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ABSTRACT 

Insight in psychiatry refers to the patient's ability to recognise themselves as having a 

mental illness, their capacity to acknowledge their psychopathological experiences 

and the awareness of the consequences of their mental disorder. It is a judgement of 

great importance as it reflects the severity of illness, compliance with treatment plans 

and suicidal risk. 

Insight has been investigated especially in psychotic states where lack of insight is 

considered characteristic. Studies have shown that lack of insight is characteristic in 

schizophrenia and is impaired in bipolar disorders. 

Anorexia nervosa is a psychiatric disorder with substantial morbidity and mortality. 

This often devastating disorder is characterised by abnormal patterns of eating 

behaviours and disturbances in attitudes towards weight and perception of body 

shape. There have been very few studies exploring the relationship between insight 

and anorexia nervosa. This study is an attempt to explore insight and the factors that 

influence it in patients with anorexia nervosa. 

The Markova and Berrios Insight Scale and a modified version of David's 

'Awareness of Illness' Insight Subscale were used to assess the levels of insight in 

patients with anorexia nervosa. The results of the study suggest that the level of 

insight in patients with anorexia nervosa is impaired. The results also suggest that 

body mass index, eating attitudes and behaviours and duration of illness are factors 

associated with insight in patients with anorexia nervosa. 
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1.1 What is Insight? 

CHAPTER ONE 
INTRODUCTION 

The Oxford English dictionary defines insight as "an inner sight, discernment, 

wisdom, or a glimpse of you beneath the surface". 

Traditionally, the capacity of patients to understand their own illness has been 

identified clinically as their insight. There has been terminological confusion 

surrounding the concept of insight. It has been used to mean awareness, belief, 

attitudes, understanding, consciousness, recognition and knowledge. Textbooks 

describe insight as the patient's capacity to form judgements about their own illness 

and mental state. In recent years, there has been a movement away from the 

dictionary definition of insight and there has been a renewed interest in attempting to 

define it more reliably and to study its correlates (David, 1990; Amador et al., 1991; 

Markova and Berrios, 1992a, 1995a). 

In this dissertation I will review the concept of insight and explore it in anorexia 

nervosa. Often poor insight is referred to in cases of patients with anorexia nervosa. 

However, research on insight has focused mainly on psychosis disorders, which 

anorexia nervosa is not conventionally considered to be. Psychotic and non-psychotic 

mental disorders have usually been considered as distinct from each other and this is 

still being reflected in modem systems of classification ( e.g. Diagnostic and Statistical 

Manual of Mental Disorders). However there is increasing interest in viewing 

psychotic experiences as being on a continuum with more normal experiences (van Os 

et al., 2000) and consequentially concepts such as insight, previously studied in 

relation to psychosis, now become of interest in non-psychotic illness (Eisen et al., 

1998). 

1 



In psychiatry, insight often refers to the patients' understanding and ability to 

recognise themselves as having a mental illness, their capacity for self-observation 

and self-knowledge about their psychopathological experiences, and awareness of the 

kind, severity and consequences of their mental disorder. It refers to the subjective 

awareness of the pathological nature of psychiatric symptoms as well as the 

behavioural disturbances. Insight is the reflection of a state of mind, and the 

knowledge exhibited by the patient in response to his or her illness. In a clinical 

setting the presence or the lack of insight is a judgment based on the speech content 

and the behaviour of the patient. It is a judgment of significant importance reflecting 

the severity of illness and may influence compliance with treatment and it also may 

influence suicidal risk. It is suggested that the extent to which insight is present is a 

strong predictor of compliance with treatment plans, whether pharmacological or 

psychosocial (Lysaker et al., 1994a). Also, insight has typically beeri considered 

important for engagement in psychotherapeutic progress and for prognosis (Kemp et 

al., 1996). 

Insight is a complex construct and is not a single, easily quantifiable, or anatomically 

localisable function of the mind. Good insight presupposes reasonable intellectual and 

cognitive function, but it is not synonymous with intelligence. Insight has emotional 

components, is somewhat culturally bound and is influenced by defence mechanisms 

and personality (Kleinman, 1980). Insight may fluctuate with stress and level of 

arousal or with illness severity (Zilboorg, 1952). Informed consent in the medical 

setting often requires mature judgment and decision-making capacity, as well as 

knowledge and insight. Insight is likely to be impaired by cognitive deficits, mood 

disorders and psychosis. Extreme lack of insight is usually associated with 

schizophrenia and bipolar disorders (Husted, 1999). Insight may be viewed along a 

continuum, with many levels between insightfulness and a complete lack of insight 

(Markova and Berrios, 1995b ). 

Putative psychological mechanisms have been proposed to explain the causation of 

poor insight (Lysaker and Bell 1994a; Amador et al., 1991). It has been suggested that 

refusal to take prescribed medication, implying poor insight, is a wilful preference for 
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the experience of psychotic phenomenology over drug-induced normality. Wilful 

preference seems to imply some form of motivated self-deception; which in turn 

implies some degree of intact insight. Another suggestion was that patients deny 

illness at a psychological level to help them cope with normal life as they recover 

from a psychosis (Amador et al., 1991). 

The phenomenological and psychoanalytical schools of psychiatric thinking have 

contributed to the development of the concept of insight. Both focused on two aspects 

of insight: awareness of the self and acceptance of mental illness and the need for 

treatment. Jaspers (1959) described how patients varied in their awareness of changes 

happening to them during mental illness and their ability to understand the reasons for 

the change. Freud ( 1918) used the term insight to denote knowledge of illness but on 

the whole, in psychoanalytic therapy, the development of a deeper awareness of self is 

considered to be the goal of treatment. 

There are many definitions of insight that can be found in the social sciences, 

philosophy and medicine literature. Aubrey Lewis (Lewis, 1934) published a paper 

entitled "The Psychopathology of Insight", in it he defined insight as "the correct 

attitude to morbid change in oneself, and moreover, the realisation that the illness is 

mental". Lewis stated that "Insight is concerned primarily with the awareness of 

change, and secondly as to whether it is illness or demonical possession or insanity or 

religious conversion". Other early views about insight include: Jaspers (1959) that "In 

psychosis there is no lasting or complete insight" and Bleuler (1913) "He imagines 

something absolutely impossible and believes it to be reality. Its contradictions to 

reality do not exist for him". 

Insight has acquired a variety of meanings (Hobbs, 1962). Talor and Reznikoff (1960) 

published the first study that adopted a psychoanalytic framework to assess insight; 

the patient was asked to judge a vignette in terms of the presence of mental illness 

and/or similarity to him/herself. The accuracy of these judgments in relation to a 

common standard was then correlated with some other parameter, such as 
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'intelligence' or 'insight', both rated independently. Psychoanalytically oriented 

clinicians identify two distinct types of insight: intellectual insight and emotional 

insight (Martin, 1952; Zilboorg, 1952; Richfield, 1954). Intellectual insight refers to a 

person's capacity to identify important personality traits, conflicts, developmental 

issues, and stressful life events that might play a role in generating psychiatric 

symptoms or illness. Emotional insight refers to a more profound capacity to achieve 

a "therapeutically effective understanding" of unconscious motivations and conflicts, 

an understanding usually developed in the context of a dynamic psychotherapy 

(Greenfeld et al., 1989). 

Other definitions of insight include; Eskey (1958) considered insight as a single 

categorical variable; the presence of verbalised awareness on the part of the patient 

that impairment of intellectual functioning existed. Whitman and Duffy (1961), 

defined insight as a reported reason for admission reflecting the psychological factors 

involved in the patient's illness. Carpenter and colleagues (1973) defined insight as 

the acknowledgment of some awareness of emotional illness. Previous studies of 

insight have demonstrated that the judgments of self as ill and in need of treatment 

tend to be rare among psychiatric patients relative to medical inpatients (Small et al., 

1964). Appelbaum and colleagues (1981) reported that even 50% of voluntary 

admitted psychiatric patients, failed to acknowledge their need to be in psychiatric 

hospital and the vast majority of them denied it outright. Studies showed that patients 

with organic mental disorders (Small et al., 1965) or with psychotic disorders 

(Kennard, 1974) are least likely to have insight. Other definitions of insight include 

the definition by Lin and colleagues (1979) and Heinrichs and colleagues (1985). Lin 

and colleagues (1979) defined insight as a yes response to questions about needing to 

be in hospital or see a doctor. In their study Lin and colleagues found an association 

between insight and better adherence to prescribed medications. Heinrichs and 

colleagues (1985) defined insight as the patient's ability to recognise that he or she is 

beginning to suffer a relapse. 

Psychiatrists commonly employ the broad notion of insight focusing simply on 

whether patients believe they have a mental disorder or not. This general notion is 

4 



> 

usually reflected in the mental status examination by a single sentence that states that 

the patient either has "good insight" or "poor insight". This more limited concept of 

insight is also reflected in the World Health Organization (WHO) International Pilot 

Study of Schizophrenia (Carpenter et al., 1973). Lack of insight was defined simply 

as denial of illness. In their study Carpenter and colleagues proved that lack of insigM 

is actually a distinguishing variable in favour of a diagnosis of schizophrenia. 

The more contemporary authors have inclined to evaluate insight as a dimensional 

concept that comprises several components. Greenfeld and colleagues (1989) 

described insight as the ability to acknowledge having an illness or symptoms, as well 

as awareness of the need for treatment and of the risk of recurrence. They proposed 

that the characteristics of insight fell into five main dimensions: (1) views about 

symptoms, (2) views about the existence of an illness, (3) speculations about 

aetiology, (4) views about vulnerability to recurrence, and (5) opinions about the 

value of treatment. Amador and colleagues (1991) suggested a broader approach to 

insight in a psychiatric setting comprising of: general attribution about illness, 

awareness of the signs, specific attributions of symptoms and their consequences, self 

concept formation and self defensiveness. David (1990) and Markova and Berrios 

(1992) attempted to define and expand the concept of insight and the way it is 

measured. David (1990) proposed that insight is composed of three overlapping 

dimensions: the ability to re-label unusual mental events as pathological, the 

recognition that one has a mental illness, and compliance with treatment. David 

suggested that these dimensions could be present in any combination and devised the 

Schedule for the Assessment of Insight (SAi) to measure them. On the other hand, 

Markova and Berrios (1992b) broadened the definition of insight and suggested 

"individuals hold views not only about the disorder affecting them but also about how 

the disorder affects their interaction with the world". McEvoy and colleagues (1989a) 

developed the Insight and Treatment Attitudes Questionnaire to measure insight 

reflecting patients' recognition of their illness and need for care. In a diagnosed 

psychiatric disorder context, Raven and colleagues (1992) proposed a pragmatic and 

hierarchical definition of insight. Their definition comprised of four levels; level 1, 

the patient is aware of change in perceptual experiences, cognitive processes, 

emotions or behaviours; level 2, the patient has a feeling of disease engendered by 
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these changes; level 3, the patient gives verbal recognition that the changes causing 

disease are pathological, that is they amount to an illness; level 4, the patient acts on 

this in a manner appropriate to his or her intellectual and cultural background by 

seeking treatment, or complying with treatment, from a psychiatrist. This proposed 

model accommodates for example: the patient with a psychotic disorder who develops 

a delusional system to account for perceived unpleasant changes, and whose insight is 

therefore assessed at level 2; and the patient with a neurotic disorder who self

deceives by denying the psychological nature of the illness, and whose insight is 

therefore assessed at level 3. Birchwood and colleagues (1994) described a 

'consensus view' that insight should be viewed as a continuum rather than an all or 

nothing variable. This dimensional point of view allowed the development of the 

structured evaluation schedules of insight (David, 1990; Amador et al., 1991; 

Markova and Berrios, 1992). 

