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Objective

To explore the insight, treatment attitude, and related influencing factors of hospitalized elderly patients suffering from major depression.





Methods

A total of 141 hospitalized elderly patients with depression were selected as the research objects. Insight was evaluated by the total score of the Insight and Treatment Attitude questionnaire (ITAQ). The data collected included sociodemographic characteristics, psychiatric symptoms, delirium status, social functioning, social support, suicide risk, and cognitive function.





Results

The sample included 74.5% of female patients, and the mean age was 67.53 (sd=7.19) years. The influencing factors of inpatients with depression included alcohol consumption, length of hospitalization, admission types, and the main caregivers (P<0.05). The various factors were further analyzed by linear regression, revealing that the insight and treatment attitude of elderly depressed hospitalized patients were mainly related to the Mini-Mental State Examination (MMSE) (β= 0.225, 95% CI 0.055–0.395, P=0.01), dependent on a caregiver (β=-5.810, 95% CI -8.086~-3.535, P<0.001), the type of admission (involuntary admission) (β=-3.365, 95% CI -5.448~-1.283, P=0.002), Functional Activities Questionnaire (FAQ) (β=-0.156, 95% CI -0.303~-0.010, P=0.037), and length of stay (≤28 days) (β=2.272, 95% CI 0.055~-4.489, P=0.045).





Conclusion

The level of insight was affected by cognitive function, involuntary admission, dependent on a caregiver, social function and length of stay. Future studies should focus on cognitive function recovery, observation of admission mode, and self-care ability in elderly patients with depression.
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1 Introduction

With the aging population, the psychological well-being of the elderly has attracted attention, with the global prevalence of depression among people over 65 years old ranges from 10% to 15% (1). Depression was regarded as one of the most common mental disorders in later life (2), therefore caring for the depressive elderly was a significant issue worldwide (3). Geriatric depression receives particular attention because it causes individuals various somatic symptoms, chronic diseases, progressive sensory impairment, decreased immune function, social isolation, low medicine adherence, and even suicidal ideation (4–7). Noticeably, researches proved the complications mentioned above were also the risk factors of deteriorating depressive symptom in aged people, which lead to a negative impact on mental health and quality of life in return (5). In 2019, a study reported that the DALYs (disability-adjusted life years) of depression among people aged 50–74 were nearly 5.2 times that of those aged 10–24, and 2.0 times that of those aged 25–49 (8). In China, the number of elderly population is 250 million, accounting for 17.9% of the total population (9). The prevalence of depression among the elderly population in China has exhibited a rising trajectory, with rates ranging from 15.9% to 23.6%, indicating a significant public health concern (10).

Insight is a good prognostic factor in the evolution and recurrence of disease. A study reported that poor self-knowledge was an important factor for low medication compliance in depressed patients, with 36.8% of depressed patients showing insufficient understanding of their disease (11). Improving insight and treatment attitude is crucial for elderly depressed patients. Therefore, insight is a significant predictor of a wide range of adverse effects. Reducing the impact of impaired insight on disease outcomes and prognosis may assist in developing accurate and clinically meaningful interventions (12). Empirical findings showed patients with mental diseases might undergo various degrees of insight impairment, previous studies pointed the prevalence of insight impairment were 60% in schizophrenia, 15 to 36% in obsessive-compulsive disorder (13, 14). A cross sectional study by He H et al. (2018) investigated patients with major depressive disorder (n=55) and bipolar depressive disorder (n=85), and found that a negative correlation between change in clinical symptoms and insight, indicating greater reduction in symptoms was associated with improved insight (15).

Understanding the risk factors of insight impairment helps to be aware of the severity of psychiatric problems in elderly patients with major depression (15). However, few studies explored the insight and treatment attitude in elderly patients with major depression. Moreover, results from longitudinal studies suggest that insight might be associated with depressive symptom (16). Therefore, identifying the factors affecting insight and treatment attitude would be beneficial for overcoming obstacles in the treatment and prognosis of elderly depression. Proposed study aimed to explore the relationship between insight and clinical characteristics of elderly patients with depression to improve prevention and treatment methods and provide more effective intervention measures.




