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RESUMO

Pacientes com transtorno bipolar (TB) podem apresentar alteracdo do insight. E
este pode apresentar variacfes de seu nivel em funcdo do estado afetivo em que se
encontra o paciente, ou seja, em mania, depressdo ou eutimia. O objetivo geral do
presente trabalho é estudar a correlacdo entre insight e caracteristicas clinicas do TB.
Desta forma, avaliamos como os diversos aspectos do insight séo afetados na mania
bipolar, assim como na depressdo bipolar, e a relacdo entre o insight e polaridade
predominante, nimero de episddios afetivos prévios e temperamento afetivo. As
amostras foram compostas por pacientes com o diagndstico de TB, que fazem
acompanhamento clinico no ambulatério de transtorno bipolar do Instituto de
Psiquiatria da Universidade Federal do Rio de Janeiro. As avaliagdes foram realizadas
nos atendimentos, utilizando-se escalas: Escala de consciéncia de morbidade para
transtornos afetivos (do humor), a versdo reduzida em portugués do Brasil da
Temperament Evaluation of Memphis, Pisa, Paris and San Diego (TEMPS-Rio de
Janeiro), Hamilton Depression Scale (HAM-D), Young Mania Rating Scale (YMRS),
Positive and Negative Syndrome Scale (PANSS-p) (a subescala de sintomas positivos) e
a Clinical Global Impressions Scale for use in bipolar illness (CGI-BP). Todas as
analises estatisticas foram realizadas com SPSS 22.0 para Windows. Analisaram-se as
correlagbes entre insight e aspectos clinicos. Observou-se que a polaridade
predominante e o numero de episédios afetivos prévios ndo se correlacionaram com o
nivel de insight. Os temperamentos depressivo e ansioso estdo relacionados a um
melhor insight, e 0 temperamento hipertimico, a um pior insight. Na mania, o insight
sobre sintomas esti mais prejudicado do que o insight sobre sua condicdo de sofrer de

transtorno bipolar, e um pior nivel de insight especificamente sobre sintomas esta
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correlacionado a sintomas mais graves de agitagéo/energia. Na depressdo, pior insight
correlacionou-se com ideacdo/tentativa de suicidio e a um hitérico de tentativas de
suicidio, redugdo de atividades e trabalho e a alentecimento psicomotor. O presente
estudo concluiu que insight deve ser entendido de forma continua e multidimensional.
No TB, o estado afetivo, em especial a mania, parece ser um fator fundamental para

prejuizo do insight, mas ndo de forma absoluta e exclusiva.
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ABSTRACT

Patients with bipolar disorder (BD) may present insight changes. And this may
present variations of its level according to the affective state in which patient is, that is,
in mania, depression or euthymia. The general objective of the present study is to study
the correlation between insight and clinical characteristics of BD. In this way, we
evaluated how the different aspects of insight are affected in bipolar mania, as well as in
bipolar depression, and the relationship between insight and predominant polarity,
number of previous affective episodes and affective temperament. The samples were
composed of patients diagnosed with BD who make clinical follow-up at the bipolar
disorder outpatient clinic of the Institute of Psychiatry of the Federal University of Rio
de Janeiro. The evaluations were performed in the visits, using scales: Insight scale for
Affective Disorders, brief Brazilian Portuguese version of Temperament Evaluation of
Memphis, Pisa, Paris and San Diego (TEMPS-Rio de Janeiro), Hamilton Depression
Scale (HAM-D), Young Mania Rating Scale (YMRS), Positive and Negative Syndrome
Scale (PANSS-p) (the subscale of positive symptoms) and the Clinical Global
Impressions Scale for use in bipolar illness (CGI-BP). All statistical analyzes were
performed with SPSS 22.0 for Windows. The correlations between insight and clinical
aspects were analyzed. It was observed that the predominant polarity and the number of
previous affective episodes did not correlate with the level of insight. The depressive
and anxious temperaments are related to a better insight, and hyperthymic temperament,
worse insight. In mania, insight about symptoms is more impaired than insight about
their condition of suffering from BD, and a worse level of insight specifically about
symptoms is correlated with more severe agitation/energy symptoms. In depression,

worse insight was correlated with suicidal ideation/attempted suicide attempts, activity
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and work reduction, and sluggishness. The present study concluded that insight should

be understood in a continuous and multidimensional way. In BD, the affective state,

especially mania, seems to be a fundamental factor to the impairment of insight, but not

in an absolute and exclusive way.
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1. INTRODUCAO

O transtorno bipolar (TB) é um transtorno mental cronico e debilitante, que afeta
aproximadamente 2,4% da populacdo em geral (Belmaker, 2004; Merikangas et al.,
2011). Ele esté associado a um risco aumentado de mortalidade por suicidio (Gonda et
al., 2012) e condicgdes clinicas comérbidas, principalmente doencas cardiometabdlicas
(Fagiolini et al., 2008; Weiner et al., 2011). O transtorno é caracterizado por amplas
flutuagbes no humor e no nivel de energia e atividade motora em seus diversos estados
afetivos (mania, hipomania e depresséo) (Phillips e Kupfer, 2013; Cheniaux et al.,
2014).

A apresentacdo da mania tem por base as caracteristicas fenomenologicas
classicas descritas por Kraepelin: exaltacdo do humor, aceleracdo do pensamento com
fuga de ideias e aumento de atividade motora (Kraepelin, 1921). Associados a essa
triade também estdo aumento de energia, reducdo da necessidade de sono, pressdo de
fala e taquilalia, irritabilidade, sintomas psicoticos, hipersexualidade e impulsividade. A
hipomania se caracteriza pelos mesmos sintomas encontrados na mania, mas as
alteragBes sdo menos graves e levam a um menor nivel de prejuizo (Kunz et al., 2009).

J& os estados depressivos, em contraste direto com os estados maniacos, sdo
geralmente caracterizados pela triade: humor deprimido, hipobulia e inibicdo do
pensamento. A gravidade pode variar consideravelmente de um discreto alentecimento
fisico e mental, com quase nenhuma distor¢do cognitiva ou da percepcao, até quadros
de estupor depressivo (Kunz et al., 2009).

No TB, a autopercepcdo que o individuo tem sobre seus sintomas parece variar
de acordo com sindrome corrente. Jamison et al. (2010) investigaram a autopercepgao

de estados de humor em 69 pacientes com TB. Eles foram testados com um instrumento



de autoavaliacdo contendo 22 pares de adjetivos opostos (p. ex., bom/mau, forte/fraco,
complexo/simples), apresentados como extremos opostos em um continuum. AS
autoavaliacOes realizadas por pacientes em depressdao, mas ndo aquelas realizadas por
pacientes em hipomania, diferiram de modo significativo dos resultados obtidos com
pacientes eutimicos. Os autores concluiram que a capacidade de autoavaliacdo quanto
ao humor é substancialmente comprometida no estado maniaco, mas ndo no depressivo,
o0 que refletiria um importante comprometimento do insight na sindrome maniaca.

O termo insight deriva do alemao Einsicht e significa “olhar para dentro”. Existe
somente em linguas de raizes germanicas e as linguas latinas ndo possuem um termo
unico correspondente, traduzindo-o de acordo com a sua funcdo (Dantas e Banzato,
2006). Em psiquiatria, insight tem sido definido como consciéncia dos sintomas,
reconhecimento deles como manifestacbes de uma doenca, entendimento sobre suas
causas e origens, apreciacdo de seus significados (como sua gravidade e suas
consequéncias em termos de incapacidades funcionais) e colaboragdo com o tratamento
(Fulford, 1998).

O insight ¢ investigado em pacientes neuroldgicos desde o final do século XIX,
mas comecou a ser estudado em pacientes psiquiatricos apenas mais recentemente.
Antes do século XIX, os acometidos por doencas mentais eram classificados como
totalmente desprovidos de insight, ja que “insanidade mental” era indissociavel de
delirio e insight era, por definicdo, considerado inexistente nessa condicdo (Dantas e
Banzato, 2006). Lewis (1934) definiu o termo no ambito da psiquiatria como “atitude
correta diante de uma mudanga morbida em si mesmo”. Esse autor inovou, defendendo
a possibilidade da existéncia de insight na psicose, criticando a utilizagdo do insight
para separar neurose e psicose e rejeitando a concepcdo dicotdmica de insight como

“presente” ou “ausente” (Lewis, 1934).



Desde o inicio dos anos 90, a pesquisa empirica em psiquiatria clinica tem
retomado o0 estudo do insight, por meio do desenvolvimento de instrumentos
padronizados de medida de insight, o que resultou em revisfes conceituais e
reformulacbes desse construto. Antes, entendido como uma variavel binéria, alguns
estudos mais modernos mostram uma visdo mais complexa sobre insight (Amador et al.,
1993), indicando que este se apresenta de forma multidimensional. Por este motivo,
escalas multidimensionais tém sido utilizadas para estuda-lo. As dimensdes avaliadas
incluem, por exemplo, insight sobre a doenca, sobre a necessidade de tratamento e sobre
as repercussdes sociais da doenga.

Na psiquiatria, inicialmente alguns estudos sobre esse aspecto foram conduzidos
com pacientes esquizofrénicos (Amador et al., 1994; McEvoy et al., 1989). Contudo,
nos Gltimos anos, o insight em pacientes com TB passou a ser estudado também
(Amador et al., 1994; Ghaemi et al., 1995). O insight apresenta grande importancia
clinica na evolucdo do TB. Grande parte dos pacientes bipolares mostram déficits em
sua consciéncia sobre estar doente ou em sua consciéncia sobre sinais ou sintomas
especificos (Pini et al., 2001). O comprometimento do insight pode implicar em néo
adesdo ao tratamento medicamentoso e, consequentemente, uma pior evolucdo (Cely et
al., 2011; Sajatovic et al., 2009; Copeland et al., 2008; Yen at al., 2005).

Diversos estudos mostram correlacdes entre dados clinicos - como nimero de
hospitalizacGes prévias, duracdo da doenca ou a ocorréncia prévia de sintomas
psicoticos - e o nivel de insight no TB (Bressi et al., 2012; Guclu et al., 2011; Dias et
al.,, 2008b; Van der Werf-Eldering et al., 2011). Além disso, foram encontradas
correlagdes entre diminuigdo do insight e alteracGes cognitivas, especialmente relativas

a memoria, & aprendizagem, a inteligéncia geral, a atividade psicomotora, & atengéo e as



funcOes executivas (Dias et al., 2008a; Van der Werf-Eldering et al., 2011; Varga et al.,
2007).

A influéncia de caracteristicas clinicas retrospectivas sobre o insight atual ainda
ndo parece estar clara. Os estudos que investigaram a relagdo entre insight e nimero de
hospitalizagcBes prévias apresentaram resultados dissonantes. Um menor insight foi
associado a um menor numero de hospitalizacBGes prévias em trés desses estudos (Bressi
et al., 2012; Dias et al., 2008; Ghaemi et al., 1996). Entretanto, dois outros estudos
(Guglu et al., 2011; Cassidy, 2010) ndo encontraram correlacdo entre insight e nimero
de hospitalizagdes prévias. Os estudos sobre a influéncia do nimero e tipo de episodios
afetivos prévios também ndo apresentaram resultados concordantes. Alguns estudos nao
encontraram correlacdo entre nimero de episodios prévios e insight atual, (Glglu et al.,
2011; Dias et al., 2008). Contudo, um estudo conduzido por Colis et al. (2006) mostrou
que pacientes cujo ultimo episoédio havia sido a mania apresentavam pior insight atual
do que aqueles cujo Ultimo episddio havia sido depressdo ou episddio misto. Além
disso, um outro estudo mostrou que pacientes com maior nimero de episédios de mania
passaram a apresentar pior insight atual do que aqueles que tiveram um menor nimero
de episodios afetivos dessa polaridade (Yen at al., 2007).

Embora caracteristicas clinicas pretéritas do TB, como o numero total de
hospitalizac@es, a idade de inicio da doenca e histdria de sintomas psicoticos, ja tenham
sido estudas quanto a sua associacdo com o insight, a polaridade predominante parece
ainda ndo ter sido levada em consideracdo como uma caracteristica que possa se
associar ao insight. Angst (1978) cunhou o termo “polaridade predominante” a partir de
um estudo em que foram acompanhou 95 pacientes com TB internados. De acordo com
0 autor, alguns pacientes representavam um tipo “nuclear” da doenga (i.e. episddios de

mania e de depressdo igualmente frequentes no curso da doenga), enquanto outros



tinham apresentado muito mais episédios maniacos do que depressivos ou vice-versa.
Colom et al. (2006) sugeriram um minimo de dois tercos de episodios depressivos ao
longo da vida para a defini¢do de polaridade predominante depressiva, € um minimo de
dois tergos de episodios de hipomania/mania para polaridade predominante maniaca. Ja
foi descrito que a polaridade est4 associada a outras caracteristicas clinicas do TB. Por
exemplo, a polaridade predominante maniaca tem sido associada a um inicio mais
precoce da doenca (Colom et al., 2006; Gonzalez-Pinto et al., 2010), mais sintomas
psicéticos (Popovic et al., 2013) e um maior nimero de hospitalizagbes (Baldasserini et
al., 2012; Popovic et al., 2013).

J& o estado afetivo atual, em especial a mania, parece influenciar o insight. Os
estudos parecem ser unanimes em mostrar que, na mania, h um prejuizo significativo
do insight (Bressi et al., 2012; Cassidy, 2010; Yen et al., 2007). Porém, os estudos sobre
0 insight em epis6dios maniacos ainda S80 pouco NUMErosos e apresentam escopos
muito restritos. Em geral, esses estudos ainda abordam o insight como uma variavel
binaria e investigam as possiveis relagdes entre o insight e as caracteristicas clinicas do
TB, em detrimento de possiveis associaces entre o insight e sintomas especificos do
episddio maniaco (Bressi et al., 2012; Cassidy, 2010; Yen et al., 2007; Silva et al.,
2015).

Diferentemente, até o0 momento, os estudos indicam que a depressdo ndo esta
associada a um prejuizo significativo do insight. Muitos desses estudos incluem
pacientes com depressdo bipolar e unipolar em uma mesma amostra, 0 que limita os
achados especificos sobre o insight na depressao bipolar (Cassidy, 2010; Yen et al.,
2007). Além disso, os estudos ainda ndo focaram em avaliar como as alteragcdes de
insight na depressdo bipolar se correlacionam com varidveis clinicas do proprio

episadio.



Um desfecho comum no curso do transtorno bipolar é o suicidio. De 25 a 50 %
dos pacientes bipolares tentam suicidio ao menos uma vez (Hawton et al., 2005;
Jamison, 2000) e entre 11 e 19 % morrem nessas tentativas (Angst et al., 2005). Em
pacientes esquizofrénicos, estudos mostraram uma correlacdo positiva entre ideacdo ou
tentativas de suicidio e um maior nivel de insight (Amador et al., 1996; Schwartz et al.,
2000). Todavia, ainda sdo poucos os estudos que avaliaram a relacdo entre insight e
comportamento suicida no TB (Acosta et al., 2012; Yen et al., 2008a; Gonzalez et al.,
2008).

Estudos com pacientes com TB (Acosta et al., 2012; Gonzalez, 2008; Yen et al.,
2008a) encontraram uma relacdo entre maior nivel de insight e comportamento suicida.
Estes estudos utilizaram amostras de bipolares eutimicos (Acosta et al., 2012; Yen et al.,
2008a) ou uma amostra que néo fez diferenciagdo quanto aos estados afetivos (Gonzalez
2008). Por outro lado, a relacéo entre ideacdo suicida e insight na depresséo bipolar, em
que h& maior risco de ideacdo suicida, parece ainda ndo ter sido explorada.

A relacgdo entre temperamento e insight é outro tema pouco explorado. Segundo
Cloninger et al. (1993), temperamento diz respeito as tendéncias afetivas bésicas, ou
seja, a “maneira regular e constante pela qual um individuo reage e se conduz em
resposta a estimulos internos e externos”. Akiskal (Akiskal & Akiskal, 2005), por sua
vez, define temperamento como “tragos temporalmente estaveis de comportamento com
intensa reatividade afetiva”. Nos Ultimos anos, tem sido estudada a associacdo entre o
temperamento e as caracteristicas clinicas do TB, tais como a evolucédo, a polaridade
predominante, a sintomatologia, o curso no longo prazo, a suicidalidade, a resposta
terapéutica e a adesdo medicamentosa. (lasevoli et al., 2013; Ferreira et al., 2014;
Cassano et al., 1989; Akiskal et al., 1987; Hantouche et al., 1997; Akiskal et al., 1989;

Tohen et al., 2006).



Kraepelin (1921) em seus estudos sobre tipos de temperamento, ou o que ele
denominou de “estados fundamentais” relatou que aqueles individuos com
temperamento depressivo tinham uma boa percepcdo sobre a natureza de sua doenga e
sobre as consequéncias dela. J& aqueles com temperamento hipertimico tinham um
julgamento superficial e precipitado, o que poderia configurar um maior prejuizo de
insight. Apesar de terem surgido novos interesses pelas concepgdes de Kraepelin sobre
temperamentos, ainda ndo ha estudos recentes que avaliem uma possivel associacao

entre temperamento afetivo e insight no TB.



2. HIPOTESES

Algumas hipoteses iniciais foram formuladas pelo presente autor, baseadas em

dados da literatura e em pesquisas pretéritas do grupo de pesquisa:

a)

b)

c)

d)

Polaridade predominante maniaca e um maior numero de episddios maniacos
prévios estariam associados a um pior insight atual.

Na mania e na depressdo bipolar, os pacientes bipolares teriam um pior
insight sobre seus sintomas do que sobre sua condic¢éo de ter uma doenca.

A depressdo bipolar sem sintomas psicoticos poderia apresentar baixo grau
de comprometimento de insight.

Na depresséo bipolar, ideacdo/comportamento suicida estaria associada a
maior insight.

Temperamentos hipertimico e irritavel cursariam com pior nivel de insight

em comparagdo com 0s temperamentos ansioso e depressivo.



3. OBJETIVOS

O objetivo geral do presente trabalho é estudar a relacdo entre insight e
caracteristicas clinicas, atuais e pretéritas, do TB.

Os objetivos especificos sdo:

1. Avaliar a relacdo entre insight e polaridade predominante, numero de
episodios afetivos prévios e estado afetivo atual em pacientes com TB.

2. Realizar uma avaliagdo de como os diversos aspectos do insight sdo afetados
na mania bipolar e buscar correlacbes entre o nivel de insight e a sintomatologia
maniaca.

3. Avaliar como os diversos aspectos do insight podem ser afetados na depresséo
bipolar e buscar correlagdes entre o nivel de insight e a sintomatologia depressiva.

4. Avaliar a relacdo entre insight e ideacdo ou comportamento suicida na
depressao bipolar.

5. Avaliar a relagdo entre temperamento afetivo e insight no TB.
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4. METODO

4.1. Local dos estudos clinicos:

A pesquisa foi realizada no ambulatério de Transtorno Bipolar do Instituto de
Psiquiatria da Universidade Federal do Rio de Janeiro (IPUB/UFRJ). O ambulatério é
coordenado pelo professor Elie Cheniaux. Atualmente, atende cerca de 165 pacientes
com o diagndstico de TB tipo I, TB tipo Il ou transtorno esquizoafetivo do tipo bipolar.

Os pacientes sdo tratados com as medicacdes disponiveis na farmécia do IPUB/UFRJ.

4.2. Amostra:

Os Unicos critérios de inclusdo foram: idade igual ou superior a 18 anos;
adequacdo aos critérios do DSM-5 para os diagnésticos de TB tipo I, TB tipo Il ou
transtorno esquizoafetivo do tipo bipolar; e assinatura do termo de consentimento livre e
esclarecido (Anexo ).

Como critérios de exclusdo estavam a ndo aceitacdo em participar da pesquisa, a
ndo cooperacdo na aplicagdo dos instrumentos de avaliagdo, e sofrer de doenca néao
psiquiatrica grave.

