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Are treatment adherence and insight related to quality of life in 
patients with schizophrenia and bipolar disorder in remission? 
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ABSTRACT 
 
Objectives: The aim of this study is to investigate the association of treatment adherence, quality of life and insight 
among bipolar disorder and schizophrenia patients who are in remission and to reveal which variables predict the 
treatment adherence. Methods: We conducted a cross sectional study with 150 schizophrenia and 150 bipolar 
disorder patients in remission. The patients were administered Mini International Neuropsychiatric Interview (MINI), 
Brief Psychiatric Rating Scale (BPRS), the Schedule for Assessing the Three Components of Insight (SAI), World 
Health Organization Questionnaire on Quality of Life: Short Form (WHOQOL-BREF), Medication Adherence Rating 
Scale (MARS). We compared WHOQOL-BREF scores of the bipolar and schizophrenia patients. We checked the 
correlation between SAI scores and BPRS scores as well as between SAI scores and WHOQOL-BREF scores for 
both groups. We set MARS results (adherent vs. non-adherent) as a dependent variable and conducted logistic 
regression with all the clinical variables available to find a predictor for treatment adherence. Results: WHOQOL-
BREF scores were found to be similar and positively correlated with insight for both groups. BPRS scores were 
found to be negatively correlated with insight for both groups. SAI treatment acceptance was found to be the only 
predictor of treatment adherence independent of the other clinical variables. Discussion: A strong positive rela-
tionship between insight and treatment adherence suggests that treatment adherence of patients with good insight 
is better. The positive relationship between insight and quality of life shows that insight is an important factor in 
terms of quality of life and reveals the importance of insight oriented therapies. (Anatolian Journal of Psychiatry 
2018; 19(5):443-450) 
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Remisyondaki şizofreni ve bipolar bozukluk hastalarında  
tedavi uyumu ve iç görü, yaşam kalitesi ile ilişkili midir? 

 
ÖZ 
 
Amaç: Bu çalışmanın amacı, remisyon dönemindeki şizofreni ve bipolar I bozukluk hastalarında tedavi uyumunun, 
iç görü ve yaşam kalitesi ile ilişkisini açıklamak ve bu değişkenlerin tedavi uyumunu hangi ölçüde yordadığını ortaya 
koymaktır. Yöntem: Remisyondaki 150 şizofreni ve 150 bipolar bozukluk hastasıyla kesitsel bir çalışma yapıldı. 
Hastalara İçgörünün Üç Bileşenini Değerlendirme Ölçeği, Mini Uluslararası Psikiyatrik Görüşme (MINI), Kısa Psiki-
yatrik Değerlendirme Ölçeği (KPDÖ), Dünya Sağlık Örgütü Yaşam Kalitesi Ölçeği Kısa Formu Türkçe Versiyonu, 
MARS Tıbbi Tedaviye Uyum Oranı Ölçeği uygulandı. Bipolar ve şizofreni hastalarının yaşam kalitesi puanlarını 
karşılaştırdık. İçgörünün Üç Bileşenini Değerlendirme Ölçeği puanları ile KPDÖ puanları arasındaki korelasyonun 
yanı sıra iç görü puanları ile yaşam kalitesi skorları arasındaki korelasyonu kontrol ettik. Bağımlı bir değişken olarak 
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MARS sonuçlarını değerlendirerek, tedavi uyumu için bir öngördürücü olup olmadığını araştırmak amacıyla, tüm 
klinik değişkenleri içerecek şekilde lojistik regresyon uyguladık. Bulgular: Yaşam kalitesi ölçeği puanlarının iki grup 
için de benzer ve iç görü ile pozitif korele olduğu bulundu. KPDÖ puanlarının her iki grup için de iç görüyle negatif 
korele olduğu bulundu. İçgörünün Üç Bileşenini Değerlendirme Ölçeği tedavi kabulü alt ölçeği, diğer klinik değiş-
kenlerden bağımsız olarak tedaviye uyumun tek göstergesi olarak bulunmuştur. Tartışma: İç görü ve tedavi uyumu 
arasında güçlü pozitif ilişki, iç görüsü iyi olan hastaların tedaviye uyumlarının daha iyi olduğunu düşündürmektedir. 
İç görü ve yaşam kalitesi arasındaki pozitif ilişki iç görünün yaşam kalitesi açısından önemli bir etken olduğunu 
göstermekte ve iç görü kazandırmaya yönelik terapilerin önemini ortaya koymaktadır. (Anadolu Psikiyatri Derg 
2018; 19(5):443-450) 
 