The concept of insight has been criticised. Medical anthropologists claim it fails to 

recognise that people can have various culturally shaped frameworks to explain their 

illnesses. Perkins and Moodley (1993) described the concept of insight as "eurocentric 

------and-essentially~ogant'-'--as-they-thought-it-dictated-that-p-atients-shnuld~~apart from--------------~ 

agreeing that they are mentally ill and require treatment, also agree to re-construct 

their experiences within the terms and concepts of western psychiatry. Johnson and 

Orrell (1995) have reviewed work by social scientists on cultural and social variations 

in lay perceptions of mental illness, and argue that these would influence insight. 

Social and cultural backgrounds influence perceptions of stigma from mental illness 

and the congruence of the patients with western medical views of mental illness. The 

ability to relabel mental phenomena as abnormal may be less influenced by social 

factors when compared to beliefs about the causation of mental illness. Though there 

are very few studies in this area, evidence seems to be emerging that social and 

cultural factors are important in the diagnosis of poor insight. For example, 

differences in the ethnic background of the psychiatrist and the patient appear to 

influence the judgement of the former about insight (Johnson and Orrell, 1996). 

Other authors criticise the term insight in itself as being imprecise. Derrida (1972) 

suggested that the term contains within it an immediate value judgment; insight is 

either full/good or lacking/poor, with the implication that the latter is always inferior. 
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Foucault (1997) criticised insight by stating that the term suggests that insight is an 

object of academic or professional knowledge; qualitatively different from mere 

illness beliefs and that this gives it the character of a symptom and localises it as a 

problem within the individual. 

In neurobiological literature, lack of insight or denial of illness is termed anosognosia 

and is associated with right parietal lobe lesions (McGlynn and Schacter, 1989). 

Frontal lobe and non-dominant parietal lobe lesions are frequently associated with 

significantly impaired insight (McEvoy et al., 1996). McEvoy and colleagues (1996) 

related awareness of mental illness and social judgment to neurological tests showing 

decreased functioning of the prefrontal lobes and the right and left parietal lobes of 

the brain. Lysaker and Bell (1994b) found that subjects with impaired insight 

performed more poorly than subjects with unimpaired insight on the Wisconsin Card 

Sorting Test (WCST). They used the Positive and Negative Syndrome Scale for 

Schizophrenia (P ANSS) item of 'lack of insight and judgement' to measure insight. 

This item had been shown by factor analytic studies to be composed of symptoms of 

cognitive impairment such as cognitive disorganisation, poor attention, stereotyped 

thinking and poor abstract thinking. However, using a different methodology, Kemp 

and David (1996) failed to show a relationship between insight and 

neuropsychological deficits. Earlier, David and colleagues (1992) found a relationship 

between aspects of insight and IQ. Cuesta and colleagues (1995) failed to show any 

relationship between insight and poor performance on WCST. However, the study did 

not use any of the standard rating scales to measure insight. The issue of whether 

cognitive deficits underlie poor insight, therefore, seems to be unresolved. As in other 

clinical situations, the relationship may not be a straightforward one, as other 

variables, such as the chronicity of illness, may be involved. 
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1.2 Measurement of Insight 

Measurement of insight in the earlier attempts focused on its role in psychodynamic 

therapies. Tolor and Reznikoff (1960) developed a test using hypothetical situations 

based on common defence mechanisms and found a correlation with intelligence. The 

validity of this test is debatable as the concept of insight is based on psychodynamic 

rather than clinical psychiatric principles. However, from those earlier impressionistic 

assessments of a global nature, measurement of insight has progressed to the use of 

more practical definitions and standardised instruments. Although the different 

instruments might be measuring different aspects of insight, there is at least the 

freedom to choose one to suit specific research aims. 

1.2.1 Insight Scales 

Insight scales have been commonly used in psychiatry to assess insight, mainly in 

patients with psychotic disorders. Commonly used insight scales include the Insight 

Scale by Markova and Berrios ( 1992b) and the Schedule for the Assessment of Insight 

(SA!) and Schedule for the Assessment of Insight (SAI-E) - Expanded version by 

David (1990). Other available instruments used in assessing insight include the 

Insight and Treatment Attitudes Questionnaire (ITAQ) by McEvoy and colleagues 

(1989a), the Global Insight Scale (Greenfield et al., 1989), the self-reported Insight 

Scale for Psychosis (Birchwood et al., 1994) and the Scale to Assess Unawareness of 

Mental Disorder (SUMD) (Amador et al., 1993). 

The Markova and Berrios (1992b) Insight Scale broadened the definition of insight 

and was constructed based on the authors' suggestion that 'individuals hold views not 

only about the disorder but also about how the disorder affects their interaction with 

the world'. Their scale (refer to Appendix I) consists of 32 items, answered 'yes', 

'no' and 'don't know', which represents aspects of self-knowledge relevant to the 
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patient's illness. Questions 1, 4, 6a, 7, 21, 25, 26 relate to hospitalization, questions 3 

and 11 to mental illness in general, 2, 5, 6b, 10, 13 pertain to the perception of being 

ill, questions 6d, 8, 9, 14, 16, 17, 18, 21, 22, 23, 24, and 30 relate to change in self, 

questions 20, 27, 28 and 29 reflect control over the situation, 6c, 15, 20, 23 and 26 

reflect perception of the environment, and the desire to understand one's situation is 

covered by question 31 and 32. The items are scored 1 if negative and 2 if the answer 

is positive. The authors discarded items found to be ambiguous in respect to the 

direction of insight (items 2, 4, 6a, 6c, 6d, 6e, 12, 19, 21, 27, 28, 29) and subdivided 

the remaining items of the scale into those that a positive answer would indicate 

greater insight; 5, 6b, 8, 9, 13, 14, 16, 17, 18, 22, 23, 24, 26, 32 (Scale A), and those 

which a positive response would indicate less insight; 1, 3, 7, 10, 11, 15, 20 (Scale B). 

In this insight scale a number of assumptions are made to determine the direction of 

insight in respect to individual items. Items relating to general attitudes towards 

hospitalization, mental illness-and medication mainly reflect the individual's cultural 

background. Positive insight is scored when the individual acknowledged that mental 

illness existed and could be treated with medication. Positive insight is also scored 

when the patient realized they were ill, and more specifically mentally ill, and in need 

of treatment. It is assumed that when individuals become mentally disordered a 

number of cognitive and experiential changes occur, affecting perception of self, of 

environment and of the interaction between the two. Items relating to the awareness 

of such changes are items 4, 5, 6 and 7. Positive insight is scored when the patient 

acknowledges a difference within him or herself and with his or her interaction with 

the environment. Items 2, 4, 6a, 6c, 6d, 6e, 12, 19, 21, 27, 28 and 29 were found to be 

ambiguous in respect to the direction of insight and were discarded before analysis. 

The scale can be administered by an observer or completed by the subject. 

David in 1990 published The Schedule for Assessment of Insight (SAI), in which, 

apart from the recognition of mental illness and compliance with treatment, the ability 

to relabel unusual mental events as pathological was also included. The schedule 

comprises of probe questions to assess three overlapping dimensions of insight: (a) 

awareness of illness; (b) the capacity to relabel psychotic experiences as abnormal; 

and (c) treatment compliance, plus a 'hypothetical contradiction' item added to 

evaluate the subjects' capacity to take into account another person's perspective. Each 
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dimension has two or three questions scored from O (no insight) to 2 (good insight) 

with a maximum total score of 14. An additional item on hypothetical contradiction is 

included as a supplementary question that is scored from O to 4 and added to the total 

score. Kemp and David (1997) have expanded the SAi; Schedule for the Assessment 

of Insight (SAI-E) - Expanded version to include items on awareness of change, 

difficulties resulting from mental condition and key symptoms. 

McEvoy and colleagues (1989a) devised the Insight and Treatment Attitudes 

Questionnaire (ITAQ) to compare the degrees and level of insight between voluntary 

and involuntary patients and to relate levels of insight to severity of psychopathology. 

The questionnaire consists of 11 items concerning attitudes towards being mentally ill 

and requiring medication and hospitalisation and relating these to patients' past and 

present circumstances and anticipation of future needs. The first 5 items of the 

questionnaire encompasses recognition of mental disorder while the other 6 items 

reflect attitudes to medication, hospitalization, and follow-up evaluation. Using this 

questionnaire, the authors found no correlation with aspects of acute 

psychopathology. The IT AQ was an attempt to measure insight not as a symptom that 

is present or absent but as a dynamic process. However, it remained limited because it 

encompassed a narrow definition of insight: the realisation by the patient that he or 

she is mentally ill and requires treatment. The ITAQ was not considered suitable to 

be used in this current study because 6 of its 11 items emphasized need for 

hospitalisation, need for medication, and psychotic features that may not be applicable 

for patients with anorexia nervosa. 

McEvoy and colleagues (1993) applied another approach in assessing insight using 

psychopathology vignettes. McEvoy and colleagues (1993) conducted a study using a 

range of vignettes, and showed that patients know a mentally ill person when one is 

described but that this seems to be entirely independent of their own awareness and 

acceptance that they themselves suffer from a similar illness. They used vignettes that 

cast specific psychopathological features in every day language to judge whether 

patients demonstrated these features and the degree to which they attributed them to 

10 



y 

,.> 

J. 

:,-

> 

mental illness. They found that patients failed to acknowledge negative symptoms and 

failed to view positive symptoms as evidence of mental illness. 

The Scale to Assess Unawareness of Mental Disorder (SUMD) is a comprehensive 

scale with 6 general items and 4 sub-scales from which 10 summary scores can be 

calculated. It included a structured interview that consists of global items: awareness 

of illness, benefits of treatment and social consequences of illness as well as two 

scales to assess awareness and attribution for each prominent symptom, for both past 

and current illness. The SUMD requires training to administer and the reliability 

among raters is variable on some items. 