A amostra inicial continha 165 invividuos selecionados segundo os critérios
descritos acima. Essa amostra foi composta por 160 pacientes bipolares tipo | e por 5
tipo 1l. Nenhum individuo foi diagnosticado com transtorno esquizoafetivo do tipo
bipolar. Dessa amostra, 51 individuos apresentaram, prospectivamente, pelo menos um
episddio maniaco e 68 apresentaram pelo menos 1 episédio depressivo, durante o
periodo de estudo. Em cada estudo, a amostra inicial foi subdividida em subamostras
em funcdo do tema. As subamostras estdo descritas em cada um dos artigos. A maior

subamostra foi composta por 101 individuos; e a menor, por 51 individuos.
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4.3. Instrumentos:

Os instrumentos utilizados foram: Escala de consciéncia de morbidade para
transtornos afetivos (do humor) (Olaya et al., 2012), adaptada por Silva et al. (2015b)
(Anexo I1); versdo reduzida em portugués do Brasil da Temperament Evaluation of
Memphis, Pisa, Paris and San Diego (TEMPS-Rio de Janeiro) (Akiskal et al., 2005),
adaptada por Woodruff et al. (2011) (Anexo I11); Hamilton Depression Scale (HAM-D)
(Hamilton, 1960), adaptada por Gallucci et al. (2001) (Anexo 1V); Young Mania Rating
Scale (YMRS) (Young et al, 1978), adaptada por Vilela et al. (2005) (Anexo V);
Positive and Negative Syndrome Scale (PANSS-p) (a subescala de sintomas positivos)
(Kay et al., 1987), adaptada por Chaves & Shirakawa (1998) (Anexo VI); e a Clinical
Global Impressions Scale for use in bipolar illness (CGI-BP) (Spearing et al., 1997)
(Anexo VII).

A Escala de consciéncia de morbidade para transtornos afetivos (do humor) é
uma escala com 17 itens que avalia o insight em transtornos afetivos. A TEMPS-Rio de
Janeiro é um questionario de autoaplicacdo composto por 45 perguntas do tipo
verdadeiro-ou-falso que permite classificar o temperamento do paciente em seis tipos:
depressivo, ciclotimico, hipertimico, irritdvel, ansioso ou preocupado. A HAM-D é uma
escala com 17 itens que aferem os sintomas depressivos. A YMRS apresenta 11 itens
que aferem os sintomas maniacos. A PANSS-p permite a avaliacdo da presenca e da
intensidade de sintomas psicaticos e outros sintomas positivos. O CGI-BP apresenta um

escore global relativo a gravidade do episodio afetivo.

4.4. Avaliacao clinica:
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Os 165 pacientes bipolares foram acompanhados ao longo de um ano. O
diagnostico psiquiatrico foi formulado de acordo os critérios do DSM-5. Em cada
consulta, o estado afetivo de cada paciente foi avaliado, também através dos critérios do
DSM-5 e foram aplicadas as seguintes escalas: HAM-D, YMRS, PANSS-p e CGI-BP.
Em paralelo, a escala de consciéncia de morbidade para transtornos afetivos (do humor)
foi utilizada para avaliar o insight. A escala TEMPS-Rio de Janeiro também foi aplicada
na primeira avaliagdo em eutimia de cada individuo.

Foram registrados os dados de identificacdo e sociodemogréaficos, além de
variaveis clinicas de cada paciente, que incluiram: género, idade, grau de instrucao,
idade de abertura da doenca, nimero de episdédios maniacos, niUmero de episodios
depressivos, a polaridade do primeiro episddio afetivo e a histdria de alguma tentativa
de suicidio. A polaridade predominante foi definida como a ocorréncia de no minimo o
dobro de episodios de um determinado polo afetivo em comparacdo ao nimero de
episodios do polo oposto no curso da doenca. Assim, as polaridades poderiam ser:
predominantemente maniaca, depressiva ou sem polaridade predominante. A ideacdo e
0 comportamento suicidas foram avaliados prospectivamente por meio do registro do
item 3 da HAM-D. Todas as analises estatisticas foram realizadas com SPSS 22.0 para

Windows. Analisaram-se as correlacdes entre insight e aspectos clinicos.
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5. PRODUCAO CIENTIFICA

O presente estudo resultou em quatro artigos e um manuscrito. Os quatro artigos
ja foram publicados em periddicos indexados. O manuscrito j& foi submetido, e até o
presente momento, aguarda resposta dos editores.

O primeiro artigo, “The influence of current mood state, number of previous
affective episodes and predominant polarity on insight in bipolar disorder”, foi
publicado pela revista International Journal of Psychiatry in Clinical Practice, no ano
de 2017. Ate o presente momento, encontra-se publicado online, aguardando a verséo
impressa. DOI 10.1080/13651501.2017.1324991.

O segundo artigo, “Insight in bipolar mania: evaluation of its heterogeneity and
correlation with clinical symptoms”, foi publicado na revista Journal of Affective
Disorders, nimero 199, nas paginas 95 a 98, no ano de 2016.

O terceiro artigo, “Clinical correlates of loss of insight in bipolar depression”,
foi aceito pela revista Trends in Psychiatry and psychotherpy, no ano de 2017. Até o
presente momento, aguarda publicacéo.

O quarto artigo, “Correlation between insight level and suicidal
behavior/ideation in bipolar depression”, foi publicado na revista Psychiatric Quarterly,
namero 88, nas paginas 47 a 53, no ano de 2017.

O manuscrito, “The relationship between insight and affective temperament in
bipolar disorder”, foi submetido a revista Trends in Psychiatry and psychotherpy, no
ano de 2017.

Os quatro artigos e 0 manuscrito sao apresentados a seguir:



5.1. Artigo 1:

“The influence of current mood state, number of previous affective episodes and

predominant polarity on insight in bipolar disorder”
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ABSTRACT

Background: Although many studies have explored the effect of current affective episodes on insight
into bipolar disorder, the potential interaction between cument mood state and previous affective
episodes has not been consistently investigated.

Objective: To explore the influence of dominant polarity, number of previous affective episodes and
current affective state on insight in bipolar disorder patients in euthymia or mania.

Methods: A total of 101 patients with bipolar disorder were recruited for the study, including 58 patients
in euthymia (30 with no defined predominant polarity and 28 with manic predominant polarity) and 43 in
mania (26 with no defined predominant polarity and 17 with manic predominant polarity). Patients under-
went a clinical assessment and insight was evaluated through the Insight Scale for Affective Disorders.
Results: Bipolar disorder patients in mania had worse insight than those in euthymia, with no effect of
dominant polarity. In addition, positive psychotic symptoms showed a significant effect on insight and its
indusion as a covariate eliminated differences related to mood state. Finally, the number of previous
manic or depressive episodes did not correlate with insight level.

Conclusions: Mania is a predictor of loss of insight into bipolar disorder. However, it is possible that its
contribution is linked to the more frequent presence of psychotic symptoms in this state. Dominant polar-
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ity and number/type of previous affective episodes have a limited impact on insight.

Introduction

Several studies have shown the importance of insight into diagno-
sis, therapeutics and prognosis of bipolar disorder (BD) (Silva et al.
2014). Insight may be associated with clinical complications such
as heteroaggressiveness (Gonzalez-Ortega et al. 2010), suicidal
behaviour (Silva et al. 2016a) as well as commitment to treatment
(Cely et al. 2011). Insight may also be influenced by clinical fac-
tors, such cognitive impairment and the presence of affective
symptoms (Van der Werf-Eldering et al. 2011; Bressi et al. 2012).

In BD, the current affective state can influence insight. An ear-
lier study showed that a worse level of insight correlates with
more severe agitation/energy symptoms, suggesting that there is
a psychomotor core of mania that impairs insight (Silva et al.
2016b). In addition, episodes of pure mania seem to have a more
impaired insight than those with mixed features (Cassidy 2010;
Silva et al. 2015a), and these, in turn, appear to have worse insight
than those with pure depression (Cassidy 2010; Pini et al. 2004).
One factor that may mediate this association between loss of
insight and manic episodes is the presence of psychotic symp-
toms. For example, psychotic depressive episodes have been
linked to impairments of insight (Bressi et al. 2012). Although the
characteristics of the current affective episode appear to influence
insight, few studies have evaluated the influence of the number

and polarity of previous episodes (Dias et al. 2008; Gucli et al.
2011).

The influence of retrospective clinical features on current
insight still does not seem clear. Studies that investigated the rela-
tionship between insight and number of previous hospitalisations
presented dissonant results. Lower insight was associated with a
lower number of previous hospitalisations in three of these stud-
ies (Ghaemi et al. 1996; Dias et al. 2008; Bressi et al. 2012).
However, two other studies (Cassidy 2010; Guglu et al. 2011)
found no correlation between insight and number of previous
hospitalisations. Studies about the influence of the number and
type of previous affective episodes also did not present concord-
ant results. Some studies have found no correlation between the
number of previous episodes and current insight, (Dias et al. 2008;
Guglu et al. 2011). However, a study conducted by Colis et al.
(2006) showed that patients whose last episode had been mania
had worse current insight than those whose last episode had
been depression or mixed episode. In addition, another study
showed that patients with a greater number of manic episodes
had worse current insight than those who had fewer of these
same affective episodes (Yen et al. 2007). This result suggests that
bipolar patients with a manic polarity may present worse current
insight.

CONTACT Daniel C. Mograbi @ daniel. mograbi@kdl.ac.uk e Department of Psychology, Institute of Psychiatry, Psychology & Meuroscience, KCL, P078, De

Crespigny Park, SE5 8AF, London, UK
@© 2017 Informa UK Limited, trading as Taylor & Francis Group
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Predominant polarity characterises patients who mainly mani-
fest recurrences of depression or mania/hypomania. The concept
of predominant polarity may have important clinical implications.
Manic dominant polarity has been associated with more psychotic
symptoms (Popovic et al. 2014; Azorin et al. 2015), manic first epi-
sode polarity (Azorin et al. 2015; Rangappa et al. 2016), rapid
cycling, stressors at onset, family history of affective illness (Azorin
et al. 2015), higher rate of substance abuse prior to the first epi-
sode (Popovic et al. 2014) and a higher number of hospitalisations
(Popovic et al. 2014; Baldessarini et al. 2012). Evidence indicates
that predominant polarity should be considered for the selection
of treatments for BD: patients with a predominantly depressive
polarity are more likely to be treated with an antidepressive stabil-
isation package, while BD patients with a manic predominant
polarity are more frequently treated with an antimanic stabilisa-
tion package (Carvalho et al. 2015). Furthermore, patients with a
manic predominant polarity may have a higher response rate to
acute treatments for bipolar depression (Vieta et al. 2009;
Carvalho et al. 2014).

Considering the scarcity of studies exploring the influence of
both previous and current mood state on insight into bipolar dis-
order, the aim of this study is to evaluate the relationship of the
insight level with the dominant polarity, the number of previous
affective episodes and the current affective state in euthymic or
manic patients with BD.

Methods
Sample and clinical evaluation

This study was performed at the bipolar disorder outpatient
research clinic in the Institute of Psychiatry of the Federal
University of Rio de Janeiro (Instituto de Psiquiatria da
Universidade Federal do Rio de Janeiro - UFRJ), Brazil, between
July 2014 and June 2015. Inclusion criteria were diagnosis of bipo-
lar disorder, 18 years of age or older and written informed con-
sent. This study was approved by the local Ethics Committee.

The psychiatric diagnosis was formulated according to the
DSM-IV-TR criteria through semi-structured interview SCID (Del-
Ben et al. 2010). Hamilton Depression Scale (HAM-D) (Hamilton
1960), Young Mania Rating Scale (YMRS) (Young et al. 1978),
Positive And Negative Syndrome Scale (PANSS-p)/subscale of posi-
tive symptoms (Chaves & Shirakawa 1998), Clinical Global
Impressions Scale for use in bipolar illness (CGI-BP) (Spearing et al.
1997) and Insight Scale for Affective Disorders (ISAD) (Olaya et al.
2012) adapted by Silva et al. (2015b) were used in each appoint-
ment. The PANSS-p was used because positive symptoms of
psychosis are more frequent than negative symptoms in BD. The
number of previous manic and depressive episodes was regis-
tered. Only patients with manic predominant polarity and patients
with no dominant polarity were chosen for this study. That was
done because the recruitment did not allow forming a group of
depressed patients or patients with depressed polarity. In add-
ition, depression is association with preserved insight, while mania
has been linked with impairment in this ability, highlighting the
need to focus on the latter. According to Colom et al's criteria
(Colom et al. 2006), manic predominant polarity was defined as
the occurrence of a minimum of twice the number of hypomanic/
manic episodes in comparison with depressive episodes along the
illness.

A total of 101 patients with type-l bipolar disorder were
recruited for the study, including 58 patients in euthymia (30 with
no defined predominant polarity and 28 with manic predominant
polarity) and 43 in mania (26 with no defined predominant
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polarity and 17 with manic predominant polarity). This allowed
exploring the influence of previous and current mood state using
a factorial design (below).

Statistical analysis

Differences between groups in terms of demographic and clinical
characteristics were investigated according to the variable type.
For continuous variables, such as age, educational level, mania
symptoms (total YMRS scores) and positive psychotic symptoms
(PANSS-p total scores), differences were explored with one-way
ANOVAs followed by post hoc t-tests. A chi-square test was used
to investigate differences in gender distribution (nominal variable).
Finally, differences in illness severity (CGI-BP global; ordinal vari-
able) were explored with a Kruskal-Wallis ANOVA.

In order to explore the relationship between mood, polarity
and insight, the main purpose of the current work, factorial
ANOVAs (2 x 2) were used, with polarity (no defined polarity or
manic polarity) and mood (euthymia or mania) as between-subject
factors. Post hoc t-tests followed any significant main effects or
interaction between these factors. These analyses were carmied out
with total ISAD scores and scores for ISAD items #1 (‘Awareness of
suffering from an affective disorder’), #2 (‘Awareness of treatment
efficacy for current symptoms or preventing relapses) and #3
(‘Awareness of consequences of the illness on work, family and
social life’) as the main outcomes.

Considering the potential contribution of depressive and
psychotic symptoms to insight (Silva et al. 2014), differences in
insight were further explored with ANCOVAs, using a similar fac-
torial design and ISAD total scores as the main outcome, but
including depressive (HAM-D) or psychotic symptomatology
(PANSS-p score) as covariates, to control for the effects of these
variables. ANCOVAs were also calculated including any demo-
graphic variables with significant differences between groups.

Finally, Pearson correlations were calculated between loss of
insight (ISAD total and items #1, #2 and #3 scores) and number of
manic and depressive episodes, exploring whether the frequency
of such episodes would be associated with insight about condi-
tion. Correlations between insight and YMRS, HAM-D and PANSS-
p scores were also calculated.

Results
Sample characteristics

Sample characteristics can be seen in Table 1. There was a signifi-
cant age difference between groups (F [3, 971=3.72, p=.014),
with post hoc tests indicating significant differences between the
two euthymic groups (p=.008). There were no significant group
differences in terms of educational level (F [3, 97]=2.02, p=.116)
or gender (y? [3]1=289, p=.408). Mania and positive psychotic
symptoms were significantly different between groups (YMRS: F
[3. 97]=66.68, p < .001; PANSS-p: (F [3, 97] =26.55, p < .001), with
the two mania groups showing more symptoms (p<.001).
Episode severity was also significantly different between groups
(H [31=73.48, p<.001), being higher in the participants tested
during mania (p<.001). There were significant differences in
depressive symptomatology (F [3, 971 =3.90, p =.011), with mania
patients with undefined polarity showing higher scores than both
euthymic groups (p < .05).

Current mood state, predominant polarity and insight

Results can be seen in Table 2. For total ISAD scores, there was a
significant main effect of mood (F [1, 971=31.93, p < .001,



Table 1. Clinical and demographic characteristics of participants.
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E-UP (n=30) M (SD) E-MP (n=28) M (SD)

M-UP (n=26) M (SD)

M-MP (h=17) M (SD) Group differences

Age 52.5 (15.0) 416 (10.8)
Years of education 122 (3.9) 9.8 (3.5)
Gender® 7/23 12/16
YMRS 1.5 (2.0) 1.8 (3.5)
HAM-D 33(27) 30(33)
PANSS-p 7.5 (0.8) 781(23)
CGIBP Global 1.3 (0.5) 1.2 (04)

48.9 (13.2) 48.3 (9.6) E-MP < E-UP
11.8 (4.4) 11.5 (4.1) -

719 512 _

18.7 (8.7) 161 (7.0) E-MP=E-UP < M-MP = M-UP
60 (4.8) 5.3 (4.4) M-UP > E-MP = E-UP = M-MP
13.4 (45) 122 (35) E-MP=E-UP < M-MP = M-UP

38(1.1) 3.9(11) E-MP = E-UP < M-MP = M-UP

CGIBP: clinical global impression bipolar; E-UP: euthymia, undefined predominant polarity; E-MP: euthymia, manic predominant polarity; M-UP: mania, undefined
predominant polarity; M-MP: mania, manic predominant polarity; PANSS-p: positive and negative syndrome scale; YMRS: young mania rating scale.

*male/female.

Table 2. Insight about condition in each group.

E-UP (n =30) M (SD) E-MP (n=28) M (SD)

M-UP (n=26) M (5D)

M-MP (n=17) M (SD) Group differences

ISAD #1 1.5 (1) 1.7 (1.4
ISAD #2 1.0 (0.0) 1.1 (0.6)
ISAD #3 1.6 (1.3) 1.5(1.2)
ISAD total scores 19.2 (3.0 19.2 (3.4)

23 (1.6) 1.9 (16) -

16 (1.1) 17 (1.5) E-MP = E-UP < M-MP =M-UP

21 (1.6) 22017) E-MP=E-UP < M-MP = M-UP
303 (145) 29.8 (13.0) E-MP = E-UP < M-MP = M-UP

E-MP: euthymia, manic predominant polarity; E-UP: euthymia, undefined predominant polarity; 1SAD: insight scale for affective disorders; M-MP: mania, manic pre-

dominant polarity; M-UP: mania, undefined predominant polarity.

1% =.25), but no significant main effect of predominant polarity (F
[1, 971 =002, p=.898, 1> < .01) or mood x predominant polarity
interaction (F [1, 971=0.02, p=.877, 1> <.01). A similar pattem
was found for ISAD items #2 (‘Awareness of treatment’; main
effect of mood: F [1, 971=13.05, p < 001, n*=.12; main effect of
predominant polarity: F [1, 97]=021, p=647, n’<.0l;
mood x polarity interaction: F [1, 97] =0.02, p=.874, n° < .01) and
#3 (‘Awareness of illness consequences’; main effect of mood: F [1,
97]=4.16, p=.044, n* =.04; main effect of predominant polarity:
F [1, 971=001, p=.943, 1> <.01; mood x predominant polarity
interaction: F [1, 971=0.02, p=.882, 112 < .01). For all these analy-
ses, post hoc tests revealed that both groups in mania showed
higher scores (worse insight) than the groups in euthymia, regard-
less of the predominant polarity.

By contrast, ISAD item #1 (‘Awareness of having a condition’)
did not show any significant main effects (mood: F [1, 971 =2.64,
p=.107, n?=.03; predominant polarity: £ [1, 97]1=0.10, p=.765,
n? <.01) or interaction (F [1, 97] = 1.09, p=.300, > = .01).

ANCOVAs with psychotic symptoms, age and depression

Positive psychotic symptoms (PANSS-p total scores) showed a sig-
nificant effect (p<.001, partial n>=.20) and its inclusion as a
covariate eliminated differences related to mood state (p=.128);
the main effect of predominant polarity and the predominant
polarity x mood interaction remained non-significant (respectively,
p=2811 and p=639). Age and depressive symptoms did not
show a significant effect (respectively, p =.703 partial n*<.01 and
p =690 partial * <.01) and their inclusion as covariates did not
change previous results.

Correlations between number of previous episodes, current
mood state, psychotic symptoms and insight

Number of previous manic episodes did not show any significant
correlations with insight (ISAD total scores: r=—.01, p = .967; ISAD
#1: r=—.05, p=.629; ISAD #2: r=.11, p=.251; ISAD #3: r=—.04,
p=670). Similarly, number of previous depressive episodes did
not exhibit significant associations with insight (ISAD total scores:
r=.01, p=.918; ISAD #1: r=—-.06, p=.521; ISAD #2: r=.14,
p=.159; ISAD #3: r=—.04, p = .696).