Anahtar sözcükler: Tedavi uyumu, şizofreni, bipolar I bozukluk, iç görü, yaşam kalitesi 
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INTRODUCTION 
 
Insight is a three dimensional concept com-
prising of awareness of mental illness, relabeling 
of psychotic symptoms and acceptance of 
treatment.1 Most of the patients diagnosed with 
schizophrenia are lacking awareness of their 
mental disorder, their symptoms, social func-
tioning impairments and the need for medical 
assistance.2 Adherence to therapeutic interven-
tions, for a problem they do not believe in, is 
almost impossible for patients without insight.3 
Lack of insight is common for both schizophrenia 
and bipolar disorder patients.4 Poor treatment 
adherence causes increased exacerbation of 
psychotic symptoms, poor prognosis, increased 
hospitalization and higher health care costs.5 
Patients' therapeutic relationship with the clini-
cian is important in acquiring the insight and im-
proving treatment adherence.6 
 
Mood disorders are cyclical and periodic disor-
ders with recurrences and remissions and dis-
turb the social functioning of the person.7 Lack of 
insight is not just a property of psychosis. Poor 
treatment adherence and poor outcome were 
associated with poor insight in bipolar patients.8 
In recent years it has become more and more 
important to assess the well-being of patients in 
different domains such as social, physical and 
occupational functioning. Improving Quality of 
life is one of the treatment goals in patients with 
bipolar disorder.9 Quality of life targets to deter-
mine individual's social status according to his/ 
her sociocultural situation; to identify his/her 
expectations in the society and to adapt to the 
social environment.10 Non-adherence to the re-
commended treatment leads to serious conse-
quences for bipolar disorder. Lack of treatment 
adherence in bipolar disorder is considered to be 
the main cause of the recurrence of the dis-
ease.11 It has been reported that in patients with 
poor treatment compliance risks of a lower 
quality of life, increased rates of relapse, and 
suicide attempts are greater.12  

The aim of this study is to investigate the 
relationship between treatment compliance and 
insight, quality of life, and other clinical variables 
in patients with schizophrenia and bipolar type I 
disorder during the remission period, and to 
determine which variables predominantly predict 
treatment compliance. 
 
METHODS 
 
Participants 
 
One hundred and fifty schizophrenia patients 
and 150 bipolar disorder type I patients who 
were diagnosed according to DSM-5 criteria, 
and who signed the informed consent form, were 
selected and included in the study consecu-
tively. Those who were younger than 18 years or 
older than 65 years, those with mental retar-
dation, mental disorder that was due to a general 
medical condition or heavy neurological disorder 
and substance abuse history in the last 3 
months, which would prevent them from partici-
pating, were excluded from the study. The local 
ethics committee approved the research.  
Measurements 
 
Demographic characteristics: In this form 
applied on the first visit, age, gender, marital 
status, level of education, place of residence, 
medications used, accompanying medical ill-
ness story, clinical variables about diagnosis and 
treatment were evaluated.  
MINI International Neuropsychiatric Inter-
view (MINI): MINI was designed as a short and 
structured interview for the basic Axis I Psychi-
atric Disorders in DSM-IV and ICD-10. The vali-
dity and reliability studies of MINI compared to 
SCID-P and CIDI (a structured interview devel-
oped by the World Health Organization for the 
use of amateurs for DSM-III-R and ICD-10) have 
been conducted.13 The results of these studies 
have shown that the MINI has high validity and 
reliability scores at acceptable levels and can be 
implemented in as little as 15 minutes. 
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The Brief Psychiatric Rating Scale (BPRS): 
BPRS was developed by Overall and Gorham.14 
It is a semi-structured introductory interview filled 
in by the interviewer. It consists of 18 items. 
Each item is evaluated with scoring between 0-
6. Scores between 15 and 30 refer to the minor 
syndrome, scores above 30 refer to the major 
syndrome.  
Schedule for the Assessment of Insight 
(SAI): A semi-structured, clinician-administered 
scale consisting of 8 questions developed by 
David in 1990.1 The SAI was developed for the 
assessment of insight in psychotic patients and 
it is based on the concept of insight, measuring 
three distinct dimensions: 1) recognition of men-
tal illness; 2) ability to relabel unusual mental 
events as pathological; and 3) treatment compli-
ance, both expressed and observed. Higher SAI 
scores indicate greater insight. The Turkish 
validity and reliability study of this scale was 
carried out by Arslan et al.15    
WHOQOL-BREF-TR: The WHOQOL-BREF-TR 
consists of 27 questions that are formed by 
adding a national question during Turkish vali-
dity studies.  Scale provides a profile of scores 
on four dimensions of quality of life: physical 
health, psychological, social relationships, and 
the environment. The scale is for self-evaluation. 
Higher scores reflect a better quality of life. 
Turkish validity and reliability study was con-
ducted by Eser et al.16  