Insight in schizophrenia has also been assessed using 'the lack of insight and 

judgement' item of the Positive and Negative Syndrome Scale (PANSS) by Kay and 

colleagues (1987) as a single global measure of insight. In the Positive and Negative 

Syndrome Scale for Schizophrenia (P ANSS) lack of insight is defined as "impaired 

awareness of one's own psychiatric condition and life situation ... , evidenced by 

failure to recognize past or present psychiatric illness or symptoms, denial of need for 

psychiatric hospitalization or treatment, decision characterised by poor anticipation of 

consequences .. ". The scale includes one item to assess lack of judgment and insight. It 

consists of seven levels from no impairment (1) to extreme lack of insight (7). 

1.3 Insight and Psychosis 

1.3.1 Insight and Schizophrenia 

Most of the research work on the clinical correlates of insight has been on patients 

with schizophrenia. Studies have found a significant correlation between impaired 

performance on the WCST and poor insight, . suggesting that cognitive impairments 

resulting from frontal lobe deficits may underlie poor insight in schizophrenia. 
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In relation to insight and the psychopathology of schizophrenia, McEvoy and 

colleagues (1989a) reported that insight as measured by the ITAQ did not correlate 

with either the severity of acute psychopathology or the changes in psychopathology 

with treatment. They speculated whether the mechanisms underlying the production 

of positive symptoms and disturbed insight were independent and whether the latter 

was more resistant to neuroleptic medication. David and colleagues (1992) found that 

the total insight score in their study had a moderate inverse correlation with PSE 

(Present State Examination) total score, which was an indication of the global severity 

of the illness (Wing et al., 1974). 

Both David and colleagues (1992) and McEvoy and colleagues (1989c) report that as 

a group, involuntary ( compulsorily admitted) patients have less insight. Overall, it 

does appear that the relationship between poor insight and aspects of psychopathology 

is not linear but complicated by other factors including compliance with treatment. 

In regards to insight and outcome, McEvoy and colleagues (1989b) report that 

patients with good insight were significantly less likely to be re-hospitalised and 

tended to be more compliant with treatment thirty days after discharge; the overall 

relationship between insight and outcome closely approached statistical significance. 

Their measure of 'after care environment' that aimed at reflecting the degree to which 

other's efforts were helpfully invested in maintaining the patient in treatment, was not 

related to insight. Amador and colleagues (1993) found their measures of insight to be 

correlated with the course of the illness. 

e: _____ ___,P--r-0gnosis--and-eutrome-ef-a1r~Hness--is-r-el-atetl--to--eo-mpliance--with--treatmenL.Several 

studies have shown a relationship between poor insight and poor compliance with 

treatment (Lin et al., 1979; Bartko et al., 1988; McEvoy et al., 1989b). The balance of 

evidence seems to be that higher levels of awareness of having an illness is associated 

with better medication compliance and clinical outcome in schizophrenia (Amador et 
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al., 1991). Moreover, it has been suggested that compliance with prescribed treatment 

is affected by social factors and beliefs about health and sickness Bebbington (1995). 

David and colleagues (1992) report that treatment compliance was not related to the 

ability to recognise one's own delusions and hallucinations and to re-label them as 

abnormal. McEvoy and colleagues (1993) proposed that insight would improve with 

attempts at psychosocial rehabilitation. This was further studied by Lysaker and Bell 

(1995) on a sample of patients with the diagnosis of schizophrenia or schizoaffective 

disorder. Earlier, Lysaker and colleagues (1994b) found insight as measured by the 

item on PANSS to be correlated with poor levels of work quality and participation in 

rehabilitative programmes. Lysaker and Bell (1995) also found that patients emolled 

in vocational rehabilitative programmes had improved insight after five months. This 

improvement was more for patients with comparatively less cognitive deficits echoing 

their earlier findings regarding a relationship with cognitive impairments. However, 

the lack of a control group limits generalising of the findings. It does seem an 

interesting suggestion that vocational rehabilitation can favourably affect insight in 

the absence of cognitive impairment. McEvoy and colleagues (1993) have proposed 

that enhanced self-esteem from rehabilitation may underlie improvement in insight. 

1.3.2 Insight and Bipolar Disorders 

Insight has been less investigated in patients diagnosed with bipolar affective 

disorder. Some studies exploring the role of insight in this group have either directly 

or indirectly shown an inverse correlation between symptoms of grandiosity and lack 

of insight (Swanson et al., 1995; Kasper et al., 1997; Schwartz et al., 1988). 

Ghaemi and colleagues (1995) studied insight in acutely manic patients using the 

IT AQ and found that improvement in insight did not correlate with recovery from 

other symptoms. Swanson and colleagues (1995) used the case vignette method to 

study insight in two groups of patients with schizophrenia and mania. They found that 

poor insight was correlated with involuntary admission and that there was a 

qualitative difference between mania and schizophrenia, in that patients with 

schizophrenia but not mania had a reduced awareness of features of their illness. 
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Also, in contrast to patients with schizophrenia, manic patients rated themselves upon 

admission similarly to the physicians with regard to the presence of positive 

symptoms but strongly denied that these symptoms reflected the presence of a mental 

illness. 

Six out of the seven non-compliant participants in the research by Schwartz and 

colleagues (1997) were diagnosed as having bipolar affective disorder, possibly 

displaying the psychotic denial of symptoms similar to the manic group described by 

Swanson and colleagues (1995). This noncompliant group showed little improvement, 

with symptoms of conceptual disorganisation, grandiosity, suspiciousness, hostility, 

uncooperativeness and usual thought content. 

Amador and colleagues (1994) and Michalakes and colleagues (1994) on the other 

hand found no significant difference between schizophrenic and manic patients on 

measures of insight. The former found that severely manic patients were similar to 

schizophrenic patients on scores of insight whereas depressed and schizoaffective 

patients had more insight. More studies are required to elucidate aspects of insight in 

non-schizophrenic populations. 

1.4 Anorexia Nervosa 

Anorexia nervosa is a chronic illness, which usually begins in adolescence and is seen 

predominantly in females. It is a disorder that can have severe consequences including 

death; most often from the complications arising from the state of starvation. The 

apparent illogic of anorectics is overridden by the psychological framework ruled by 

two powerful contingencies: the reward of weight loss and a morbid fear of fatness 

(Gamer et al., 1982). 

The diagnostic criteria for anorexia nervosa outlined in the 4th edition of the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American 
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Psychiatric Association, 1994) are "an intense fear of gaining weight or becoming fat, 

even though underweight" and "disturbance in the way in which one's body weight or 

shape is experienced, undue influence of body weight or shape on self-evaluation, or 

denial of the seriousness of current low body weight". In women, amenorrhoea is 

usually present. Preoccupation with body shape and dissatisfaction with some aspect 

of the patient's physical appearance is usual. Low body weight is usually 

accomplished by severe food restriction despite normal feelings of hunger and 

preoccupation with food. Excessive exercise and laxative abuse are common, as is the 

use of self-induced vomiting. 

The fundamental causes underlying anorexia nervosa are not fully understood; it is 

often viewed as arising from a complex interaction of biological, psychological and 

social factors. Psychological theories that attempt to explain the abnormality of 

anorexia nervosa include a disturbance of body image, an overwhelming sense of 

ineffectiveness and lack of autonomy, development of a weight phobia and fear of 

adolescence. Psychological characteristics associated with anorexia include distorted 

thoughts and beliefs (Gamer et al., 1982), distorted body image (Crisp and Kalucy, 

1974) and fears about self-control (Bruch, 1977). These characteristics in combination 

with the impaired interpersonal relationships (McIntosh et al., 2000), .disturbed family 

functioning and communication, peer influences, life experiences, and even the 

child's physiology, may lead to anorexia nervosa. Studies into the personality of 

patients with anorexia have been inconclusive but individual studies have reported 

personality profiles suggesting high neuroticism and introversion (Halmi et al., 1977). 

The family organisation that may lead to anorexia nervosa is said to be characterised 

by enmeshment, overprotectiveness, rigidity and a lack of conflict resolution. Many of 

these earlier hypotheses have not been satisfactorily tested and no firm evidence exists 

to support them (Bruch, 1977). 

In the cognitive-behavioural model of anorexia nervosa, dysfunctional thoughts and 

attitudes are seen as central to the onset and maintenance of the disorder. Most of 

these attitudes revolve around a core belief that thinness is not only highly desirable 

but comes to represent the sole measurement of success (Halmi et al., 1977). Weight 
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loss, often positively remarked upon by others in the early stages of dieting, is said to 

become a positive self-reinforcer in itself as patients experience the pleasure of 

successful weight loss and develop a sense of control over their lives through the 

discipline that dieting represents. 

Evidence for a genetic contribution in the aetiology of anorexia nervosa comes from 

family and twin studies (Kaye et al., 2000). Twin studies looking at female patients 

have shown that the concordance rate between monozygotic twins is 55% and that 

between dizygotic twins is 7% suggesting a genetic contribution to the disorder 

(Becker et al., 1999). Interest in the possibility that a neuroendocrine abnormality 

may contribute to the aetiology of anorexia nervosa arose from the observation of 

amenorrhoea as a central feature and consistent findings that abnormalities of 

hypothalamic-pituitary and neurotransmitter function exist in patients suffering from 

the disorder. Most endocrine abnormalities seen in anorexia nervosa are now thought 

to reflect starvation as indices frequently return to normal upon weight restoration. 

Studies on neurotransmitter systems raise the possibility that abnormalities specific to 

anorexia nervosa may underlie the disorder as some changes persist with recovery, 

especially the serotonergic and noradrenergic systems (Kaye and Strober, 2000). 

There is a strong socio-cultural influence in the aetiology of anorexia nervosa in the 

western world where slenderness has become synonymous with attractiveness and the 

achievement of both is an expectation more of women than men (Brownell, 1991 ). 

From very early studies, an over representation in upper social classes has been noted 

and to some extent the disorder appears to be confined to areas where a "Western" 

style culture predominates. It has been suggested that the relatively recent shift in the 

idealised female shape from a curved figure to a thin, lean look has placed increasing 

pressure on western women to conform and may have contributed to the rising 

incidence of anorexia nervosa. The impact of this pressure to conform is said to be 

reflected in the high body weight and shape dissatisfaction and the fact that dieting 

behavioural is endemic amongst young females in our culture today. 
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McKenna (1984) suggested that anorexia nervosa shows specific aetiological and 

phenomenological features of a disorder with an overvalued idea. He described the 

overvalued idea as "an isolated belief neither delusional nor obsessional in nature, 

which comes to dominate the life of the sufferer often indefinitely". McKenna 

reported that abnormal personality ( obsessional, histrionic and schizoid) is a 

prominent aetiological factor in anorexia nervosa. Other authors however, such as 

Hilda Bruch (1962) suggests descriptive accounts of delusional. features in the 

preoccupations in anorexia nervosa. Bruch states that "a disturbance in body image of 

delusional proportions" is a cardinal feature of anorexia nervosa. She wrote, "what is 

pathognomonic of anorexia nervosa is not the severity of the malnutrition per se -

equally severe degrees are seen in other psychiatric patients - but rather a distortion of 

body image is associated with it: the absence of concern about emaciation, even when 

advanced, and the vigor and stubbornness with which the often gruesome appearance 

is defended as normal and right and not too thin, as the only possible security against 

the dreaded fate of becoming fat. The true anorexic is identified with his skeleton-like 

appearance, denies its abnormality, and actively maintains it, in contrasts to the 

atypical anorexic who deplores the weight loss but feels helpless to change it" (Bruch, 

1962). 

