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j Abstract Introduction A major subgroup of pa-
tients with acute schizophrenia lacks awareness of
having a mental disorder. The aim of this study was
to investigate the association of self- and expert-
rated insight into illness with subjective quality of
life (QOL). It was hypothesised that patients with
greater self- and expert-rated insight into illness re-
port lower QOL compared to patients with poor
insight. Method For the present study, patients with
schizophrenia or schizoaffective disorders were
investigated during in-patient treatment. Insight into
illness was measured by the scale to assess
unawareness of a mental disorder (SUMD), the in-
sight scale and the PANSS. QOL was assessed with
the modular system of quality of life (MSQoL). Re-
sults Fifty-nine patients entered the study. Self- and
expert-rated illness insight were associated with poor
QOL. Patients with good insight into illness reported
significantly lower physical health (p < 0.05), vitality
(p < 0.01), psychosocial (p < 0.01), affective
(p < 0.01) and general QOL (p < 0.001) compared to
patients with poor insight. Good insight was signif-
icantly associated with other parameters of clinical
and social functioning and depressive symptoms.
Discussion The results indicate that patients with
acute schizophrenia and greater insight realise their
restrictions more clearly, which contribute to poor
QOL, but were stronger integrated in social net-
works. The inclusion of modules focussing on QOL
related aspects of treatment from the beginning as
well as a greater awareness of the physician for these
questions and a strengthening of the therapeutic

alliance might help improving insight without the
risk of deteriorating mood and QOL.

j Key words schizophrenia Æ quality of life Æ insight Æ
PANSS

Introduction

A major subgroup of patients with schizophrenia
lacks awareness of having a mental disorder or
symptoms of a mental disorder [1, 2, 31]. The concept
of insight into illness has long been considered
important for engagement in treatment, the psycho-
therapeutic progress, and a good prognosis. Different
studies found insight related with important clinical
outcome variables [14, 29, 38, 39, 42, 45]. Poor insight
was associated with more positive symptoms, espe-
cially persecutory delusions, deficits in different cog-
nitive domains and comorbid substance abuse [17].
Greater insight was associated with compliance and
satisfaction with antipsychotic treatment [15–17, 27,
32, 34, 43]. Consequently improved insight is one of
the major goals in the treatment of schizophrenia
[11]. On the other hand better insight may lower self-
esteem and increase hopelessness [18]. Different
studies showed that greater awareness of illness was
associated with an increase in depression, an en-
hanced risk to develop a postpsychotic depression
and suicidality [20, 26, 32, 40].

This association between better insight into illness
with depression implies a similar association of insight
with quality of life (QOL). Patients with better insight
into illness possibly realise their restrictions more
clearly, which might decrease their QOL. Nevertheless,
findings regarding the relationship between insight and
QOL are less clear at first sight. Previous studies found
good insight into having a mental illness significantly
related with better social functioning and expert-rated
QOL [12, 39]. For example, an appropriate awareness ofE
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illness was associated with better understanding of
social causality and QOL interpersonal relations [44].
Other studies found no association between insight and
QOL [8, 19, 46]. In contrast, recently published studies
found negative associations between insight and sub-
jective QOL [18, 37, 41]. In a study in first episode
schizophrenia subjects with awareness of illness, of
social consequences and treatment efficacy was asso-
ciated with lower self-reported QOL [41]. Another
study found better insight into having a psychotic
disorder related with reduced emotional well-being,
lower vocational status, and less economic satisfaction
[18]. Furthermore, persons who were seen by their
interviewer as being more aware of their positive and
negative symptoms expressed higher levels of emo-
tional distress [18]. A positive relation between insight
into need for medication and treatment with QOL was
the only exception to this general trend of insight re-
lated negatively with subjective QOL [17, 18, 37].