There were significant correlations between loss of insight and
manic symptoms (ISAD total scores: r=.82, p < .001; ISAD #1:
r=.31, p=.001; ISAD #2: r=.52, p<.001; ISAD #3: r=.29,
p=.003) and psychotic symptoms (ISAD total scores: r=.70,
p<.001; ISAD #1: r=.28, p=.005; ISAD #2: r=.48, p <.001; ISAD
#3: r=.27, p=.006). There were no significant correlations with
depressive symptoms (ISAD total scores: r=.17, p=.083; ISAD #1:
r=-.12, p=.219; ISAD #2: r=.08, p=.430; ISAD #3: r=-.04,
p=.670).

Discussion

In the present study, bipolar disorder patients in mania had worse
insight than those in euthymia, with no effect of predominant
polarity. In addition, positive psychotic symptoms showed a sig-
nificant effect on insight and its inclusion as a covariate elimi-
nated differences related to mood state. Finally, the number of
previous manic or depressive episodes did not correlate with the
level of insight. Thus, our results suggest that the current mood
state as well as the occurrence of psychotic symptoms, but not
predominant polarity along the course of the disease nor number
of previous affective episodes, are the main predictors of the level
of insight.

At least two previous studies have evaluated the possible cor-
relation between insight and number of previous episodes in BD.
Gliclu et al. (2011) investigated the insight in a group of 104 bipo-
lar patients in mania or mixed episodes through scale SUMD.
They did not find any correlation with the number of previous
episodes. Dias et al. (2008) have not found any correlation of
insight and number of previous episodes in euthymic bipolar
patients. Also Yen et al. (2007) evaluated prospectively the level of
insight in a group of 65 patients with BD along two years. The
patients in mania had worse insight than those in euthymia and
the level of insight of the manic patients in general improved
when they returned to euthymia. Nevertheless, full recovery
regarding insight has not been found among patients with more
manic episodes along the observation period. In comparison to
our results, despite the low number of patients with manic epi-
sodes in the study (n=22), their results suggest that a higher
number of manic episodes correlates with worse insight.
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The present study found no difference in relation to item 1
of the ISAD in the different groups, that is, the insight of having
an affective disease. An earlier study showed that individuals in
mania had better insight about their disease than symptoms
(Silva et al. 2016b). That is, somehow the bipolar patients in
mania recognised that they had some disease but did not rec-
ognise that they had manic symptoms, especially those related
to increased agitation/energy. The outpatient setting may be a
possible explanation for the fact that these individuals have a
better insight into having a disease: the fact that the individual
attends the hospital may increase awareness of having a
condition.

ANCOVAs with positive psychotic symptoms showed a signifi-
cant effect on insight, and the inclusion of this variable as a cova-
riate eliminated differences related to mood state. This suggests
that positive psychotic symptoms, such as delusions, hallucina-
tions and conceptual disorganisation, may be one of the reasons
for loss of insight during mania. This finding is in agreement with
the literature on loss of insight in psychosis (Silva et al. 2014) and
highlights how difficulties with reality testing may lead to com-
promised self-awareness (Davies et al. 2005). However, a nhumber
of studies have shown impairments in insight in BD patients with-
out psychotic symptoms, so it is unlikely that this is a total
explanation.

The present study showed that the current state of mood
seems to have a greater influence on insight than previous epi-
sodes. Although there is loss of insight during mania, it is possible
that there is no long-lasting impact on insight after the end of
the affective episode. That is, regardless of the number of epi-
sodes or the polarity that the individual has, there does not seem
to be a cumulative effect on the current insight.

The current study has some limitations that should be consid-
ered. Ideally, the relationship between predominant polarity and
mood state would be done with a 3 x 3 design, including patients
with depression and with predominant depressed polarity. This
was not possible in the current study due to recruitment limita-
tions. Nevertheless, considering that insight is preserved in
depression but impaired in mania, the latter should be the focus
of insight studies in BD. Further limitations refer to the assessment
of insight performed cross sectionally and the classification of the
predominant polarity through retrospective methodology, which
allowed possible memory biases. Another limitation of the current
study is the lack of neuropsychological assessment, which could
potentially clarify relevant factors in loss of insight and its associ-
ation with predominant polarity and current mood state. Future
studies on the relationship between polarity and insight would
benefit from the inclusion of a neuropsychological test battery.
Finally, the sample size for each group was small. However, this
did not to have a considerable impact in the findings, considering
that when results were not significant effect sizes were
small. Future studies with larger samples, longitudinal and pro-
spective approaches could be useful to better understand the
relationship between the level of insight and the polarity of previ-
ous episodes.

Conclusions

In BD, the current affective state and the presence of psychotic
episodes are stronger predictors regarding the level of insight
than the predominant polarity and the number of previous affect-
ive episodes. It is possible that mania is linked to loss of insight
due to the higher presence of psychotic symptoms in this state.
Future studies should explore the impact of depressive polarity in
insight.
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Background: Studies on insight in bipolar mania are not numerous and usually consider insight as a
unitary construct,
Objective: Evaluate how different facets of insight are affected in bipolar mania and investigate corre-
lations between insight for each specific object in bipolar disorder and manic symptomatol ogy.
Method: A group of 165 bipolar patients were followed during a year, with 51 patients having manic
episodes according to DSM-IV-TR criteria. Patients underwent a clinical assessment and insight was
evaluated through the Insight Scale for Affective Disorders.
Results: The study found that insight regarding symptoms is worse than insight of having bipolar dis-
order, social relationships and self esteem. Moreover, poor global insight (total 1SAD) correlates with
more severe changes in mood, speech and thought structure, with worse insight about symptoms cor-
relating with the same alterations and also with more severe symptoms of agitation/energy.
Limitations: Although a large sample of bipolar patients was followed up, the final sample composed of
patients with at least one manic episode was relatively smaller. Moreover, the fact that the study was
performed in a university hospital may have led to selection biases,
Conclusion: Results suggest that patients with BD are reasonably capable of identifying that their con-
dition implies consequences but have more impaired awareness of their energy and activity levels, A
lower level of insight specifically about symptoms correlates with more severe symptoms of agitation/
energy, which suggests a psychomotor nucleus able to impair insight in mania.

© 2016 Elsevier BV, All rights reserved,

1. Introduction specific object (Markova and Berrios, 2001), such as the condition

itself, its symptoms and consequences. This notion led to the de-

Insight in bipolar patients has been the focus of several studies
(Silva et al, 2014). Limited awareness about having an illness,
symptoms or their consequences may affect adherence to treatment
and significantly influence the course of the illness (Cely et al., 2011;
Sajatovic et al,, 2009). Initial studies defined insight as a “correct at-
titude to a morbid change in oneself" (Lewis, 1934), though recent
studies portray a more complex view on insight (Amador et al., 1993).

According to current perspectives, insight should not be un-
derstood as a binary variable but as a multidimensional one. It has
been suggested that insight must be described in relation to a

* Correspondence to: Institute of Psychiatry, Psychology & Neuroscience, KCL,
PO78, De Crespigny Park, SES BAF London, UK
E-mail address; daniel. mograbi@kd.ac.uk (D.C Mograbi).
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velopment of multidimensional scales, which are now the pre-
ferred method to measure insight (Capdevielle et al., 2013).

Studies exploring the psychometric properties of these new
scales have provided further evidence for the multfactorial
structure of insight. For example, in neurological conditions where
loss of awareness is a key feature, such as in dementia, it has been
shown that insight varies independenty for activities of daily
living, cognition, emotional state and social relationships (Dourado
et al,, 2005). Recent work with bipolar patients (Silva et al., 2015a)
suggest that scales such as the Insight Scale for Affective Disorders
have items loading in different factors, such as the symptoms, the
condition itself, social relationships and self-esteem.

Studies on insight in bipolar mania are not numerous and in
such studies insight is generally seen as a binary variable. Many of
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these studies investigate the possible relationship between insight
and clinical characteristics of bipolar disorder or manic episodes
(Bressi et al, 2012; Cassidy, 2010; Yen et al., 2007; Silva et al,
2015b), but considering insight a unitary construct may confound
the results.

Considering these questions, this study aims to evaluate how
the several facets of insight are affected in bipolar mania, also
investigating the correlations between insight for each specific
object in bipolar disorder and manic symptomatology.

2. Methods
2.1. Sample

This study was performed at the bipolar disorder outpatient
research clinic in the Institute of Psychiatry of the Federal Uni-
versity of Rio de Janeiro (Instituto de Psiquiatria da Universidade
Federal do Rio de Janeiro - UFR]), Brazil, between July 2014 and
June 2015. Inclusion criteria were diagnosis of bipolar disorder
type I or type II, having at least one episode of mania during the
data collection period, and 18 years of age or older. This study was
approved by the local Ethics Committee and all participants pro-
vided written informed consent.

22. Clinical evaluation

The psychiatric diagnosis was made according to the DSM-IV-TR
criteria, through a semi-structured interview - SCID (Del-Ben et al.,
2010). The affective state of each patient was assessed in every
appointment also according to the DSM-IV-TR criteria and the fol-
lowing scales were used: Hamilton Depression Scale (HAM-D) (Ha-
milton, 1960), Young Mania Rating Scale (YMRS) (Young et al., 1978),
Positive And Negative Syndrome Scale (PANSS-p)/ positive symptom
subscale (Chaves et al, 1998) and Clinical Global Impressions Scale for
use in bipolar illness - mania subscale (CGI-BP-m) (Spearing et al.,
1997). No patient was in partial or full remission. CGI-BP scores
were used to define severity, while YMRS scores measured manic
symptomatology. Only the first manic episode in a year was con-
sidered in the analyses, since a few patients presented with more
than one manic episode when assessed during one year.

The patients were also assessed with the “Insight Scale for Af-
fective Disorders” (ISAD), which was developed by Olaya et al
(2012). It was translated into Portuguese and adapted for use in
Brazil by Silva et al. (2015a). The instrument, based on the Scale to
Assess Unawareness of Mental Disorders (SUMD) (Amador et al,
1994), is a multidimensional assessment made up of 17 items.
Scores ranged from 1 (representing absence of symptom or full
insight) to 5 (indicating no insight) for each item. Total ISAD scores
and subscores based on the four factors of the scale (insight about
symptoms, having a disorder, self-esteem and sodal functioning)
(Silva et al., 2015a) were generated for the analysis. Full details
about the psychometric properties of the scale and the factor
analysis can be found in Silva et al. (2015a).

23. Statistical analysis

To investigate differences in insight according to the object, a
repeated-measures ANOVA was calculated comparing scores on
the four ISAD factors (insight about symptoms, the condition itself,
self-esteem and social relationships). Post hoc comparisons were
calculated with Student's t-tests adjusted with Bonferroni-Hoch-
berg corrections (Hochberg, 1988). Because each ISAD factor varies
in number of items, a mean score was generated dividing subscale
scores by their number of items.

Correladonal analysis explored which symptoms of mania were

linked to reduced insight. For this purpose, correlations were
calculated between ISAD total or subscale scores and each in-
dividual item of the YMRS. Considering the ordinal characteristic
of the YMRS items, Spearman rho correlations were calculated. To
account for the effect of multple testing, while also limiting in-
fladon of type I error, results for this analysis were only con-
sidered significant if p< .01

3. Results
3.1. Sample characteristics

Among the 165 patients with BD followed along the study, 51
had at least one manic episode and were thus selected. The sample
was composed of 36 women and 15 men, all diagnosed with bi-
polar disorder type I. Sample characteristics can be seen in Table 1.

32. Insight according to the object

The repeated-measures ANOVA indicated significant differ-
ences in insight according to the object (F (3, 150)=8.78, p < .001).
Pairwise comparisons indicated greater impairment of insight for
symptoms in relation to awareness of condition (p=.048), social
relationships (p <.006) and self-esteem (p <.005). There were no
other significant differences. Results can be seen in Fig. 1.

33. Correlations between insight and mania symptoms

Results can be seen in Table 2. Total ISAD scores showed mod-
erate positive correlations with elevated mood, speech and
thought/language disorder, with worse insight with more severe
symptoms. Impaired insight about symptoms exhibited similar as-
sociations, but also a correlation with more severe agitation/in-
creased energy. Insight about condition correlated moderately with
thought disorder and unkempt appearance (worse insight with
more severe symptoms). Worse insight about social relationships
also correlated moderately with more severe thought disorder. In-
sight about self-esteem did not show any significant correlations
with mania symptoms. Total ISAD scores and all subscales, except
for awareness of self-esteem, showed strong or moderate correla-
tions with item #11 of the YMRS, which measures insight.

4. Discussion

The findings suggest that insight about symptoms, represented
by Factor I of the ISAD, is more impaired than insight about having
bipolar disorder (Factor II), social relationships (Factor IV) and self
esteem (Factor III). Moreover, the findings also suggest that the

Table 1
Clinical and demographic characteristics of patients.

By patients in mania (n="51) M {5D)/Min—Max

Age 49.4 (11.7)/23-79
Years of education 121 {4.1)/0-18
Gender* 15/36

HAM-D 5.7 (4.6)/0-20
YMRS 17.7 (8.5)/4-41
ISAD 299 (129y17-69
PANSS-p 128 (39)y8-24
CGI-BP Mania 3.8 (L1)2-7

*# Male/female; HAM-D - Hamilton Rating Scale for Depression; YMRS —
Young Mania Rating Scale; 1SAD — Insight Scale for Affective Disorders; PANSS —
Positive and Negative Syndrome Scale; CGI-BP — Clinical Global Impression- Bipolar.



23

RdAd. Siva et al.{ Journal of Affective Disorders 199 (2016) 95-98 a7

e

1
1
24
15 4 1 1
14
05 4
u : !
Syrmploms Comdition Self-esteem Sodal refaticnships
Fig 1 Insight according to the objed. * p < .05; ** p < 01
Table 2
Correlations between insight and mania symptoms.
ISAD Scores
Total p Factor 1p Factor2 p Factor 3 p Factor 4 p
YMRS #1 - Elevated .44 A2 33 29 19
mood
YMRS #2 - Increased 34 A0 20 04 .05
energy
YMRS #3 - Sexual 06 a2 05 23 —.03
inte st
YMRS #4 - Sleep RE] 16 22 17 A5
YMRS #5 — Irritability .15 n a3 16 .26
YMRS #6 - Speech .50 53 18 21 30
YMRS #7 - Language! .37 A2 18 1o A5
thought disorder
YMES #8 - Thought 30 16 A4 34 LAl
mntent
YMRS #9 - Aggressive —07 - 06 m =13 .09
be haviowur
YMRS #10 - 31 a2 AB 24 21
Appearance
YMRS #11 — Insight ] 64 &1 30 .39

Significant results (p = 01)in bold; p - Spearman Rho; Factor 1 - Symptoms; Factor
2 — Condition; Factor 3 — Self-esteem; Factor 4 — Sodal relationships.

mania correlates of insight vary according to the object of insight

The results indicate that BD patients are, in comparison, reason-
ably able to identify that they have a condition that entails con-
sequences, but are less aware of their level of energy and activity. Itis
important to notice that except for the “awareness of short attention
span/showing distractibility” and “awareness of a depressed/ex-
pansive or irritable mood®, all the other items composing Factor |
relate to insight about symptoms associated with activity/energy. In
addition, in the Silva et al. (2015a) study, both items showed lower
factor loadings on this factor. Previous studies (Cheniaux et al, 2014)
suggested that alterations in the level of activity/energy are one of
the main characteristics of mania. Therefore, our findings indicate
that insight loss in mania is essentially loss of awareness of symp-
toms, espedally increase of psychomotor activity.

The current study also reinforces the notion that insight is a
multidimensional construct, varying according to the object of
awareness (Markova and Berrios, 2001). This is in agreement with
studies exploring insight into other conditions, such as neurolo-
gical (dementia; Dourado et al., 2005) and psychiatric disorders
(psychosis; Capdevielle et al, 2013). From a clinical perspective,
this highlights the need to manage insight with interventions that
target its different aspects.

This study has also evaluated correlations between the levels of
insight and manic symptoms assessed by YMRS. Worse global
insight (total ISAD) correlates with more severe changes of mood,

speech and structure of thought Worse level of insight specifically
about symptoms (Factor I) correlates with the same changes, and
also with more severe symptoms of agitation/energy. Again, that
suggests the existence of a psychomotor nucleus able to impair
insight in mania.

Still according to our results, a lower level of insight on having
BD (Factor 1) correlates with more severe alterations in appear-
ance, Although the direction of causality is not clear in this case,
the result might indicate that patents with untidy appearance
have worse insight because their self-perception and self-care
skills are not preserved. Factor II, as well as insight on social re-
lationship (Factor IV), also correlated with thought content. As the
highest scores on this item in the YMRS correspond to delusions
and hallucinations, it is possible that insight into having the con-
dition and about social relationships are particularly impaired in
patients with psychotic symptoms, That is possibly related to
distortions in reality testing, a factor which has been highlighted
in models of loss of insight (Davies et al., 2005).

Finally, insight about self-esteem (Factor Il) showed no sig-
nificant correlations with manic symptoms. ISAD total and sub-
scale scores - except for insight about self-esteem - correlated
with item 11 of YMRS, which assesses insight, Such results re-
inforce the convergent validity of the ISAD and its factors. More-
over, the absence of correlations with insight about self-esteem
suggests that this may be an independent factor linked to symp-
toms other than mania.

This study has a few limitations related to sampling. Although a
large sample of bipolar patients was followed up, the final sample
composed of patients with at least one manic episode was rela-
tively smaller. Therefore, studies with larger samples are advisable,
Moreover, the fact that the study was performed in a university
hospital may have led to a selection of subjects with more severe
condition. Future studies in different settings are important t
generalize the current findings. Finally, the sample had more
women than men, and previous studies have shown that female
patients may have more impaired insight (GiclQ et al, 2011)
Nevertheless, other studies did not show the same pattern (e.g.
Yen et al., 2004), and there were no differences in insight in the
current sample,

5. Conclusion

In bipolar mania, insight regarding symptomatology - parti-
cularly alterations in energy and activity — is more impaired than
insight regarding having an illness and its consequences, self-es-
teem and impairment in social relationships. Lower level of insight
specifically about symptoms correlates with more severe symp-
toms of agitadon/energy, which suggests the existence of a psy-
chomotor nucleus impairing insight in mania.
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Abstract

Background: Affective state may influence insight, especially regarding mania.
Nevertheless, studies have so far suggested that depression seems not to significantly
impair insight. To the best of our knowledge, this study pioneers the evaluation of how
insight variations in bipolar depression correlate with clinical variables.

Method: A group of 165 bipolar patients, 52 of whom had depressive episodes
according to DSM-5 criteria, were followed during a year. All patients underwent a
clinical assessment and insight was evaluated through the Insight Scale for Affective
Disorders. A repeated-measures ANOVA was calculated comparing scores on the four
ISAD factors (insight about symptoms, the condition itself, self-esteem and social
relationships) in order to investigate differences in insight according to different objects.
Correlational analysis explored which clinical symptoms were linked to reduced insight.
Results: Worse total insight correlated with suicide attempt/ideation, subsyndromal
manic symptoms such as mood elevation, increased energy and sexual interest. Worse
self-esteem insight was associated with not only suicide ideation/attempt but also with
activity reduction and psychomotor retardation. Worse symptom insight also correlated
with psychomotor retardation. Better insight of having an affective disorder was
associated with more intense hypochondria symptoms. Nevertheless, worse insight on
having an illness was associated with the presence of psychotic symptoms.

Conclusion: Our study found that symptoms other than psychotic ones — suicide
ideation, psychomotor retardation, and reduction of activity and work — correlate with
insight impairment in bipolar depression.

