
INTRODUCTION

Up to date, numerous studies have found important pre-
dictors associated with the prognosis of alcohol dependents.
It has been known that better outcomes of alcoholics are relat-
ed to the various factors such as less severity of alcohol depen-
dence (1, 2), old age (3), higher cohesiveness of family (4),
late onset of alcoholism (5, 6), absence of genetic trait (6), etc.
However, it is more important to find the factors that can
be improved by therapeutic effort. Project MATCH research
group (7) indicated that alcoholics’ motivation and social sup-
port are important changeable factors influencing prognosis,
and suggested that treatment focusing on these targets is re-
quired. 

One of the intrinsic factors that can be enhanced by ther-
apeutic efforts is the level of patients’ insight, which can be
an important element in induction of motivation for treat-
ment and behavioral change. However, alcohol dependents
who are deficient in insight account for 84.3-94.7% of patients
in touch with therapeutic systems in Korea (8-10). Lack of
alcoholics’ insight is one of the most common barriers to treat

alcoholism in Korea.
A body of research has focused on the relationships between

alcoholics’ insight and the factors related to diagnosis and
treatment process. False negative results are frequently encoun-
tered in alcoholism screening test specifically for those with
lower levels of insight (11). Thus, it is suggested that caution
for the level of insight should be taken with the interpreta-
tion of alcoholism screening tests. The results of the studies
that the treatment programs for inpatients were of consider-
able help in the enhancement of alcoholics’ insight (8, 11, 12)
indicated that the insight of the alcoholics is a factor that can
be modified by the therapeutic efforts. Kim et al. (9) revealed
that the various defensive mechanisms commonly used in
alcoholics such as acting out, denial, show-off, and somatiza-
tion are different according to patients’ insight levels. The
assertion that the level of alcoholics’ insight plays an impor-
tant role in the process of recovery is supported by the report
that it is associated with treatment compliance (13). 

Evaluation of insight is part of mental state examination.
Sadock (14) classified patients’ insight levels into impaired,
intellectual and true insight, according to the degree of insight
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The Role of Alcoholics’Insight in Abstinence from Alcohol in Male
Korean Alcohol Dependents

This study was performed to examine the relationship between the abstinence results
of alcohol dependents after discharge and the level of insight at the time of discharge.
117 male Korean alcohol dependents discharged from a community-based alcohol
treatment center were followed up to determine the initial months of abstinence on a
successive basis (IMA), total months of abstinence during 12-month period (TMA),
and complete abstinence for one full year after discharge. Analyses of abstinence
results with adjustment for the differences in baseline characteristics were performed
for subjects’ insight levels (poor, fair and good). The mean IMA of patients with good
insight was significantly (p<0.01) longer than that of patients with poor insight and
TMA of patients with good insight was significantly (p<0.001) longer than that of
others. Using patients with good insight as the reference, patients with poor insight
showed an adjusted odds ratio (OR) of 0.07 (95% confidence interval [CI]=0.01-0.75,
p<0.05) for complete abstinence for one full year after discharge and patients with
fair insight, adjusted OR of 0.17 (95% CI=0.03-0.81, p<0.05). These results suggest
that alcohol dependents’ insight could be regarded as a factor related with abstinence.
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formation. Kim (15) proposed five focuses as the components
required in the evaluation of alcoholics’ insight. At a theo-
retical level, it may not be remarkably surprising that patients
with a better understanding of their alcoholism have a better
outcome. However, as with the exact role and function of
insight on their outcomes, it was poorly understood in the
clinical field of alcoholism. The present study was performed
to examine the relationship between the abstinence results
of alcohol dependents after discharge and their insight level
at the time of discharge.

MATERIALS AND METHODS

Subjects

The subjects were male Korean alcohol dependents dis-
charged from a community-based alcohol treatment center,
who had been diagnosed under DSM (Diagnostic and Statis-
tical Manual of Mental Disorders)-IV criteria (16) as alcohol
dependents without other forms of drug abuse/dependence.
Among the 151 consecutive admissions for 1 yr, 28 patients
who were unsuitable as follow-up subjects were excluded; 3
died during the hospitalization, 2 with symptoms of cogni-
tive impairment, 8 with other forms of psychiatric diagnosis,
and 15 transferred from municipal social isolation facilities
available for homeless, or the like for temporary medical ser-
vice. Written and informed consents were obtained from 123

patients after thorough explanation about the study was given.
This study was approved by the Ethics Committee of the
Chungnam National University Hospital.

