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Abstract

Introduction: In recent vyears, 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. The relationship between
affective temperament and insight in bipolar patients has not
been carried out in the literature so far.

Objective: To 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 were
diagnosed using criteria from the Diagnostic and Statistical
Manual of Mental Disorders, 5th edition (DSM-5). Insight was
evaluated through the Insight Scale for Affective Disorders
(ISAD), and affective temperament, through the TEMPS-Rio de
Janeiro. The relationship between affective temperament and
insight was explored with Spearman rho correlations between
scores on each item of the ISAD and on the TEMPS-Rio de
Janeiro subscales.

Results: In euthymic phases, bipolars with depressive
temperament were associated with a higher level of insight
about the consequences of the disorder; when in mania, patients
showed better insight about having an affective disorder,
presenting psychomotor alterations, and suffering from guilt
or grandiosity. Similarly, bipolar patients with higher scores of
anxious temperament, when in mania, had better insight on
alterations in attention. Bipolar patients with higher scores of
hyperthymic temperament, when in mania, showed the worst
insight about thought disorder.

Conclusion: In addition to being determined by the phase of
the disease and several varying symptoms, the level of insight in
bipolar patients is also influenced by affective temperament.
Keywords: Bipolar disorder, insight, affective temperament.

Resumo

Introducgdo: Nos Ultimos anos, a associagdo entre temperamento
e caracteristicas clinicas dos transtornos de humor tem sido
estudada. A maioria dos pacientes bipolares apresenta déficits na
consciéncia de sinais e sintomas. A relagdo entre temperamento
afetivo e insight em pacientes bipolares ndo tem sido relatada na
literatura até o momento.

Objetivo: Avaliar a relagéo entre temperamento afetivo e insight
no transtorno bipolar.

Métodos: Um grupo de 65 pacientes bipolares foi acompanhado
por um ano. Os pacientes foram submetidos a uma avaliagdo
clinica utilizando os critérios do Manual Diagnostico e Estatistico
de Transtornos Mentais, 52 edigdo (DSM-5). O insight foi avaliado
através da Escala de Insight para Transtornos Afetivos (ISAD),
e o temperamento afetivo, através da TEMPS-Rio de Janeiro.
A relagdo entre temperamento afetivo e insight foi explorada
usando correlagdes de Spearman entre os escores de cada item
da ISAD e as subescalas da TEMPS-Rio de Janeiro.

Resultados: Nasfaseseutimicas, os bipolares com temperamento
depressivo relacionaram-se com maior nivel de insight sobre as
consequéncias do transtorno; quando em mania, apresentaram
melhor insight sobre ter um transtorno afetivo, apresentar
alteragGes psicomotoras e sofrer de culpa ou grandiosidade. Da
mesma forma, bipolares com maiores escores de temperamento
ansioso, quando em mania, tiveram melhor percepcao sobre
alteragGes na atengdo. Bipolares com escores mais altos de
temperamento hipertimico, quando em mania, mostraram o pior
insight sobre o curso do pensamento.

Conclusdo: O nivel de insight em pacientes bipolares, além de
ser determinado pela fase da doencga e por diversos sintomas, €
influenciado pelo temperamento afetivo.

Descritores: Transtorno bipolar, insight, temperamento afetivo.
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Introduction

Temperament may be defined as the fundamental
affective attitude, the emotional soundtrack that
precedes experience and leads to it.! 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.?

The concept of basic affective dispositions has been
revisited more recently. Akiskal & Mallya? and Akiskal3*
have formulated a psychopathological continuum
between temperament and mood disorders, redefining
the Kraepelinian idea of basic affective states and
introducing the concept of a bipolar spectrum. Akiskal
has also postulated that temperamental dysregulation
would be the fundamental pathology underlying mood
disorders and predisposing their 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.>” However, no recent study has addressed
the relationship between temperament and insight.

Insight has been traditionally defined as “a correct
attitudeformorbid changein oneself.”® Greaterorlesser
awareness regarding having a condition, symptoms,
and psychosocial impairment may significantly
influence the course of disease and thus affect adhesion
to treatment.® Studies about insight were initially
conducted only on patients with schizophrenia,®!t but
now patients with bipolar disorder (BD) have also been
investigated. Most patients with BD show deficits in
their awareness of signs and symptoms.*? The level of
insight has been related to several clinical variables,
such as number of previous hospitalizations, illness
duration, previous psychotic symptoms, and mood
state.!3!4 In addition, correlations between poor insight
and cognitive alterations have been found, especially
regarding memory, learning, general intelligence,
attention, and executive functions.'>¢ Based on the
Kraepelinian concept, we hypothesize that individuals
with depressive temperament have better insight and
that those with a hyperthymic temperament have
worse insight.

