIQ.3,17 This is a 17-item self-
report instrument used to measure attitudes toward 
mental illness and the experience of psychiatric treatment. 
The SAIQ comprises 3 dimensions, including the presence/
outcome of illness, need for treatment, and worry. These 
three dimensions in the sequence represent awareness of 
having a disorder (presence/outcome of illness), attitudes 
toward treatment (need for treatment), and awareness of 
the social consequences of having a mood disorder (worry). 
The participants are asked to rate how highly they agree 
with each statement using a 4-point Likert scale, ranging 
from 0, “strongly disagreed,” to 3, “strongly agreed.” 
Higher SAIQ total scores indicate better awareness and 
positive attitudes toward one’s psychiatric illness. In 
this study, the internal consistency was acceptable, and 
Cronbach’s alpha was 0.902 for the entire scale, 0.812 
for the presence/outcome of illness subscale, 0.702 for 
the need for treatment subscale, and 0.895 for the worry 
subscale.

Insight Assessment

We assessed the clinical insight of participants using the 
ISAD.2 The ISAD, which was designed based on the SUMD,4 
has 17 items using a 6-point scale, as follows: 0 (absence 
of symptoms or cannot be evaluated), 1 (full awareness), 
3 (moderate awareness), to 5 (absence of awareness), 
with higher scores indicating poorer insight. The ISAD 
comprises general items (items 1 to 3) to assess awareness 
of suffering from the disorder, awareness of the efficacy 
of medications, and awareness of the social consequences 
of the disorder, respectively. Items 4 to 17 assess the 
awareness of individual symptoms in either BD or MDD. The 
ISAD is a reliable and valid rating scale of insight among 
patients with mood disorders. The internal consistency 
was good, and Cronbach’s alpha was 0.844 for the entire 
scale.

Clinical Assessment

The overall illness severity and improvement were 
evaluated by Clinical Global Impressions Scale-Severity 
(CGI-S) and Clinical Global Impressions Scale-Improvement 
(CGI-I),18 respectively, where a higher CGI-S score indicates 
a more severe illness condition and a lower CGI-I score 
indicates a better improvement after treatment. We also 
evaluated subjects using scales of the Young Mania Rating 
Scale (YMRS)19 for people with BD, and 17 items of the 
Hamilton Depression Rating Scale (HAMD-17)20 for people 
with MDD. The total score of YMRS ranges from 0 to 60. 

MAIN POINTS

• Attitude and insight toward illness of patients with a major 
depressive disorder are significantly greater than those 
with bipolar I disorder.

• Patients with bipolar I disorder have poorer awareness 
of the consequences of the illness on work, family, and 
social life and have rather comparable awareness of being 
affected by an affective disorder as well as treatment 
efficacy for symptoms compared to patients with major 
depressive disorder regarding the insight.

• Patients with bipolar I disorder are less aware of their 
own symptoms than those with major depressive disorder, 
including changes in mood, speed of mental functioning, 
and social relationships.
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The scores for the severity of manic symptoms ≤6 indicate 
euthymia, from 7 to 20 indicate a milder manic episode, and 
>20 indicate an acute manic episode. The HAMD-17 offers 
a measure of depression severity with a total score ranging 
from 0 to 52. The cutoff scores for severity ≤7 indicate 
no depression, from 8 to 17 indicate a minor depressive 
episode, and ≥18 indicate major depression. The cognitive 
function and executive function were assessed for each 
patient using the Montreal Cognitive Assessment (MoCA)21 
and the frontal assessment battery (FAB).22 The MoCA 
scores range from 0 to 30, evaluating 7 cognitive domains, 
including visuospatial/executive functions, naming, verbal 
memory registration and learning, attention, abstraction, 
5-minute delayed verbal memory, and orientation, with a 
higher score representing a superior cognitive function. 
The FAB scores range from 0 to 18, assessing 6 domains 
of executive function, including conceptualization, mental 
flexibility, motor programming, sensitivity to interference, 
inhibitory control, and environmental autonomy, with a 
higher score representing a superior executive function.

Data Analysis

The demographic data are presented as frequencies, 
percentages, and median (range). All data were analyzed 
using the Statistical Package for Social Sciences (SPSS) 
version 22.0 (IBM SPSS Corp.; Armonk, NY, USA). The 
assumption of a normal distribution of the variables was 
verified using the Kolmogorov–Smirnov test, which showed 
a violation. Therefore, we used the non-parametric test 
to evaluate the data. We compared the demographics of 
patients with BD and MDD using the Mann–Whitney U test 
for continuous variables and Pearson’s chi-square test for 
categorical variables. To identify group differences in the 
individual item and subscales of SAIQ and ISAD, we used 
Mann–Whitney U test in statistical analysis. The differences 
between groups were considered significant when P < .05.