Medication Adherence Rating Scale (MARS): 
MARS was created by Thompson et al.17 for the 
assessment of adherence in psychiatric pa-
tients. Turkish validity and reliability study of this 
scale was carried out by Koç.18 The scale 
includes 10 yes or no items. The scores ≥6 are 
interpreted as high and the scores <6 are low.   
Statistical analysis 
 
The distribution of the data was first evaluated 
with the Kolmogorov-Smirnov methods. The t-
test was used to compare numerical variables 
and the X2 test was used to compare categorical 
variables. Correlation analysis was performed 
using Pearson Correlation test. Logistic regres-
sion analysis was used to determine the psycho-
metric variables that predicted the treatment. 
Significance was assessed as p <0.05 in 95% 
confidence interval. 
 
RESULTS 
 
Of the 150 schizophrenia patients 40% are 
female while among 150 bipolar patients 58.7% 
are female. The difference was found to be 
significant (Table 1). The mean age of bipolar 
group and schizophrenia group respectively was 
39.09±10.04 and 39.87±9.66. The difference 
was not significant (t=0.686, p=0.493). 
 
The number of patients living alone and those 
who were in care homes or were living with their 

 
 
Table 1. Comparison of groups' demographic variables 
___________________________________________________________________________________  
                                           Bipolar (n=150)  Schizophrenia (n=150)  
            n         %          n         %      ta, χ2b                p  
___________________________________________________________________________________  
Age (Mean±SD) 39.09±10.04 39.87±9.66 0.69a 0.493 
Gender      0.001 
  Female 88       58.7 60  40.0 9.72b  
  Male 62      41.3 90      60.0   
Occupation      0.295 
  Has an occupation 80       53.3 89     59.3 1.10b  
  No occupation 70       46.7 61     40.7   
Marital status     
  Married 58      38.7 23     15.3 0.03b            <0.001 
Job      0.547 
  Unemployed 56       37.3 51      34.0 0.36b  
  Occasional employment 94       62.7 99      66.0   
Living arrangements      1.000 
  Alone 21      14.0 22     14.7 0.03b  
  With family                        129       86.0             128     85.3   
Economic status      0.047 
  Middle class or above      147      98.0             140      93.3 3.94b  
  Lower class   3         2.0 10        6.7   
___________________________________________________________________________________  
a: Student’s t test;  b: chi-square test 
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families was found to be similar for both groups 
(14.7% and 85.3% vs. 14% and 86%). Bipolar 
patients were found to be better off with signi-
ficantly higher number of high and middle class 
patients (98% vs. 93.3%). There were also signi-
ficantly more bipolar patients who were married 
(Table 1). 
 
The number of hospitalizations in the bipolar 
group was found to be significantly higher than 
that of the schizophrenia group (t=-2.88, 
p=0.005). But there was no significant difference 
for treatment compliance and drug adherence  
 

(χ2=0.103, p=0.749; χ2=2.20; p=0.138) (Table 2).  
 
The illness duration was significantly greater for 
schizophrenia patients (Table 2). No statistically 
significant difference was found between the two 
groups of patients' MARS scores (Table 2). 
 
There was no statistically significant difference 
between the quality of life scores for any of the 
subscales of the schizophrenia and bipolar 
disorder patients (Table 3). There was no signi-
ficant difference between BPRS mean scores of 
patients with schizophrenia and bipolar disorder 
(p=0.182) (Table 3). 