The objective of the present study was to evaluate
the relationship between affective temperament and
insight in BD, which, to the best of our knowledge, has
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not been carried out in the literature so far. Because no
previous study has investigated this topic, the current
study is exploratory in nature, providing effect sizes
for the association between these factors and paving
the way for future studies with larger samples.

Methods

Sample

This study was performed in an outpatient research
clinic at Instituto de Psiquiatria, Universidade Federal
do Rio de Janeiro, between July 2014 and June 2015.
Inclusion criteria were having a diagnosis of BD type I
or type II and being 18 years old. All patients signed
an informed consent form. Patients who did not agree
to take part in the study or who had serious non-
psychiatric conditions (e.g., congestive heart failure,
renal insufficiency) were excluded. The local ethics
committee approved the study.

Clinical evaluation

Psychiatric diagnosis was formulated in this study
according to criteria from the Diagnostic and Statistical
Manual of Mental Disorders, 5th edition (DSM-5)'7 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 using DSM-5
criteria. The following scales were used: Hamilton
Depression Scale (HAM-D),*® Young Mania Rating
Scale (YMRS),*® and Clinical Global Impressions Scale
for Use in Bipolar Iliness (CGI-BP).2°® HAM-D is used
to assess depressive symptoms with 17 items. YMRS
includes 11 items to assess manic symptoms. CGI-BP
provides a global scoring on the severity of affective
episodes. Patients were evaluated monthly.

Patients were also assessed in each appointment
with the Insight Scale for Affective Disorders (ISAD)
developed by Olaya et al.?! It was translated into
Portuguese and adapted for use in Brazil by Silva et
al.??2 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 (absence of symptom or full
insight) to 5 (no insight) for each item. Therefore,
any score above 1 represents alteration of insight
regarding a given item.

TEMPS-Rio de Janeiro was also used in the first
appointment of euthymic patients. It consists of a
reduced questionnaire aimed at assessing affective
temperament, based on the Temperament Evaluation
of Memphis, Pisa, Paris, and San Diego (TEMPS),?3
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and adapted to Brazilian Portuguese.?* It has 45 false-
true questions that allow classifying the temperament
of patients into six types: depressive, cyclothymic,
hyperthymic, irritable, anxious, or worried. Studies in
the U.S. and in Europe have suggested that shorter
versions of the TEMPS-A can be just as efficient as the
full version, while potentially enhancing respondent
compliance.?* The internal consistency of the six
subscales from TEMPS-Rio de Janeiro is generally
good, ranging from 0.67 (anxious subscale) to 0.81
(worrying subscale), with cyclothymic, irritable,
depressive, and hyperthymic subscales exhibiting
intermediate values (0.74, 0.74, 0.72, and 0.7,
respectively).2*

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 using Spearman
rho correlations between scores obtained on each item
of the ISAD and on 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). In the case of significant
results, partial correlations were calculated with age
and educational level to investigate if these factors
could explain, partially, the reported associations.
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 0.05.

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. Of the 65 patients, 29 were also evaluated
when depressed and 24 when in mania. The sample
comprised 43 women and 22 men. A description of
demographic and clinical characteristics of the sample
can be seen in Table 1.

Associations between insight and affective
temperament
Euthymia

A significant correlation was found only between
depressive temperament and ISAD #3 (“fAwareness of
consequences of the illness on work, family and social
life”), with patients with depressive temperament
showing better insight (p = -0.25, p = 0.044). The
results remained unchanged after the inclusion of age
or educational level in partial correlations.

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 = 0.45,
p = 0.025). In the partial correlation analysis, this
association remained significant when considering age,
but was not significant anymore when educational level
was included. By contrast, depressive temperament
was associated with more preserved insight. This was
observed for ISAD #1 (“Awareness of suffering from
an affective disorder”; p = -0.49, p = 0.016), ISAD #8
("Awareness of suffering from psychomotor agitation”;
p = -0.49, p = 0.014), and ISAD #10 (“Awareness
of suffering from feelings of grandiosity”; p = -0.44,
p = 0.029). These associations remained significant

Table 1 - Sociodemographic and clinical characteristics of participants

Euthymia (n = 65)

Mania (n = 24) Depression (n = 29)

Variable 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
Sex (# female/male) 43/22 17/7 23/6

Years of education 10.7 (4.2) / 0-17 13.4 (4.2) / 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) / 0-10 5.4 (4.1)/ 1-20 14.4 (4.9) / 7-26
CGI global 1.2(0.4)/1-2 4.1(1.1)/ 3-6 4.0 (1.1)/3-7

CGI = Clinical Global Impression scale; HAM-D = Hamilton Depression Rating Scale; SD = standard deviation; YMRS = Young Mania Rating Scale.
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after the inclusion of age and educational level in
partial correlations. Similarly, anxious temperament
was associated with better insight for awareness of
attentional changes (ISAD #13) in bipolar mania (p =
-0.42, p = 0.039), but results reverted to statistical
trends when partial correlations were calculated.