There are some possible explanations for the dis-
crepancies between these findings [25]. First, all
studies, which found no or a positive association be-
tween insight and QOL, assessed outpatients in
symptomatic remission, while some of the newer
studies with a negative association between insight
and QOL included subjects in more acute stages of
psychosis [37, 41]. Secondly, two of the studies, which
found no relation between QOL and insight, included
diagnoses other than schizophrenia spectrum disor-
ders as well [17, 46]. Thirdly, some older studies
estimated insight using the single item from the
PANSS only instead of multidimensional measures of
insight [12, 17]. In addition, there were methodologi-
cal differences in the assessment of QOL. The majority
of studies, which found no or a positive association,
measured QOL by expert-ratings. This is surprising, as
several authors agree that health-related QOL is to be
measured subjectively, and various studies confirmed
in psychiatric and non-psychiatric populations that
expert-ratings explain only small parts of variance and
may reflect the level of functioning rather than an
individual’s experience of QOL [9, 24].

The results of previous studies and experiences in
daily clinical practise, however, confirm that insight
into illness is crucial for a better adherence with
treatment and the process of rehabilitation in patients
with schizophrenia. Greater insight into illness may
not necessarily increase depressive symptoms and
reduce subjective QOL in all patients. Depending on
which dimensions or which measures of insight and
QOL are looked at, better insight may have costs as
well as benefits [18]. The aim of this study was to
investigate the association between different measures
of insight into illness with QOL, aspects of social and
daily function and psychopathology in patients with
acute schizophrenia. In order to consider the com-
plexity of the insight concept, three different estab-
lished and evaluated measures of insight (self-rated:
insight scale; expert-rated: SUMD, PANSS-Item G12)

were taken. The main hypothesis was that patients
with high levels of self- and expert rated illness insight
report lower subjective QOL compared to patients
with poor insight. We expected insight differences
depending on affective and social domains of self-
rated QOL and indicators of social and daily function.

Method

j Subjects

Subjects for this study were recruited during in-patient treatment
in two psychiatric hospitals in Hamburg, Germany (University
Hospital Hamburg-Eppendorf and General Hospital Rissen). Dur-
ing 12 months patients who met the following inclusion criteria
were asked to participate in this study (1) Diagnosis of schizo-
phrenia or schizoaffective disorder (ICD-10: F20 or F25) [13], (2) at
least one item of the PANSS positive subscale scoring >3. All
diagnoses were determined according to ICD-10 criteria [13]. The
stability of the diagnoses were confirmed using chart information
and reports from the clinicians, who were responsible for the
treatment. All subjects gave their informed written consent prior to
their inclusion into the study.

j Assessments

Insight into illness was measured by self- and expert-rating [6]. The
insight scale (IS) assesses insight into psychosis gradually during
the recovery process. It is an eight-item self-report inventory,
which can be summarised in three subscales: awareness of symp-
toms, awareness of illness, need for treatment and a total score
(0 = no insight to 12 = full insight). Responses have been classified
in yes, no or unsure. The scale was successfully tested, with satis-
factory validity, reliability and sensitivity in patients with schizo-
phrenia [6].

The scale to assess unawareness of a mental disorder (SUMD) is a
standardised expert-rating scale on which ratings are made based on
a patient interview [2]. The SUMD has six general items (three items
each regarding present and past insight). According to the authors
the scale was designed in a way that any general item can be used
independently of the others, depending on the specific research
question. For the present analyses the three general items: global
awareness of mental disorder, awareness of the achieved effects of
medication and awareness of having social consequences of a mental
disorder were taken. In addition, awareness of symptoms of psy-
chosis and the total score for measuring present insight were in-
cluded in the analyses. The original scale was converted and ranges
now from 1 (poor insight) to 5 (full insight). The insight item (G12) of
the PANSS was taken as second expert-rating of insight.

The modular system for quality of life (MSQoL; [35] is a recently
developed QOL instrument for patients with severe mental disorders.
The MSQoL was derived from a validation study that compared eight
established QOL instruments. Items from seven of the questionnaires
were extracted, modified, and completed to fit into a new integrative
assessment tool. The MSQoL consists of a demographic module and
four subjective QoL modules with 55 items, a core module consisting
of 47 items, a partnership module composed of four items, a family
module containing three items, an occupation module consisting of
one item and general QOL. The core module measures six areas of
QOL: physical health, vitality, psychosocial QOL, affective QOL,
material satisfaction, spare time QOL. All items have seven response
categories (from e.g. 1=‘‘very bad’’ to 7=‘‘very good’’). Psychometric
properties were successfully tested [35, 36].