Key words: insight, bipolar depression, bipolar disorder
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Introduction

Insight in patients with bipolar disorder (BD) has been the focus of many studies since
better or worse awareness about being ill, having symptoms or having some sort of
psychosocial psychosocial impairment may affect treatment adherence and thus, course
of illness 12,

Studies usually approach insight as a binary variable — present versus absent — and
investigate a possible relationship between insight and clinical characteristics of BD or
depressive episodes 4. Other studies, nevertheless, try to establish a more complex
understanding on insight not as a binary variable, but as a multidimensional one.
Multidimensional scales have actually been widely used in research on insight. Olaya et
al. (2012) ° have, for example, developed a multidimensional scale, the “Insight Scale
for Affective Disorders” (ISAD). ISAD consists of an insight scale measured through
assessments done through hetero evaluation for patients with mood disorders. The
evaluated dimensions include insight on the illness, treatment needs and social
consequences °. It allows for a more complete assessment of insight, addressing bipolar
disorders in a comprehensive manner whilst at the same time investigating insight into
several specific symptoms.

Affective states may influence insight, especially regarding mania. Studies seem
unanimous in declaring that there is significant impairment of insight in mania >’. A
broad study on insight in mania recently showed that worse insight level specifically
regarding symptoms is correlated with higher levels of energy/agitation, which suggests
the existence of a psychomotor core in mania causing insight impair 8.

Diversely, studies have so far indicated that depression is not associated with significant
impairment of insight. Several of those studies indeed include patients with bipolar and
unipolar depression in the same sample, which limits specific findings about insight in
bipolar depression *’. To the best of our knowledge, the current study pioneers the
evaluation of how insight variations in bipolar depression correlate with clinical
variables. This study aims at evaluating how the several facets of insight may be
affected in bipolar depression as well as searching correlations between insight and

depressive symptomatology.

Methods
Sample
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This study was performed at the bipolar disorder outpatient research clinic in the
Institute of Psychiatry of the Federal University of Rio de Janeiro (IPUB/UFRJ), Brazil,
between July, 2014 and June, 2015.

Inclusion criteria were diagnosis of bipolar disorder type I or type II, having had at least
one episode of depression during the research period and 18 years of age or older. Since
patients could be evaluated more than once along the period of the study, thus
potentially presenting with more than one depressive episode, only the first depressive
episode of each a patient was considered for the analysis of the results. Additionally,
patients were included only in case their depressive episode showed insight alteration —
defined as score equal or above 2 in at least one of the 17 items of ISAD. As exclusion
criteria were non-acceptance in participating in the research, non-cooperation in the
application of assessment instruments, and suffering from severe non-psychiatric
illness. This study was approved by the local Ethics Committee and all participants

provided written informed consent.

Clinical evaluation

The psychiatric diagnosis was formulated according to DSM-5 criteria (APA, 2014) °
through a clinical assessment performed by a psychiatrist. The affective state of each
patient was also evaluated according to DSM-5 criteria and the following scales were
used: Hamilton Depression Scale (HAM-D) ¥, Young Mania Rating Scale (YMRS) 1%,
Positive And Negative Syndrome Scale (PANSS-p) / positive symptom subscale *? and
Clinical Global Impressions Scale for use in bipolar illness — mania subscale (CGI-BP-
m) 2. HAM-D is a 17-item scale that evaluates the main depressive symptoms. YMRS
has 11 items, which assess manic symptoms. PANSS-p allows the detection of presence
and intensity of psychotic symptoms as well as of other positive symptoms. In this
study, affective episodes were considered psychotic when at least one delusional
narrative or hallucination of any kind was detected. CGI-BP is comprised of a global
score measuring the severity of the affective episode.

Patients were also assessed with the ISAD, developed by Olaya et al. (2012) °. It was
translated into Portuguese and adapted for use in Brazil by Silva et al. (2015) 4. The
instrument, based on the Scale to Assess Unawareness of Mental Disorders (SUMD) *°,
is a multidimensional assessment consisting of 17 items. Scores ranged from 1

(representing absence of symptom or full insight) to 5 (indicating no insight) for each
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item. That implies scores above 1 already indicates insight alteration for that item. Total
ISAD scores and subscores based on the four factors of the scale (insight about
symptoms, having a disorder, self-esteem and social functioning) * were generated for
the analysis. Full details about the psychometric properties of the scale and the factor

analysis can be found in Silva et al. (2015) 4,

Statistical analysis

A repeated-measures ANOVA was calculated comparing scores on the four ISAD
factors (insight about symptoms, the condition itself, self-esteem and social
relationships) in order to investigate differences in insight according to the object. Post
hoc comparisons were calculated with Student’s t-tests adjusted with Bonferroni-
Hochberg corrections *6. Because each ISAD factor varies in number of items, a mean
score was generated dividing subscale scores by their number of items.

Correlational analysis explored which clinical symptoms were linked to reduced insight.
For that purpose, correlations were calculated between ISAD total or subscale scores
and each individual item of the YMRS, HAM-D and PANSS-p. Considering the ordinal
characteristic of the YMRS items, Spearman rho correlations were calculated. To
investigate the relationship between presence of psychotic symptoms and insight, point-
biserial correlations were calculated. Considering the exploratory nature of the analyses,

o was set at .05.

Results

Sample characteristics

Among the 138 patients with BD followed along the study, 68 had at least one
depressive episode. Among those, 52 were selected for having had a minimum of one
depressive episode in which insight was altered in at least one item evaluated by ISAD.
Four patients had a psychotic episode, according to the criterion defined above. The
sample was composed of 40 women and 12 men, all diagnosed with bipolar disorder

type I. Sample characteristics can be seen in Table 1.

PLEASE INSERT TABLE 1 HERE

Insight according to the object
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The repeated-measures ANOVA did not indicate any significant differences in insight
according to the object (F (3, 153) = 0.66, p = .580, > = .01).

Correlations between insight and depression symptoms

Results can be seen in Table 2. There were significant moderate correlations between
total ISAD scores (p = .30, p =.028) or insight about self-esteem (p = .43, p =.001) and
suicidal ideation/attempt (HAM-D #3). In addition, loss of insight about self-esteem
correlated moderately with reduced activity (HAM-D #7; p = .44, p = .001) and
psychomotor retardation (HAM-D #8; p = .34, p = .013). Insight about symptoms also
showed a significant, but weak, correlation with motor retardation (HAM-D #8; p = .29,
p = .040). A significant weak negative correlation was found between loss of insight
about social relationships and early insomnia (HAM-D #4; p = -.28, p = .045).

A significant negative moderate correlation between loss of insight and hypochondria
was also observed (p = -.36, p = .008). There were moderate positive correlations
between insight as measured by the HAM-D and total ISAD scores (p = .31, p =.026),
insight about symptoms (p = .32, p = .021) and insight about social relationships (p =
34, p=.015).

PLEASE INSERT TABLE 2 HERE

Correlations between insight and mania symptoms

Results can be seen in Table 3. Total ISAD scores showed moderate negative
correlations with elevated mood (YMRS #1; p = -.33, p = .045), increased energy
(YMRS #2; p =-.40, p = .045) and sexual interest (YMRS #3; p = -.36, p = .045). There
was a moderate positive correlation between total ISAD scores and insight as measured
by the YMRS #11; p = .30, p = .045). Worse insight about social relationships
correlated with unkempt appearance (YMRS #10; p = .28, p = .045), but the strength of
the association was weak. Insight about symptoms, condition or self-esteem did not

show any significant correlations.

PLEASE INSERT TABLE 3 HERE

Correlations between insight and psychotic symptoms
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Results can be seen in Table 4. PANSS-p items did not correlate significantly with
insight (p > .05). By contrast, loss of insight about condition showed a positive

moderate correlation with presence of psychotic symptoms (rp» = .42, p =.002).

PLEASE INSERT TABLE 4 HERE

Discussion

The current study found several correlations between the level of insight impairment
and the intensity of manic or depressive symptoms in BD patients during a depressive
episode. Higher scores of total ISAD, that is, worse insight, correlated with higher
suicide ideation/attempt and with fewer subsyndromal manic symptoms such as mood
elevation, increased energy and sexual interest. Worse insight on self-esteem associated
not only with suicide ideation/attempt, but also with psychomotor retardation and
decrease in work and activity. Worse insight on symptoms was also correlated with
psychomotor retardation. Worse insight on having a disorder was associated with the
presence of psychotic symptoms.

At least six studies evaluated insight in bipolar depression >4717-1° In all of them,
insight in mania was more impaired than in bipolar depression. Bressi et al. (2012) 3
related a higher level of insight among depressed patients than among those with mixed
episodes. Yen et al. (2007) ’ found no difference regarding the level of insight among
euthymic and depressed bipolar patients. Such studies performed limited evaluations of
insight: a few used binary variables while others used multidimensional scales, though
unable to evaluate insight specifically related to depressive symptomathology 8?°. To
the best of our knowledge, no other study prior to ours has evaluated the correlation
between insight and depressive symptoms. It is worth noting that the correlations found
in the current study were generally weaker than in bipolar mania®, which may reflect a
more limited contribution of symptoms to loss of insight in bipolar depression or
reduced variance of insight into this condition.

In bipolar mania, insight about symptoms, represented by Factor | of the ISAD, is more
impaired than insight about having bipolar disorder (Factor 1), social relationships
(Factor 1V) and self-esteem (Factor 111)8. In contrast with bipolar mania, the current

study found that insight in bipolar depression did not fluctuate according to the object 8.
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It is possible that insight in bipolar depression is influenced by a general factor, such as
a negative bias in appraisal of self-ability that does not change with different objects.
The association of suicidal ideation/attempt and loss of insight reinforce previous
findings 2%. It is possible that limited self-awareness about well-being (i.e., insight on
self-esteem) is specifically linked with suicidal behavior. Loss of insight about self-
esteem also correlated with reduced ability to work and psychomotor retardation, which
indicates potential functional and behavioral consequences of reduced self-awareness.
One alternative interpretation is that insight impairment is associated with alterations in
psychomotor activity, which is reinforced by the correlation between insight on
symptoms and psychomotor retardation; in bipolar mania, increases in psychomotor
activity are associated with loss of insight 8. The relationship between hypochondria and
more preserved insight about having a condition may be explained by over-reporting
problems in hypochondriacs, which may be perceived by others as more preserved
insight. Finally, the association between ISAD total and subscale scores with the insight
item of the HAM-D provides further confirmation of the validity of the former scale.
Lower ISAD scores (better insight) are correlated with more severe subsyndromal
manic symptoms. Findings are counterintuitive, considering that increased manic
symptoms are typically correlated with worse insight in BD, including mixed states. It is
possible that subsyndromal manic symptoms in bipolar depression results in a slightly
reduced negative bias when evaluating self-ability, which may lead to more realistic
self-appraisal.

Psychotic symptoms were associated with increased loss of insight on having a
condition. That may indicate that BD patients with problems in reality monitoring have
worse insight on having a psychiatric disorder and its consequences. Nevertheless, none
of the positive symptoms of the PANNS correlated with loss of insight, so it is possible
that the negative symptoms in psychosis influence insight in BD. This is in accordance
with findings that indicate that apathy is a strong marker of insight impairment in other
conditions, such as dementia 2. However, it is also possible that limited variance in the
PANNS scale led to the absence of significant correlations, This may be particularly
relevant considering that there was an association with psychotic depression, which was
defined as the presence of at least one delusion or hallucination, but was present in only
4 patients of the sample.

This study has a few limitations related to sampling. Although a large sample of bipolar

patients was followed up, the final sample, consisting of patients with at least one
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depressive episode, was relatively smaller. Similarly, the criteria for psychotic
depression only included positive symptoms, and included only 4 patients. Therefore,
studies with larger samples are advisable. Moreover, the fact that the study was
performed in a university hospital may have led to a selection of subjects with more
severe conditions. Future studies in different settings are important to generalize the

current findings.

Conclusion

The current study found that symptoms other than psychotic, such as suicide ideation,
decrease of work and activity, and psychomotor retardation, correlate with insight
impairment in bipolar depression. Diversely from mania, in which a worse level of
insight correlates with higher levels of agitation/energy, insight in bipolar depression

does not vary according to specific objects.
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Table 1 — Clinical and demographic characteristics of patients

BD patients in depression
(n=52)
M (SD) / Min—Max

Age 51.8 (12.7) / 19-83
Years of education 11.8 (4.0) / 0-17
Gender* 12/40
HAM-D 13.7 (5.1)/ 6-28
YMRS 3.2(35)/0-18
ISAD 25.2 (7.8) 1 18-59
PANSS-p 8.1(2.5)/7-23
CGI-BP Depression 3.8(1.0)/3-7

38

* # male/female; HAM-D — Hamilton Rating Scale for Depression; YMRS — Young Mania Rating Scale;

ISAD — Insight Scale for Affective Disorders; PANSS — Positive and Negative Syndrome Scale; CGI-BP

— Clinical Global Impression-Bipolar.
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Table 2 — Correlations between insight and depression symptoms

ISAD Scores
Total Factorl Factor2 Factor3  Factor 4
p p p p p
HAM-D #1 — Depressed mood .07 13 -.10 .06 -.20
HAM-D #2 — Guilt .02 .01 01 .23 -.08
HAM-D #3 — Suicide .30* .23 -01 A43** -.03
HAM-D #4 — Insomnia early -12 -.02 -.06 -11 -.28*
HAM-D #5 — Insomnia middle -.08 -.03 -.14 -12 -.08
HAM-D #6 — Insomnia late -.14 -.16 .08 -.13 -.05
HAM-D #7 — Work/activities 27 .09 15 A447F* -.02
HAM-D #8 — Slowness 23 29% -.09 .34* -.20
HAM-D #9 — Agitation -12 .04 -.07 -12 -17
HAM-D #10 — Psychological anxiety -.26 -.08 -.23 -.08 -.23
HAM-D #11 — Somatic anxiety -14 -.03 .04 -.20 -.08
HAM-D #12 — Eating 01 .06 .05 -.07 -.10
HAM-D #13 — Somatic symptoms -.02 .06 -11 01 .09
HAM-D #14 — Sexual changes .08 -.03 17 15 22
HAM-D #15 — Hypochondria -.03 .07 -.36** .07 .25
HAM-D #16 — Loss of weight .07 .01 .07 10 10
HAM-D #17 — Insight 31* 32* -.03 13 34*

Significant results in bold; * p <.05 ** p <.01; p — Spearman Rho; Factor 1 — Symptoms; Factor 2 —

Condition; Factor 3 — Self-esteem; Factor 4 — Social relationships.
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Table 3 — Correlations between insight and mania symptoms

ISAD Scores
Total Factorl Factor2 Factor3  Factor 4
p p p p p
YMRS #1 — Elevated mood -.33* -12 -.19 -.22 -17
YMRS #2 — Increased energy -.40** -.06 -.26 -.26 -.25
YMRS #3 — Sexual interest -.36** -.20 -14 -17 -.13
YMRS #4 — Sleep .09 .01 .09 .06 -.16
YMRS #5 — Irritability -.24 -.15 .04 -.13 -.13
YMRS #6 — Speech -.19 .01 -.15 -.10 -17
YMRS #7 — Language/thought disorder .09 .18 -21 18 -.10
YMRS #8 — Thought content -.09 -.05 .09 -12 -.20
YMRS #9 — Aggressive behavior .07 .04 13 .03 -.13
YMRS #10 — Appearance .04 16 01 01 28*
YMRS #11 — Insight .30* 24 27 10 .20

Significant results in bold; * p <.05 ** p <.01; p — Spearman Rho; Factor 1 — Symptoms; Factor 2 —

Condition; Factor 3 — Self-esteem; Factor 4 — Social relationships.
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Table 4 — Correlations between insight and positivesymptoms

ISAD Scores
Total Factor1  Factor2 Factor3 Factor 4
p p p p p
PANSS-p #1 — Delusions 18 -.06 13 14 .20
PANSS-p #2 — Conceptual disorganization .06 -.06 .06 .25 .03
PANSS-p #3 — Hallucinations 18 -.02 23 22 .09
PANSS-p #4 — Excitement -.09 -.05 -.02 -.13 -.01
PANSS-p #5 — Grandiosity -.06 -.07 .06 -14 -.10
PANSS-p #6 — Suspiciousness 14 .02 14 -.06 A1
PANSS-p #7 — Hostility -.14 -.05 .07 -.09 -.08
Presence of psychotic symptoms* .06 -13 A2%* 13 A1

Significant results in bold; * p <.05 ** p <.01; p — Spearman Rho; Factor 1 — Symptoms; Factor 2 —
Condition; Factor 3 — Self-esteem; Factor 4 — Social relationships; * Point-biserial correlation.
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5.4. Artigo 4:

“Correlation between insight level and suicidal behavior/ideation in bipolar depression”
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Introduction

Suicide is a relatively common outcome in bipolar disorder (BD). Among bipolar disorder patients, 25-50 % attempt
suicide at least once [1, 2] and 11-19 % die as a consequence of such attempts [3]. A few risk factors for suicide
completion in BD have already been described such as previous suicidal attempts [1], higher severity of affective
episodes [1], depression [4] and suicidal ideation [5].

Studies on insight in psychiatric patients have assessed subjects’ capability of recog- nizing their general state, the
importance of treatment, its social consequences and pres- ence of symptoms [6, 7]. Studies have shown a positive
correlation between suicidal ideation or attempts and higher level of insight in schizophrenic patients [8, 9]. Never-
theless, few studies have so far evaluated the relationship between insight and suicide in mood disorders [10-12].

Understanding the correlation between insight and suicide in BD may help professionals identify risk factors as well
as elaborate preventive measures. The objective of the present study was to assess the relationship between insight and
suicidal behavior or ideation in bipolar depression.

Methods
Sample

This study was performed in the bipolar disorder outpatient research clinic in the Institute of Psychiatry of the Federal
University of Rio de Janeiro (Instituto de Psiquiatria da Universidade Federal do Rio de Janeiro—UFRJ), between July,
2014 and June, 2015. This study was approved by the local Ethics Commitee.

The inclusion criteria were: being diagnosed with BD Type | or Type Il, 18 years old or older, having signed the
informed consent form and having had an episode of major depression. Patients with depression in BD were chosen for
the study because this kind of episode presents the highest level of suicidal behavior or ideation.

Clinical Evaluation

Identification data were collected as well as information on educational level, sex and age of each patient. The number
of previous suicidal attempts was assessed and the diagnosis was formulated according to the DSM-IV-TR criteria
through semi-structured interview SCID [13].

The affective state of each patient was evaluated according to DSM-IV-TR criteria in each appointment. Whenever
an episode of major depression was diagnosed the following scales were administered: Hamilton Depression Scale
(HAM-D) [14], Young Mania Rating Scale (YMRS) [15], Positive And Negative Syndrome Scale (PANSS-p)/positive
symptom subscale [16] and Clinical Global Impressions Scale for use in bipolar iliness—depression subscale (CGI-BP-
d) [17]. Current suicidal ideation and behavior were prospectively assessed through item 3 of HAM-D whenever a major
depressive episode was diagnosed. The patients were also assessed with the ‘‘Insight Scale for Affective Disorders’’
(ISAD), developed by Olaya et al. [18], translated into Portuguese and adapted for use in Brazil by Silva et al. [19]. The
instrument, based on the Scale to Assess Unawareness of
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Mental Disorders (SUMD) [6], is a multidimensional assessment consisting of 17 items. Each question is scored from 0
to 5, with higher scores representing worse insight.

Statistical Analysis

Participants were categorized according to their previous history of suicide attempts and current suicide ideation. In
order to increase statistical power for the analysis, the variables were recorded as binary (i.e. with versus without history
of suicide attempts; with versus without current thoughts or behaviour related to suicide). In the latter variable, scores
above 0 in item #3 of HAM-D were considered evidence of passive or active suicide ideation. Independent samples t-
tests were then calculated to explore group differences in terms of demographic (age and years of education) and clinical
variables (insight: total ISAD scores; depressive symptoms: total HAM-D scores; mania: total YMRS scores; presence
of psychotic symptoms: total PANSS scores). Chi square tests were used to investigate differences in gender distribution
and Mann-Whitney tests were calculated to explore differences in depressive syndrome severity (CGI-BP-d).

Considering the focus of the study, differences in insight between groups were further explored with ANCOVA:s,
controlling for the effect of any demographic or clinical vari- ables that exhibited significant differences when
comparing groups.

Results

Among the 165 patients with BD diagnosis followed up during the study period, 60 had a major depressive episode and
were therefore selected. The sample was formed by 13 women and 47 men, all bipolar type .