2 Materials and methods



2.1 Subjects

A consecutive sampling method was used to recruit a total of 141 elderly patients with depression in our hospital from February 2021 to December 2023. Inclusion criteria: 1) age ≥ 55 years old; 2) the diagnosis complied with the ICD-10 criteria for depression; 3) the patient was able to respond naturally and complete scale rating; 4) the patient agreed to sign informed consent. This study had been approved by the Ethics Committee of the Affiliated Brain Hospital of Guangzhou Medical University. Informed consent was obtained from all participants or their legal guardians, who had been provided with a full explanation of the purpose and procedure of the study.




2.2 Questionnaire



2.2.1 General information

Gender, age, educational level, marital status, smoking, alcohol consumption, main caregiver, and length of hospital stay were collected using a self-designed questionnaire.




2.2.2 Brief Psychiatric Rating Scale

The BPRS, developed by Overall and Gorham (1962), was used to assess changes in psychiatric symptoms. Depending on the version of the scale, a total of 18 symptoms are included and each symptom is rated on a scale of one to seven points (17). The total score of the scale ranges between 18~126 points, with a positive correlation between the scale score and the severity of psychiatric symptoms.




2.2.3 Confusion Assessment Method

The CAM, a diagnostic tool for scanning delirium with >90% sensitivity, was initially developed by Inouye et al. in 1990. It consists of nine operationalized criteria from the Diagnostic and Statistical Manual of Mental Disorders and is widely used in the assessment of delirium in a variety of patients. A score below 19 indicates that the patient does not suffer from delirium; a score between 20 and 22 indicates suspicion of delirium; a score greater than 22 indicates that the patient has delirium (18).




2.2.4 Functional Activities Questionnaire

The FAQ was developed by Pfeffer et al. in 1982. The scale consists of ten items that mainly assess Instrumental Activities of Daily Living (IADL). A score below 5 indicates that the patient retains normal social functioning; a score greater than 5 indicates that the patient is unlikely to be able to live independently (19).




2.2.5 Social Support Rating Scale

The SSRS was used to evaluate the level of social support of individuals. The scale contains a total of 10 items across 3 dimensions, including objective support (3 items), subjective support (4 items), and utilization of social support (3 items). The total score on the scale ranges between 10~40. The higher the overall score indicated, the greater the level of social support (20).




2.2.6 The Nurses’ Global Assessment of Suicide Risk

The NGASR is an effective assessment scale suitable for nursing staff to assess the suicide risk of inpatients in the psychiatric department (21). The scale consists of 15 items, with a total score ranging from 0 to 25. Higher overall scores indicate a greater level of suicide; NGASR ≥6 indicates that the patient is at risk of suicide (22).




2.2.7 Mini-Mental State Examination

Compiled by Folstein et al., the MMSE scale assesses time orientation, place orientation, immediate memory, attention and calculation, delayed memory, language, and visual space. The total score is 30 points. Higher scores indicate better cognitive function. A score below 9 indicates severe dementia; a score between 10 and 20 indicates moderate dementia; a score of 21 to 26 indicates mild dementia; and a score above 27 indicates normal cognitive function (23).




2.2.8 Insight and Treatment Attitudes Questionnaire

Compiled by McEvoy et al., the ITAQ consists of 11 items (0–2 points) and evaluates patients’ perceptions of whether they have a mental illness and whether they need treatment. The total score ranges from 0 to 22, with higher scores indicating greater insight (24).





2.3 Data collection

This study was conducted in a tertiary public psychiatric hospital. Within the first three days of admission, an interview would be conducted to evaluate participants by research assistants. The questionnaires were rated by research assistants who had completed necessary training. The research assistants explained the purpose and significance of this study before obtaining informed consent. In this study, a total of 141 questionnaires had been distributed and had been collected, indicating an effective rate of 100%.