Psychopathology was evaluated using the positive and negative
syndrome scale (PANSS). The PANSS was originally designed as a
rating scale that represents positive (P), negative (N) and global
symptom elements (G) [5]. Evidence from recent factor analysis
studies suggested that a five dimensional structure appears to be a
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better representation of the psychopathological data. Analysis for
this study is based on the five orthogonal dimensions: positive (P1,
P3, P5, P6, G9, G12), negative (N1, N2, N3, N4, N6, G7, G16) and
cognitive syndrome (P2, N5, G5, G10, G11, G13), hostile excitement
(P4, P7, N7, G4, G8, G14) and depression (G1, G2, G3, G6, G15), each
item scoring from 1 (=no symptom) to 7 (=extremely severe symp-
tom) [5]. In addition, the insight (G12) and depression items (G1, G2,
G3, G6, G15) of the PANSS were taken for separate analyses.

j Statistics

Single items missing at random were replaced using multiple
imputation procedures. Unpaired t-tests were executed to test
differences in psychopathology and QOL between patients with
higher and lower levels of insight. In order to perform unpaired t-
tests the IS subscales and total score were dichotomised in good
and poor insight according to the pre-defined cut off of nine for the
total score and two for the subscores [6]. The SUMD scores were
dichotomised by the median in poor insight (1–3) and good insight
(4–5). The PANSS insight item was dichotomised in good and poor
insight according to the PANSS remission criterion G12 £ 3. Un-
paired t-tests and Pearson’s r correlational analyses were used to
investigate the association of the insight measures (IS, SUMD, G12)
with different sociodemographic, clinical, social and daily func-
tioning variables. The alpha-level was set at p < 0.05.

j Sample description

In the present analysis 59 subjects were included and assessed
during the first week of in-patient treatment on specialised units for
the treatment of psychosis. Eighty-five percent were diagnosed with

paranoid schizophrenia and 15% were diagnosed with a schizoaf-
fective disorder. Thirty-four percent had comorbid substance mis-
use (8% alcohol, 15% cannabis, 11% more than one substance) and
three subjects had a comorbid diagnosis of a personality disorder.
Nineteen were admitted to hospital for treatment of psychosis for
the first time. All subjects received at time of the interview anti-
psychotic treatment. Sociodemographic, clinical and daily func-
tioning variables are presented in Table 1, means of PANSS and
MSQoL are presented in Table 2. Two patients refused the interview,
two other patients were excluded from the analyses due to
implausible self-ratings (Inversely encoded items were contradic-
tory assessed).

Results

j Illness insight scores

Self-rated insight was slightly higher than expert-
rated insight. According to the pre-defined categori-
sations of the IS, 59% of the subjects reported insight
in having symptoms of psychosis, 53% reported in-
sight that they suffer from a mental illness and 78%
reported insight in the need for treatment. Sixty-seven
percent showed good insight as measured by the IS
total score. The SUMD showed in 49% of the patient’s
full awareness of having a mental illness, in 51% full
awareness of achieved effects of medication and in

Table 1 Sociodemographics, social and daily function and clinical characteristics (n = 59)

Descriptives Mean (SD) Corr with insight R (Sig)

Age 34.7 (±13.0) )0.17 to 0.08 ns
Number of previous hospitalisations 6.6 (±10.1) )0.07 to 0.24 ns
Duration psychosis 7.6 (±7.4) )0.04 to 0.1 ns

Insight differences regarding N Mean insighta T (58)Sig

Sex% IS total/SUMD total
Female 24 8.68/11.95 ns/ns
Male 38 8.17/11.32

Suicide attempt in medical history IS-illness/IS total/SUMD total
Yes 24 3.10/9.05/12.0 2.37*/ns/ns
No 35 2.35/7.96/10.63