Table 1 Clinical and demographic characteristics of patients with or without previous history of suicide attempt

Previous attempts (n = 23) No previous attempts (n = 37) p value

M (SD) M (SD)
Age 48.1 (15.7) 50.2 (11.2) .546
Years of education 12.3(3.5) 12.5 (3.6) .839
Gender* 18/5 29/8 .991
HAM-D 15.3 (4.7) 12.8 (4.5) .041
YMRS 35(3.1) 3.1(3.0) .627
ISAD 18.6 (11.7) 13.1(4.3) .012
PANSS-p 7.8 (1.2) 7.9 (1.6) .730
CGI-BP-d 4.1(1.0) 3.6 (0.7) .099

* #male/female; HAM-D Hamilton Rating Scale for Depression, YMRS Young Mania Rating Scale, ISAD Insight Scale for Affective
Disorders, PANSS-p Positive and Negative Syndrome Scale, positive symptoms subscale, CGI-BP-d clinical global impression-bipolar—
depression subscale
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History of Suicide Attempts and Insight

Results can be seen in Table 1. From the 60 patients with bipolar disorder, 23 had at least one previous suicidal
attempt. There were no differences between groups in demographic variables: gender (v2[1] = 0.1, p = .991), years
of education (t [58] = 0.2, p = .839) or age (t [58] = 0.6, p = .546). There were no significant group differences in
the severity of mania (t [58] = 0.5, p = .627), illness severity (CGI-BP-d: z = 1.6, p = .099) or psy- chotic
symptoms (t [58] = 0.3, p = .730). However, a history of previous suicidal attempt was correlated with a lower level
of insight (t [58] = 2.6, p = .012) and higher severity of depressive symptoms (t [58] = 2.1, p = .041). Differences in
insight remained significant after the inclusion of depression as a covariate (p = .021).

Current Active/Passive Suicide Ideation and Insight

Results can be seen in Table 2. From the 60 patients, 27 had current active/passive suicide ideation. There were
significant differences between groups in terms of severity of depressive symptoms, HAM-D, (t [58] =3.7, pW
.001). However, no other differences were significant; insight (t [58] = 0.1, p = .950); age (t [58] = 0.8, p =
.446); years of education (t [58] = 1.9, p = .061); gender (v [1] = 0.1, p = .925); mania severity (t

[58] = 1.2, p = .246); psychotic symptoms (t [58] = 1.2, p = .246); illness severity (CGI-BP-d: z = 0.7, p =
.497). Inclusion of depression as a covariate did not lead to significant group differences in insight (p = .677).

Discussion

The findings indicate that a history of suicidal attempts is associated with worse insight among patients with current
bipolar depression. Such difference remained even when the supposed effect of depression over insight was controlled
for using an ANCOVA. No dif- ferences in insight were found between patients with or without current suicidal
ideation.

The finding linking previous history of suicide with poorer insight may be related to cognitive explanations of self-
awareness. There is evidence suggesting that impaired and

Table 2 Clinical and demographic characteristics of patients with or without current suicide ideation

Active/passive suicide ideation (n = 27)  No suicide ideation (n = 33)  p value

M (SD) M (SD)
Age 48.0 (12.8) 50.6 (13.3) 446
Years of education  13.4 (3.1) 11.7 (3.7) .061
Gender* 21/6 26/7 .925
HAM-D 16.0 (4.7) 11.9 (3.8) W.001
YMRS 3.7(3.2) 2.8(2.8) .246
ISAD 15.1(9.7) 15.3 (6.5) .950
PANSS-p 8.1 (1.5) 7.7(1.4) .246
CGI-BP-d 3.8(0.9) 3.9(0.9) 497

* #Male/female; HAM-D Hamilton Rating Scale for Depression, YMRS Young Mania Rating Scale, ISAD Insight Scale for Affective
Disorders, PANSS Positive and Negative Syndrome Scale, positive symptoms subscale, CGI-BP-d clinical global impression—bipolar—
depression subscale
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over general autobiographical memory is associated with suicidality in depression [20]. It is possible that patients who
have attempted suicide before have over general memories about themselves, showing poor insight about condition. It
could be argued that patients with a history of suicidal attempts have more severe BD, and thus poorer insight, but this is
unlikely, considering there were no differences between groups in terms of illness severity.

Contrary to our results, a few studies found a correlation between suicidal behavior and a better insight. One of those
studies had a sample of patients with schizophrenia [21]. According to the author, as the insight level regarding the
disorder increases and the psychosocial impairment become more clear to the patient—Ilike the lack of skills to deal with
their disorder—they get more susceptible to depressive mood and, consequently, to suicidal behavior [22]. Misdrahi et
al. [23] observed that depressive symptoms and a higher level of insight were associated with suicidal behavior in
schizophrenic patients. Gonzalez [12], researched a group of 1009 schizophrenic patients and concluded that the
recognition of having a mental disorder was significantly related to suicidal ideation and behavior, both prospective and
retrospectively. In contrast, Bourgeois et al. [24] found no significant correlation between insight and suicidal behavior
after controlling for the effects of depression in schizophrenic patients.

Studies on BD patients [10-12], also in contrast with the current findings, found a correlation between higher level of
insight and suicidal behavior. Different sampling strategies may be behind the discrepancy in findings, with previous
studies including samples of bipolar patients that were not in depression. Acosta et al. [10] assessed insight in a sample
of 102 bipolar patients in remission through SUMD. They found that higher insight levels about the disorder correlated
with higher suicidal ideation. Gonzalez [12] also found 297 type | bipolar patients with correlation between higher
insight level and suicidal ideation. Finally, Yen et al. [11] evaluated a group of 96 type | bipolar patients in remission
through insight scales SAI [25] e SAI-E [26]. They found that the patients that had presented suicidal ideation or
attempts along the previous year had higher levels of insight as compared to those without suicidal ideation or attempts.

Studies on insight and suicide in unipolar depression are more scarce and heteroge- neous. Gonzalez et al.’s study
[12] showed that patients with recurring major depression and better insight had backgrounds of suicidal ideation or
attempts. On the other hand, Yen et al. [27] could not find any correlation between the insight level and suicidal risk in
patients with depression through the use of the Mood Disorders Insight Scale prospectively along 1 year.

The present study had a few limitations. Insight was evaluated only cross-sectionally. Since insight may vary along
time, especially depending on the affective state of the bipolar patient [28-30], studying possible correlations with
suicidal ideation or behavior would benefit from a longitudinal approach. Another limitation was assessing ideation and
behavior through a single item of a depression scale instead of using a specific instrument to assess the possibility of
suicide.

Conclusion

Our results suggest that a history of suicide attempt may correlate with higher impairment of insight in bipolar
depression, with no relationship being found between current suicidal ideation and insight. Nevertheless, studies on the
topic are still scarce and heterogeneous and for that reason the question remains unanswered.
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Abstract

Background: In recent years, the association between temperament and clinical
characteristics of mood disorders has been studied. Most bipolar patients show deficits
in their awareness of signs and symptoms of specific symptoms. But, to the best of our
knowledge, the relationship between affective temperament and insight in bipolar
patients has not been carried out in the literature so far.

Objective: Evaluate the relationship between affective temperament and insight in
bipolar disorder.

Method: A group of 65 bipolar patients were followed during a year. Patients underwent
a clinical assessment and the affective state of each patient was assessed in each
appointment through DSM-5 criteria.Insight was evaluated through the Insight Scale for
Affective Disorders and affective temperament was evaluated through the TEMPS-Rio
de Janeiro.The relationship between affective temperament and insight was explored
with Spearman rho correlations between scores in each item of the Insight Scale for
Affective Disorders and in the TEMPS-Rio de Janeiro subscales.The correlational
analysis was done separately for each patient group (euthymia, depression and mania).
Results: In euthymic phases, higher scores of depressive temperament relate to a higher
level of insight about the consequences of the disorder in social life, family, and work.
Besides, patients with higher scores of depressive temperament when in mania show
better insight about having an affective disorder, presenting psychomotor alterations,
and suffering from guilt and grandiosity. Similarly, bipolar patients with higher scores
of anxious temperament, when in mania, have better insight on alterations in attention.
But bipolar patients with higher scores of hyperthymic temperament, when in mania,
show the worst insight on the course of thought.

Conclusion: The level of insight in bipolar patients, besides being determined by the

affective state and several others symptoms, is influenced by the affective temperament.

Keywords: bipolar disorder, insight, affective temperament
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Introduction

Temperament may be defined as the fundamental affective attitude, the
emotional soundtrack that precedes experience and leads to it [1]. Emil Kraepelin
described four basic affective dispositions — depressive, manic, cyclothymic and
irritable — and proposed that imbalance among those was the fundamental cause of the
several mental disorders. In his studies, Kraepelin indicated that individuals with a
depressive temperament would be better aware of their illness (better insight) and that

individuals with hyperthymic temperament would experience worse insight [1].

The concept of basic affective dispositions has been modernly recovered.
Akiskal [2-4] has formulated a psychopathological continuum between temperament
and mood disorders, redefined the Kraepelinian idea of basic affective states and
introduced the concept of a bipolar spectrum. Akiskal has also postulated that
temperamental dysregulation would be the fundamental pathology underlying mood
disorders and predisposing its development. In recent years, the association between
temperament and clinical characteristics of mood disorders has been studied, e.g.,
evolution, predominant polarity symptomatology, long-term course of disease,
suicidality, therapeutic response, and medication adhesion [5-7]. However, no recent
study has addressed the relationship between temperament and insight.

Insight has been traditionally defined as “a correct attitude for morbid change in
oneself” [8]. Higher or lesser awareness regarding having a condition, symptoms, and
psychosocial impairment may significantly influence the course of disease and thus
affect adhesion to treatment [9]. Studies about insight were initially conducted only on
schizophrenic patients [10,11], but now patients with BD have started to be
investigated. Most bipolar patients show deficits in their awareness of signs and
symptoms of specific symptoms [12]. The level of insight has been related to several
clinical data, like number of previous hospitalizations, illness duration, previous
psychotic symptoms, and insight level [13,14]. Besides, correlations among insight
lessening and cognitive alterations have been found, especially regarding memory,
learning, general intelligence, attention, and executive functions [15,16]. Based on the
Kraepelian concept, we hypothesize that individuals with depressive temperament have
better insight and those with a hyperthymic temperament would have worse insight.
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The objective of the present study is evaluating the relationship between
affective temperament and insight in BD, which, to the best of our knowledge, has not

been carried out in the recent literature.

Methods

Sample

This study was performed in an outpatient research clinic in the Institute of
Psychiatry of the Federal University of Rio de Janeiro between July, 2014 and June,
2015. Inclusion criteria were: diagnosis of bipolar disorder type | or type 1I; age over 18

years; written informed consent. The local Ethics Committee approved the study.

Clinical evaluation

Psychiatric diagnosis was formulated in this study according to DSM-5 [17]
criteria and through clinical evaluation conducted by a psychiatrist. Social demographic
data were collected — age, sex and educational level. The affective state of each patient
was also assessed in each appointment through DSM-5 criteria. The following scales
were used: Hamilton Depression Scale (HAM-D) [18], Young Mania Rating Scale
(YMRS) [19] and Clinical Global Impressions Scale for use in bipolar illness (CGI-BP)
[20]. HAM-D consists of a scale to assess depressive symptoms with 17 items. YMRS
is comprised of 11 items to assess manic symptoms. CGI-BP presents global scoring
pertaining the severity of the affective episode.

Patients were also assessed in each appointment with the “Insight Scale for
Affective Disorders” (ISAD) developed by Olaya et al. (2012) [21]. It was translated
into Portuguese and adapted for use in Brazil by Silva et al. (2015) [22]. The
instrument, based on the Scale to Assess Unawareness of Mental Disorders (SUMD)
[10], is a multidimensional assessment consisting of 17 items. Scores ranged from 1
(representing absence of symptom or full insight) to 5 (indicating no insight) for each
item. Therefore, any scoring above 1 already represents alteration of insight regarding a
given item.

TEMPS-Rio de Janeiro was also used in the first appointment of euthymic
patients. It comprehends a reduced questionnaire aimed at assessing affective

temperament, based on Temperament Evaluation of Memphis, Pisa, Paris, and San



55

Diego (TEMPS) [23], and adapted to Brazilian Portuguese [24]. It has 45 false-true
questions that allow classifying temperament of patients in six types: depressive,
cyclothymic hyperthymic, irritable, anxious, or worried.

Since the same patient could be assessed more than once along the study thus
presenting more than one affective episode, our study opted to only include assessments
regarding the first depressive episode, first manic episode, and first euthymic phase of

each patient for the sake of the analysis.

Statistical Analysis

Descriptive statistics were used to illustrate sample characteristics. The
relationship between affective temperament and insight was explored with Spearman
rho correlations between scores in each item of the ISAD and in the TEMPS subscales,
respecting the ordinal characteristic of the insight scale. Pearson’s correlations were
calculated between total ISAD scores and affective temperament. The correlational
analysis was done separately for each patient group (euthymia, depression and mania).
Considering the exploratory nature of the current analyses, focus was given to effect
sizes (the strength of the correlation) in relation to p-values, with no a priori corrections
of a, set at .05.

Results

Sample characteristics and associations between demographic variables and affective

temperament

Sixty-five (65) patients with BD were followed along the study. All were
evaluated during euthymia at least once. From the 65 patients, 29 were also evaluated
when depressed and 24 when in mania. The sample was composed of 43 women and 22
men. A description of demographic and clinical characteristics of the sample can be
seen in Table 1.

PLEASE INSERT TABLE 1 HERE
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Associations between insight and affective temperament
Euthymia

A significant correlation was found only between depressive temperament and
ISAD #3 (“Awareness of consequences of the illness on work, family and social life”),

with patients with depressive temperament showing better insight (p = -.25, p = .044).

Mania

There was a significant correlation between hyperthymic temperament and
worse insight in ISAD #12 (“Awareness of suffering from idea flight — worse insight
with hyperthymic temperament”; p = .45, p = .025). By contrast, depressive
temperament was associated with more preserved insight. This was observed for ISAD
#1 (“Awareness of suffering from an affective disorder”; p = -.49, p = .016), ISAD #8
(“Awareness of suffering from psychomotor agitation”; p = -.49, p = .014) and ISAD
#10 (“Awareness of suffering from feelings of grandiosity”; p = -.44, p = .029).
Similarly, anxious temperament was associated with better insight for awareness of
attentional changes (ISAD #13) in bipolar mania (p = -.42, p =.039).

Depression

Significant correlations were found between irritable temperament and ISAD #2,
#8 and #10. For ISAD #2 (“Awareness of treatment efficacy for current symptoms or
preventing relapses”), there was better insight with irritable temperament (p = -.38, p =
.044), whilst for ISAD #8 (“Awareness of suffering from sluggishness or psychomotor
agitation”) and ISAD #10 (“Awareness of suffering from feelings of uselessness”),
insight was worse with irritable temperament (respectively, p = .42, p=.024; p= 41, p
=.029).

There were no significant correlations between cyclothymic temperament and

insight in patients in any mood state.

Discussion
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The present study pioneers the evaluation of the correlations between affective
temperament and insight in patients with bipolar disorder. According to our results, in
euthymic phases, higher scores of depressive temperament relate to a higher level of
insight about the consequences of the disorder in social life, family, and work. Besides,
patients with higher scores of depressive temperament when in mania show better
insight about having an affective disorder, presenting psychomotor alterations, and
suffering from guilt and grandiosity. Similarly, bipolar patients with higher scores of
anxious temperament, when in mania, have better insight on alterations in attention. But
bipolar patients with higher scores of hyperthymic temperament, when in mania, show
the worst insight on the course of thought. Patients with higher scores of irritable
temperament, when in depression, show better insight of treatment efficacy and worse

insight on psychomotor issues and on suffering from guilt or grandiosity.

The relationship found between depressive temperament and preserved insight
as well as hyperthymic temperament and impaired insight seems analogous to the one
observed among the BD phases and level of insight. Several studies do suggest that the

level of insight in depression is significantly higher than in mania [25,26].

Previous studies have shown that patients with depressive or anxious
temperament may present mixed characteristics when in mania [27,28]. Diversely,
studies on insight of bipolar patients have found that, when in a mixed episode, patients
showed better insight than those in pure mania [25]. Although our study does not
differentiate pure mania and mania with mixed characteristics, it is possible to suggest
that depressive and anxious temperaments are important factors for the preservation of
insight in mania. Therefore, affective temperaments may somehow be determining for
insight in BD.

Kraepelin, in his classical description of affective temperaments, states that
individuals with depressive temperament “are more aware of mistakes and
deficiencies”, that there is “rumination about unhappy moments”, and that they are
hypercritical. Besides, they observe more their physical symptoms, like easy tiredness
and feeling heavy [1]. Such characteristics may lead those individuals to considering the
consequences of their condition more seriously or to report more their difficulties. The
characteristics of the depressive temperament may justify our findings, which showed
that, in euthymic periods, higher scores of depressive temperament relate to a higher

level of insight about the consequences of the disorder in social life, family and work.
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Akiskal et al. (1998) [29] suggest that irritable temperament seems less
consistent since they found underlying scores of depressive, hyperthymic, and
cyclothymic temperaments in subjects classified as irritable. Kraepelin, in his classic
description, portrays irritable temperament as blending depressive and hyperthymic
traits [1]. It is possible to compare that with the results of studies about insight in BD
since the present study found that patients with irritable temperament, when depressed,
show better insight on the treatment efficacy. That could be a characteristic of
individuals with depressive traits and worse insight on psychomotor issues, guilt or

grandiosity, which could characterize individuals with hyperthymic temperament.

The idea that affective temperaments associate with clinical aspects in BD seems
consistent. Russo et al. (2014) [30] have indeed showed that bipolar patients with higher
scores of cyclothymic or irritable temperament had better performance in tests of
information processing speed, working memory, reasoning, and problem solving.
Vohringer et al. (2012) [31] showed that bipolar patients with hyperthymic
temperament had more history of suicidality. Azorin et al. (2015) [32] found that
bipolar patients with hyperthymic and temperament had stronger association with manic
polarity. Kesebir et al. (2005) [33] found that bipolar patients with irritable
temperament had more psychotic symptoms and that the polarity of the first episode
tended to be manic more frequently. Besides, individuals with hyperthymic

temperament had more switches into mania.

Besides influencing BD clinical features, affective temperaments seem to be
associated with systemic alterations in individuals with mood disorders. For example,
Kesebir et al. (2014) [34] observed higher levels of uric acid in individuals with
hyperthymic and irritable temperaments, both in bipolar patients as in depressed
unipolar patients and normal controls. The same study encountered depressed unipolar
patients and depressive temperament with lower levels of uric acid. Altinbas et al.’s
study (2013) [35] with patients diagnosed with BD showed that those with depressive

temperament had higher scores of metabolic syndrome in winter.

Several clinical features appear to relate to insight in BD patients. For example,
a few studies showed correlation between lower level of insight and higher severity of
affective episode or presence of psychotic symptoms [13-14]. Other studies state that
lower insight was associated with more hostility and lower impulse control [36], more

aggressive behavior [37], and worse clinical course [38]. Yet other studies found
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correlation between lower insight and higher impairment of cognition, especially
memory, emotional learning, general intelligence and psychomotor function,
comprehension and perceptual-motor skills, attention, verbal fluency and executive

function, and information processing speed [15,16].

This study suggests that, alike other clinical features, affective temperament also
correlates with insight in BD. However, our study has a few possible limitations.
Initially, the sample size is small. Besides, temperament evaluation was not carried out
before the onset of the disease and so the influence of the course of the disease on the
temperament could not be eliminated. Therefore, we recommend further studies on the

theme.