RESULTS

Demographics of the Participants

There were no statistically significant differences in sex, 
age, educational level, marital status, family history, 
physical comorbidity, CGI-S, CGI-I, MoCA, and FAB between 
the 2 groups. The age at onset was significantly younger 
in patients with BD (P = .045). The duration of illness was 
significantly longer in patients with BD (P = .021). The 
number of hospitalizations was significantly greater in 
patients with BD than in those with MDD (P = .001). The 
patients’ demographics are shown in Table 1.

Comparison of Bipolar I Disorder and Major Depressive 
Disorder for SAIQ

Table 2 lists the group differences in the individual item 
and subscales of the SAIQ. Of the 17 items, items 1, 2, 3, 4, 
6, 7, 10, 15, and 17 showed significantly lower scores (more 

negative attitude) in patients with BD than in those with 
MDD. All 3 subscales in the SAIQ revealed a significantly 
lower score (more negative attitude) in patients with BD 
than in those with MDD.

Comparison of Bipolar I Disorder and Major Depressive 
Disorder for ISAD

Table 3 lists the group differences in the individual item 
and subscales of the ISAD. Of the 17 items, items 3, 4, 
12, and 16 showed significantly higher scores (indicated 
poorer insight) in patients with BD than in those with 
MDD. Both subscales (general and awareness items) in the 
ISAD showed significantly higher scores (poorer insight) in 
patients with BD than in those with MDD.

DISCUSSION

The main finding of this study was that either global 
attitude toward illness or global insight of patients with 
BD was significantly worse than in those with MDD. Some 

Table 1. Comparison of the Clinical Characteristics of 
Patients with Bipolar I Disorder and Major Depressive 
Disorder, Presented by Frequency, Percentage, or Median 
(Range)

BD (n = 52) MDD (n = 34) P

Sex, male (%) 26 (50.0%) 15 (44.1%) .593

Age, years 49 (21-67) 47 (18-66) .898

Education, years 12 (6-16) 12 (6-18) .527

Occupation, yes (%) 27 (51.9%) 20 (58.8%) .530

Marital status, married (%) 28 (53.8%) 13 (38.2%) .227

Family history, yes (%) 34 (65.4%) 20 (58.8%) .538

Medical comorbidity, yes (%) 28 (53.8%) 21 (61.8%) .468

 Hypertension 15 (28.8%) 9 (26.5%) .810

 Diabetes mellitus 11 (21.2%) 4 (11.8%) .262

 Hyperlipidemia 8 (15.4%) 7 (20.6%) .534

Age at onset 27 (14-53) 32 (16-60) .045*

Duration of illness, years 19 (1-49) 12 (2-43) .021*

Number of hospitalizations 7.5 (2-25) 5 (2-25) .001**

Time of the last 
hospitalization, months

14 (2-185) 20.5 (2-240) .398

YMRS 12 (0-37)

HAMD 16 (6-27)

CGI-S 4 (3-6) 4 (3-6) .327

CGI-I 3 (1-4) 3 (2-4) .448

MoCA 22.5 (8-29) 22.5 (12-30) .436

FAB 13 (4-18) 14 (9-18) .051

*P < .05; **P < .01 using a chi-square test or Mann–Whitney U test 
when appropriate. 
BD, bipolar I disorder; CGI-I, clinical global impressions scale-
improvement; CGI-S, clinical global impressions scale-severity; FAB, 
frontal assessment battery; HAMD, Hamilton Depression Rating Scale; 
MDD, major depressive disorder; MoCA, Montreal Cognitive 
Assessment; YMRS, Young Mania Rating Scale.
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differences have existed in the subscale analysis between 
the 2 major psychiatric disorders.