 
 
Table 2. Comparison of schizophrenia and bipolar disorder patients in terms of various disease  
               Variables in the last year 
_________________________________________________________________________________________  
Variables related to the                Bipolar (n=150)    Schizophrenia (n=150)  
course of the disease                       n         %                    n         %                 ta, χ2b                 p  
_________________________________________________________________________________________  
Duration of illness (years) 13.55±7.75 16.15±8.14 2.83a 0.005 
Average number of 
  hospitalizations   3.47±2.95   2.43±1.75               -2.88a 0.005 
Irregular drug adherence 
  in the last 12-month 24       16.0 22       14.7 0.10b 0.749 
Irregular outpatient treatment 
  compliance in the last 12-months 26       17.3 17       11.3 2.20b 0.138 
MARS      0.410 
  Compliant                                     131       87.3              126      84 0.69b  
  Non-compliant 19       12.7 24       16   
_________________________________________________________________________________________  
 
a: Student’s t test;  b: chi-square test       
 
 
Table 3. Comparison of quality of life and BPRS scores of patients with schizophrenia  
               and bipolar disorder WHOQOL-BREF  
________________________________________________________________________________  
                                    Bipolar (n=150)  Schizophrenia (n=150)  
        Ort.±SD                     Ort.±SD                   t, χ2                   p  
________________________________________________________________________________  
Physical health 25.01±3.62 25.03±3.03 0.01 0.959 
Psychological 20.22±3.02 20.41±3.02 0.02 0.579 
Social Relationships   9.74±1.64   9.72±1.77 0.46 0.919 
Environment 23.39±3.45 23.37±3.33 0.39 0.973 
BPRS   7.24±3.60   7.81±3.84              21.81 0.182 
________________________________________________________________________________ 
 
 
WHOQOL-BREF and BPRS scores were corre-
lated with SAI scores (Table 4). For both groups 
BPRS scores are significantly correlated with 
SAI subscale scores in the negative direction. 
While a highly significant correlation is observed 
between WHOQOL-BREF Physical Health and 
SAI accepting treatment in schizophrenia pa-
tients, no such correlation is found for bipolar 
patients. WHOQOL-BREF Psychological, Social 
Relationships and Environment scores are 

highly correlated across all SAI subscale scores 
for bipolar patients while for schizophrenia 
patients there have been significant correlation 
only for SAI symptom relabeling, and between 
environment and total insight and social relation-
ships and accepting treatment.  
Logistic regression analysis was established to 
determine which clinical variable(s) and which 
component of the insight (including the scores of
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Table 4. Correlation of clinical variables and insight scores in schizophrenia and bipolar patients 
______________________________________________________________________________________  
                                      Symptom               Accepting       Accepting treatment          
                                      relabeling           illness insight               insight                Total insight 
______________________________________________________________________________________  
Schizophrenia     
BPRS                             -0.404**                  -0.450**                  -0.477**                  -0.507** 
WHOQOL-BREF  
  Physical health 0.240* 0.176* 0.224** 0.236** 
  Psychological 0.169* 0.094 0.115 0.141 
  Social 
  Relationships 0.214** 0.121 0.178* 0.186 
  Environment 0.235* 0.101 0.140 0.175*  
Bipolar disorder     
BPRS                             -0.390**                  -0.209*                   -0.202*                    -0.297** 
WHOQOL-BREF    
  Physical health 0.289** 0.225** 0.095 0.226** 
  Psychological 0.395** 0.354** 0.257** 0.370** 
  Social 
  Relationships 0.318** 0.315** 0.213** 0.311** 
  Environment 0.381** 0.377** 0.227** 0.380** 
______________________________________________________________________________________ 
 
* p<0.05;  ** p<0.005     
 
 
Table 5. Psychometric variables predicting treatment compliance, including SAI subscales (df=1) 
_______________________________________________________________________________________  
                               Odds Ratio              p          Wald                 B 
_______________________________________________________________________________________  
Diagnosis 0.823 0.657  0.197 -0.195 
Age 0.973 0.431  0.621 -0.027 
Gender 0.744 0.459  0.549 -0.296 
Drug abuse 2.480 0.269  1.223  0.908 
Illness duration 1.014 0.755  0.098  0.013 
Number of hospitalizations  1.143 0.103  2.659  0.134 
BPRS 0.944 0.345  0.894 -0.058 
SAI Total 1.303 0.470  0.521  0.264 
SAI treatment acceptance   0.324 0.010 6.667 -1.128 
SAI illness   acceptance   0.607 0.240 1.378 -0.500 
SAI symptom relabeling   0.849 0.721 0.128 -0.163 
_______________________________________________________________________________________ 
 
 
treatment acceptance, illness acceptance and 
symptom relabeling subscales of SAI) was more 
predictive of treatment compliance. As a result of 
this logistic regression analysis we found that the 
treatment acceptance subscale of the SAI 
predicts treatment adherence (Table 5). 
 