Data collection procedure

In the early admission period, usually within 1 week after
admission, baseline data of the patients who passed through
withdrawal symptoms were collected by face-to-face inter-
views lasting approximately 1 hr using a structured inter-
view schedule that consisted of both interviewer- and self-
report portions about pretreatment participant socio-demo-
graphic, drinking-related and family history, and insight state.
One day prior to the prospective discharge, patients’ insight
states were evaluated again.

Demographic characteristics such as age, educational state,
type of occupation and religion, and marital state were includ-
ed in baseline data collection. Environmental support for pa-
tient’s abstinence was assessed by the presence or absence of
dissuasion from patients’ drinking by family and colleagues.
Family functioning (17, 18), family adaptability and family
cohesiveness (19) were examined. 

The score of lifetime alcohol-related consequences (20) that
is one of the most widely used measures for assessing alco-
holism was investigated. Age of first drinking, duration of
drinking problems and prior experiences of admission treat-
ment due to drinking problems were examined. Drinking
behavior was assessed through drinks per drinking day and

Item Agree Not sure Disagree

1. I find many problems in my drinking. (     ) (     ) (     )
2. I can control drinking any time if I want to. (     ) (     ) (     )
3. All my problems can be solved only when I quit drinking. (     ) (     ) (     )
4. My drinking did no harm to any member of the family. (     ) (     ) (     )
5. I have been hospitalized (I am under treatment) because of too much drinking. (     ) (     ) (     )
6. I feel upset when people view me as a problem drinker. (     ) (     ) (     )
7. I am an alcoholic! (     ) (     ) (     )
8. I can’t do without drinking. (     ) (     ) (     )
9. I am really sorry for the suffering I have caused others by my drinking. (     ) (     ) (     )

10. I hate the person who put me in a hospital (under treatment). (     ) (     ) (     )
11. I find no problems in my drinking. (     ) (     ) (     )
12. I am unable to stop drinking once I start. (     ) (     ) (     )
13. I just need some moderation rather than being kept from drinking. (     ) (     ) (     )
14. Many people around me suffered from my drinking. (     ) (     ) (     )
15. Drinking itself shouldn’t justify my hospitalization (treatment). (     ) (     ) (     )
16. Drinking has deprived me of important things. (     ) (     ) (     )
17. It’s nonsense for them to call me an alcoholic. (     ) (     ) (     )
18. Sober living is the only way to save my life from ruin. (     ) (     ) (     )
19. I hate all the people and surroundings that have made me fall into drinking. (     ) (     ) (     )
20. It was fortunate to have a chance to be hospitalized (under treatment). (     ) (     ) (     )

Table 1. Hanil alcohol insight scale*

The parenthesized sentences in 5, 10, 15, 20th items are to be used in clinical office setting.
Scoring rules: agree (2), not sure (1), disagree (0): questions for positive insight (1, 3, 5, 7, 9, 12, 14, 16, 18, 20).
agree (-2), not sure (-1), disagree (0): questions for negative insight (2, 4, 6, 8, 10, 11, 13, 15, 17, 19).
*Revised with permission from Journal of Studies on Alchol, Vol. 59, pp. 52-55, 1998. Copyright by Alcohol Research Documentation, Inc., Rutgers Center
of Alcohol Studies, Piscataway, NJ 08854.



134 J.S. Kim, B.K. Park, G.J. Kim, et al.

drinking days in 1 month prior to admission. Patients marked
the drinking days and the types and sizes of Korean beverage
they consumed on the calendar. Quantity of drinking was
then converted to standard drinks (12 grams of alcohol/drink).