Conclusion

The level of insight in BD, besides being determined by the affective state of the
disease and several others symptoms, is influenced by the affective temperament. Our
results suggest that depressive and anxious temperaments relate with better insight and
that hyperthymic temperament is associated with worse insight. Results regarding
irritable temperament were conflicting, though. There were no significant correlations

between cyclothymic temperament and insight in patients in any mood state.
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Tables

Table 1 — Socio-demographic and clinical characteristics of participants

Variable Euthymia (n =65) Mania (n = 24) Depression (n = 29)
Mean (SD) / Range  Mean (SD) / Range Mean (SD) / Range
Age 46.4 (13.6)/19-76  46.5 (11.5) / 31-63 49.1 (14.1) / 19-71
Gender* 43/22 1717 23/6
Years of education 10.7 (4.2) / 0-17 13.4 (4.2) 1 4-17 11.2 (4.5)/0-17
YMRS 1.4 (2.3)/0-11 18.4 (7.3)/8-31 2.8 (3.0)/ 0-10
HAM-D 2.8 (2.7) 1 0-10 5.4 (4.1) / 1-20 14.4 (4.9) | 7-26
CGl global 1.2 (0.4)/1-2 41(1.1)/3-6 4.0 (1.1)/3-7

*# Female/Male; YMRS — Young Mania Rating Scale; HAM-D — Hamilton Depression

Rating Scale; CGI — Clinical Global Impression scale.
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6. DISCUSSAO

O presente trabalho teve inicio a partir dos resultados do trabalho de Jamison et
al. (2010). Eles investigaram a autopercepcao de estados de humor em pacientes com
TB e observaram que as autoavaliacOes realizadas por pacientes em depressdo, mas néo
aquelas realizadas por pacientes em hipomania, diferiram de modo significativo dos
resultados obtidos com pacientes eutimicos. Esse estudo sugeriu que a capacidade de
autoavaliacdo é substancialmente comprometida no estado maniaco, mas ndo no
depressivo.

De forma semelhante, em um estudo inicial, pesquisamos como a autoavaliacéo
do humor varia de acordo com o episddio afetivo atual no transtorno bipolar (Silva et
al., 2013). Nesse estudo, foi aplicado, de forma inédita, um instrumento de
autoavaliacdo relativa a ocorréncia de alteracbes do humor, a Escala Visual Analdgica
do Humor, e os resultados indicaram que bipolares em mania, mas ndo os deprimidos,
avaliam de forma ndo fidedigna seu humor. Estes resultados também sdo semelhantes
aos relatados pelo estudo de Platman et al. (1969). Em conjunto, estes estudos parecem
evidenciar que os pacientes em mania avaliam de forma n&o fidedigna seu estado
afetivo em funcdo de um importante comprometimento do insight, o que aconteceria em
grau bem menor na depressdo. De fato, alguns estudos especificos sobre insight em
pacientes bipolares, conduzidos por alguns dos principais autores sobre o tema
(Dell’Osso et al., 2002; Ghaemi et al., 2004; Yen et al., 2007), mostraram que o insight
estava comprometido na mania.

Esse estudo inicial teve como uma de suas limitagdes o fato de que cada individuo
foi avaliado uma unica vez. Diante disso, realizamos um segundo estudo em que o
mesmo individuo foi submetido prospectivamente a Escala Visual Analégica do Humor

em diferentes estados afetivos. Assim, cada individuo poderia representar o controle de
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si mesmo (Silva et al., 2014a). Os resultados observados foram basicamente idénticos
aos encontrados no estudo inicial. Esta constatacdo nos permite questionar a
fidedignidade de resultados obtidos pela aplicagho de instrumentos de
autopreenchimento em pacientes que estdo em mania.

Estudos prévios ja haviam questionado a fidedignidade da autoavaliacdo de
pacientes em estado maniaco. Gazalle et al. (2007), por exemplo, aplicaram um
instrumento de autoavaliacdo de qualidade de vida, o World Health Organization’s
Quality of Life Instrument-Short Version (WHOQOL-BREF), em pacientes bipolares
em diferentes estados afetivos (40 maniacos, 40 deprimidos, e 40 eutimicos) e em
controles saudaveis. Em paralelo, realizou-se uma avaliagdo objetiva do funcionamento
dos pacientes, utilizando-se o Global Assessment of Functioning (GAF). Os
pesquisadores observaram que 0s pacientes maniacos relataram o mesmo nivel de
qualidade de vida geral que pacientes eutimicos e controles, e um nivel mais elevado de
qualidade de vida do que os pacientes deprimidos, apesar de apresentaram 0S menores
escores na GAF. Altman et al. (2001), por sua vez, aplicaram trés escalas de
autopreenchimento para avaliacdo de estado maniaco, a Internal State Scale (ISS), a
Self-Report Manic Inventory (SRMI) e a Altman Self-Rating Mania Scale (ASRM), em
pacientes em mania aguda. Os resultados obtidos foram comparados com as avaliacfes
realizadas por clinicos com a Clinician-Administred Rating Scale for Mania (CARS-M).
Os autores observaram resultados contrastantes entre as escalas de autopreenchimento e
a escala de preenchimento pelo examinador. Os resultados da SRMI subestimavam a
gravidade dos sintomas maniacos e a ISS apresentou uma baixa sensibilidade,
detectando apenas 45% dos casos de mania diagnosticados por meio da escala de

avaliacdo pelo clinico (CARS-M).
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Apesar de concluirmos indiretamente que, na mania, hd& um comprometimento do
insight, em ambos os estudos realizados ndo foi aplicada alguma medida ou escala que
pudesse aferir diretamente o insight. Diante das evidéncias de que ha um prejuizo do
insight no TB, principalmente no episddio maniaco, realizamos uma revisao sistematica
para compreender que fatores poderiam estar relacionados a uma maior ou menor
consciéncia de morbidade, como o insight poderia variar em funcéo do estado afetivo e
estabelecer uma comparagdo com outros transtornos mentais (Silva et al., 2014b). Nessa
revisdo, foi possivel constatar a diversidade de instrumentos utilizados para a avaliagdo
do insight no TB, variando desde um Unico item (ter ou ndo insight) até escalas
multidimensionais. E, em geral, ndo eram escalas especificas para transtornos do humor.
As escalas mais utilizadas foram: a Scale of Unawareness of Mental Disorders (SUMD)
(Amador et al., 1993); o Schedule for Assessment of Insight (SAI) (David, 1990) e sua
versdo estendida (SAI-E) (Kemp e David, 1996); e o Insight and Treatment Attitudes
Questionnaire (ITAQ) (McEvoy et al., 1989).

Os dados presentes na literatura, coletados na revisdo sistematica, evidenciaram de
forma mais clara que a fase maniaca, de fato, cursa com um nivel inferior de insight
quando comparada a fase depressiva ou de eutimia (Cassidy, 2010; Yen et al., 2007;
Peralta et al., 1998; Bressi et al., 2012; Dell’Osso et al., 2002; Dell’Osso et al., 2000).
Os estudos parecem ser unanimes ao apontar que, no TB, uma melhora da
sintomatologia da crise cursa com recuperacao do insight (Weiler et al., 2000; Peralta et
al., 1998; Fennig et al, 1996; Bressi et al., 2012; Pini et al., 2003; Ghaemi et al., 1995;
Michalakeas et al., 1994). Observacdo semelhante foi relatada em um estudo com
esquizofrénicos (Dam, 2006), no qual ocorreu aumento do insight durante o periodo
entre a hospitalizacdo e a alta. Nesse mesmo sentido, estudos com pacientes com TB

(Lam e Wong, 1997) e com esquizofrenia (Dam, 2006) mostram que 0S pacientes,
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guando estdo num periodo prodrémico, em que 0s sintomas estdo menos intensos, sao
mais capazes de se queixar das alteracOes que estdo apresentando, 0 que ndo acontece
quando os sintomas se tornam mais graves. Esses dados apontam que a presenca de
sintomatologia aguda interfere no nivel de discernimento do individuo.

Outras associac@es entre o insight no TB e dados clinicos, encontradas na revisao,
merecem ser destacadas. Alguns estudos (Dias et al., 2008a; Dias et al, 2008b; Yen et
al., 2008b) mostram que um maior nivel educacional esta relacionado a um maior nivel
de insight. Provavelmente os pacientes com um maior nivel educacional tiveram um
maior acesso ao conhecimento sobre a sua doenca e sobre as formas de lidar com ela
(Dias et al., 2008b). E possivel também que eles possuam um maior status
socioecondmico, com acesso a melhores servicos de salde e formas de tratamento.
Também parece estar claro que alteragdes cognitivas estdo associadas a um menor nivel
de insight. Isto reforca a nocdo de a formagdo do insight envolve uma capacidade
neurocognitiva, com os achados indicando especificamente disfuncdo pré-frontal e
frontoparietal em pacientes bipolares com baixo insight (Dias et al., 2008b; Varga et al.,
2006). Entre as consequéncias do prejuizo do insight, uma menor adesdo ao tratamento
parece ser a mais estudada e a que apresentou maior associagao.

A revisdo também mostrou que o insight no TB, quando comparado a outros
transtornos mentais, parece ser mais prejudicado do que na depressdo unipolar, porém
menos do que na esquizofrenia. E possivel que a maior presenca de sintomas psicoticos,
um maior comprometimento cognitivo e uma pior evolucdo da esquizofrenia (Cheniaux
et al., 2008) possam ser responsaveis por um pior comprometimento do insight nesse
transtorno.

Devido ao fato de que as autoavalicdes podem estar comprometidas em pacientes

bipolares, principalmente naqueles que apresentam sintomas maniacos, consideramos
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que uma avaliacdo de insight realizada por examinador externo pudesse aumentar o
valor da fidedignidade. Desta forma, analisamos um banco de dados de 9 anos de
registros de pacientes atendidos no ambulatério de transtorno bipolar da UFRJ (Silva et
al., 2015a). Quarenta e oito pacientes foram avaliados em quatro estados afetivos
diferentes, ou seja, em eutimia, mania, depressdo e estado misto. O insight de cada
paciente pode ser avaliado pelos itens 17 e 11, respectivamente, das escalas de HAM-D
e YMRS, que sdo escalas de heteroavaliagdo. Os resultados deste estudo corroboram
com os estudos anteriores, indicando que o insight no TB estava mais comprometido
durante as fases de mania e nos episddios mistos do que na depressao e nos periodos de
eutimia.

Este estudo (Silva et al.,, 2015a) também mostrou que algumas caracteristicas
clinicas estdo associadas a pior de insight. Na mania, um menor tempo de doenga, idade
mais elevada e uma maior gravidade do episodio estdo associadas a pior insight. Na
depressdo, sexo feminino e idade mais elevada foram associados a pior insight. E, no
episddio misto, menor duracdo da doenca e sintomas depressivos mais graves foram
associados a um pior insight. Outras pesquisas também ja haviam indicado que algumas
caracteristicas clinicas estavam associadas a prejuizo de insight. Dias et al. (2008a),
também mostraram que idade mais elevada est4 associada a pior insight. Gucli et al.
(2011) relataram que sexo feminino esta associado a pior insight. E outros estudos ja
haviam indicado que uma maior gravidade do episddio afetivo esta associada a menor
insight (Yen et al., 2008b; Bressi et al., 2012). O fato de este estudo (Silva et al., 2015a)
ter utilizado uma medida de heteroavaliacdo do insight representou uma vantagem em
relagdo aos estudos anteriormente descritos. Contudo, para uma avaliagdo mais precisa

do insight no TB, seria mais importante utilizar uma escala especifica e
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multidimensional do que meramente um item da YMRS e da HAM-D, o que permitiria
maior aprofundamento nos estudos sobre insight no TB.

A revisdo da literatura indicou a existéncia de uma escala multidimensional
desenvolvida por Olaya et al. (2012), Insight Scale for Affective Disorders, especifica
para avaliacdo de insight em transtornos afetivos. E até entdo, nenhum trabalho a havia
utilizado. Optamos por realizar o procedimento de adaptacdo desta escala, que incluiu
traducdo/retrotraducdo e avaliacdo por uma equipe de especialistas (Silva et al., 2015b).
A versdo em portugués do Brasil desta escala apresentou boa consisténcia interna e boa
confiabilidade entre os avaliadores, o que indicou a sua validade. A mesma permitiu que
pudéssemos realizar pesquisas com uma avaliagdo mais detalhada do insight em
individuos com TB em nossa cultura.

Em um primeiro estudo utilizando a versdo em portugués da Insight Scale for
Affective Disorders, pacientes bipolares foram avaliados em diferentes estados afetivos
(eutimia, mania e depressdo) (Silva et al., 2015c). Além de observar um resultado
esperado, que individuos em fase maniaca apresentam pior insight do que pacientes em
depressdo ou eutimia, o estudo também mostrou que mesmo pacientes em eutimia
podem apresentar comprometimento do insight. Estes achados estdo em consonéncia
com os de outros estudos que mostraram que individuos em mania apresentam pior
insight sobre a eficacia do tratamento ou sobre as consequéncias sociais da doenca,
comparados aqueles que estdo em eutimia ou depressdo (Dell’Osso et al., 2000;
Dell’Osso et al., 2002; Bressi et al.,, 2012). O fato de individuos em eutimia
apresentarem comprometimento do insight sugere que outros fatores além do estado
afetivo estdo envolvidos no comprometimento da consciéncia de morbidade. O
comprometimento cognitivo, conforme relatado, pode ser um deles (Camelo et al.,

2013).
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Embora nossas observagfes, em consonancia com estudos j& publicados por outros
autores, mostrassem que a mania estivevesse associada a pior insight, o estudo sobre
insight na mania bipolar foi pioneiro em avaliar como os diversos aspectos do insight
poderiam ser afetados na mania bipolar e em buscar correlacbes entre o insight e a
sintomatologia maniaca (Silva et al., 2016). Os resultados deste estudo sugerem que
pacientes com TB, comparativamente, tém capacidade razoavel de identificar que tém
uma condi¢do que tem consequéncias, mas tém menos clareza sobre o seu nivel de
energia e atividade. Também pudemos observar que um pior nivel de insight
especificamente sobre sintomas estd correlacionado a sintomas mais graves de
agitacdo/energia. Estudos prévios mostraram que alteracbes dos niveis de
atividade/energia representam a caracteristica principal da mania (Cheniaux et al.,
2014). Nesse sentido, nossos achados indicam que a perda de insight na mania pode ser
uma perda de consciéncia sobre os sintomas, principalmente o aumento da atividade
psicomotora.

Da mesma forma, estudos que correlacionassem insight com sintomas clinicos na
depressédo bipolar eram escassos. A ideia de que haveria um menor prejuizo de insight
na depressao bipolar, em relagdo a eutimia, e a de que a presenca de sintomas psicoticos
pudesse ser um fator importante de comprometimento do insight neste estado afetivo
parecem ser amplamente aceitas (Cassidy, 2010; Bressi et al., 2012). O estudo sobre
insight na depressao bipolar corrobora com estas ideias, mas também traz novos dados a
luz. Os achados de que insight sobre sintomas esta associado a presenca de
alentecimento psicomotor sugere que, de forma semelhante a mania bipolar, a atividade
psicomotora também parece ter influéncia sobre o insight na depressdo bipolar. O

estudo também indica que pior insight esta associado a ideacao/tentativa de suicidio, e
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gue um pior insight sobre sua autoestima pode estar especificamente associado ao
comportamento suicida.

O estudo que avaliou comportamento suicida em pacientes bipolares mostra que
aqueles individuos que tinham um historico de tentativas de suicidio apresentavam um
pior insight quando estavam em depressao bipolar (Silva et al., 2017a). Essa diferencga
ainda se fez presente mesmo quando se controlou um suposto efeito da depresséo sobre
0 insight. Este achado corrobora a ideia do estudo sobre depreeséo bipolar que indica
que pior insight na depressdo, possivelmente pior insight sobre autoestima, esta
associado a comportamento suicida. Contudo, ndo foi encontrado uma associagéo entre
ideacdo suicida atual e o nivel de insight, indicando que outros fatores, que nao o
insight, podem ser determinantes para o0 comportamento suicida, como a gravidade do
episodio afetivo (Hawton et al., 2005).

O estudo que avaliou a relacdo do nivel de insight com a polaridade predominante, o
namero de episodios afetivos prévios e o estado afetivo atual permitiu constatar que os
pacientes com TB em mania apresentaram um insight pior do que os estavam em
eutimia, independentemente da polaridade predominante (Silva et al., 2017b). Além
disso, a polaridade predominante ndo foi Gtil para distinguir, quanto ao nivel de insight,
pacientes em mania, 0 mesmo podendo ser dito em relacdo aos pacientes eutimicos.
Estes achados divergem daqueles encontrados por Yen et al. (2007). Estes, apesar ndo
estudarem especificamente a relacdo entre polaridade e insight, indicaram, em um
estudo prospectivo, que quanto maior era 0 numero de episédios maniacos no curso do
TB menor era a recuperacgdo plena da consciéncia de morbidade quando estes individuos
retornavam a eutimia. O nimero de episédios maniacos ou depressivos prévios também
ndo se correlacionou com o nivel de insight, corroborando os achados de Dias et al.

(2008b) e Gucli et al. (2011). Outro resultado encontrado foi que os sintomas psicoticos
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mostraram um efeito significativo sobre o insight. Estes resultados indicam que estado
de humor atual e a ocorréncia de sintomas psicéticos, e ndo a polaridade predominante
no curso da doenca ou o numero de episodios afetivos prévios, sdo os principais
preditores do nivel de insight.

Os temperamentos afetivos parecem exercer influéncia sobre a clinica do TB.
Estudos j& haviam relatado que os temperamentos afetivos poderiam exercer um papel
importante nas caracteristicas psicopatoldgicas dos transtornos de humor, incluindo a
evolucdo clinica de episodios afetivos maiores ou menores, a polaridade predominante,
a sintomatologia clinica, o curso em longo prazo, a “suicidalidade” e a resposta ou
adesdo medicamentosa (Vohringer et al., 2012; Azorin et al., 2015; Kesebir et al.,
2005). Kraepelin (1921) em seus relatos sobre os “estados fundamentais” ja apontava
que aqueles individuos com temperamento depressivo apresentavam boa consciéncia de
morbidade, uma boa consciéncia sobre a natureza de sua doenca e as consequéncias
causadas por ela. Os resultados do estudo sobre a relagdo entre insight e temperamento
retomam esta discussdo e corroboram este relato, indicando que, de fato, aqueles com
temperamento depressivo, assim como aqueles com temperamento ansioso, apresentam
um melhor insight. Os pacientes com temperamento hipertimico apresentaram um pior
insight. Este resultado também remete aos estudos de Kraepelin (1921) que ja indicava
que a capacidade de julgamento de pacientes com temperamento hipertimico era
superficial. Kraepelin (1921), em sua descricdo classica, caracteriza o temperamento
irritavel como sendo uma mistura de tracos depressivos e hipertimicos. De forma
analoga, o presente estudo encontrou resultados heterogéneos de insight para
temperamento irritavel.

Os novos modelos de neuroprogressao indicam que o TB apresenta fases evolutivas.

Neuroprogressdo € a reprogramacéo patologica do cérebro que acontece quando ocorre
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deterioracdo clinica e cognitiva no curso do TB (Berk et al., 2011). Essas mudancas tém
a capacidade de aumentar o risco de novas recorréncias e de reduzir o potencial de
resposta o tratamento (Berk et al., 2011). Com base nessas evdéncias evolutivas, Berk et
al. (2011) e Kapczinski et al. (2009) propuseram uma classificacdo de varios estagios de
progressao do TB. Alguns fatores que estdo associados a pior insight, como menor nivel
educacional ou a presenga de sintomas psicoticos, podem ja estar presentes desde o
inicio da doenca. J& um menor comprometimento cognitivo no inicio da doenga poderia
ser um fator de melhor insight (Silva et al., 2014b). Os estagios mais avancados de
doenca poderiam apresentar fatores associados a pior insight, como maior idade e maior
comprometimento cognitivo. Contudo, maior tempo de doenga poderia levar a um
melhor insight (Silva et al., 2014b). As influéncias mutuas entre esses diversos fatores
certamente representariam um interessante foco para estudos futuros.