DISCUSSION 
 
Studies on insight and treatment compliance 
focus more on demographic data. The studies in 
the literature that investigate the relationship 
between quality of life, insight and treatment ad-
herence have different research designs, which 
makes it difficult to compare the results. There 
are only a few studies that examine these vari-

ables individually or in pairs among patients who 
are in remission.19,20 
 
The results of our logistic regression analysis 
showed that the treatment acceptance subscale 
of the SAI was predictive of treatment adher-
ence. There are studies in the literature showing 
treatment adherence positively correlated with 
insight in support of our hypothesis.21,22 
 
Both the schizophrenia and bipolar patients 
showed a significant negative correlation be-
tween their BPRS total scores and their insight 
subscale scores (Table 4). The BPRS total score 
is used to approximate disease severity and thus 
it indicates a possible link between illness sever-
ity and insight. Since the BPRS scale also in-
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cludes symptoms such as delusions and halluci-
nations, a negative correlation is expected with 
the symptom relabeling subscale of the insight. 
Similarly acceptance of treatment by the pa-
tients and accepting the illness will decrease the 
BPRS scores. It seems that our assumption that 
those patients with better insight are showing 
milder psychopathology is corroborated by other 
studies showing relationship between insight 
and the severity of the psychopathology.23 It may 
be the case that insight is affecting the severity 
of the psychopathology indirectly via positively 
affecting the treatment adherence. This also 
supports the conclusion in our study that insight 
is predictive of treatment adherence. Of course 
the opposite may also be true that a milder 
psychopathology brings a better insight as the 
direction of the cause and effect relationship 
cannot be deduced from the available data.   
There was a significant positive correlation 
between quality of life and insight in patients with 
schizophrenia and bipolar disorder in our study. 
There are studies in the literature that show that 
insight and quality of life are related. Insight and 
quality of life were found to be positively corre-
lated in a study corroborating our results with 
schizophrenia patients.24 Yet in another study on 
schizophrenia and bipolar patients, the physical 
subscale of insight and quality of life was found 
to be negatively associated.19 In our study, we 
found a positive correlation between bipolar 
disorder and schizophrenia patients' insight and 
physical subscale of life quality. This result is 
opposite of what Yen et al. found in.19 The rea-
son of the discrepancy may be cultural as Yen's 
study was conducted in Taiwan and our study in 
Turkey. Yen's study has less than 200 schizo-
phrenia and bipolar disorder patients while our 
study is a bit stronger with 300 patients totally. It 
is possible that these patients cope with their 
disease using avoidance and thus insight into 
their condition causes unpleasant thoughts and 
suffering. It is also possible that Turkish patients 
receive more social support. More than 80% of 
the patients in our study live in with their families 
(Table 1). 
 
Remission bipolar disorder patients and schizo-
phrenia patients were similar in terms of quality 
of life (Table 4). This result seems to be consis-
tent with the results in the literature.19,25-27 Yet the 
bipolar patients are obviously the higher func-
tioning group as they display significantly higher 
incomes and significantly higher marriage rates 
(Table 1). 
 
There are also some prominent differences 

between the schizophrenia patients and bipolar 
disorder patients that are of interest. One is the 
highly significant correlation between physical 
domain of WHOQOL-BREF and SAI accepting 
treatment insight for schizophrenia patients, 
which notably does not exist for bipolar disorder 
patients (Table 5). This may have to do with the 
health damaging aspects of the untreated 
schizophrenia. It is possible that bipolar disorder 
when left untreated does not harm the physical 
health to the degree schizophrenia does. 
 
Another notable difference between the two 
groups of patients is that social relationship and 
environment domains of WHOQOL-BREF are 
much better correlated with insight in bipolar 
disorder patients (Table 5). Difficulty in social 
relationships in schizophrenia can be attributed 
to the manifestation of the negative symptoms of 
the disease. This may also be the cause of the 
lower reported income of this patient group. 
Lower income in turn leads to poorer living 
conditions and is expected to cause lower 
environment domain scores in WHOQOL-BREF. 
Instead, we observe comparable scores in both 
social and environment domain for both of the 
groups (Table 4). Since we have not controlled 
for the negative symptoms among schizophrenia 
patients an unknown number of them will suffer 
the deficit syndrome, which in turn will affect the 
strength of the correlation observed. This is also 
supported by our demo-graphics data that 
reports more marriages and higher income for 
the bipolar disorder patients (Table 1).  
 