Self-Appraisal of Illness Questionnaire (Attitudes, 
Self-Reported)

In the SAIQ scale, items 1, 2, 3, 4, 6, 7, 10, 15, and 17 
showed significantly lower scores (more negative attitude) 
in patients with BD than in those with MDD. Additionally, 
in the subscale comparison, all 3 subscales in the SAIQ 
revealed significantly lower scores (more negative attitude) 
in patients with BD than in those with MDD.
Regarding the Presence/Outcome of Illness subscale and its 
items (Table 2), the patients with BD felt significantly less 
ill compared to those with MDD (item 17). This may be due 
to more impaired awareness of the disease severity among 
manic patients themselves, in that acute manic patients 
usually underestimate the severity of their condition. 
However, both patient groups showed similar attitudes 
with “believing that the condition will go away by itself” 
(item 8), “believing there is no doubt that they will be 
better someday” (item 9), and “they would do fine if they 
discontinued treatment today” (item 13). All the above 3 

item scores rated close to 2 (disagree). We speculated that 
the attitude regarding the presence/outcome of illness in 
patients with BD was improved after the conditions had 
stabilized during the hospitalization, bringing the results 
closer to those of patients with MDD.

In the need for treatment domain and its individual 
items (Table 2), patients with BD showed significant 
differences and tended to disagree with “other person’s 
first recommendation for the present treatment” (item 1), 
tended to disbelieve that current treatment is necessary 
(item 10), and tended to disagree that they required 
psychiatric treatment (item 15). These phenomena may 
be due to the manic patient’s inflated self-esteem and 
grandiosity. Most patients with BD have an exaggerated 
sense of well-being and self-confidence, which may 
extend to grandiosity.24 Thus, the patient may consider 
that their life is satisfying and successful and refused to 
take medication. On the other hand, it has been proven 
that a significant connection between improved symptoms 
and better insight after treatment was received in the 
BD.11,12,15 Thus, after treatment, increased insight might 
lead patients to really experience symptoms of illness 

Table 2. Comparison of Item Score in the Self-Appraisal of Illness Questionnaire in Patients with Bipolar I Disorder and 
Major Depressive Disorder, Median (Range)