In anorexia nervosa, the patient's conviction that she is over weight despite clear 

contrary evidence is not considered delusional. The abnormal beliefs in anorexia 

nervosa concerning weight issues, dieting and the search for the perfect body is a 

commonplace concern in industrialised western societies, in which there is an 

abundance of food and in which, especially for females, being considered attractive is 

linked to being thin; slenderness is seen as attractive and an achievement. Moreover 

patients with anorexia are not otherwise psychotic and antipsychotic drugs appear 

ineffective for their condition. 

The most striking feature in the phenomenology of anorexia nervosa that is parallel 

with the overvalued idea is the anorexic's very own conviction that she is over weight 

(McKenna, 1984). This belief is preoccupying, acted on unquestioningly, and leads 

the patient to engage in sustained abnormal behaviour. Although it may also be 
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accompanied by a fear of gaining weight, this is not a phobia, as there is no excessive 

anxiety or arousal in the presence of food. 

The nature of the overvalued idea in anorexia nervosa is very complex. Jones and 

Watson (1997) linked the powerful affective component of the overvalued ideas in 

anorexia nervosa and their great ability to influence both behaviour and cognition to 

the frequency with which those overvalued ideas were held. They summarised the 

anorectic beliefs as being held with conviction but less forcefully than a delusion with 

the objective truth of those beliefs being open to doubt. Jones and Watson explained 

that those beliefs are a product of rumination; the patient's belief "that she is 

overweight" or "too fat" is supported by the patients' imagination and repeated 

thought that imbues it with associations, consequences and emotions that it may not 

fully deserve. They suggested implementing different strategy programs that attempt 

to modify the anorectic beliefs by concentrating upon reasoning and exploring the 

implications of what begins as a relative straightforward statement by the patient. 

1.4.1 Insight and Anorexia Nervosa 

Despite the fact that a lack of insight is an integral part of the clinical presentation of 

patients with anorexia nervosa, there have been very few systematic studies exploring 

the relationship between anorexic patients' insight into their illness and the course of 

the disorder. 

Individuals with anorexia nervosa are often brought to professional attention by 

family members after marked weight loss or failure to make expected weight gains 

has occurred. If individuals seek help on their own, it is usually because of their 

subjective distress over the somatic and psychological sequel of starvation. It is rare 

for an individual with anorexia nervosa to complain of weight loss per se. Denial is a 

main feature of patients with anorexia nervosa (Crisp, 1967; Garner et al., 1982; 

Bruch 1988). 
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Little is known about the evolution of insight in patients with anorexia nervosa, 

although it has been observed for some time that anorexic patients deny their disorder 

and symptoms. Lasegue (1873) observed "not only does she not sigh for recovery, but 

she is not ill-pleased with her condition". DSM-III-R (American Psychiatric 

Association, 1987) diagnostic criteria for the disorder include "distortion of body 

image" with apparent lack of insight into the severity of emaciation. DSM-III-R also 

describes as an associated feature of anorexia nervosa the fact that "most people with 

this disorder steadfastly deny or minimize the severity of their illness and are 

uninterested in, or resistant to, therapy." 

The results of a study done by Greenfeld and colleagues (1991 ), suggests that insight 

( defined as the ability to acknowledge symptoms, illness, vulnerability to relapse, and 

to identify precipitants and the need for treatment) is an important clinical variable in 

anorexia nervosa and to some degree predicted outcome. Higher levels of insight at 

follow-up (as determined by Global Insight Score and capacity to acknowledge 

illness) are associated with better outcome measures. Insight rating was correlated 

with increase in body mass index. 

1.5 The Purpose of this Study 

Insight is a dimension that is useful to pursue at the time of diagnosis and throughout 

treatment of psychiatric illnesses. Insight in anorexia nervosa has not been widely 

studied or investigated. This study is an attempt to explore the notion of insight in 

patients with anorexia nervosa. The study applied available insight scales and tools to 

measure insight in patients with anorexia nervosa. Factors such as age, body mass 

index, lowest adult body mass index, duration of illness, years of formal education, 

current eating attitudes and behaviour, mental health act status, history of abuse and 

other coexisting mental illnesses that may influence or affect insight in patients with 

anorexia nervosa were investigated. 
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2.1 Aim of the Study 

CHAPTER TWO 
METHODS 

To examine insight in patients with anorexia nervosa. 

2.2 Study Objectives 

1. To evaluate insight in patients with anorexia nervosa. 

2. To investigate some of the factors that may influence insight in patients 

with anorexia nervosa. 

2.3 Hypotheses 

1. Insight is impaired in patients with anorexia nervosa. 

2. Insight in patients with anorexia nervosa is related to the following factors: 

i) Age 

ii) Body mass index 

iii) Lowest adult body mass index 

iv) Duration of illness 

v) Years of formal education 

vi) Current eating attitudes and behaviours 

vii) Mental Health Act status 

viii) History of Abuse 

ix) Other coexisting mental illnesses 
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2.4 Sample and Participation Selection. 

The study population consisted of 18 female subjects. The patients were diagnosed 

with anorexia nervosa in accordance with the DSM-IV criteria, either subtype: the 

restricting type or binge-eating/purging type. The participants in the study were 

selected from a larger sample recruited for a study about overvalued ideas; "The 

Assessment of Beliefs" study1 which involved people with or without mental illness 

who have strong or unusual beliefs. Some of the 18 subjects had been hospitalised for 

treatment and were discharged, others were still being hospitalised at the time of the 

study. 

2.5 Procedure and Interview Structure 

The study protocol was approved by the Otago Ethics Committee. Firstly psychiatrists 

at Health Care Otago were contacted via electronic mail and post and were asked to 

inform their clients about the study. Subsequently, subjects who voluntarily agreed to 

participate were then contacted for the study. They were informed that participation in 

the study was confidential and withdrawal at any stage during the interview process 

was acceptable. Each participant completed a consent form and was interviewed 

privately in a single 30-45 minute session. 

The following instruments were administrated during the interviewing session: the 

Markova and Berrios Insight Scale, a modified version of David's 'Awareness of 

Illness' Insight Subscale and the Eating Attitudes Test-26 (EAT-26). 

Body mass index (BMI) of the participants was calculated as the weight in kilograms 

divided by the height in metres squared (Kg/m2
), based on self reported height and 

weight at the time of interview. Information about the Mental Health Act status at the 

time of admission whether voluntary or not, history of abuse and co-existing illnesses 

were obtained from the patient's medical records. 

1 Mullen unpublished. 
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2.6 Instruments 

The choice of instruments used in this study was based on availability and 

modifiability of existing instruments. There are no insight instruments so far 

developed for assessing insight in patients with eating disorders. Available insight 

scales are concerned with insight usually into a psychotic disorder and are not 

applicable to the normal population as they generally assume the presence of a 

disorder. 

Insight scales such as the IT AQ was not considered suitable to be used in this current 

study because, as mentioned above, 6 of its 11 items emphasized need for 

hospitalisation, need for medication, and psychotic features that may not be applicable 

for patients with anorexia nervosa. 

The Markova and Berrios Insight Scale had the advantage of being able to be 

administered by an observer or completed by the subject. The David's 'Awareness of 

Illness' Insight Subscale was used because it was relatively easier to modify in order 

to suit patients with anorexia nervosa . 

2.6.1 Markova and Berrios Insight Scale 

The subjects self-rated their insight using the Markova and Berrios Insight Scale 

(Markova and Berrios, 1992), refer Appendix I. The scale consisted of 32 items, 

answered 'yes', 'no' and 'don't know'. The items represent aspects of self-knowledge 

relevant to the patients' illness, hospitalisation, mental illness in general, perception of 

being ill, changes in the self, and control over the situation. The items were scored 2 if 

the answer was positive and 1 if negative. 
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2.6.2 Modified version of David's 'Awareness of Illness' Insight Subscale 

The Schedule for the Assessment of Insight (SAI) by David (1990) as mentioned 

previously, refer page 9, comprises three components (subscales) to assess three 

overlapping dimensions of insight: 

(a) treatment compliance; 

(b) awareness of illness; and 

( c) the capacity to relabel psychotic experiences as abnormal. 

In addition to the three components of the schedule, a 'Hypothetical Contradiction' 

supplementary question is also included in David's Schedule for the Assessment of 

Insight to evaluate the subjects' capacity to take into account another person's 

perspective. It is scored from O to 4. The supplementary question is "How do you feel 

when others say you are not too fat?" and is rated according to the following scale: 

They are lying (0) 

I am still sure despite what others say (1) 

I am confused and do not know what to think (2) 

I wonder whether something is wrong with me (3) 

That is when I know I am sick (4) 

For the purpose of this study, only the awareness of illness component and the 

'Hypothetical Contradiction' question were used to further explore insight in the 

patients with anorexia nervosa of the study. The treatment compliance subscale and 

the capacity to relabel psychotic experiences subscales were not applicable for 

anorexic patients and thus were not used. 

The 'Awareness of Illness' subscale was modified to specifically assess insight in 

patients with anorexia nervosa. The subjects were asked three questions sequentially, 

proceeding from one question to the next only if the subject scored 2 or 1 in response 

to the question asked. 
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The questions that were asked and their scoring are described below: 

1. 'Do you think you have an illness (mental, physical or unspecified)?' 

-Often= 2 (thought present most of the day, most days) 

-Sometimes= 1 (thought present occasionally) 

-Never= 0 (ask why doctors/ others think she does) 

If the subject scored 1 or 2 for the first question, I then proceeded to ask the 

second question: 

2. 'Do you think you have an Eating Disorder (Anorexia Nervosa)?' 

-Often= 2 (thought present most of the day, most days) 

-Sometimes= 1 (thought present occasionally, minimum once per day) 

-Never=O 

If the subject scored 1 or 2 for the second question, the third question was then 

asked: 

3. 'How do you explain your illness?' 

-Reasonable account given based on plausible mechanisms (appropriate given 

patient's social, cultural and educational background, e.g. excess stress, 

chemical imbalance, family history of the disease, abuse) = 2 

-Confused account given, repetition of overheard explanation without 

adequate understanding or "don't know" = 1 

- Delusional or bizarre explanation =O 

The subjects' responses to each question were recorded on a three-point scale scoring 

from O (no insight) to 2 (good insight). The score can be summed to give a total 

'Awareness of Illness' score ranging from 0-6. 
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Following the three 'Awareness of Illness' Subscale questions each subject was asked 

the 'Hypothetical Contradiction' supplementary question. The questions were scored 

from 0-4 depending on the subjects' response. 