Logistic regression analysis results were used to 
determine whether the insight had predictive 
value for treatment compliance regardless of 
diagnosis, demographic characteristics, and dis-
ease severity. Only the treatment acceptance 
subscale of SAI was found to be predictive of 
treatment compliance (Table 5). 
 
Similar to our results, there are studies that find 
that insight is not related to sociodemographic 
characteristics,28 as there is a study that shows 
that treatment adherence and demographic data 
are related in the literature.29 
 
When our study findings are evaluated together, 
patients with better insight into their illness were 
found to have better drug compliance, less men-
tal psychopathology and better quality of life. Our 
hypothesis is confirmed that the treatment 
adherence in schizophrenia and bipolar disorder 
patients is directly related to the level of insight 
independent of other demographic and clinical. 
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scales. Insight and quality of life scales are self-
reporting scales. The fact that patients partici-
pating in this study agree to fill in these scales 
suggests that our sample consists of patients 
who are more compatible than the patients 
refusing to participate. Thus, the assessment is 

subjective. The patient may be inconsistent with 
the evaluation of his/her relatives. We think that 
the inclusion of scales in the evaluation of pa-
tients as well as their relatives may be beneficial 
in a future study. 

 
 
Authors' contributions: A.D.Ö.: data collection;  L.İ.: writing manuscript, analysis;  H.G.: analysis, editing 
assistance;  Ü.B.S.: study conception and design, tecnical assistance.  
 
 

REFERENCES 
 
  1. David AS. Insight and psychosis. Br J Psychiatry 

1990; 156:798-808.  
  2. Chakraborty K, Basu D. Insight in schizophrenia-

A comprehensive update. Ger J Psychiatry 2010; 
13:17-30.  

  3. Lincoln TM, Lüllmann E, Rief W. Correlates and 
long-term consequences of poor insight in 
patients with schizophrenia: A systematic review. 
Schizophr Bull 2007; 33(6):1324-1342.  

  4.  Braw Y, Sitman R, Sela T, Erez G, Bloch Y, 
Levkovitz Y. Comparison of insight among schizo-
phrenia and bipolar disorder patients in remission 
of affective and positive symptoms: Analysis and 
critique. Eur Psychiatry 2012; 27(8):612-618.  

  5.  Byerly MJ, Nakonezny PA, Lescouflair E. Anti-
psychotic Medication Adherence in Schizophre-
nia. Psychiatric Clin North Am 2007; 30:437-452.  

  6.  Byrne MK, Deane FP. Enhancing patient adher-
ence: Outcomes of medication alliance training on 
therapeutic alliance, insight, adherence, and 
psychopathology with mental health patients. Int J 
Ment Health Nurs 2011; 20(4):284-295.  

  7.  Uğur M. İ.Ü. Cerrahpaşa Tıp Fakültesi Sürekli Tıp 
Eğitimi Etkinlikleri Sempozyum Dizisi No.62, 
2008.  

  8.  Varga M, Magnusson A, Flekkøy K, Rønneberg U, 
Opjordsmoen S. Insight, symptoms and neuro-
cognition in bipolar I patients. J Affect Disord 
2006; 91(1):1-9.  

  9.  Michalak EE, Yatham LN, Kolesar S, Lam RW. 
Bipolar disorder and quality of life: A patient-
centered perspective. Quality of Life Research 
2006; 15:25-37.  

10. Yatham LN, Lecrubier Y, Fieve RR, Davis KH, 
Harris SD, Krishnan AA. Quality of life in patients 
with bipolar I depression: Data from 920 patients. 
Bipolar Disord 2004; 6(5):379-385.  

11.  Savaş HA, Unal A, Vırıt O. Treatment adherence 
in bipolar disorder. J Mood Disord 2011; 1(3):95-
102.  

12.  Colom F, Vieta E, Tacchi MJ, Sánchez-Moreno J, 
Scott J. Identifying and improving non-adherence 
in bipolar disorders. Bipolar Disord 2005(Suppl.); 
7:24-31.  

13.  Sheehan DV, Lecrubier Y, Sheehan KH, Janavs 
J, Weiller E, Keskiner A, et al. The validity of the 
Mini International Neuropsychiatric Interview 
(MINI) according to the SCID-P and its reliability. 
Eur Psychiatry 1997; 12(5):232-241.  