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 = -0.38, p = 0.044), 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 =042, p = 0.024; p = 0.41, p = 0.029). These
associations remained significant with the inclusion of
age and educational level in partial correlations for ISAD
#8 and ISAD #10, but the association with ISAD#2 was
no longer significant.

There were no significant correlations between
cyclothymic temperament and insight in patients in any
mood state.

Discussion

The present study pioneers the evaluation of the
correlations between affective temperament and
insight in patients with BD. 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. In addition, 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, patients with BD with higher
scores of anxious temperament, when in mania, have
better insight on alterations in attention. Conversely,
patients with BD 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.

Affective temperaments are part of the spectrum of
affective disorders.* According to Akiskal, the bipolar
spectrum encompasses recurrent depressive disorder,
dysthymia, depressive, hyperthymic, and cyclothymic
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temperaments, mixed affective states, hypomania,
and BD types I and II.* Recent studies support this
concept.?>?” Solmi et al.,, for example, report that
affective temperaments are on a continuum, with
increasing scores ranging from healthy controls through
major depressive disorder to BD.?® Our findings support
this concept of a “bipolar spectrum.” The relationship
found between depressive temperament and preserved
insight as well as between hyperthymic temperament
and impaired insight seems analogous to the one
observed between the phases of BD and the level of
insight. Several studies do suggest that the level of
insight in depression is significantly higher than in
mania.?®?°

Specific affective temperaments might constitute
vulnerability factors, as well as clinical picture and
illness course modifiers.?> Previous studies have shown
that patients with depressive or anxious temperament
may present mixed characteristics when in mania.3%3!
Diversely, studies on the insight of patients with BD
have found that, when in a mixed episode, patients
show better insight than those in pure mania.?® Although
our study did not differentiate between 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. In addition,
they more closely observe their physical symptoms,
such as tiredness.! Such characteristics may lead
those individuals to consider the consequences of their
condition more seriously or to report their difficulties
more often. 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.

Akiskal et al.?? 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.! 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 treatment efficacy.
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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.3?
have indeed showed that patients with BD 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.3* showed that patients with
BD with hyperthymic temperament had more history
of suicidality. Azorin et al.* found that patients with BD
with hyperthymic and cyclothymic temperaments had
stronger association with manic polarity. Finally, Kesebir
et al.’® reported that patients with BD with irritable
temperament had more psychotic symptoms and that
the polarity of the first episode tended to be manic more
frequently. In addition, individuals with hyperthymic
temperament had more switches into mania.

Besides influencing the clinical features of BD,
affective temperaments seem to be associated with
systemic alterations in individuals with mood disorders.
For example, Kesebir et al.3” observed higher levels of
uric acid in individuals with hyperthymic and irritable
temperaments, both in patients with BD and in
depressed unipolar patients and normal controls. The
same study encountered depressed unipolar patients
and depressive temperament with lower levels of uric
acid. In the study by Altinbas et al.®® with patients
diagnosed with BD, those with depressive temperament
had higher scores of metabolic syndrome in the winter.

Several clinical features are associated with
changes on 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.t3!4 Other studies
state that lower insight was associated with more
hostility and lower impulse control,3® more aggressive
behavior,*° and worse clinical course.* Yet other studies
found 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.!>16

This study suggests that, similar to other clinical
features, affective temperament also correlates
with insight in BD. However, our study has potential
limitations. The sample size studied was small and the
temperament evaluation was not carried out before
the onset of the disease, such that the influence of the
course of the disease on the temperament could not
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be eliminated. The current study provides preliminary
evidence, and we recommend further studies on the
theme to explore in detail the association between
temperament and insight.

Conclusion

The level of insight in BD, in addition to being
determined by the affective state of the disease and
several other symptoms, is influenced by the affective
temperament. Our results suggest that, in euthymia,
depressivetemperamentisassociated with betterinsight.
In mania, depressive and anxious temperaments are
linked to better insight and 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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