Family member with schizophrenia IS-illness/IS total/SUMD total
Yes 12 3.60/9.65/12.75 )3.19**/ns/)2.15*
No 47 2.41/8.08/10.81

Current partnership SUMD-illness/IS total/SUMD total
Yes 18 4.27/9.26/13.0 )2.42*/ns/)2.9**
No 41 3.46/8.1/10.46

Living independently IS total/SUMD total
Yes 38 7.85/11.7 2.12*/ns
No 21 9.38/11.0

Living alone IS-symptoms/SUMD-psychosis/IS total/SUMD total
Yes 27 2.27/2.92/7.68/11.14 )2.24*/2.55**/ns/ns
No 32 3.0/4.0/8.98/11.93

Currently employed IS total/SUMD total
Yes 22 8.55/9.86 ns/ns
No 37 8.32/11.89

Antipsychotics compared with rec. dosage IS-symptoms/IS total/SUMD total
High 28 3.25/9.41/11.68 )2.6**/ns/ns
Low 19 2.25/7.81/10.22

Concomitant benzodiazepines IS-symptoms/IS total/SUMD total
Yes 15 3.5/9.79/11.53 )4.25***/)2.16*/ns
No 42 2.38/8.0/10.97

aIS/SUMD subscales with significant t-test differences and total scores are displayed; if no significant subscale differences were observed, total scores are displayed only
*p < 0.05, **p < 0.01, ***p < 0.001
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61% full awareness for the need for treatment and in
57% good insight according to the SUMD total score.
Fifty-five percent showed good insight according to
the PANSS insight item. Correlation coefficients be-
tween the self-rating (IS) and both expert-ratings
(SUMD, PANSS G12) were significant for insight in
symptoms and mental illness, as well as for the need
of treatment and having social consequences by the
mental disorder. No significant correlation was found
between the IS and the SUMD awareness of the
achieved effects of medication. Both multidimen-
sional insight scales were significantly correlated with
the PANSS item G12 (IS total score: r = )0.44;
p < 0.001; SUMD total score: r = )0.51; p < 0.001
(correlation results are presented in Table 3).

j Illness insight and quality of life

Unpaired t-tests revealed significant QOL differences
between patients categorised in ‘‘good’’ versus ‘‘poor’’
insight for the IS and SUMD subscales, total scores
and the PANSS insight item. Subjects with higher
levels of self- and expert-rated insight reported poorer
QOL in all MSQoL subscales. The differences were
statistical significant for poorer physical QOL, vitality,
psychosocial QOL, affective QOL, the MSQoL core
module and general QOL. Results showed significant
QOL differences in self-rated insight into illness (IS),
need for treatment (IS), expert-rated awareness of

mental disorder (SUMD), awareness of the achieved
effects of medication (SUMD), awareness of having
social consequences (SUMD), awareness of having
symptoms of psychosis (SUMD), the IS and SUMD
total scores and the PANSS insight item (means and
results of unpaired t-tests of the IS and SUMD total
scores and PANSS G12 are presented in Table 4).

j Illness insight and sociodemographics, level of
daily function and clinical variables

Results showed significant insight differences
depending on suicide attempts, treatment with ben-
zodiazepines, antipsychotic dosage, partnership situ-
ation, social living network and history of
schizophrenia in the family. Subjects with suicide
attempts in their medical history self-reported sig-
nificant better insight into illness (t = 2.37(58);
p < 0.02). The number of suicide attempts was not
significantly correlated with any insight measure.
Subjects who currently received benzodiazepines and
higher neuroleptic dosages self-reported significantly
greater insight into symptoms (t = )4.25(58);
p < 0.001; t = )2.6(58); p = 0.01). Subjects with a
partnership showed a tendency for greater insight in
all measures, but it was only significant for expert-
rated awareness of psychosis (t = )2.42(58);
p = 0.02). Subjects who lived with company showed
better insight into illness (t = )2.24(58); p = 0.03)
and awareness of psychosis (SUMD: t = )2.55(58);
p = 0.01). Significant greater insight into illness
(t = )3.19(58); p = 0.002) was also observed in sub-
jects with another family member diagnosed with
schizophrenia (insight differences and results of un-
paired t-tests are presented in Table 1).