The Total Awareness of Illness Insight Score was obtained by summing up the 

subject's scores to the three awareness of illness questions from the modified version 

of David's Schedule for Assessment of Insight: the 'Awareness of Illness' Insight 

Subscale plus the subject's score to the hypothetical contradiction question. 

2.6.3 Eating Attitudes Test-26 

The participants finally completed the self-report Eating Attitudes Test-26 (EAT-26) 

refer Appendix II. The EAT-26 assesses a broad range of eating behaviours and 

provides a total score for disturbed eating attitudes and behaviour. It measures eating 

and attitudes related to dieting, food preoccupation, bulimia and oral control. Total 

scores on the EAT-26 are derived as a sum of the composite items, ranging from Oto 

78. Scores that are greater than or equal to 20 on the EAT-26 are frequently associated 

with abnormal eating attitudes and behaviour and may identify those with an eating 

disorder (Garner et al., 1982). 

2. 7 History of Abuse 

Where patients who spontaneously reported a history of abuse in response to the 

third question of the 'Awareness of Illness' subscale; How do you explain your 

illness?' this was recorded. This information was supplemented by accounts of abuse 

from the patient's medical record. History of abuse covered sexual, physical and/or 

emotional (verbal) abuse. Sexual abuse was described as child abuse and rape. 
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2.8 Statistical Analysis 

Pearson Correlation analyses were used to calculate the relationship between the 

different variables; age, current body mass index, lowest adult body mass index, 

duration of illness, years of formal education and eating attitudes and behaviours, 

history of abuse; and insight scores as measured by the Markova and Berrios Insight 

Scale and the Total Awareness of Illness Insight Scale. Partial Correlation 

Coefficients were computed between the Markova and Berrios Insight score and 

EAT-26 score in which BMI was controlled for and between the Total Awareness of 

Illness Insight score and duration of illness in which history of abuse was controlled 

for. The data was entered into a Statistical Package for Social Sciences (SPSS) 

programme from which summary descriptive statistics were obtained. The statistical 

differences in the analysis were detected based on p values, with the significance level 

set at p < 0.05 and p< 0.01. 
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3.1 Response Rate 

CHAPTER THREE 
RESULTS 

18 valid replies out of a total of 20 invitations for participation in the study were 

received and consequentially conducted for this study, yielding an overall response 

rate of 90 per cent. 

3.2 Sociodemographic and Clinical Characteristics of Subjects 

A summary of the data regarding; age, duration of illness, body mass index, lowest 

adult body mass index, Mental Health Act 1992 status, history of abuse ( sexual, 

physical, emotional) and other co-existing mental illnesses are represented in Table 1 

below. For the purpose of this study, the following considerations were taken into 

account with regards to the demographic data obtained: 

• Age of participants was recorded as at 2001 . 

• Duration of illness was estimated starting from age of onset of the illness until 

either date of recovery or as at 2001. 

• Body mass index (BMI) of the participants was calculated as the weight in 

kilograms divided by the height in metres squared (Kg/m2
), based on self 

reported height and weight at time of interview. 

• Information about the Mental Health Act 1992 status of the participants in the 

study whether their admission was voluntary (v) or compulsory (c), was 

obtained from the patient's medical records. 

• History of abuse covers sexual, physical and/or emotional (verbal) abuse and 

was obtained from the patient's medical records. 

• Co-existing illnesses were obtained from the patient's medical records. 

• Years of formal education were calculated from year 6 (form one) onwards. 
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Table 1 below outlines the socio-demographic and clinical characteristics of the 18 

subjects. Of the 18 subjects 8 were compulsorily admitted under the 1992 Mental 

Health Act. Incidences of sexual, physical and/or emotional abuse are identified, as 

well as the presences of co-existing mental illness including depression, post 

traumatic stress disorder (PSTD), substance abuse (SA), postnatal depression, bipolar 

disorder, obsessive-compulsive disorder and borderline personality disorder and 

schizophrenia. 

Table 1 Summary of Data 

Subject Age BMI Lowest Duration Years of Mental History Co-existing 
(Kg/m2

) Adult Of Formal Health of Mental 
BMI Illness Education Act 1992 Abuse Illness 

(Kg/m2
) (Years) (Years) Status 

1 24 17.90 13.42 1 11 V - depression 

2 43 16.90 11.83 12 16 V - depression 

3 33 14.32 12.11 13 9 C sexual PTSD, SA, 
depression 

4 33 19.05 15.62 7 8 C - postnatal 
depression 

5 20 24.35 17.31 3 5 V - depression 

6 19 18.14 17.05 1 9 V - -
7 23 25.82 24.44 6 6 V - postnatal 

depression 
8 28 15.23 12.40 13 6 C sexual PTSD, 

depression 
9 21 18.02 15.22 1 11 V - bipolar 

10 33 19.29 14.86 6 11 V - OCD 
11 40 19.29 16.16 9 2 V - Borderline 

personality 
disorder, SA 

12 30 22.18 15.05 5 8 C - depression 
13 27 19.32 16.22 7 14 C - OCD, 

depression 
14 25 16.16 16.16 11 9 C sexual PTSD, 

depression 
15 29 19.75 16.38 4 2 V - schizophrenia, 

depression 
16 31 20.19 18.81 6 11 C - -
17 26 16.85 15.06 7 14 C - depression 
18 17 19.82 14.15 1 1 C physical& depression 

emotional .. c = compulsory adm1ss1on; v = voluntary adm1ss1on. 
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Table 2 outlines the details of the descriptive variables of all the participants included 

in the study. The mean age of the sample was 27.9 years with an age range of 17-43 

years. The mean BMI of the sample was 19 with a BMI range of 14.32 - 25.82. The 

mean lowest adult BMI of the sample was 15.5 and ranged between 11.83 and 24.44. 

The mean period of the duration of illness of the sample was 6.3 years with a 

maximum of 13 years and minimum of one year. The mean of years of formal 

education of the participants in the study was 8.5 years and ranged from 1-16 years. 

Table 2 Details of the Descriptive Variables 

Descriptive Mean Standard Minimum Maximum 
Variable Deviation 

Age 27.9 6.98 17.00 43.00 

BMI(Kg/m2
) 19.0 2.91 14.32 25.82 

Lowest Adult 15.5 2.90 11.83 24.44 
BMI (Kg/m2

) 

Duration 6.3 4.08 1.00 13.00 
of Illness (yrs) 

Years of Formal 8.5 4.26 1.00 16.00 

Education (yrs) 

3.3 Markova and Berrios Insight Scale Scores 

The subjects self-rated their insight using the Markova and Berrios Insight Scale. The 

highest score achievable on the Markova and Berrios is 42. In this study the mean 

Markova and Berrios Insight Scale score was 29.2. The highest score obtained was 35 

and the lowest was 22. 
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Table 3. Markova and Berrios Insight Scale Scores: 

Subject Insight Scale Score 
1 22 
2 32 
3 26 
4 30 
5 35 
6 29 
7 34 
8 26 
9 32 
10 30 
11 30 
12 28 
13 27 
14 26 
15 30 
16 28 
17 33 
18 27 

3.4 'Awareness of Illness' Insight Subscale Scores 

Table 4. presents the results obtained for the 'Awareness of Illness' insight subscale. 

The subjects' response to each question asked was recorded on a three-point scale 

scoring from O (no insight) to 2 (good insight). If the subject did not score 1 or 2 in 

response to a question, the subsequent question was then not applicable (N/A). The 

total 'Awareness of Illness' insight subscale score of the sample ranged from 0-6. The 

mean 'Awareness of Illness' insight subscale score of the sample was 3.1. 

30 



., > 

',\ 

,, 

\., > 

r-

> 

Table 4. 'Awareness of Illness' Insight Subscale Scores: 

Subject Ql Q2 Q3 AI Score 
1 1 0 NIA 1 
2 2 1 1 4 
3 2 2 2 6 
4 1 0 NIA 1 
5 2 1 2 5 
6 1 0 NIA 1 
7 2 2 1 5 
8 2 2 2 6 
9 2 0 NIA 2 
10 2 0 NIA 2 
11 1 2 1 4 
12 1 1 1 3 
13 2 0 NIA 2 
14 2 2 2 6 
15 2 0 NIA 2 
16 2 1 1 4 
17 2 0 NIA 2 
18 0 NIA NIA 0 

The responses to the three questions of the 'Awareness of Illness' Insight Subscale are 

outlined in the tables below: 

Table 5. Responses to Question 1 of the 'Awareness of Illness' Insight Subscale: 

'Do you think you have an illness (mental, physical, Number of % 

unspecified)? ' responses 

Often= 2 12 67 

Sometimes = 1 5 28 

Never= 0 1 5 

· Twelve women (67%) of the sample often identified having an illness; five sometimes 

acknowledged having an illness and one woman reported that she never identified 

having an illness. 
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Table 6. Responses to Question 2 of the 'Awareness of Illness' Insight Subscale: 

'Do you think you have an Eating Disorder (Anorexia Number of % 

Nervosa)?' responses 

Often= 2 5 28 

Sometimes = 1 4 22 

Never= 0 8 44 

Not Applicable (N/ A) 1 6 

Five women (28 % ) of the sample often identified their illness as anorexia nervosa; 

four women only sometimes acknowledged having anorexia nervosa and eight women 

( 44 % ) of the sample never acknowledged having anorexia nervosa. One of the 

subjects scored O in response to question 1 therefore did not proceed to question 2. 

Table 7. Responses to Question 3 of the 'Awareness of Illness' Insight Subscale: 

'How do you explain your illness?' Number of % 

responses 

Reasonable account= 2 4 22 

Confused account = 1 5 28 

Delusional explanation = 0 0 0 

Not Applicable (NIA) 9 50 

Four women (22 %) of the sample gave a reasonable account in explaining their 

illness; 3 out of the 4 subjects attributed their illness to having had a history of sexual 

abuse ( child abuse and rape). Five women (28 % ) of the sample gave a confused 

account in explaining their illness. Only half of the participants of the sample were 

asked the third question of the 'Awareness of Illness' Insight Subscale. Question 3 

was not applicable for the other nine women; eight women scored O in response to 

question 2 and one woman scored O for question 1; therefore they did not proceed to 

question 3. 
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3.5 'Hypothetical Contradiction' Question Results 

The participants were asked a 'Hypothetical Contradiction' supplementary question to 

evaluate their capacity to take into account another person's perspective. The 

supplementary question asked was: "How do you feel when others say you are not too 

fat?". The subjects chose the most applicable response to them from the responses 

provided (refer page 23). 