Collection of follow-up data was planned to occur every 2
weeks during the first month and monthly from the second
month to the twelfth month after discharge from the hospi-
tal. Post-discharge interviews were encouraged to occur in
the scheduled appointments by facilitating aftercare visits,
family interviews and telephone interviews. Re-admission
interviews replaced the post-discharge interviews in the read-
mission cases due to relapse. During each post-discharge inter-
view, the drinking days on the calendar and types and size
of Korean beverage consumed in the inter-interview days were
investigated. The criterion for abstinence in this study was
set as the total absence of drinking behavior. Initial months
of abstinence on a successive basis after discharge (IMA),
total months of abstinence during 1 yr after discharge (TMA)
and complete abstinence for 1 yr were used for the analysis
of abstinence results. 

Insight-evaluating measure

The 20-item Hanil Alcohol Insight Scale (HAIS) (21) was
used for evaluation of patients’ insight state. The HAIS (Table
1) was designed to ask four times in different combinations

about each of the areas of insight to get quantitative and qua-
litative information of insight. The questions reflecting the
positive direction of insight involve questions 1, 3, 5, 7, 9,
12, 14, 16, 18, 20 and negative direction, questions 2, 4, 6,
8, 10, 11, 13, 15, 17, 19. Those with intellectual nature of
insight involve questions 1, 2, 3, 4, 5, 11, 12, 13, 14, 15 and
emotional, questions 6, 7, 8, 9, 10, 16, 17, 18, 19, 20. Con-
current validity study (21) of HAIS showed high correlation
(r=0.79, p<0.001) with 3 clinicians’ judgments, and the sen-
sitivity of 76.9-100% and specificity of 83.3-94.9% for the
classification of the insight state of 44 male patients who were
labeled as having the same level (poor, fair and good) of insight
from interviews by three clinicians in charge of the alcoholism
treatment programs. Considering the mean and standard devi-
ation of insight scores of 3 groups classified by insight level,
it was recommended that the patients with scores of -20 to
3 should be interpreted as having poor insight, 4 to 15 as fair
and 16 to 20 as good on the basis of total score (21). The reli-
ability indices for the item showed a significant item-total
correlation over all 20 items (p<0.01) (8), with Cronbach’s
alpha of 0.82-0.89 (8, 13, 21), Spearmen-Brown half-split
coefficient of 0.73-0.91 (8, 21), Guttman half-split coefficient
of 0.73 (21), and a significant (p<0.001) test-retest correla-
tion (21). 

Insight level

Poor (n=31) Fair (n=58) Good (n=28)
2 or F

Demographic situation
Age, mean (SD) year 44.16 (8.80) 45.14 (9.74) 38.21 (6.05)� 6.159�

Education, mean (SD) year 10.68 (4.19) 11.19 (3.74) 10.96 (3.05) 0.193 (NS)
Religion, yes (%) 17 (54.8) 37 (63.8) 18 (64.3) 0.802 (NS)
Occupation, yes (%) 24 (77.4) 50 (86.2) 21 (75.0) 1.948 (NS)

Drinking-related parameters
Drinks per drinking day‖, mean (SD) 17.39 (18.21) 16.90 (18.37) 20.64 (18.67) 0.515 (NS)
Drinking days during the 1 month prior to admission, mean (SD) 22.06 (7.87) 19.22 (8.53) 17.25 (10.19) 2.265 (NS)
Age at first drink, mean (SD) year 19.45 (4.20) 21.95 (6.28)� 19.04 (2.63)� 4.135*
Scores of lifetime alcohol-related consequences, mean (SD) 26.74 (9.99) 28.97 (10.29) 32.46 (11.56) 2.205 (NS)
Duration of drinking problems, mean (SD) year 7.65 (5.26) 8.17 (4.69) 8.00 (4.51) 0.122 (NS)
Prior experiences of admission treatment due to drinking problems, 3.90 (3.66) 2.97 (4.47)� 5.57 (5.07)� 3.274*

mean (SD) times
Support toward patient’s abstinence

From family, yes (%) 21 (67.7) 45 (77.6) 24 (85.7) 3.094 (NS)
From colleagues, yes (%) 7 (22.6) 16 (27.6) 8 (28.6) 2.554 (NS)

Family situation
Living with spouse, yes (%) 20 (64.5) 44 (75.9) 16 (57.1) 3.351 (NS)
Family function score, mean (SD) 5.52 (2.28) 6.02 (2.37) 6.14 (2.66) 0.596 (NS)
Family adaptability score, mean (SD) 25.42 (5.10) 25.00 (6.07) 28.96 (7.52)� 4.063*
Family cohesiveness score, mean (SD) 29.84 (6.58)� 34.38 (6.64) 35.86 (8.20) 6.240�

Duration of current hospitalization, mean (SD) days 30.74 (21.96) 32.76 (22.66) 35.61 (21.12) 0.712 (NS)

Table 2. General characteristics of the subjects

NS, not significant.
*p<0.05 and 

�
p<0.01 by chi-square or ANOVA; 

�
Only this group is significantly different from others; 

�
There is only significant difference between the

two; ‖One drink was considered to be 12 g of alcohol.
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Data analysis

Baseline characteristics of 3 groups based on insight level
were compared by chi-square test and ANOVA with LSD or
Dunnett’s T3 post hoc analysis. The mean IMA and TMA of
3 groups according to insight level were compared by AN-
COVA for the control of the differences in baseline charac-
teristics across the insight levels. For an analysis of complete
abstinent patients for 1 full year after discharge, logistic reg-
ression test with adjustment for the differences in baseline
characteristics across the insight levels was performed. The
rates of patients continuously abstinent in 3 groups based
on insight level at each month during the follow up period
were compared by 1-month stepwise life table analysis. p val-
ues lower than 0.05 were used as criteria of statistical signif-
icance level.

RESULTS

6 patients (4.9%) dropped out because 3 died during the
follow-up period and 3 were missed due to failure to remain
in contact. 117 patients who had been followed up had a mean
(SD) insight score of 5.83 (8.15) at admission and 8.91 (7.57)
at discharge and 6 drop-outs had a mean (SD) of 4.50 (10.06)
at admission and 12.67 (6.28) at discharge, with no signifi-
cant difference in insight score between the two groups (t=
0.387, 121 df, p>0.05 at admission, t=1.192, 121 df, p>0.05
at discharge). 117 patients were distributed into 31 in poor,
58 in fair and 28 patients in good insight by their insight
score at discharge. The mean (SD) frequency of post-discharge

interviews in 117 patients was 10.13 (2.76), and it was not
significantly different among the insight levels; 9.26 (3.02)
in poor, 10.66 (2.66) in fair, and 10.00 (2.47) in good insight
patients. 

Table 2 displays baseline characteristics of the patients of
3 groups classified by insight level. The only difference found
in demographic variables among 3 groups according to insight
level was that patients having good insight were younger than
the others (p<0.01). Concerning drinking-related area, patients
having fair insight had started drinking at a later age than
patients having good insight (p<0.05) and patients with good
insight had more prior admission experiences due to drink-
ing problems than patients with fair insight (p<0.05). For
the family environment, family adaptability of patients hav-
ing good insight was higher than that of others (p<0.05) and
family cohesiveness of patients having poor insight was lower
than that of others (p<0.01).

Table 3 shows that the abstinence results of the subjects
after discharge from the hospital are significantly correlated
with their insight scores at the time of discharge. Table 4
shows the abstinence results of 117 patients. The mean (SD)

Insight level

Initial months of abstinence

Mean (SD) F

Total months of abstinence

Mean (SD) F

Complete abstinence for 1 yr

No. (%) Odds ratio¶

95%
confidence 

interval

Poor (n=31) 1.45 (2.78)� 5.472� 2.58 (3.38) 12.346� 1 (3.2) 0.07* 0.01-0.75
Fair (n=58) 3.76 (4.58) 5.09 (4.76) 10 (17.2) 0.17* 0.03-0.81
Good (n=28) 4.29 (4.85)� 7.25 (4.19)‖ 7 (25.0) 1.0

Total (n=117) 3.27 (4.36) 4.94 (4.58) 18 (15.4)

Table 4. Abstinence results after discharge in each insight levels

*p<0.05, 
�
p<0.01, 

�
p<0.001. 

�

There is a significant difference between the two by ANCOVA with adjustment for the age, age at first drink, prior expe-
riences of admission, family adaptability and family cohesiveness. 

‖

This group is significantly different from others by ANCOVA with adjustment for
the age, age at first drink, prior experiences of admission, family adaptability and family cohesiveness. 