Other clinical and non-clinical variables showed no
association with self- and expert-rated insight into
illness. Pearsson’s correlation revealed no significant
association with age, number of previous hospitali-
sations and duration of illness. Unpaired t-tests
showed no significant gender differences, differences
between subjects with and without the comorbid
diagnosis of substance misuse, depression, personal-
ity disorder, concomitant antidepressive or anticon-
vulsive treatment, between schizophrenia or a
schizoaffective disorder or regarding other psychiat-

Table 2 Means (SD) of PANSS and MSQoL scores (n = 59)

PANSS scores, mean ± SD
Total score 79.0 (±13.4)
Hostile excitement (/six items) 2.0 (±0.6)
Negative syndrome (/seven items) 2.5 (±0.9)
Cognition (/six items) 2.3 (±0.8)
Positive syndrome (/six items) 3.2 (±0.8)
Depression (/five items) 3.0 (±0.7)

MSQoL scores, mean ± SD (0–100)
Physical health 44.51 (±19.16)
Vitality 37.20 (±15.28)
Psychosocial QOL 40.87 (±18.30)
Material satisfaction 45.13 (±23.28)
Spare time QOL 42.19 (±21.92)
Affective QOL 29.29 (±18.41)
General QOL 42.17 (±19.79)
MSQoL core module 53.96 (±14.62)

Table 3 Correlation coefficients of
expert-rated (SUMD, PANSS G12) with
self-rated insight (insight scale)

SUMD

N = 59 Awareness
mental
disorder

Awareness
effects
medication

Awareness
social
consequence

Awareness
psychosis

SUMD
total
score

Insight
PANSS
(G12)

Insight scale
Insight symptoms 0.17 0.15 0.30* 0.35* 0.33* )0.33**
Insight illness 0.54*** 0.21 0.44*** 0.41** 0.56*** )0.36**
Need for treatment 0.31* 0.15 0.38*** 0.32* 0.40** )0.33**
Insight total score 0.44*** 0.22 0.48*** 0.47*** 0.56*** )0.44***

*p < 0.05, **p < 0.01, ***p < 0.001
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ric problems than schizophrenia in the family
(depression, suicide, addiction, unspecified). ANOVA
showed no significant insight differences regarding
the level of school or vocational education and the
living situation, and no significant insight differences
were observed between subjects, who were currently
employed or not.

j Illness insight and PANSS syndromes

Results revealed no significant correlation between
self- or expert-rated insight into illness and PANSS
hostile excitement, negative syndrome, cognition,
depression and the total score. The correlation coef-
ficients ranged from r = )0.29 to r = 0.22. Significant
correlations were found between IS and SUMD total
scores and the PANSS positive syndrome (r = )0.30,
p = 0.02; r = )0.27, p = 0.03). Correlation coefficients
for IS and SUMD with the PANSS single items gen-
erating the depression syndrome (G1 somatic con-
cern, G2 anxiety, G3 guilt feelings, G6 depression, G15
preoccupation) were performed in order to investi-
gate the association between the insight measures and
depression thoroughly. Results showed a significant
correlation between the PANSS item G6 (depression)
with insight in having a mental illness (r = 0.43,
p = 0.002), insight into the need for treatment
(r = 0.42, p = 0.002), the IS total score (r = 0.42,
p = 0.002) and the SUMD total score (r = .36,
p = 0.005). A significant association was also found
between the PANSS item G15 (preoccupation) and the
IS total score (r = 0.42, p = 0.002).