Item in SAIQ BD MDD P

1. Other person’s first recommendation for present treatment** (factor 2) 2 (0-3) 2 (0-3) .006

2. How much you tend to worry?* (factor 3) 1 (0-3) 2 (0-3) .031

3. Worried about your condition** (factor 3) 1 (0-3) 2 (0-3) .003

4. Worried about getting into trouble*** (factor 3) 1 (0-3) 2 (0-3) <.001

5. Worried about losing friends (factor 3) 1 (0-3) 1 (0-3) .056

6. Worried about being unable to work** (factor 3) 1 (0-3) 2 (0-3) .004

7. Worried about not recovering* (factor 3) 1.5 (0-3) 2.5 (0-3) .037

8. Condition will go away by itself (factor 1) 2 (0-3) 2 (0-3) .092

9. No doubt that I will be better someday (factor 1) 2 (0-3) 2 (0-3) .473

10. Believe that current treatment is necessary* (factor 2) 3 (0-3) 3 (0-3) .043

11.  If you had never experienced treatment, how do you think you would be 
right now? (factor 2)

2 (1-3) 2.5 (0-3) .142

12. Gain a lot from treatment (factor 2) 2 (0-3) 2 (2-3) .244

13. I will do fine if I discontinue treatment today (factor 1) 2 (0-3) 2 (0-3) .197

14. Your thoughts interfere with getting things done (factor 3) 1 (0-3) 2 (0-3) .102

15. My conditions require psychiatric treatment** (factor 2) 2 (0-3) 3 (2-3) .007

16. Experience symptoms of illness (factor 1) 2 (1-3) 2 (0-3) .054

17. How ill do you think you are?*** (factor 1) 1 (0-3) 2 (0-3) <.001

Subscale/factor

 1. Presence/outcome of illness* 9 (4-14) 11 (0-15) .019

 2. Need for treatment** 10 (4-15) 12 (7-15) .003

 3. Worry** 8 (0-21) 14.5 (0-21) .002

Total SAIQ score** 28.5 (10-49) 39 (9-49) .001

*P < 0.05; **P < 0.01; ***P < .001; P-values refer to the Mann–Whitney U test; a higher score indicates a more positive attitude toward illness; 
the presence/outcome of the illness subscale includes items 8, 9, 13, 16, and 17; the need for treatment subscale includes items 1, 10, 11, 12, 
and 15; and the worry subscale includes items 2, 3, 4, 5, 6, 7, and 14 of the SAIQ.
BD, bipolar I disorder; MDD, major depressive disorder; SAIQ, Self-Appraisal of Illness Questionnaire.
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more and believe to get benefits from treatment. This 
phenomenon has been shown from the results that there 
was no significant difference between both groups in 
“experiencing symptoms of illness” (item 16), and “gaining 
a lot from treatment” (item 12) in the participants with 
relatively stable conditions (YMRS = 12.90 ± 9.77) of this 
study. The anxiety symptoms of MDD include worrying, 
rumination, health anxieties, and panic attacks, which may 
lead to a higher need for seeking and agreeing to requiring 
treatment in patients (items 1, 10, 15).25 Meanwhile, the 
common feelings of despair may make these patients 
believe that they gained no obvious benefit from the 
treatment. Thus, they would tend to think that they did not 
gain a lot from treatment (item 12). This possible reason 
narrowed the differences in the questionnaire responses of 
both groups.
In the worry subscale, as revealed in the findings of the 
individual items (Table 2), the patients with BD were 
significantly less worried about their conditions (item 
3), getting into trouble (item 4), being unable to work 
(item 6), and not recovering (item 7). We speculated that 
these findings might be due to the fact that the patients 
with bipolar in the present study were in manic states, 
although they had been in relatively stable conditions. 

However, if their symptoms had not remised, they would 
still overestimate themselves and believe that they can 
handle all kinds of situations and not worry about troubles 
in their daily lives. In contrast, for patients with MDD, 
anxiety might increase the level of worry over many 
conditions, leading to greater differences between the 
2 patient groups.

Insight Scale for Affective Disorders (Insight, Clini cian- 
Admin ister ed)

Patients with BD showed significantly less awareness of 
the consequences of their illness in terms of work, family, 
and social life (item 3) (Table 3). This finding is similar to 
the results of the worry subscale in the self-administered 
scale (SAIQ). The manifestation of less awareness of social 
consequences may be explained by those BD patients less 
worried about the impact of illness on their psychosocial 
and occupational situations. The advantage of the self-
administered scale is that patients can express their inner 
thoughts during the process of filling in the answers. This 
finding was also comparable to those of the study by Silva 
et al,26 which suggested that patients with depressive 
temperament showed better insight, demonstrating a 
significant correlation between depressive temperament 

Table 3. Comparison of Item Score in the Insight Scale for Affective Disorders in Patients with Bipolar I Disorder and 
Major Depressive Disorder, Median (Range)

