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Understanding

Anosognosia

Anosognosia is a lack of awareness or insight into one’s illness. It is common in
schizophrenia. It is not just a psychological defense. Rather, it reflects brain-based
impairment in self-awareness.

It can also occur in other illnesses including bipolar disorder, Alzheimer's disease,
addictions, eating disorders, OCD, and more.

Anosognosia occurs in 57-98% of people with schizophrenia

Deficits in any of these domains of insight may indicate anosognosia.
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Clinical Implications

The presence of anosognosia is a primary predictor of treatment non-adherence. When left unaddressed, it leads to
a revolving door of crisis intervention. Anosognosia has numerous negative mental health consequences.

* Worse medication adherence

+ Worse treatment outcomes

+ Worse social functioning

* Increased risk of aggressive behavior
* Higher rates of incarceration

+ Functional disability (school or work)

+ High correlation with homelessness and loss of supportive housing

+ Early mortality (due to neglect of physical health)

The lack of insight in anosognosia can be measured with numerous tools

* Insight and Treatment Attitude Questionnaire

+ Scale to Assess Unawareness of Mental Disorder

+ Beck Cognitive Insight Scale
+ PANSS Insight Item (General Item #12)

There are 5 domains of assessment.
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Communication Do’'s and Don'ts

Scenario

The Natural Response (High Conflict)

The Clinical Response

Patient denies
needing meds

“You're here because you stopped your meds
and got arrested.”

Don’t: Blame or use past as a lever

“I know you feel fine, but the court won't let
us discuss discharge until we show you've
been stable on a regimen for 30 days. Let's

get that clock started.”

Do: Focus on functional goals

Patient claims
they are “God”

“You are a human being in a hospital. Let's
be realistic.”

Don’t: Challenge the delusion

“It sounds like you feel a massive amount
of responsibility and power. That must be
exhausting to carry all by yourself.”

Do: Normalize the perspective/affect.
Empathize with the burden of belief

Patient says the
food is poisoned

“I'm eating it too; look, it's safe.”

Don’t: Use “Doctor knows best” authority

“It's hard to stay healthy if you don't feel safe
eating. Should we look at getting sealed pre-
packaged meals for a while?”

Do: Partner on immediate safety

Patient reporting
a paranoid
delusion

“That's impossible; nobody is following you
or recording you.”

Don’t: Fact-check a delusion

“If | saw what you saw, I'd probably feel
exactly the same way. It sounds terrifying to
feel like you're being watched.”

Do: Empathize with the emotional reality

Clinician
explaining the
diagnosis

“You have Schizophrenia; you need to accept
that to get better.”

Don't: Insist on the label

“I am concerned that your current stress
levels are keeping you from the life you want.
I'd like to try something that might lower that

stress.”

Do: Use “I"” statements to express concern

Anosognosia is Treatable
Insight can improve with targeted biological and behavioral interventions. Many patients regain insight with
treatment over weeks or months.
+ Psychosocial: Cognitive Behavioral Therapy for Psychosis (CBTp) and the LEAP (Listen, Empathize, Agree,
Partner) training build a therapeutic alliance without confronting the patient’s delusions directly.

« Neuromodulation: ECT shows efficacy in rapid insight restoration during acute psychosis.

+ Pharmacotherapy: Prioritize long-acting second-generation antipsychotics to bypass daily
adherence barriers.
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