Table 8. 'Hypothetical Contradiction' Scores: 

Subject 'Hypothetical Contradiction' 
Score 

1 0 
2 1 
3 2 
4 1 
5 3 
6 3 
7 1 
8 1 
9 1 
10 2 
11 1 
12 0 
13 1 
14 2 
15 0 
16 0 
17 0 
18 0 

A representation of the sample's response to the hypothetical contradiction question is 

outlined in Table 9. 
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Table 9. Representation of the 'Hypothetical Contradiction' Question Results: 

How do you feel when others say you are not too fat? Number of responses % 

They are lying (0) 6 33 

I am still sure despite what others say (1) 7 39 

I am confused and do not know what to think (2) 3 17 

I wonder whether something is wrong with me (3) 2 11 

That's when I know I am sick (4) 0 0 

3.6 The Total Awareness of Illness Insight Scores 

The Total Awareness of Illness Insight Score for each subject was obtained by 

summing up the subject's scores to the three awareness of illness questions plus the 

subject's score to the hypothetical contradiction question. The subjects Total 

Awareness of Illness Insight scores are outlined in the table below: 

Table 10. Total Awareness of Illness Insight Scores: 

Subject Awareness of Illness Hypothetical Contradiction Total Awareness 
Subscale Score Score of Illness Score 

1 1 0 1 
2 4 1 5 
3 6 2 8 
4 1 1 2 
5 5 3 8 
6 1 3 4 
7 5 1 6 
8 6 1 7 
9 2 1 3 
10 2 2 4 
11 4 1 5 
12 3 0 3 
13 2 1 3 
14 6 2 8 
15 2 0 2 
16 4 0 4 
17 2 0 2 
18 0 0 0 
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The mean total of Awareness of Illness Insight score of the sample was 4.2. The 

maximum Awareness of Illness Insight score achieved in this study was 8 and the 

minimum was 0. 

3.7 Eating Attitudes Test-26 Scores 

The EAT-26 has acceptable criterion-related validity by significantly predicting group 

membership; the reliability (internal consistency) of the EAT-26 is high (A= 0.90 for 

the anorexia nervosa group). In this study one participant died before undertaking the 

EAT-26 test, 10 of the 17 remaining subjects (59% of the sample) scored above the 

cut off mark (greater than or equal to 20), indicating disturbed eating behaviours and 

attitudes. 

Table 11. Eating Attitudes Test-26 (EAT-26) Scores: 

Subject EAT-26 Score 
1 46 
2 35 
3 61 
4 50 
5 2 
6 2 
7 14 
8 54 
9 2 
10 0 
11 24 
12 10 
13 24 
14 29 
15* -
16 23 
17 14 
18 53 

* Participant died before undertaking the test. 
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3.8 Insight and History of Abuse and Mental Health Act Status Results 

In the tables below, the insight scores according to the Markova and Berrios Insight 

Scale (Table 12) and the Total Awareness of Illness Insight Scale (Table 13) are listed 

in the first column of each table. The corresponding total number of subjects who 

scored the given score is listed in the second column; the last two columns show the 

history of abuse and Mental Health ( compulsory assessment and treatment) Act 1992 

status, respectively. For example, three subjects scored 26 according to the Markova 

and Berrios Insight Scale and all three had a history of abuse and only two were 

sectioned under the 1992 Mental Health Act. 

Table 12. Markova and Berrios Insight Score and Corresponding Number of Subjects 

and their History of Abuse and Mental Health Act status: 

Markova and Berrios Number of subjects Number of Subjects Number of Subjects 
Insight Score with History of with compulsory 

(Subjects n= 18) Abuse Mental Health Act 
Status 

22 1 Nil Nil 

26 3 3* 3 

27 2 1** 2 

28 2 Nil 2 

29 1 Nil Nil 

30 4 Nil 1 

32 2 Nil Nil 

33 1 Nil 1 

34 1 Nil Nil 

35 1 Nil Nil 

* History of sexual abuse ( child abuse or rape). 

** History of physical and emotional abuse. 
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Table 13. Awareness of Illness Insight Subscale Score and Corresponding Number of 

Subjects and their History of Abuse and Mental Health Act status: 

Total Awareness of Number of subjects Number of Subjects Number of Subjects 
Illness Insight Score with History of with compulsory 

(Subjects n= 18) Abuse Mental Health Act 
Status 

0 1 1 •• 1 

1 1 Nil Nil 

2 3 Nil 2 

3 3 Nil 2 

4 3 Nil 1 

5 2 Nil Nil 

6 1 Nil Nil 

7 1 1 • 1 

8 3 2 '* 2 

* History of sexual abuse ( child abuse or rape). 
** History of physical and emotional abuse. 

3.9 Statistical Analysis of Results 

Table 14 is a Correlation Matrix that outlines the relationships between the different 

variables; age, current body mass index, lowest adult body mass index, duration of 

illness, years of formal education and eating attitudes and behaviours, history of 

abuse; and insight scores as measured by the Markova and Berrios Insight Scale and 

the Total Awareness of Illness Insight Scale. The important findings of this study are 

the two statistically significant correlations between the Markova and Berrios Insight 

Scale score and body mass index (p= 0.03) and EAT-26 Scores (p= 0.01), both at the 

5% level of significance, and the correlation between the Total Awareness of Illness 

Insight Scale score and duration of illness (p= 0.01) and history of abuse (p = 0.00), 

both significant at the 1 % level. 
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Table 14. Correlation Matrix oflnsight and Variables 

I~ 
MB Total 
Score AI EAT- BMI 

Score 26 

MB 1 
Score 

Total 0.16 1 
Al p(0.54) 

Score 

EAT-26 -0.60 -0.03 1 
p(0.01)* p(0.90) 

BMI 0.52 -0.07 -0.51 1 
p(0.03)* p(0.79) p(0.04)* 

Lowest 0.45 0.10 -0.39 0.78 
Adult p(0.06) p(0.68) p(0.13) p(0.00)** 

BMI 

Duration -0.10 0.62 0.44 -0.48 
Of p(0.69) p(0.01)** p(0.08) p(0.04)* 

Illness 

Age 0.02 0.16 0.22 -0.27 
p(0.94) p(0.52) p(0.41) p(0.28) 

Education -0.02 -0.02 -0.18 -0.34 
p(0.95) p(0.94) p(0.50) p(0.16) 

History -0.44 0.66 0.51 -0.60 
Of p(0.07) p(0.00)** p(0.04)* p(0.01)** 

Abuse 

* Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 

Lowest 
Adult 
BMI 

1 

-0.19 
p(0.46) 

-0.21 
p(0.42) 

-0.23 
p(0.36) 

-0.30 
p(0.23) 

Duration History 
Of Age Education Of 

Illness Abuse 

1 

0.67 1 
p(0.00)** 

0.20 0.24 1 
p(0.43) p(0.34) 

0.68 0.05 -0.05 1 
p(0.00)** p(0.84) p(0.83) 
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Partial correlation coefficients were computed for two interesting findings of this 

study. The results of these are presented below: 

Table 15. Partial Correlations Coefficients 

Variable Controlling for Partial Correlation: Coefficient 
(Degrees of Freedom) 
.2-tailed Significance 

-0.46 
MB Score EAT-26 BMI (14)* 

p=0.07 

Total Duration History 0.31 
A I Score of Illness of Abuse (15) 

p= 0.23 

* Participant died before undertaking the EAT-26 test; n=l 7, D.F = n-3 = 14 . 

The computed partial correlation coefficient between the Markova and Berrios Insight 

score and EAT-26 score in which BMI is controlled for shows a decrease in 

magnitude of the association between the two variables from -0.60 to -0.46, this 

indicates that the variables are less strongly related. The partial correlation coefficient 

between the Total Awareness of Illness Insight score and duration of illness in which 

history of abuse is controlled for shows that the correlation between the two variables 

has decreased from 0.62 to 0.31 and was no longer significant. 
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CHAPTER FOUR 
DISCUSSION 

This study aimed to explore insight in anorexia nervosa. The objectives of the study 

focused on applying available insight scales and instruments to measure and assess 

insight in patients with anorexia nervosa. Some factors that may influence insight in 

patients with anorexia nervosa were also examined. These factors include age, body 

mass index, lowest adult body mass index, duration of illness, years of formal 

education, current eating attitudes and behaviours, Mental Health Act 1992 status, 

history of abuse and other coexisting mental illnesses. 

4.1 Insight in Patients with Anorexia Nervosa 

To date there have been very few studies exploring insight in patients with anorexia 

nervosa (Greenfeld et al., 1990; Eisler et al., 1985). The hypothesis of this study is 

that as with some other psychiatric illnesses, insight is impaired in patients with 

anorexia nervosa. I aimed to apply available insight scales to evaluate insight in 

patients with anorexia nervosa. It is important to note that the insight scales applied 

are not applicable to the normal population. Available insight scales are concerned 

with insight into a disorder. Some authors even equate poor insight directly with being 

delusional (Eisen et al., 1998). 

As measured by the Markova and Berrios Insight Scale and the modified version of 

David's Schedule for Assessment of Insight: the 'Awareness of Illness' Insight 

Subscale it c~ be seen that insight in patients with anorexia nervosa is impaired. The 

highest score achievable on the Markova and Berrios Insight Scale (Scale A and Scale 

B) is 42. In this study the mean Markova and Berrios Insight Scale score was 29.17. 

The Total Awareness of Illness Insight score of each subject of the study was obtained 

by summing up the subject's scores to the three awareness of illness questions from 
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the modified version of David's Schedule for Assessment of Insight: the 'Awareness 

of Illness' Insight Subscale plus the subject's score to the hypothetical contradiction 

question. The maximum Total Awareness of Illness Insight score in this study was 8. 

The average total of Awareness of Illness Insight score of the sample was 4.16. The 

participants' responses to the Hypothetical Contradiction' question showed that the 

majority of the sample did not have the capacity to take into account another person's 

perspective on the subject concerning the participant's body image. 

The lack of insight in the patients included in this study can be considered in terms of 

the psychological, cognitive and biological basis of the illness. Psychological 

characteristics associated with anorexia nervosa include low self-esteem, distorted 

thoughts and beliefs, distorted body image and fears about self-control. The 

psychological framework ruling anorexia nervosa is the reward of weight loss and a 

morbid fear of fatness (Russell, 1970; Bruch, 1973; Crisp, 1967). The patient refuses 

to maintain body weight because of the intense fear of gaining weight or becoming 

fat. This is usually accompanied by a distorted body image manifested by patients 

stating that they "feel fat" although underweight or even severely emaciated. All the 

patients of this study expressed beliefs of disturbed body image in that they perceived 

themselves larger and fatter than they actually were, as can be seen from the 

participants' current body mass index. Patients with anorexia nervosa suffering from 

disturbed body image are less likely to acknowledge their eating disorder. 

The cognitive-behavioural model of anorexia nervosa and dysfunctional thoughts and 

attitudes can be seen as central to the onset and maintenance of the disorder. Most of 

these attitudes revolve around a core belief that thinness is not only highly desirable 

but comes to represent the sole measurement of success. Weight loss, often positively 

remarked upon by others in the early stages of dieting, is said to be a positive self

reinforcer in itself as patients experience the pleasure of successful weight loss and 

develop a sense of control over their lives through the discipline that dieting 

represents. Typical cognitive distortions of patients with anorexia nervosa include 

selective abstraction, or basing a conclusion on isolated details while ignoring 

contradictory and more salient evidence (Garner and Bemis 1982). In this study eight 
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of the participants denied having an eating disorder or anorexia nervosa and one 

subject denied having any illness at all. 