Item in ISAD BD MDD P

1. Awareness of suffering from an affective disorder 2.5 (1-5) 2 (1-4) .071

2. Awareness of treatment efficacy for current symptoms or preventing relapses 3 (1-5) 3 (1-4) .720

3. Awareness of consequences of the illness on work, family, and social life** 3 (0-4) 2 (1-4) .001

4. Awareness of suffering from a depressed/expansive or irritable mood* 2 (0-4) 1 (0-3) .011

5. Awareness of suffering from a marked increase/reduction in pleasurable activities 2 (0-4) 2 (0-3) .493

6. Awareness of suffering from a significant increase/loss of weight 0 (0-2) 0 (0-3) .643

7. Awareness of suffering from insomnia or hypersomnia 1 (0-4) 1 (0-3) .414

8. Awareness of suffering from sluggishness or psychomotor agitation 2.5 (0-4) 2 (0-4) .185

9. Awareness of suffering from fatigue or an excess of energy 2 (0-4) 1 (0-4) .177

10.  Awareness of suffering from feelings of uselessness or guilt, or exaggerated 
self-esteem or grandiosity

0 (0-5) 1 (0-5) .304

11. Awareness of suffering from slowed speech or verbo sity/ garru lousn ess 2 (0-5) 1 (0-4) .074

12. Awareness of suffering from bradypsychia/idea flight* 3 (0-4) 1 (0-4) .024

13. Awareness of having a short attention span/showing distractibility 1 (0-5) 1 (0-3) .254

14. Awareness of having an untidy appearance 0 (0-4) 0 (0-3) 0.172

15. Awareness of having symptoms of confu sion- disor ienta tion 0 (0-4) 0 (0-3) 0.360

16. Awareness of having poor social relationships** 3 (0-5) 2 (0-5) 0.007

17. Awareness of suffering from delusions and hallucinations 0 (0-5) 0 (0-5) 0.221

Subscale/factor

 General items** 8 (4-14) 6 (4-11) 0.008

 Awareness items* 23.5 (3-47) 15.5 (5-32) 0.023

Total ISAD score* 31 (10-56) 22 (11-41) 0.012

*P < .05; **P < .01; P-values refer to the Mann–Whitney U test; ISAD includes 2 domains, and the general domain includes items 1 to 3; the 
awareness domain includes items 4 to 17 of the ISAD.
BD, bipolar I disorder; ISAD, Insight Scale for Affective Disorders; MDD, major depressive disorder.
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and item 3 of the ISAD. Both groups of patients revealed 
no significant difference in awareness of suffering from 
affective disorders and treatment efficacy for current 
symptoms (items 1 and 2). This finding was comparable with 
the result of the SAIQ scale, which showed no significant 
difference between groups in terms of experiencing 
symptoms of illness (item 16 of SAIQ) and gaining a lot 
from treatment (item 12 of SAIQ). We speculated that the 
attitudes of patients with BD regarding whether they need 
treatment have changed from being almost refusing at the 
beginning of hospitalization to gradually accepting and 
agreeing with the treatment efficacy following a period 
of treatment. Therefore, the attitudes toward psychiatric 
treatment of both patient groups were becoming closer.
In the awareness subgroup, including items 4 to 17 of the 
ISAD (Table 3), the patients with BD showed significantly 
less awareness of suffering from an expansive or irritable 
mood (item 4), flight of idea (item 12), and having poor 
social relationships (item 16). These findings were similar 
to those of the study by Silva et al.27 According to the 
present study, compared to patients with MDD, those 
with BD are less aware of their own symptoms, including 
changes in mood, speed of mental functioning, and social 
relationships. Moreover, patients with BD tend to ignore 
clinical symptoms, while those with MDD tend to interpret 
experiences in a negative fashion,28 which increases the 
differences between them. The difference in the insight 
into illness between the 2 groups of patients was further 
formed as a result of the lack of awareness of their own 
symptoms. The advantage of using ISAD to assess the 
insight is that items 4-17 of the scale assess the patient’s 
awareness of their own symptoms. This part is less explored 
in other studies. Using this scale allowed us to perform an 
evaluation of the insight into specific symptoms of mood 
disorder.

Several limitations of the current study should be noted. 
First, the relatively small sample size and the fact that 
only inpatients were recruited may have limited the 
analysis and restricted the representativeness. Second, 
recruitment bias may have influenced the results of the 
study because patients with less insight were considered 
to be less willing to participate. Third, the possible 
effects mediated by different medical treatments were 
not considered in the analyses. Fourth, patients were only 
assessed once at a certain time point. The lack of data on 
evolution over time had been the weakness of this study. 
Fifth, no information regarding family observation was 
obtained. Finally, we did not categorize people with mood 
disorders with or without psychotic symptoms. According 
to previous studies, a statistically significant correlation 
may exist between the severity of psychotic symptoms and 
insight.1

We considered that the advantage of this study was that it 
used both a self-reported questionnaire and a resea rcher 
-admi niste red scale to assess the patient’s insight, which 

provided an opportunity for clinicians to understand the 
inner thoughts of the participants. Because a self-reported 
scale, especially to measure a patient’s attitudes and 
views, is often affected by the timing and environment of 
the assessment. The research environment of this study was 
in the acute ward, and the participants had been treated 
for a period of time. Therefore, the patients might tend to 
reply to the answers that the researcher wants to receive 
because he or she wanted to be discharged earlier. At this 
time, the information with the resea rcher -admi niste red 
scale can further strengthen the reliability of the research 
results. Moreover, there are few studies comparing the 
differences in the insight into illness between patients 
with BD and MDD. The research results should provide 
important reference materials on the attitude and insight 
of these 2 major mood disorders. Moreover, there were 
no significant differences in disease severity or cognitive 
function between the 2 groups of patients in this study. 
This improved the value and representativeness of the 
comparison between the 2 groups of patients.
Differences exist in the attitude and insight into illness 
between patients with BD and those with MDD. Patients 
with MDD had significantly more positive attitudes 
and greater insight than those with BD. Regarding the 
attitudes toward illness, patients with BD generally have 
weaker awareness of having a disorder, attitudes toward 
treatment, and awareness of the social consequences 
of having a mood disorder although there is some 
heterogeneity among the individual item. Regarding the 
insight measured by the ISAD, patients with BD have 
poorer awareness of the consequences of the illness 
on work, family, and social life and rather comparable 
awareness of being affected by an affective disorder and 
treatment efficacy for symptoms compared to patients 
with MDD. Regarding symptom awareness, patients with 
BD are less aware of their own symptoms, including 
changes in mood, speed of mental functioning, and 
social relationships. It will be important to investigate 
the interactions between individual symptoms and the 
evolution of insight, as well as to explore the relationship 
between insight and cognitive performance using more 
comprehensive measurements.
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