O comprometimento cognitivo é uma das caracteristicas do perfil neuropsicol6gico
dos pacientes com TB e, apesar de ndo ser o fator primordial, est& associado a prejuizo
de insight (Varga et al., 2007). Os déficits cognitivos podem preceder a doenca
(Lewandowski et al., 2001; Olvet et al., 2013). No entanto, de acordo com alguns
autores, esses déficits pioram ao longo do tempo (Levine et al., 2008). Portanto, o
desenvolvimento de técnicas de reabilitagdo cognitiva de pacientes com TB com o
intuito de melhorar o insight a longo prazo parece ser interessante. Alguns estudos
(Deckersbach et al., 2010; Meusel et al., 2013) observaram que é possivel observar a
melhora no desempenho cognitivo e no funcionamento psicossocial em pacientes com
TB apds apenas algumas sessdes de reabilitacdo cognitiva. No entanto, os estudos na
area ainda sdo poucos e aqueles que visam a melhora do insight com a reabilitacéo

cognitiva séo inexistentes.
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Os resultados do presente estudo sugerem que o insight sobre sintomas parece ser
mais fragil do que o insight sobre a doenga ou sobre a importancia do tratamento, ou até
mesmo sobre as consequéncias do adoecimento. De forma geral, individuo em mania e
em depressdo bipolar tinham alguma nogdo de que tinham uma doenca e de que ela
repercutia sobre sua vida, mas tinham dificuldade de perceber que apresentavam
sintomas agudizados naquele momento. Estudos futuros de longo prazo, que avaliem
individuios com TB em suas diversas fases, deveriam avaliar que aspectos estdo
envolvidos com este fato.

O tratamento efetivo do TB deve ser direcionado em varios niveis, inclusive
melhorar o insight do paciente, para que, desse modo, se promova uma maior adeséo ao
tratamento e se possibilite uma intervencdo precoce com vistas a prevencao de recaidas,
através da participacdo ativa por parte do paciente. Um ndo reconhecimento da doenca
pode ndo apenas prejudicar a relacdo do individuo afetado com seus amigos e familiares
e com profissionais de satde, mas também as suas oportunidades de se recuperar e levar
uma vida mais produtiva e satisfatoria. Assim, as intervenc¢des que pretendem melhorar
diretamente o insight devem ser estudadas e desenvolvidas (Cardoso, 2008).

A psicoeducacdo € uma técnica que visa melhorar a compreensao da doenca pelos
pacientes e por seus familiares. Procura-se, assim, fornecer informagdo as pessoas
doentes sobre os varios aspectos da prépria doenca, de uma forma sistematizada,
englobando areas como os sintomas da doenca, as suas possiveis etiologias, o
tratamento e o curso da mesma. Dessa forma, tem-se como objetivo a melhora do
insight do paciente em face & doenca. A partir dai, visa-se estimular os pacientes e seus
familiares a terem um maior comprometimento com o tratamento (Cardoso, 2008).
Futuros estudos poderiam aferir a influéncia da psicoeducagdo sobre o insight do

individuo.
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7. CONCLUSOES

O conceito de insight deve ser entendido de forma continua e multidimensional.
A percepcdo de uma experiéncia como patoldgica, a distingdo dos sintomas, a atribuicéo
deles a uma doenca mental, a identificacdo das consequéncias advindas da doenga, 0
reconhecimento da necessidade de tratamento e o discernimento das mudancas de
estado afetivo sdo alguns dos componentes do insight. A interagdo entre essas
dimensGes resultaria nas diversas formas e graus de insight. No TB, o estado afetivo, em
especial a mania, parece ser um fator fundamental para prejuizo do insight, mas ndo de
forma absoluta e exclusiva.

Com a presente pesquisa, pudemos concluir que, no TB, o estado afetivo atual e
a presenca de sintomas psicoticos sdo preditores mais importantes quanto ao nivel do
insight do que a polaridade predominante e 0 nimero de episédios afetivos prévios.
Além disso, na depressdo bipolar, uma histéria de tentativas de suicidio esta
correlacionada a um maior comprometimento do insight e ndo ha relacdo entre ideacéo
suicida atual e insight. Contudo, como os estudos nessa area sdo ainda pouco nuMerosos
e heterogéneos, essa questdo ainda esta em aberto.

Também constatamos que, na mania bipolar, o insight quanto a sintomatologia,
especialmente as alteracdes de energia e atividade, estd mais prejudicado do que o
guanto a ter uma doenca e suas consequéncias, ou guanto a autoestima ou o quanto ao
prejuizo nas relacOes interpessoais. Também concluimos que um pior nivel de insight,
especificamente sobre sintomas, esta correlacionado a sintomas mais graves de
agitacdo/energia, 0 que sugere que haja um nucleo psicomotor da mania que prejudica o
insight. Por sua vez, na depressdo bipolar, além da presenca de sintomas psicoticos,
outros sintomas parecem se correlacionar com um maior prejuizo de insight, como

reducdo de atividades e trabalho e alentecimento psicomotor.
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O presente estudo também mostrou que temperamentos afetivos podem
influenciar a apresentacdo clinica do TB. Os nossos resultados indicaram que 0s
temperamentos depressivo e ansioso estdo relacionados a um melhor insight, e o
temperamento hipertimico, a um pior insight. J& em relacdo ao temperamento irritavel,
0s resultados foram heterogéneos quanto a associagao com o insight.

Como um bom nivel de insight estd associado a uma maior adesdo ao
tratamento, identificar os fatores que influenciam o insight, e atuar sobre eles, parece ser
importante para uma boa evolugdo do TB. Além disso, a observacéo clinica indica que,
no TB especificamente, o insight sobre sintomas parece ser mais fragil do que o insight
sobre 0s aspectos gerais da doenca. Assim, na abordagem clinica desse transtorno
mental, a distingdo entre os diversos fatores que constituem o insight deve ser

considerada.
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9. ANEXOS

9.1. Anexo |

Termo de Consentimento Livre e Esclarecido

O sr. (a) esté sendo assistido num setor de pesquisa do ambulatério do Instituto de
Psiquiatria da Universidade Federal do Rio de Janeiro. O laboratério de transtorno
bipolar é coordenado pelo dr. Elie Cheniaux. As consultas médicas e psicoldgicas
realizadas aqui, assim como as prescri¢des terapéuticas, sdo idénticas as que acontecem
no ambulatério geral desta instituicdo. Todavia, durante as consultas aqui o sr. (a) é
submetido a uma avaliacdo mais detalhada, através do uso de instrumentos de pesquisa
(avaliacdo de dados demogréficos, CGI-BP, Positive And Negative Syndrome Scale
(PANSS-p), a Global Assessment of Functioning (GAF), insight scale for affective
disorders (ISAD) e a Escala Visual Analdgica de Humor). Estes tém como o objetivo a
ampliacdo do conhecimento médico e cientifico sobre o transtorno bipolar.

Esclarecemos que os dados de todos os pacientes sdo analisados em conjunto,
sendo mantido um total sigilo em relagdo as informacdes especificas do seu caso. Ao
longo de todo o acompanhamento, sr. (a) ndo serd submetido a nenhuma forma néo
usual de tratamento para o transtorno bipolar. A qualquer momento, o sr. (a) podera
desistir de sua participacdo na pesquisa, sendo entdo encaminhado para o ambulatério
geral desta instituicdo.

Eu, , identidade

n® , declaro que li e compreendi o que me foi explicado e, dessa

forma, concordo em participar do estudo.

Rio de Janeiro, de de
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9.2. Anexo Il

Escala de consciéncia de morbidade para transtornos afetivos (do humor)

Indique o escore apropriado com um X: 0= ndo pode ser avaliado ou item ndo relevante; 1= consciéncia;
3= consciéncia moderada; 5= sem consciéncia.

1 Consciéncia de sofrer de um transtorno afetivo (do humor).

2 Consciéncia da eficacia do tratamento para 0s sintomas atuais ou para prevenir recidivas.

3 Consciéncia das consequéncias da doenca sobre o trabalho, familia e vida social.

4 Consciéncia de apresentar humor deprimido/expansivo ou irritdvel (conforme apropriado).

5 Consciéncia de apresentar acentuado (a) aumento/reducdo de atividades prazerosas (conforme
apropriado).

6 Consciéncia de apresentar ganho/perda significativo (a) de peso (conforme apropriado).

7 Consciéncia de apresentar insonia ou hipersonia (conforme apropriado).

8 Consciéncia de apresentar alentecimento ou agitagdo psicomotor (a) (conforme apropriado).

9 Consciéncia de apresentar fadiga ou excesso de energia.

10 Consciéncia de apresentar sentimentos de inutilidade ou culpa, ou autoestima aumentada ou
grandiosidade.

11 Consciéncia de apresentar lentidao da fala ou verborragia/tagarelice (conforme apropriado).

12 Consciéncia de apresentar bradipsiquismo/fuga de idéias (conforme apropriado).

13 Consciéncia de apresentar baixo nivel de atencéo/distrag&o.

14 Consciéncia de apresentar aparéncia desleixada.

15 Consciéncia de apresentar sintomas de confusdo-desorientacéo.

16 Consciéncia de ter relagdes sociais pobres.

17 Consciéncia de apresentar delirios e alucina¢es (conforme apropriado)




9.3. Anexo lll

Temps - Rio de Janeiro

Nome: Data: /.

Idade: anos Sexo: O masculino O feminino

Data de nascimento: _ / /[

Estado civil: O solteiro O vivendo maritalmente [ casado
O vidvo O separado ou divorciado
Escolaridade: 0 1° grau incompleto O 1°grau completo
O 2°grau incompleto O 2°grau completo
O 3°grau incompleto O 3°grau completo

I
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Margue VERDADEIRO para todas as afirmativas que correspondem a como vocé

se sentiu a maior parte de sua vida

Marqgue FALSO para todas as demais afirmativas (que nao correspondem a como

VOCé se sentiu a maior parte da sua vida)

1. Sou uma pessoa triste, infeliz. O Verdadeiro OO

2. As pessoas dizem que ndo consigo ver o
lado mais positivo das coisas. O Verdadeiro O

3. Tenho sofrido muito na vida. O Verdadeiro O

4. Acho que as coisas sempre acabam do

pior modo. O Verdadeiro O

Falso

Falso

Falso

Falso



5. Que eu me lembre, sempre me senti um

fracasso.

6. Dizem que muitas vezes fico pessimista
COm as Coisas e esqueco 0S momentos

felizes do passado.

7. Sou, por natureza, uma pessoa

insatisfeita.

8. Sou impulsionado (a) por uma agitacédo

desagradavel que ndo consigo entender.

9. Tenho mudancas bruscas no humor e no

nivel de energia.

10. Meu humor e meu nivel de energia ora
estdo altos, ora estdo baixos; raramente estdo

no meio.

11. Minha capacidade de pensar varia
bastante, de muito precisa a pobre, sem

motivo aparente.

12. Muitas vezes, comego coisas, mas perco

0 interesse nelas antes de acaba-las.

13. Eu oscilo constantemente entre me sentir

energizado (a) e quase parando, lento (a).

14. Vario muito entre me sentir
superconfiante e me sentir inseguro (a) de

mim mesmo (a).

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso
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15. O modo como Vvejo as coisas as vezes é

vibrante e as vezes é sem graga.

16. Sou o tipo de pessoa que pode ficar triste

e alegre a0 mesmo tempo.

17. Frequentemente, estouro com as pessoas

e depois me sinto culpado (a) por isso.

18. Sou uma pessoa rabugenta (irritavel).

19. Sou muito critico (a) em relacéo aos

outros.

20. Muitas vezes eu fico tdo aborrecido (a) a

ponto de quebrar tudo.

21. Quando contrariado (a), eu posso entrar

numa briga.

22. As pessoas me dizem que eu estouro por
nada.

23. Quando irritado (a), eu sou aspero (a)

com as pessoas.

24. Meu humor ferino ja me causou

problemas.

25. Sinto todas as emogdes intensamente.

26. A vida é uma festa que aproveito ao

maximo.

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso
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27. Tenho muita confianga em mim mesmo.

28. Tenho com fregliéncia grandes idéias.

29. Tenho o dom de falar, convencer e

Inspirar 0s outros.

30. Adoro iniciar novos projetos, mesmo

que arriscados.

31. Uma vez que me decida a fazer algo,

nada me detém.

32. Sinto-me totalmente a vontade mesmo

com pessoas que mal conheco.

33. Quando estou estressado (a), minhas

mMaos muitas vezes tremem.

34. Muitas vezes meu estdbmago fica

embrulhado.

35. Quando estou nervoso (a), eu posso ter

diarréia.

36. Quando estou nervoso (a), muitas vezes

sinto nauseas.

37. Tenho frequentemente medo que alguém

na minha familia pegue uma doenca séria.

38. Estou sempre na expectativa de que
alguém possa me trazer mas noticias sobre

alguém da minha familia.

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O

Verdadeiro O
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Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso

Falso
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40. Ruidos bruscos facilmente me deixam
sobressaltado (a). O Verdadeiro O Falso

42. Estou sempre preocupado (a) com uma
coisa ou outra. O Verdadeiro O Falso

44. Nao consigo deixar de ficar preocupado
(a). O Verdadeiro O Falso
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9.4. Anexo IV

Escala de Hamilton — Depressdo

Todos os itens devem ser preenchidos. Assinalar o numero apropriado.

1.

0.

HUMOR DEPRIMIDO (Tristeza, desesperanca, desamparo, inutilidade)

Ausente.

1.Sentimentos relatados apenas ao ser inquirido.

2.Sentimentos relatados espontaneamente com palavras.

3.Comunica os sentimentos ndo com palavras, isto €, com a expressdo facial, a postura,

a voz e a tendéncia ao choro.

4.

2.

2.

3.

Sentimentos deduzidos da comunicagédo verbal e ndo-verbal do paciente.

SENTIMENTOS DE CULPA

. Ausente

. Auto-recriminacao; sente que decepcionou 0s outros.

. Idéias de culpa ou ruminag&o sobre erros passados ou mas acoes.

. A doenca atual € um castigo.

. Ouve vozes de acusacdo ou denuincia e/ou tem alucinagdes visuais ameagadoras.
. SUICIDIO

. Ausente.

. Sente que a vida ndo vale a pena.

Desejaria estar morto ou pensa na probabilidade de sua prépria morte.

Idéias ou gestos suicidas.

4.Tentativa de suicidio (qualquer tentativa séria, marcar 4).

4.

0.

INSONIA INICIAL

Sem dificuldades para conciliar o sono.
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1. Queixa-se de dificuldade ocasional para conciliar o sono, isto é, mais de meia hora.

N

. Queixa-se de dificuldade para conciliar o sono todas as noites.

5. INSONIA INTERMEDIARIA

0. Sem dificuldades.

1. O paciente se queixa de inquietude e perturbacdo durante a noite.

2. Acorda a noite - qualquer saida da cama marcar 2 (exceto p/ urinar).

6. INSONIA TARDIA

0. Sem dificuldades.

1. Acorda de madrugada, mas volta a dormir

2. Incapaz de voltar a conciliar o sono se deixar a cama.

7. TRABALHO E ATIVIDADES

0. Sem dificuldades.

1. Pensamento e sentimentos de incapacidade, fadiga ou fraqueza relacionada a
atividades, trabalho ou passatempos.

2. Perda de interesse por atividades (passatempos ou trabalho) quer diretamente relatada
pelo paciente, quer indiretamente por desatencdo, indecisdo e vacilagdo (sente que
precisa esforcar-se para o trabalho ou atividade).

3. Diminuicdo do tempo gasto em atividades ou queda de produtividade. No hospital,
marcar 3 se 0 paciente ndo passar a0 menos 3 horas por dia em atividades externas
(trabalho hospitalar ou passatempo).

4. Parou de trabalhar devido a doenca atual. No hospital, marcar 4 se o paciente nao se
ocupar com outras atividades, além de pequenas tarefas do leito, ou for incapaz de
realiza-las sem ajuda.

8. RETARDO (lentiddo de idéias e fala; dificuldade de concentracdo; atividade

motora diminuida)



3.

4.

. Pensamento e fala normais.
. Leve retardo a entrevista.

. Retardo 6bvio a entrevista.
. Entrevista dificil.

. Estupor completo.
.AGITACAO

. Nenhuma.

. Inquietude.

. Brinca com as maos, com os cabelos, etc.

Mexe-se, ndo consegue sentar quieto.

Torce as maos, réi as unhas, puxa os cabelos, morde os labios.

10. ANSIEDADE PSIQUICA

0.Sem dificuldade.

1.

2.

3.

4.

Tensdo e irritabilidade subjetivas.
Preocupacdo com trivialidades.
Atitude apreensiva aparente no rosto ou na fala.

Medos expressos sem serem inquiridos.

11.ANSIEDADE SOMATICA

Concomitantes fisioldgicos de ansiedade, tais como:

Gastrointestinais: boca seca, flatuléncia, indisgestao, diarréia, colicas, eructacao;

Cardiovasculares: palpitacdes, cefaléia;

Respiratorios: hiperventilagdo, suspiros; Frequiéncia urinaria; Sudorese

0. Ausente:

1.

2.

Leve

Moderada

104
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3. Grave

4. Incapacitante

12. SINTOMAS SOMATICOS GASTRINTESTINAIS

0. Nenhum

1. Perda de apetite, mas alimenta-se voluntariamente. SensacGes de peso no abdomen
2. Dificuldade de comer se néo insistirem. Solicita ou exige laxativos ou medicagdes
para os intestinos ou para sintomas digestivos.

13. SINTOMAS SOMATICOS EM GERAL

0. Nenhum

1. Peso nos membros, nas costas ou na cabeca. Dores nas costas, cefaléia, mialgias.
Perda de energia e cansago.

2. Qualquer sintoma bem caracterizado e nitido, marcar 2.

14. SINTOMAS GENITAIS

Sintomas como: perda da libido, distdrbios menstruais

0. Ausentes

1. Leves

2. Intensos

15. HIPOCONDRIA

0. Ausente

1. Auto-observacao aumentada (com relagdo ao corpo)

2. Preocupacdo com a saude

3. Queixas freqlientes, pedidos de ajuda, etc.

4. ldéias delirantes hipocondriacas.

16. PERDA DE PESO (Marcar A ou B)

A - Quando avaliada pela historia clinica
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0. Sem perda de peso.

1. Provéavel perda de peso associada a moléstia atual.

2. Perda de peso definida (de acordo com o paciente)

3. Néo avaliada.

B - Avaliada semanalmente pelo psiquiatra responsavel, quando sdo medidas alteraces
reais de peso

0. Menos de 0,5 Kg de perda por semana.

1. Mais de 0,5 Kg de perda por semana.

2. Mais de 1 Kg de perda por semana.

3. Néo avaliada.

17. CONSCIENCIA

0. Reconhece que esté& deprimido e doente.

1. Reconhece a doenga mas atribui-lhe a causa & mé alimentag&o, ao clima, ao excesso
de trabalho, a virus, a necessidade de repouso, etc.

2. Nega estar doente.
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9.5. Anexo V

Escala de avaliagdo de mania de Young

Item - definicéo

01. Humor e afeto elevados

Este item compreende uma sensacdo difusa e prolongada, subjetivamente
experimentada e relatada pelo individuo, caracterizada por sensacdo de bem-estar,
alegria, otimismo, confianca e animo. Pode haver um afeto expansivo, ou seja, uma
expressdo dos sentimentos exagerada ou sem limites, associada a intensa relacdo com
sentimentos de grandeza (euforia). O humor pode ou ndo ser congruente ao conteido do

pensamento.

(0) Auséncia de elevagdo do humor ou afeto

(1) Humor ou afeto discreta ou possivelmente aumentados, quando questionado.

(2) Relato subjetivo de elevagdo clara do humor; mostra-se otimista, autoconfiante,
alegre; afeto apropriado ao contetido do pensamento.

(3) Afeto elevado ou inapropriado ao contetido do pensamento; jocoso.

(4) Euforico; risos inadequados, cantando.

(X) Néo avaliado

02. Atividade motora - energia aumentada
Este item compreende a psicomotricidade - e expressdo corporal - apresentada pelo
paciente, incluindo a sua capacidade em controla-la, variando desde um grau de

normalidade, até um estado de agitacdo, com atividade motora sem finalidade, ndo
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influenciada por estimulos externos. O item compreende ainda o relato subjetivo do

paciente, quanto a sensacao de energia, ou seja, capacidade de produzir e agir.