Anorexia nervosa is characterised by the over-valued idea that self worth is 

determined by body shape and weight. Anorexia nervosa is characterised by emphasis 

on self-control and "body image disturbance", which consists of body shape 

misperception and denigration. Jones and Watson (1997) reported that the beliefs in 

patients with anorexia nervosa are supported by the patient's imagination and are 

subjected to repeated thought, imbuing them with associations, consequences and 

emotions that they may not fully deserve. The anorexic's belief that she is over weight 

and too fat is preoccupying, acted on unquestioningly, and leads the patient to engage 

in sustained abnormal behaviour, reflecting impaired insight in patients with anorexia 

nervosa. 

4.2 Factors Influencing Insight in Patients with Anorexia Nervosa 

This study looked at some of the factors may influence insight in patients with 

anorexia nervosa. These factors include age, body mass index, lowest adult body mass 

index, duration of illness, years of formal education, current eating attitudes and 

behaviours, Mental Health Act 1992 status, history of abuse and other coexisting 

mental illnesses. 

4.2.1 Insight and Body Mass Index 

Insight as measured by the Markova and Berrios Insight Scale is positively correlated 

with body mass index with r = 0.52 and p=0.03 (refer to the Correlation Matrix Table 

14). Patients with low body mass indexes had lower insight scores. Patients with 

higher body mass indexes, those who regained and/or sustained normal body weight, 

had higher insight relative to the other participants. Subject 5 and 7 (highest BMI: 
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24.35 and 25.82 respectively), scored the highest on the Markova and Berrios Insight 

Scale (Tables 1 and 3). They also obtained high Total Awareness of Illness Insight 

scores, subject 5 scored 8 and subject 7 scored 6 (Tables 1 and 10). 

Impaired insight in patients with low body mass index may be the result of the 

pathophysiological consequences of starvation on the brain. Studies have shown that 

patients with anorexia nervosa have somatic alterations manifested in the shrinkage of 

the brain tissue, abnormal pituitary gland function, abnormal computed tomography 

and magnetic resonance image findings (Herholz, 1996). Recent studies also found 

abnormal neurotransmitter levels in patients with anorexia nervosa (Fava et al., 1989). 

These neurobiological abnormalities could play an important role in disturbing 

cognitive functioning and altering mood and behaviour, hence impairing the ability to 

perceive reality and acknowledge illness. 

In this study the body mass index was assessed using self-reported data, as the 

participants were reluctant to be weighed. This may result in overestimation or 

underestimation of the participating sample's body mass indexes. Because of the 

effect of the distorted body image and impaired insight of the participants, height and 

weight should have been measured to give an accurate picture. 

In this study it was hypothesised that insight would be affected by the patient's lowest 

adult body mass index, as this may be an indicator of the severity of the illness. It 

was expected that the participants' lowest adult body mass index and insight to be 

associated similar to the participants' current body mass index and insight. However, 

insight was not significantly correlated with the lowest adult body mass index. The 

Pearson Correlation value for the participants' lowest ever adult body mass index and 

the Markova and Berrios insight score (0.45) was close to the Pearson Correlation 

obtained for the participants' current body mass index and the Markova and Berrios 

insight score (0.52), however it was not statistically significant (p=0.06). The 

findings of this study regarding participants' lowest adult body mass index and insight 

may not be conclusive, as small sample size might have affected the results. Also this 
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study has not considered the confounding influence of recovery. Insight may return as 

the patient comes out of an episode of an eating disorder, which may be best indicated 

by weight restoration. This is an alternative hypothesis to that about severity of illness 

as measured by lowest adult body mass index. Further studies are needed. 

4.2.2 Insight and Age 

Statistical analysis of the results (Table 14) did not show an association between 

insight and age. The average age of the women participating in the study was 27.8 

years. The oldest participant was 43 years and the youngest was 17 years old. The 

youngest patient in the study had the lowest insight score according to the Awareness 

of Illness Insight Subscale. It could be expected that young age would be associated 

with low insight in anorexia nervosa because of fears of adolescence, family conflicts 

and peer influences and pressures. 

4.2.3 Insight and Duration of Illness 

Statistical analysis of the results (Table 14) shows a positive correlation between 

insight according to the Total Awareness of Illness Insight score and duration of 

illness (r = 0.62, p = 0.01). The Total Awareness of Illness Insight scores show an 

increasing degree of insight with increased duration of illness. The participants who 

had the illness for the longer duration (11-13 years) reported the insight scores at the 

higher end of the scale; where as those who had the illness for the shortest duration (1 

year) reported insight scores at the lower end of the scale (Tables 1 and 3). This 

suggests that patients with anorexia nervosa, who have the illness for longer lengths 

of time, tend to be better able to acknowledge their symptoms and illness. It is 

possible that the longer duration of illness makes the fact of illness more apparent, 

and it may also be accompanied with longer length of hospitalisation, hence more 

patient education about anorexia nervosa. Greenfeld and colleagues (1990) found 

similar findings, in that insight rating at index hospitalisation was correlated with 

patients' length of hospital stay. Maturity and the greater impact illness has on ones' 
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life with aging, might add to the explanation of improved insight with longer duration 

of illness. 

4.2.4 Insight and Eating Attitudes and Behaviours 

Statistical analysis of results (Table 14) suggests that insight as measured by the 

Markova and Berrios Insight Scale is negatively correlated with subjects eating 

attitudes and behaviours as measured by the EAT-26 test (r = 0.60, p = 0.01). This 

instrument is widely used and has been shown to be reliable and valid in screening for 

eating disorders. High EAT-26 scores reflect abnormal and disturbed eating attitudes 

and behaviour. According to the Markova and Berrios Insight Scale results, the EAT-

26 scores above the recommended cut-off ~20 for disordered eating reflected lower 

insight scores. Disturbed eating attitudes and behaviours seen in patients with 

anorexia nervosa such as chronic starvation or restrained feeding and strict abnormal 

dietary intake to as low as 600 calories per day leads to acute malnutrition and 

malnourished states which in tum causes multiple neuroendocrine, autonomic and 

metabolic disturbances. The persistence of these disturbances has been proven to 

potentially contribute to the pathogenesis of the affective mood disorders that co

occur with anorexia nervosa; influencing the patients' levels of insight (Kaye et al., 

2000). 

4.2.5 Insight and Co-existing Mental Illnesses 

Studies have reported that patients with anorexia nervosa have increased co-morbidity 

of affective disorders (Halmi et al., 1991), major depression (Greenfeld et al., 1990), 

and "schizophrenic features" (Dubois, 1949). Other studies have reported that lack of 

insight is characteristic of patients with schizophrenia (McEvoy et al., 1989; White et 

al., 2000) and is impaired in bipolar disorders (Ghaemi et al., 1995). The participants 

in this study had co-existing mental illness such as severe depression, bipolar 

disorder, post-traumatic stress disorder and substance abuse. Therefore, the presence 

of comorbidities in these participants is a potentially confounding factor that may 

contribute to impaired insight in anorexia nervosa. 
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4.2.6 Insight and Mental Health Act Status 

Persons who are considered to have a mental disorder and present a danger to 

themselves and/or others can be placed in hospital under the Mental Health Act 1992. 

To further explore the concept of insight in anorexia nervosa, the participants' 

medical records were examined to identify the affect of the patients' compulsory 

treatment status may have had on their level of insight. The results of the study 

showed that according to the Markova and Berrios Insight Scale those who were 

admitted to hospital under a compulsory status generally lacked insight compared to 

the rest of the sample. The 'Awareness of Illness' Insight Subscale score showed 

similar findings. Other clinical characteristics of the subjects should be taken into 

consideration. Studies into the personality of patients with anorexia have reported 

personality profiles suggesting high neuroticism and introversion (Halmi et al., 1977). 

McKenna (1984) suggested that abnormal personality (obsessional, histrionic and 

schizoid) is prominent in anorexia nervosa. The participants in this study had other 

co-existing mental illness such as depression, post-traumatic stress disorder and 

substance abuse. Therefore, the need for subjects in this study to receive treatment 

under the Mental Health Act 1992 cannot solely be attributed to lack of insight due to 

anorexia nervosa; the coexistence of comorbid mental illness that co-occurs with 

anorexia nervosa may also have impacted on the need to receive treatment under the 

Mental Health Act. 

4.2.7 Insight and Abuse 

A potential association between abuse and insight in anorexia nervosa was considered 

in this study. The history of abuse was obtained through participants' case records, 

and from their spontaneous accounts in response to the 'Awareness of Illness' Insight 

subscale. Those participants who explained their illness as a result of sexual abuse 

( child abuse and rape) showed greater insight than those who did not. Possibly the 

presence in the background of a participant of a plausible causative factor makes it 

easier to recognise the presence of a mental illness. 
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It can be speculated that abused women may be seeking to overcome the impact of 

their abuse, by taking control of their eating habits and body shape, and rendering 

themselves less feminine in appearance. However the method of identifying abuse in 

this study is of uncertain validity. Future studies could usefully consider the 

relationship between abuse and insight in eating disorder. 

An interesting result of this study is the correlation between the Total Awareness of 

Illness Insight Scale score and duration of illness (p= 0.01) and history of abuse (p = 

0.00) both significant at the 1 % level. 

Diagram 1. The Relationships between the Total Awareness of Illness, Duration of 
Illness and History of Abuse 

Duration 
Of 

Illness 

0.68 p=(0.00)** 

0.62 p=(0.01)** 

Total 
Awareness 

Of 
Illness 

-----~ /.66 p=(0.00)** 

History 
Of 

Abuse 

** Correlation is significant at the 0.01 level (2-tailed) . 
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There is some correlation between the Total Awareness of Illness Insight score and 

duration of illness variables. However some of this correlation may be explained by 

the variable history of abuse, which is fairly highly correlated to both variables. The 

partial correlation (Table 15) shows that the partial correlation coefficient between the 

Total Awareness of Illness Insight score and duration of illness in which history of 

abuse is controlled for shows that the correlation between the two variables is 

decreased from 0.62 to 0.31. This suggests that the original correlation was strongly 

influenced by the confounding factor of sexual abuse. 

4.3 Methodological Issues and Limitations of the Study 

The results of this current study require replication with other similar patient groups 

and cannot be considered as definitive characterization of insight in patients with 

anorexia nervosa. One of the problems of this research study on insight and anorexia 

nervosa can be attributed to the lack of suitable insight scales for assessing insight in 

this patient group. It is important to note that there are no suitable insight instruments 

so far developed for assessing insight in eating disorders. The insight scales used in 

this study: the Markova and Berrios Insight Scale (Markova and Berrios, 1992) and 

the 'Awareness of Illness' Insight Subscale component of the Schedule for the 

Assessment of Insight (SAi) by David (1990) were designed to measure insight in 

psychotic patients. Patients with anorexia nervosa are not considered to be psychotic. 