2.4 Statistical analysis

SPSS 25.0 was used to process the data. Continuous data were presented as mean ± sd, while count data were expressed using frequency and percentage. The difference between the two categories was evaluated by the independent sample t-test, or one-way ANOVA for three or more categories, and the non-parametric K independent sample test for the rank variable. Variables with statistical differences in the single factor analysis were included in univariate linear regression. Taking insight and treatment attitudes as the dependent variable, multiple linear regression analysis was performed to examine factors influencing insight and treatment attitudes in elderly patients with depression. The level of significance was set at 0.05.





3 Results



3.1 Basic situation of hospitalized elderly patients with depression

Among the 141 hospitalized elderly patients with depression, 74.5% (n=105) were female, and the mean age was 67.53 (sd=7.19) years old; 14.2% (n=20) received university education, 52.5% (n=74) received secondary education, and 33.3% (n=47) received primary education or below. Negative lifestyle habits such as drinking (4.3%) and smoking (1.4%) accounted for a small proportion. 97 cases (68.8%) were involuntarily admitted to the hospital, 111 cases (78.7%) were dependent on a caregiver, 108 cases (76.6%) were length of stay ≤28 days, and 87.2% of the elderly depressed patients took antidepressants (Table 1).


Table 1 | General information of participants.






3.2 Independent sample t-test and one-way ANOVA on the influence of characteristics of different hospitalized elderly patients with depression on insight and treatment attitude

According to the grouping characteristics of different variables, the independent sample t-test or one-way ANOVA was used for analysis. The results showed that the main caregiver, admission type, smoking, alcohol consumption, and length of hospital stay were statistically significant (All P<0.05). Furthermore, the analysis results of FAQ, SSRS, and MMSE scores among hospitalized elderly patients with depression were statistically significant (All P<0.05) (Table 2).


Table 2 | Single-factor analysis of ITAQ scores in depressed patients with different characteristics.






3.3 Analysis of influencing factors on insight and treatment attitude of hospitalized elderly patients with depression

The insight and treatment attitude of hospitalized elderly patients with depression were set as dependent variables, and the above statistically significant variables were used as independent variables. Univariate linear regression analysis was performed (P<0.05) and the multivariate linear regression analysis model was established. The results showed that MMSE, dependent on a caregiver, involuntary admission, FAQ, and length of stay (≤28 days) all affected the insight and treatment attitude of hospitalized elderly depressed patients (P<0.05). Firstly, the regression analysis results revealed higher cognitive function was associated with higher insight of elderly patients with depression (95% CI 0.055–0.395, P=0.01). Significantly lower insight and treatment attitude was observed in elderly patients with cognitive impairment. Secondly, elderly patients with depression who were unable to take care of themselves demonstrated significantly lower insight (95% CI -8.086~-3.535, P<0.001). Thirdly, compared with voluntarily admitted elderly depressed patients, involuntarily admitted elderly depressed patients showed lower insight and treatment attitude (95% CI -5.448~-1.283, P=0.002). Elderly patients with depression who had lower social function demonstrated significantly lower insight (95% CI -0.303~-0.010, P=0.037). Finally, elderly depressed patients who were the length of stay to the hospital had lower insight and treatment attitude (95% CI 0.530~-4.940, P=0.015) (Tables 3, 4).


Table 3 | Univariate linear regression analysis of ITAQ scores in elderly patients with depression.




Table 4 | Multivariate linear regression analysis of ITAQ scores in elderly patients with depression.







4 Discussion

Insight has extensively been studied in schizophrenia and bipolar disorder (25). However, few studies have investigated elderly patients with depression (26). Impaired insight was related to undesirable clinical outcomes in patients with depression, including the incidence of psychiatric hospitalization, emergency room visits, and violent or suicidal behavior (27). In addition, the poor of insight might show differential relationships to separate domains of poor neurocognition, social cognition, and/or psychiatric symptoms (28). This study explored the influencing factors of insight and treatment attitude in elderly hospitalized depression patients. Our results showed that the insight and treatment attitude of elderly patients with depression were related to cognitive function, being dependent on a caregiver, involuntary admission, social function and length of stay.