¶

By logistic regression test with adjustment for
the age, age at first drink, prior experiences of admission, family adaptability and family cohesiveness.
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Fig. 1. Percentage of patients continuously abstinent at each month
after discharge in each insight levels.
*Significantly different according to insight level in overall compari-
son (Wilcoxon test value=9.945, df=2, p=0.0069). The difference
between fair and good insight patients was not significant in a pair-
wise comparison.

*p<0.05, �p<0.001.
By pearson correlation analysis.

Initial months of abstinence Total months of abstinence

0.211* 0.309�

Table 3. Correlations between insight scores and abstinence
results
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IMA was 3.27 (4.36) and TMA was 4.94 (4.58). The mean
IMA and TMA of 3 groups based on insight level were com-
pared after control regarding baseline characteristics that var-
ied across the insight levels with ANCOVA analysis using
post-hoc tests (Dunnett’s T3 for IMA, and LSD for TMA).
Covariates in the model were age, age of first drinking, prior
experiences of admission due to drinking problems, family
adaptability, and family cohesiveness. After control of these
variables, it was shown that the mean IMA of patients having
good insight was significantly longer than that of patients
having poor insight and the mean TMA of patients having
good insight was significantly longer than that of others. Com-
plete abstinence was achieved for 1 full year after discharge
in 18 patients (15.4%) among 117 patients: 1 (3.2%) in poor,
10 (17.2%) in fair, and 7 (25.0%) in good insight patients.
Using patients having good insight as the reference with ad-
justment for the differences in baseline characteristics across
the insight levels, patients having poor insight showed an
adjusted odds ratio (OR) of 0.07 (95% confidence interval
[CI]=0.01-0.75, p<0.05) for complete abstinence for one full
year after discharge and patients having fair insight had adjust-
ed OR of 0.17 (95% CI=0.03-0.81, p<0.05).

In overall comparison with 1-month stepwise life table anal-
ysis, the rate of patient continuously abstinent at each month
during the follow up period was significantly different accor-
ding to insight level, but the difference between fair and good
insight patients was not significant in a pair-wise compari-
son (Fig. 1).

DISCUSSION

Generally, 15.4% of subjects remained abstinent for 1 yr.
This figure is much less than 35% of other cultural area (7),
but it seems to be similar with 13.1% (22) and 13.2% (23)
of previous studies in Korea. Environmental difference in
treating alcoholism needs to be considered in interpretation
of the lower rates of abstinence. For example, Alcoholics Ano-
nymous activities are not generalized yet to most of the Kore-
an alcohol dependents after discharge.

The results of this study suggest that insight status, which
is potentially modifiable, is a significant factor related to
abstinence span in alcohol dependents. In interpretation of
the results, the differences in baseline characteristics among
groups based on insight level need to be considered. The pa-
tients having good insight were younger and this may have
been associated with less neuropsychological damage and bet-
ter cognitive flexibility. Other previous study (24) had also
reported the similar finding that alcoholic patients with poor
insight were more depressed and anxious. In addition, patients
with good insight in this study seem to have less dysfunctional
family backgrounds. Even though these covariates were cor-
rected in this study, they may be potential factors related to
the outcome. 

Even though insight seems to be related to abstinence in
this study, it is needed to understand its relationships with
the other cognitive mechanisms that underlie alcohol depen-
dence. It is not clear how much insight is related to other psy-
chological factors that seem to predict better outcomes across
many studies. For more clear understanding of the exact role
and function of insight, additional studies are required to inves-
tigate whether insight is actually a causative factor on absti-
nence. Further in-depth studies are needed to know how the
insight of alcoholics is related to their motivation, compliance,
readiness to change and other behaviors related to recovery.
Better understanding of the process of insight improvement
can provide a clue to the development of effective strategies
for promoting insight. Clinicians could concentrate effort on
its growth if they would understand the dynamic process of
insight formation (25).

The limitations of this study include the absence of sexual
comparison, lack of research on additional changes in insight
level and environmental situation of the subjects during the
follow up period. The use of self-report information in the
assessment of drinking outcomes may be another limitation
of this study. Though insight state is found to be related to
abstinence results after treatment, additional study is needed
in other cultures and other population characteristics such
as sex, specific age, ethnicity and the like. 
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