Therefore the scales used in this study may not have been the most entirely valid 

instruments for assessing insight in patients with anorexia nervosa. Future research 

efforts are needed for developing specific insight instruments suitable to assess insight 

in eating disorders. 

Consensus in the findings of this study regarding the variables; age, body mass index, 

lowest adult body mass index, duration of illness, years of formal education, current 

eating attitudes and behaviours, mental health act status, history of abuse and other 

coexisting mental illnesses and insight as measured by the two different scales is low 
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probably because of the use of the differences in the scales used. From the Correlation 

Matrix it can be seen that the Markova and Berrios Insight scores and the Total 

Awareness of Illness Insight scores were very weakly correlated. This might be 

attributed to the fact that the Markova and Berrios scale evaluates aspects of self

awareness less related to the simpler clinical definitions of insight. It contains 

conceptual difficulties that might have influenced the insight scores obtained 

depending on the intelligence of the participants. The Awareness of Illness Insight 

Subscale of David's Schedule for the Assessment of Insight enables the assessment of 

the specific component of insight regarding awareness of illness separate to the other 

components of insight. These differences in the scales used may have limited the 

findings of the study. 

Self-report measures, which have been used in this study in assessing the body mass 

index of the participants due to the participants' anxiety and unease in being weighed, 

may have led to overestimation or underestimation of results of the study. As 

mentioned previously, because of the effect of the distorted body image and impaired 

insight of the participants, height and weight should have been measured to give an 

accurate picture. Future researchers could overcome self-report bias by weighing the 

subjects in a way perhaps that would not enable the subjects to see the measures on 

the scales. 

Sample numbers in this study were too small to allow definitive conclusions. 

Nevertheless further exploration into aspects of insight in patients with anorexia 

nervosa is needed. In addition to the small sample size and the problems with the 

scales used in this study, the use of a cross-sectional design precluded conclusions 

about causation. Finally, this study has not considered the impact of recovery and 

improvement in illness as well as other important features including the stage of the 

illness and the patient's intellect and personality that may be contributory in the 

regaining of insight. Future studies could address these issues to further explore 

insight in anorexia nervosa. 
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4.4 Implications and Recommendations for Clinical Practice 

Patients with anorexia nervosa often deny that their condition is abnormal and that 

they are unwell. Those patients lack insight into their illness. They therefore, are not 

likely to seek medication, hospitalisation or continue to adhere to treatment regimes 

after discharge. The resulting refusal to co-operate with treatment and rehabilitation 

causes long term suffering for the patients and their families. 

Insight assessment in patients with anorexia nervosa is potentially of practical 

importance. Those patients require careful treatment planning including psychosocial 

rehabilitation and cognitive behavioural approaches. In addition to restoring and 

maintaining normal weight, endocrine functioning and facilitating patients' emotional 

growth and self-esteem, their management should be directed towards modifying 

beliefs and improving their insight with repetitive training and education, specifically 

education about illness. 

Patient autonomy entitles each individual the freedom to choose treatment and 

hospitalisation. This is based on the ability to give informed consent. The person's 

capacity to make choices requires insight about the illness and understanding of the 

treatment plans available. The competence of patients with anorexia nervosa is 

debatable. Patients with anorexia nervosa often lack insight and do not have the 

ability to act in their own best interest and to understand and comply with ongoing 

rehabilitation. Therefore these patients get admitted compulsorily to hospital for 

treatment under the Mental Health Act. 

From a practical point of view the relationship of insight to compliance with treatment 

and, therefore, prognosis is most important. Acknowledging insight impairment in 

patients with anorexia nervosa and working on improving it are necessary measures 

for effective treatment, management, relapse prevention and full recovery of this 

eating disorder. 
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CHAPTER FIVE 
CONCLUSION 

The Markova and Berrios Insight Scale and the Total Awareness of Illness Insight 

were used to explore insight in patients with anorexia nervosa. The results of this 

study suggest that insight in patients with anorexia nervosa is impaired. 

It was found that body mass index, eating attitudes and behaviours, duration of illness 

and history of abuse are important factors that associate with insight in anorexia 

nervosa. Patients, who had low body mass indexes, suffered from anorexia for longer 

periods of time and reported the most disturbed eating attitudes and behaviours; had 

the lowest levels of insight measured in this study. History of sexual abuse and the 

existence of co-morbid mental illnesses appear to be influencing factors in insight in 

patients with anorexia nervosa. Further exploration into aspects of insight in patients 

with anorexia nervosa is needed. 

Patients with anorexia nervosa suffer impaired insight into their illness. They require 

careful treatment planning and rehabilitation. Acknowledging insight impairment in 

patients with anorexia nervosa and working on improving it are necessary measures 

for effective treatment of this eating disorder. 
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Epilogue 

In this dissertation I review the concept of insight and explore it in anorexia nervosa. 

Insight is the reflection of a state of mind, and the knowledge exhibited by the patient 

in response to his or her illness. In a clinical setting the presence or the lack of insight 

is a judgment based on the speech content and the behaviour of the patient. Often poor 

insight is referred to in cases of patients with anorexia nervosa. 

Conducting this research stimulated mixed thoughts about the subject of insight in 

anorexia nervosa. This research influenced me by raising more questions than answers 

such as the validity of insight scales available to evaluate insight in anorexia nervosa. 

I believe that the whole concept of insight is broad and complex and much is likely to 

be lost in any attempt to operationalize it. 

The death of one of the participants during the study had a marked impact on me. It 

distressed me and brought home very dramatically the huge social and personal costs 

that the illness and those found comorbidly with it extract. I thought of her family and 

friends and the many other teenagers and young adults who are battling with an eating 

disorder. 

Overall, this research will provide a context for discussion and further thought, rather 

than articulate a final position. 
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Instructions: please ring reply as required: 

1. I hqve come into hospital for a rest. yes no don't know 
YO 2. I have never been so ill in my life. yes. no don't know · 

3. Mental illness does not exist. yes no don't know 
y 4. I am here because I was asked to come. yes no don't know 

5. My condition can be treated with medicines. yes no don't know 
:~ ,.. . 6. Wny have you come to hospital? 

(you can ring more than one) 
• a. My doctor asked me to . 

,. b. I am ill and need treatment. 
.... c. My wife/hu~and might leave me if I didn't. 

d. I feel nervous but not ill. 
~ e. I was forced. 
. 7 ~ Should anyone be. here instead of you? yes no don't know 

'r > . 8. To feel well I only need some advice .and talking to. yes no don't know 
9. I have been .having some silly thoughts. yes no don't know 

' lO. Nothing is the matter with me. yes no don't know 
11. The mind cannot become ill, only the body. yes no don't know 

r" 12. I shall sue the hospital if I am not allowed out. yes no don't know 
I> 13. No one believes I am ill. yes no don't know 
i" 14. Something very strange is happening to me. yes no don't know 

15. My neighboqrs are after me. yes no don't know 
:,.., 16. I feel my mind is going. · yes no - don't know 

:,-y 17. I know that my thoughts are silly but I cannot heip it. yes no don't know · 
> 18. I cannot stop worrying about things. yes no don't know 

19. The voices I hear are not in my mind. yes no don't know 
I> 20. Someone is controlling mt mind. yes no don't know 

~~ '~ 2 1. All I need is to pull myself together. yes no don't know 
., 22. I feel different from my normal self. yes no . don't know 
> 23. I am losing contact with m·y environment. yes no don't know· 
0- 2.4. I am losing contact with myself. yes no don't know 

~~ > 25. I understand why I am in hospital. yes no don't know 
26. I understand why other people think I should be 

., 
in hospital. ( don't know yes no 

,._ 27. I fee! in control of my thoughts. yes no don't know 
... 28. I fee! in control of my feelings. · yes no don't know 

... 29. I could have prevented· this situation. yes no don't know · 
30. I find it difficult to explain how I fee!. yes no don't know . 
31. I want to know what is happening to me. yes no don't know 
32. I want to know why I am fee!ing like this. yes no don't know 
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I 
Please compl¢te this questionnaire. Most of the questions directly relate to food or eating .All gJ the 
results will be strictly confidential. Thank you. 

I 

Height -------;-----

'; > Current Weight----------

I 
Highest Weight (excluding pregnancy)-----------

\ : Lowest Adult Weight------------

! 

Please check a response for each of the following statements: 

> 
Always Usually Often Sometimes ·Rarely Never 

I - > 1. Am terrified of being overweight ( ) ( ) ( ) ( ) ( ) ( ) 

> 2. A void eating when I am hungry ( ) ( ) ( ) ( ) ( ) ( ) 

.,, 3. Find myself preoccupied with. food ( ) ( ) ( ) ( ) ( ) ( ) 

4. Have gone on eating binges where I ( ) ( ) ( ) ( ) ) ( ) 
> feel that I may not be able to stop 
~ 

5. Cut my food into small pieces ( ) ( ) ( ) ( ) ( ) ( ) 
. 

6. Aware of the calorie content of ( ) ( ) ( ) ( ) ( ) ( ) 
j)->- - foods that I eat 

>_ 
7. Particularly avoid with a high ( ) ( ) ) ( ) ' ( ( ) ( ) 

{ 
carbohydrate content (bread, rice potates) 

~ 

! 8. Feel that others would prefer ifI ate more ( ) ( ) - ( ) ( ) ( ) ( ) I 
I"'., 

9. Vomit after I have eaten. ( ) ( ) ( ) ( ) ( ) ( ) • 
"' 10. Feel extrerµely guilty after eating ( ) ( ) ( ) ( ) ( ) ) 

11. Am preoccupied with a desire to be ( ) ( ) ( ) ( ) ( ) ( ) 
i '> thinner 

e, -'f 

12. Think about.burning up calories when ( ) ) ( ) ( ) ( ) ) 
';, I exercise 

;· > 

( 13. Other people think that I am too thin ( ) ( ) ( ) ( ) ( ) ( ) 

14. Am preoccupied with the thought of ( ) ( ) ( ) ( ) ( ) C ) 
having fat on my body 

; ·-I _,__ 

15. Take longer than others to eat my meals ( ) ( ) ) ( ) ( ) ( ) l > ( 
' 
l . -., 16. A void foods with sugars in them ( ) ( ) ( ) ( ( ) ( ) 

)-

17. Eat-diet foods ) ( ) ( ) ( ) ( ) ( ) 
}-

:;, 18: Feel that food controls my life ( ) ( ) ( ) ( ) ) ( ) 

• 19. Display self-control around food ( ) ( ) ( ) ( ) ( ) ( ) 

' - 20. Feel that others pressure me to eat ( ) ( ) ( ) ( ) ( ) ( ) 

I>-

21. Give too much time and thought to ( ) ( ) ( } ( ) ( ) ( ) 
food 

Please Turn Over 