Discussion

In this study, patients diagnosed with schizophrenia
were investigated during their first week of in-patient
treatment. Patients with greater self- and expert-rated
insight into illness reported significantly lower QOL
compared to patients with poor insight. The differ-
ences reached the level of statistical significance in
five out of seven QOL domains, namely physical

health, vitality, psychosocial, affective and general
QOL, as well as the QOL core module. The level of
subjective QOL was low in the present sample. Even
patients with poor insight rated their QOL between
‘‘neither good nor bad’’ and ‘‘rather good’’. Only very
few patients reported ‘‘good’’ QOL in single subscales.
The present results maintain the hypothesis that poor
insight is a defence strategy against low self-esteem
due to the realisation of having a mental illness [11,
43]. Patients with greater insight may be better
reporters of their reality, while patients with poor
insight may be more likely to ‘‘over-rate’’ their QOL.
Negative effects of insight on QOL may have an
additional negative impact on treatment cooperation
from the beginning on with further consequences for
the therapeutic alliance and engagement in treatment.

Self-rated insight was slightly higher than expert-
rated insight. Previous studies found self-rated insight
lower than expert-rated insight, which was partly
explained by the order of administration of the
instruments [21, 47]. In the present study the order of
administration was randomly assigned. However, re-
sults showed that all three insight measures were
significantly correlated. Correlation coefficients be-
tween the self-rating and both expert-ratings were
significant for awareness of mental illness and
symptoms, as well as for the need of treatment and
having social consequences by the mental disorder.
No significant correlation was found between self-
rated insight and expert-rated awareness of achieved
effects of medication, which may be explained by
conceptual differences between IS and SUMD. Both
results, the significant QOL differences in patients
with poor versus good insight and the level of cor-
relation between self- and expert-rated insight, are in
accordance with a recent study reporting that self-
reports of patients with schizophrenia even with
diminished insight into their illness are valid, but that
individuals with poor insight may wish to present
themselves more self-competent [4].

In addition, the association between insight into
illness and different clinical, social and daily func-
tioning variables was investigated. Individuals, who
had suicide attempts in their medical history, showed

Table 4 Quality of life (MSQoL)
differences (unpaires t-tests) between
patients categorised in ‘‘good’’ and
‘‘poor’’ insight self-rated (insight
scale) and expert-rated (SUMD,
PANSS items ‘‘insight’’)

MSQoL Insight scale total SUMD total Insight PANSS (G12)

Poor
insight
(N = 14)

Good
insight
(N = 33)

T
(Sig)

Poor
insight

Good
insight

T
(Sig)

Poor
insight
(N = 26)

Good
insight
(N = 31)

T
(Sig)

Physical health 52.08 41.28 2.0* 44.61 44.14 0.09 48.55 41.12 1.47
Vitality 46.13 34.09 2.55** 40.79 35.41 1.34 42.30 32.93 2.40*
Psycho-social 50.95 37.77 2.31* 49.02 35.41 2.94** 48.33 34.62 3.01**
Material satisfaction 50.00 43.09 0.91 48.14 42.88 0.83 47.77 43.01 0.75
Spare time 45.55 42.50 0.35 43.05 42.77 0.03 47.61 38.88 1.18
Affective QOL 37.85 26.36 2.0* 36.11 23.75 2.60** 33.84 25.48 1.73
General QOL 51.19 39.01 2.0* 46.70 38.67 1.50 51.44 34.40 3.55***
Core module QOL 62.68 51.52 2.03* 59.41 49.61 2.09* 61.03 49.07 2.31*

*p < 0.05, **p < 0.01, ***p < 0.001

156



higher levels of insight, which has been reported
previously [40]. Subjects with a partnership and
subjects who lived with company showed greater in-
sight into illness, compared with subjects without a
partner and/or living alone. Significantly greater in-
sight was also observed in subjects with a close rela-
tive diagnosed with schizophrenia. These results may
correspond with studies, which found greater insight
positively related with different parameters of social
functioning, interpersonal relations and understand-
ing of social causalities [12, 39, 44]. The importance of
theory of mind for the development of insight has
been recently discussed. The authors concluded that
insight may require the ability to evaluate the self
from the perspective of others and that an under-
standing of others’ belief about another person may
be conceptually very similar to understanding the
others’ belief about self [7]. In this context, an asso-
ciation of better insight with social relations and a
positive family history of schizophrenia seem com-
prehensible.