14.  Overall JE, Gorham DR. The Brief Psychiatric 
Rating Scale. Psychol Rep 1962; 10(3):799-812.  

15.  Arslan S, Günay Kılıç B, Karakılıç H. İçgörünün üç 
bileşenini değerlendirme ölçeği: güvenilirlik ve 
geçerlik çalışması. Türkiye’de Psikiyatri 2000; 
3:17-24.   

16.  Fidaner H, Elbi H, Fidaner C, Eser YS, Eser E, 
Göker E. Yaşam kalitesinin ölçülmesi, WHOQOL-
100 ve WHOQOL- BREF. 3P Dergisi 1999; 7(2):5-
13. 

17.  Thompson K, Kulkarni J, Sergejew AA. Reliability 
and validity of a new Medication Adherence 
Rating Scale (MARS) for the psychoses. 
Schizophr Res 2000; 42(3):241-247.   

18.  Koç A. Kronik Psikoz Hastalarında Tedavi 
Uyumunun ve Tedavi Uyumu ile İlişkili Etkenlerin 
Değerlendirilmesi. Yayınlanmamış Uzmanlık Tezi, 
Ankara, Gazi Üniversitesi, Sağlık Bilimleri 
Enstitüsü, 2006.   

19.  Yen C-F, Cheng C-P, Huang C-F, Yen J-Y, Ko C-
H, Chen C-S. Quality of life and its association 
with insight, adverse effects of medication and use 
of atypical antipsychotics in patients with bipolar 
disorder and schizophrenia in remission. Bipolar 
Disord 2008; 10(5):617-24.  

20.  Yen C-F, Chen C-S, Ko C-H, Yeh M-L, Yang S-J, 
Yen J-Y, et al. Relationships between insight and 
medication adherence in outpatients with schizo-
phrenia and bipolar disorder: Prospective study. 
Psychiatry Clin Neurosci 2005; 59(4):403-409. 

21.  Umut G, Altun ZÖ, Danışmant BS. Bir eğitim 
hastanesinde yatarak tedavi gören şizofreni 
hastalarında tedavi uyumu, içgörü ve agresyon 
ilişkisi. Düşünen Adam J Psychiatry Neurol Sci 
2012; 25:212-220.   

22.  Smith CM, Barzman D, Pristach CA. Effect of 
patient and family insight on compliance of 
schizophrenic patients. J Clin Pharmacol 1997; 
37(2):147-154.  

Anadolu Psikiyatri Derg 2018; 19(5):443-450 



 

450    Are treatment adherence and insight related to quality of life in patients with … ? 
_____________________________________________________________________________________________________ 
 
23.   Michalakeas A, Skoutas C, Charalambous A, 

Peristeris A, Marinos V, Keramari E, et al. Insight 
in schizophrenia and mood disorders and its 
relation to psychopathology. Acta Psychiatr Scand 
1994; 90(1):46-49. 

24.  Schwartz RC. Insight and illness in chronic schizo-
phrenia. Compr Psychiatry 1998; 39(5):249-254. 

25.  Depp CA, Davis CE, Mittal D, Patterson TL, Jeste 
D V. Health-related quality of life and functioning 
of middle-aged and elderly adults with bipolar 
disorder. J Clin Psychiatry 2006; 67:215-221.   

26. Brissos S, Dias VV, Carita AI, Martinez-Arán A. 
Quality of life in bipolar type I disorder and schizo-
phrenia in remission: Clinical and neurocognitive 
correlates. Psychiatry Res 2008; 160(1):55-62. 

27.  Saarni SI, Viertio S, Perala J, Koskinen S, Lonnq-
vist J, Suvisaari J. Quality of life of people with 
schizophrenia, bipolar disorder and other psycho-
tic disorders. Br J Psychiatry 2010; 197(5):386-
394.   

28.  Xiang Y-T, Wang Y, Wang C-Y, Chiu HFK, Chen 
Q, Chan SSM, et al. Association of insight with 
sociodemographic and clinical factors, quality of 
life, and cognition in Chinese patients with schizo-
phrenia. Compr Psychiatry 2012; 53(2):140-144.  

29.  Adams J, Scott J. Predicting medication adher-
ence in severe mental disorders. Acta Psychiatr 
Scand 2000; 101(2):119-124. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Anatolian Journal of Psychiatry 2018; 19(5):443-450 