(0) Ausente

(1) Relato subjetivo de aumento da energia ou atividade motora

(2) Apresenta-se animado ou com gestos aumentados

(3) Energia excessiva; as vezes hiperativo; inquieto (mas pode ser acalmado).
(4) Excitacdo motora; hiperatividade continua (ndo pode ser acalmado).

(X) Néo avaliado

03. Interesse sexual

Este item compreende idéias e/ou impulsos persistentes relacionados a questdes sexuais,
incluindo a capacidade do paciente em controld-los. O interesse sexual pode restringir-
se a pensamentos e desejos ndo concretizados, em geral verbalizados apenas ap6s
solicitagdo, podendo chegar até a um comportamento sexual frenético e desenfreado,

sem qualquer controle ou critica quanto a riscos e normas morais.

(0) Normal; sem aumento.

(1) Discreta ou possivelmente aumentado

(2) Descreve aumento subjetivo, quando questionado.

(3) Contetdo sexual espontaneo; discurso centrado em questdes sexuais; auto-relato de
hipersexualidade.

(4) Relato confirmado ou observacdo direta de comportamento explicitamente
sexualizado, pelo entrevistador ou outras pessoas.

(X) Nao avaliado
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04. Sono
Este item inclui a reducgéo ou falta da capacidade de dormir, e/ou a reducéo ou falta de

necessidade de dormir, para sentir-se bem-disposto e ativo.

(0) Nao relata diminui¢do do sono

(1) Dorme menos que a quantidade normal, cerca de 1 hora a menos do que 0 seu
habitual.

(2) Dorme menos que a quantidade normal, mais que 1 hora a menos do que 0 Seu
habitual.

(3) Relata diminuicdo da necessidade de sono

(4) Nega necessidade de sono

(X) Néo avaliado

05. Irritabilidade

Este item revela a predisposicao afetiva para sentimentos/emog¢des como raiva ou mau-
humor apresentados pelo paciente frente a

estimulos externos. Inclui baixo-limiar a frustracdo, com reacdes de ira exagerada,
podendo chegar a um estado constante de comportamento desafiador, querelante e

hostil.

(0) Ausente
(2) Subjetivamente aumentada
(4) Irritdvel em alguns momentos durante a entrevista; episodios recentes (nas Gltimas

24 horas) de ira ou irritacdo na enfermaria
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(6) Irritdvel durante a maior parte da entrevista; rispido e laconico o tempo todo.
(8) Hostil; ndo cooperativo; entrevista impossivel.

(X) Né&o avaliado

06. Fala (velocidade e quantidade)
Este item compreende a velocidade e quantidade do discurso verbal apresentado pelo
paciente. Inclui sua capacidade de percebé-lo e controld-lo, por exemplo, frente a

solicitagOes para que permaneca em siléncio ou permita que o entrevistador fale.

(0) Sem aumento

(2) Percebe-se mais falante do que o seu habitual

(4) Aumento da velocidade ou quantidade da fala em alguns momentos; verborréico, as
vezes (com solicitacdo, consegue-se interromper a fala).

(6) Quantidade e velocidade constantemente aumentadas; dificuldade para ser
interrompido (n&o atende a solicitagdes; fala junto com o entrevistador).

(8) Fala pressionada, ininterruptivel, continua (ignora a solicitacdo do entrevistador).

(X) Néo avaliado

07. Linguagem - Distdrbio do pensamento

Este item refere-se a alteracbes da forma do pensamento, avaliado pelas construcées
verbais emitidas pelo paciente. O pensamento pode estar mais ou menos desorganizado,
de acordo com a gravidade das alteracGes formais do pensamento, descritas a seguir:
CJ0JCircunstancialidade: fala indireta que demora para atingir o ponto desejado, mas
eventualmente vai desde o ponto de origem até o

objetivo final, a despeito da superinclusao de detalhes;
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[100Tangencialidade: incapacidade para manter associa¢des do pensamento dirigidas ao
objetivo - 0 paciente nunca chega do

ponto inicial ao objetivo final desejado;

[10Fuga de idéias: verbalizacbes réapidas e continuas, ou jogos de palavras que
produzem uma constante mudanca de uma idéia para outra; as idéias tendem a estar
conectadas e, mesmo em formas menos graves, podem ser dificeis de ser acompanhadas
pelo

ouvinte;

[1JEcolalia consonante: repeticdo automatica de palavras ou frases, com entonagéo e
forma que produzem efeito sonoro de rima;

[100Incoeréncia: fala ou pensamento essencialmente incompreensiveis aos outros,

porque as palavras ou frases sdo reunidas sem uma conexao com logica e significado.

(0) Sem alteragdes

(1) Circunstancial; pensamentos rapidos.

(2) Perde objetivos do pensamento; muda de assuntos freqiientemente; pensamentos
muito acelerados

(3) Fuga de idéias; tangencialidade; dificuldade para acompanhar o pensamento;
ecolalia consonante

(4) Incoeréncia; comunicacao impossivel.

(X) Néo avaliado

08. Conteudo
Este item compreende idéias e crengas apresentadas pelo paciente, variando, de acordo

com a intensidade, de idéias novas e/ou incomuns ao paciente, idea¢do supervalorizada
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(ou seja, crenca falsa, intensamente arraigada, porém susceptivel a argumentacdo
racional), a delirios (crengas falsas, baseadas em inferéncias incorretas sobre a
realidade, inconsistentes com a inteligéncia e antecedentes culturais do paciente, e que
ndo podem ser corrigidas pela argumentacdo). Contelidos comumente encontrados no
paciente maniaco, incluem:

[10J1déias misticas: de contetdo religioso;

[1[01déias parandides: crenca de estar sendo molestado ou perseguido;

[10ldéias de grandeza: concepcdo exagerada da prdpria importancia, poder ou
identidade, incluindo posses materiais, qualidades

incomuns e relacionamentos especiais com personalidades famosas ou entidades
misticas;

[1001déias de referéncia: crenca de que o comportamento dos outros tem relacdo
consigo préprio ou de que eventos, objetos ou outras

pessoas possuem um significado particular e incomum para si.

(0) Normal

(2) Novos interesses e planos compativeis com a condi¢do socio-cultural do paciente,
mas questionaveis.

(4) Projetos especiais totalmente incompativeis com a condi¢do sdcio-econdémica do
paciente; hiper-religioso.

(6) Idéias supervalorizadas

(8) Delirios

(X) Nao avaliado

09. Comportamento disruptivo agressivo
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Este item compreende a atitude e as respostas do paciente ao entrevistador e a situagdo
da entrevista. O paciente pode apresentar-se desconfiado ou irénico e sarcastico, mas
ainda assim respondendo aos questionamentos, ou entdo ndo cooperativo e francamente

agressivo, inviabilizando a entrevista.

(0) Ausente, cooperativo.

(2) Sarcastico; barulhento, as vezes, desconfiado.

(4) Ameaca o entrevistador; gritando; entrevista dificultada.
(6) Agressivo; destrutivo; entrevista impossivel.

(X) Néo avaliado

10. Aparéncia
Este item compreende a apresentacao fisica do paciente, incluindo aspectos de higiene,

asseio e modo de vestir-se.

(0) Arrumado e vestido apropriadamente

(1) Descuidado minimamente; adornos ou roupas minimamente inadequados ou
exagerados.

(2) Precariamente asseado; despenteado moderadamente; vestido com exagero.

(3) Desgrenhado; vestido parcialmente; maquiagem extravagante.

(4) Completamente descuidado; com muitos adornos e aderecos; roupas bizarras.

(X) Nao avaliado

11. Insight (discernimento)
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Este item refere-se ao grau de consciéncia e compreensao do paciente quanto ao fato de
estar doente. Varia de um entendimento adequado (afetivo e intelectual) quanto a
presenca da doenca, passando por concordancia apenas frente a argumentacéo,
chegando a uma negacdo total de sua enfermidade, referindo estar em seu

comportamento normal e ndo necessitando de qualquer tratamento.

(0) Insight presente: espontaneamente refere estar doente e concorda com a necessidade
de tratamento

(1) Insight duvidoso: com argumentacdo, admite possivel doenca e necessidade de
tratamento.

(2) Insight prejudicado: espontaneamente admite alteragdo comportamental, mas néo a
relaciona com a doenca, ou discorda da necessidade de tratamento.

(3) Insight ausente: com argumentacdo, admite de forma vaga alteracdo
comportamental, mas ndo a relaciona com a doenga e discorda da necessidade de
tratamento.

(4) Insight ausente: nega a doenca, qualquer alteracdo comportamental e necessidade de
tratamento.

(X) Néo avaliado
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9.6. Anexo VI

PANSS — Positive Scale

P1 - DELIRIOS: Crencas que sdo infundadas, irrealistas, e idiossincraticas.

Base para avaliar: conteldo do pensamento expresso na entrevista e sua influéncia nas

relagdes sociais e no comportamento.

1 — Ausente — A definigdo ndo se aplica.

2 — Minimo — Patologia questionavel: pode estar no extremo superior dos limites
normais.

3 — Leve — Presenca de um ou dois delirios que sdo vagos, ndo cristalizados e ndo
tenazmente mantidos. Os delirios ndo interferem com o pensamento, relages sociais ou
comportamento.

4 — Moderado — Presenca de uma série de delirios instaveis, pobremente formados, ou
de alguns delirios bem formados que ocasionalmente interferem com o pensamento,
relagdes sociais ou comportamento.

5 - Moderado grave — Presenca de numerosos delirios bem formados que sdo
tenazmente mantidos e ocasionalmente interferem com o pensamento, rela¢bes sociais
ou comportamento.

6 — Grave — Presenca de um conjunto estavel de delirios que sdo cristalizados,
possivelmente sistematizados, tenazmente mantidos, e claramente interferem com o

pensamento, relagdes sociais ou comportamento.
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7 — Extremo - Presenca de um conjunto estdvel de delirios que sdo altamente
sistematizados ou muito numerosos e que dominam a maior parte das areas da vida do
paciente. Isso freqlientemente resulta em acdo inapropriada ou irresponsavel, a qual

pode até mesmo ameagar a seguranca do paciente ou de outros.

P2 - DESORGANIZACAO CONCEITUAL: Processo desorganizado de pensamento
caracterizado pela ruptura do seqiienciamento direcionado a um objetivo (por ex.,
circunstancialidade, tangencialidade, afrouxamento das associacfes, ilogicidade

grosseira, ou blogueio do pensamento).

Base para avaliar: processo cognitivo-verbal observado durante o curso da entrevista.

1 — Ausente — A definigdo ndo se aplica.

2 — Minimo — Patologia questionavel: pode estar no extremo superior dos limites
normais.

3 — Leve — O pensamento €é circunstancial, tangencial ou paraldgico. Ha alguma
dificuldade em direcionar os pensamentos para um objetivo, e algum afrouxamento das
associacOes pode ser evidenciado sob pressao.

4 — Moderado — Capaz de focar os pensamentos quando as comunicagdes sdo breves e
estruturadas, mas se torna frouxo ou irrelevante quando lida com comunicacdes mais
complexas ou quando esta sob minima pressao.

5 - Moderado grave — Geralmente tem dificuldade em organizar os pensamentos, como
evidenciado por frequentes irrelevancias, perda da conectividade, ou afrouxamento das

associagdes quando ndo esta sob pressao.
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6 — Grave — O pensamento esta seriamente descarrilado e internamente inconsistente,
resultando em irrelevancias grosseiras e ruptura dos processos de pensamento, 0 que
ocorre quase constantemente.

7 — Extremo — Os pensamentos apresentam tal ruptura que o paciente esta incoerente.
H& um acentuado afrouxamento das associacdes, 0 que resulta em total fracasso da

comunicagdo (por ex. “salada de palavras”) ou mutismo.

P3 — COMPORTAMENTO ALUCINATORIO: Relato verbal ou comportamento
indicando percepcBes que ndo sao geradas por estimulos externos. Isso pode ocorrer nas

modalidades auditiva, visual, olfativa ou somatica.

Base para avaliar: relato verbal e manifestages fisicas durante o curso da entrevista,
assim como relatos de comportamento por parte de trabalhadores de cuidados primarios

ou familiares.

1 — Ausente — A definigdo ndo se aplica.

2 — Minimo - Patologia questionavel: pode estar no extremo superior dos limites
normais.

3 — Leve — Uma ou duas alucina¢des claramente formadas porém raras, ou entdo um
namero de percep¢des anormais vagas que ndo resultam em distor¢des do pensamento
ou do comportamento.

4 — Moderado — Alucinagdes ocorrem freqliente mas ndo continuamente, e 0
pensamento e o comportamento do paciente sdo afetados apenas em pequena monta.

5 - Moderado grave — Alucinagbes sdo frequentes, podem envolver mais de uma

modalidade sensorial e tendem a distorcer 0 pensamento e/ou levam a uma ruptura no



118

comportamento. O paciente pode ter uma interpretacdo delirante dessas experiéncias e
responder a elas emocionalmente e, as vezes, responder a elas verbalmente também.

6 — Grave — Alucinagfes estdo presentes quase continuamente, causando uma grande
ruptura no pensamento e no comportamento. O paciente as trata como percepgdes reais,
o funcionamento é impedido pelas freqiientes respostas emocionais e verbais a elas.

7 — Extremo — O paciente estd quase totalmente preocupado com alucinages, as quais
virtualmente dominam o pensamento e o comportamento. As alucinacfes levam a uma
rigida interpretacdo delirante e provocam respostas verbais e comportamentais,

incluindo obediéncia a alucinagdes imperativas.

P4 — EXCITACAO: Hiperatividade como refletida em comportamento motor
acelerado, resposta exacerbada a estimulos, hipervigilancia, ou excessiva labilidade

afetiva.

Base para avaliar: manifestacbes comportamentais durante o curso da entrevista, assim
como relatos de comportamento por parte de trabalhadores de cuidados primarios ou

familiares.

1 — Ausente — A definicdo ndo se aplica.

2 — Minimo — Patologia questiondvel: pode estar no extremo superior dos limites
normais.

3 — Leve — Tende a ficar levemente agitado ou hipervigilante durante a entrevista, mas
sem episodios de excitacdo ou acentuada labilidade de humor. Pode haver uma leve

pressdo para a fala.
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4 — Moderado — Agitacdo ou hipervigilancia é claramente evidente durante a entrevista,
afetando a fala e a mobilidade geral, ou episdédios de “explosdo” ocorrem
esporadicamente.

5 - Moderado grave — Hiperatividade significativa ou freqiientes “explosdes” de
atividade motora sdo observadas, tornando dificil para o paciente permanecer sentado
por mais do que alguns minutos num dado periodo.

6 — Grave — Excitacdo acentuada domina a entrevista, restringe a atencdo, e afeta até
certo ponto fungbes pessoais tais como alimentar-se e dormir.

7 — Extremo - Excitagdo acentuada interfere seriamente com a alimentagéo e o sono e
faz as interagOes interpessoais virtualmente impossiveis. A aceleracdo da fala e da

atividade motora podem resultar em incoeréncia e exaust&o.

P5 — GRANDIOSIDADE: Auto-opinido exagerada e convic¢bes ndo realistas de
superioridade, incluindo delirios de habilidades extraordinérias, riqueza, conhecimento,

fama, poder e correcdo moral.

Base para avaliar: o conteido do pensamento expresso na entrevista e sua influéncia no

comportamento.

1 — Ausente — A definicdo ndo se aplica.

2 — Minimo — Patologia questiondvel: pode estar no extremo superior dos limites
normais.

3 — Leve — Alguma expansividade ou presungdo e evidente, mas sem delirios de

grandeza bem delineados.
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4 — Moderado — Sente-se distinta e irrealisticamente superior aos outros. Alguns
delirios pobremente formados sobre status ou habilidades especiais podem estar
presentes mas ndo produzem nenhum efeito.

5 - Moderado grave — Delirios bem delineados relativos a habilidades notaveis, status,
ou poder séo expressos e influenciam a atitude mas ndo o comportamento.

6 — Grave — Delirios bem delineados de notavel superioridade envolvendo mais de um
parametro (riqueza, conhecimento, fama, etc.) séo expressos, influenciam notavelmente
as interacOes, e podem afetar o comportamento.

7 — Extremo — O pensamento, as interagdes e o comportamento sdo dominados por
multiplos delirios de assombrosa habilidade, riqueza, conhecimento, fama, poder, e/ou

estatura moral, que podem ser bizarros.

P6 — SUSPICACIA / PERSEGUICAO: Idéias de perseguicio ndo realistas ou
exageradas, como refletidas em precaucéo, uma atitude de desconfianca, hipervigilancia

suspicaz, ou delirios francos de que outros pretendem prejudicé-lo.

Base para avaliar: o conteido do pensamento expresso na entrevista e sua influéncia no

comportamento.

1 — Ausente — A definicdo ndo se aplica.

2 — Minimo — Patologia questiondvel: pode estar no extremo superior dos limites
normais.

3 — Leve — Apresenta uma atitude “defensiva” ou de franca desconfianca, mas

pensamentos interagdes e comportamento sdo minimamente afetados.
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4 — Moderado — A desconfianca é claramente evidente e se impde na entrevista e/ou no
comportamento, mas ndo ha evidéncia de delirios persecutdrios, e ndo parece afetar a
atitude ou as relagdes interpessoais do paciente.

5 - Moderado grave — O paciente mostra acentuada desconfianca, levando a uma
extensa ruptura das relagdes interpessoais, ou entdo ha delirios persecutérios bem
delineados que tém wum impacto limitado nas relagcbes interpessoais e no
comportamento.

6 — Grave — Delirios de perseguicdo penetrantes e bem delineados que podem ser
sistematizados e que interferem significativamente nas relagdes interpessoais.

7 — Extremo — Uma rede de delirios persecutdrios sistematizados domina o

pensamento, as relagdes sociais e 0 comportamento do paciente.

P7 — HOSTILIDADE: Expressdes verbais e ndo verbais de raiva e ressentimento,

incluindo sarcasmo, comportamento passivo-agressivo, insulto verbal e agressao.

Base para avaliar: comportamento interpessoal observado durante a entrevista e relatos

por parte de trabalhadores de cuidados priméarios ou familiares.

1 — Ausente — A definicdo ndo se aplica.

2 — Minimo — Patologia questiondvel: pode estar no extremo superior dos limites
normais.

3 — Leve — Comunicagdo indireta ou disfarcada de raiva, tal como sarcasmo,
desrespeito, expressdes de hostilidade, e irritabilidade ocasional.

4 — Moderado — O paciente apresenta uma atitude excessivamente hostil, exibindo

irritabilidade freqiiente e expresséo direta de raiva ou ressentimento.
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5 - Moderado grave — O paciente estd altamente irritavel e, em certas ocasides, esta
verbalmente insultuoso ou ameacgador.

6 — Grave — Auséncia de cooperacdo e insultos ou ameacas verbais notavelmente
influenciam e seriamente afetam as relagdes sociais. O paciente pode estar violento e
destrutivo, mas ndo esté fisicamente agressivo em relagdo aos outros.

7 — Extremo — Acentuada raiva resulta em extrema falta de cooperagéo, tornando

impossivel outras interacGes, ou episédio (s) de agressdo fisica em relacdo aos outros.
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9.7. Anexo VIl

ESCALA DE IMPRESSAO CLINICA GLOBAL - VERSAO BIPOLAR (CGI-BP)

Item | — Gravidade da doenca
Considerando sua experiéncia clinica total com pacientes bipolares, quao gravemente

doente tem estado o paciente durante a Ultima semana?

MANIA:
DEPRESSAOQ:

TR. BIPOLAR GLOBAL:

Escores:

1 — Normal, ndo doente (sem sintomas)

2 — Minimamente doente (sintomas minimos, manteve funcionamento eficiente)

3 — Levemente doente (baixo nivel de sintomas, sofrimento subjetivo, pouco ou
nenhum prejuizo funcional)

4 — Moderadamente doente (alguns sintomas proeminentes, prejuizo funcional
moderado)

5 — Acentuadamente doente (sintomas significativos, prejuizo funcional muito
substancial)

6 — Gravemente doente (sintomas muito evidentes, incapaz de funcionar na maioria
das areas)

7 — Muito gravemente doente (sintomas extremos, completamente incapacitado,

requerendo cuidados extra)