Patients, who were augmented with benzodiaze-
pines and received higher antipsychotic dosages, re-
ported significantly better insight. Patients with
greater insight into symptoms may be more willing to
comply with different types of medication and higher
dosages, while patients with poor insight may be more
likely to question their dosage and refuse to take more
than one type of medication at beginning of their
treatment. Several other clinical factors, sociodemo-
graphics and variables of daily functioning showed no
association with self- and expert-rated insight into
illness. Age, gender, level of school or vocational
education, current work and living situation were not
significantly associated with insight. The number of
previous hospitalisations and duration of illness
demonstrated no significant association as well,
though previous studies reported that first episode
patients showed poorer levels of insight [33]. This
might be explained by the fact that only 19% of the
patients in this sample were admitted for the first time
to hospital for the treatment of psychosis, and all
patients had a duration of symptoms of psychosis of
more than 6 months according to their files.

j Limitations

As this was a naturalistic study in daily clinical
practice, different methodological limitations were
unavoidable. The most important limitation may be
that no specific scale designed to gradually measure
depressive symptoms was used in this study.
Depression is known as clinical factor which is sub-
stantially associated with subjective QOL [24]. In
addition it had been reported, that depressive symp-
toms were correlated with greater insight into illness.
The depression syndrome of the PANSS, the single
PANSS items generating the depression syndrome
and augmentation treatment with antidepressants

were taken to elucidate the association of depression
with insight. Results showed that the insight scales
were significantly associated with the single PANSS
depression item only. A reason for this result might
be that few indicators for actual depression were
found in this sample. Depressive symptoms may be
‘‘masked’’ by the presence of positive symptoms,
especially at the beginning of in-patient treatment,
but may be developed later on in the course of disease
[3]. Both factors may contribute to higher correlation
coefficients between insight and depression after sta-
bilisation, which were reported by other studies [41].
Furthermore, there was no significant correlation
between both insight scales and the other PANSS
syndromes, except some low correlations with the
positive syndrome, which includes the insight item of
the PANSS. Generalisability of the results to epide-
miological samples may be limited due to the selec-
tion of an inpatient population. The association
between symptoms and insight might change in dif-
ferent phases of the illness and might depend on the
types of measurement. The actual state of illness
should be controlled for in investigations of insight
and QOL, and the association between both variables
might change in long-term treatment. Therefore, fu-
ture studies should investigate the association of in-
sight with subjective QOL longitudinally.

Conclusion

In summary, patients with acute schizophrenia who
had greater self- and expert-rated insight into illness
reported lower subjective QOL, but were stronger
integrated in social networks. Consequently better
insight may be associated with better social func-
tioning and decreased subjective QOL, which corre-
sponds with contradictory results of previous studies.
Patients with good insight might realise consequences
of their mental illness with restrictions in daily living
and conflicts in social relationships more clearly,
while patients with poor insight might partially over-
rate their QOL and wish to present themselves as
more competent. Obviously the stigma of being
mentally ill and being hospitalised are serious psy-
chological strains. The results are in concordance
with the notion that delusions might serve as a de-
fence strategy against low self-esteem and that par-
ticular symptoms might create alternative meanings
of life [34]. On the other hand the development and
intrapsychic integration of insight require social
competence to improve the ability to evaluate the self
from the perspective of others. The increase of
depression, suicidal ideation and decrease in sub-
jective QOL in patients with better insight underline
the importance of insight for the clinical course in
schizophrenia. Moreover, recent studies reported that
early non-response in subjective well-being and QOL
predict later clinical non-response and a less favour-
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able long-term outcome [23, 25, 29]. In consequence,
the investigation of insight and subjective QOL in
acute schizophrenia add clinically relevant informa-
tion regarding short- and long-term outcome, and a
differentiated integration of modules focussing on
QOL related aspects and social network abilities into
treatment from the beginning on is needed. A greater
awareness of the physician for these questions and a
strengthening of the therapeutic alliance might help
improving insight and social competence without the
risk of deteriorating mood and QOL.
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