Patients with mental illness were admitted voluntarily. Article 28 of the Mental Health Law of the People’s Republic of China stipulates that patients with mental illness who hurt themselves or others can be involuntarily hospitalized. A previous study reported that patients with severe depression often denied their illness and refused to be hospitalized, in contrast with patients with medical conditions (29). This was consistent with the results of our study, showing that elderly depressed patients admitted involuntarily had a lower level of insight and treatment attitude than those who were voluntarily admitted. Schuepbach et al. (2006) also pointed out that involuntarily admitted patients were more aggressive than voluntary admission patients, and showed lower level of insight and treatment compliance (30). This was consistent with the results of our study, elderly depressed patients admitted involuntarily had a lower level of insight and treatment attitude than those who were voluntarily admitted. In addition, previous studies also had shown that physical violence and self-harm committed by a patient in psychiatric wards was associated with longer involuntary admissions (31). Compared to voluntary patients, involuntary patients had higher suicide rates and lower levels of social functioning, which might raise medical disputes and would lead to poor therapeutic relationship (32, 33). Due to lack of insight and high perceived coercion, absconding patients who were involuntarily admitted and had the tendency to harm themselves (34). Therefore, our study proposed relevant hypotheses was that suicide and self-harm in patients with involuntary admission might be affected to impaired insight in elderly patients with depression. However, O’Callaghan et al. (2022) reported that low insight was associated with involuntary admission, but few studies have attempted to quantify the need for mandatory care (35). Therefore, nurses should assess the insight of admitted patients and focus on those suicide and self-harm in patients with admitted involuntarily. The mental health care system should provide alternative forms of care for patients with higher demands.

Depression exerts a negative impact on cognitive function, including cognitive impairment in attention, memory, executive, and psychomotor domains (36). Results of the meta-analysis suggest that the nuclear components of insight were the mostly correlated with depressive symptoms, namely the awareness of having a mental illness (16). A significant relationship was also found between depressive symptoms and higher cognitive flexibility, that was higher self-awareness and reduced self-certainty (37). Startup et al. (1996) considered that high cognitive ability was associated with both high and low extremes of insight (38). Furthermore, poor cognitive insight could lead to delayed detection of disease and depressive emotion. With the improvement of depression in elderly patients, the impact of negative emotion was reduced by recognizing the relationship between cognitive insight and emotion (39). A previous study has shown that higher cognitive ability was associated with higher insight, which is beneficial to patients. However, insight alone is not sufficient (40). The current research suggested that cognitive function positively influenced insight and therapeutic attitudes.

Research has shown that increased self-care efficacy was significantly associated with improved depression, and optimal care for patients with depression included ongoing self-care support to help patients gain knowledge, skills, and confidence (41). Conversely, elderly patients with depression who depended on a caregiver had lower insight and treatment attitudes. The study by Zurkovsky (2013) showed improving cognitive function was a potential approach of relieving late-life depression (42). Elderly patients with depression showed a low self-care ability, indicating poor insight, which was more likely to cause negative emotions and burden caregivers. Improved self-care knowledge and self-efficacy were associated with better health outcomes (43). According to Remmers et al., low self-care motivation and self-confidence in elderly patients with depression could be enhanced through active management of the condition by patients, leading to improved health outcomes (44). Therefore, improving the self-care ability of elderly patients with depression is of great importance.

Nevertheless, the limitations of this study should be acknowledged. Participants were recruited from a public psychiatric hospital in Guangzhou, China, which might influence the generalization of this study. Noticeably, insight and treatment attitude were related to clinical characteristics in elderly patients with depression. Poor cognitive ability led to decreased insight. Patients who were involuntarily admitted and those with low self-care ability also showed poor insight. In conclusion, the study suggested that attention should be paid to patients’ insight and treatment attitude, and the factors affecting insight should be sought from multiple perspectives. Further research is needed to accurately quantify the level of insight in depressed patients.
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