The Motivation and Pleasure Scale—Self-Report (MAP-SR): Reliability

Available online at www.sciencedirect.com

SciVerse ScienceDirect

Comprehensive Psychiatry 54 (2013) 568574

Comprehensive -
PSYCHIATRY

S —
www.elsevier.com/locate/comppsych

and validity of a self-report measure of negative symptoms

Katiah Llerena®, Stephanie G. Park®, Julie M. McCarthy®, Shannon M. Couture®,

Melanie E. Bennett®, Jack J. Blanchard®*

2Department of Psychology, University of Maryland, College Park, MD 20742-4411, USA
YDepartment of Psychology, University of Southern California, 3620 South McClintock Ave., Los Angeles, CA 90089-1061, USA
°Department of Psychiatry, University of Maryland School of Medicine, 737 W Lombard ST, Baltimore, MD, 21201-1009, US4

Abstract

The Clinical Assessment Interview for Negative Symptoms (CAINS) is an empirically developed interview measure of negative
symptoms. Building on prior work, this study examined the reliability and validity of a self-report measure based on the CAINS—the
Motivation and Pleasure Scale—Self-Report (MAP-SR)—that assesses the motivation and pleasure domain of negative symptoms. Thirty-
seven participants with schizophrenia or schizoaffective disorder completed the 18-item MAP-SR, the CAINS, and other measures of
functional outcome. Item analyses revealed three items that performed poorly. The revised 15-item MAP-SR demonstrated good internal
consistency and convergent validity with the clinician-rated Motivation and Pleasure scale of the CAINS, as well as good discriminant
validity, with little association with psychotic symptoms or depression/anxiety. MAP-SR scores were related to social anhedonia, social
closeness, and clinician-rated social functioning. The MAP-SR is a promising self-report measure of severity of negative symptoms.

© 2013 Elsevier Inc. All rights reserved.

1. Introduction

Negative symptoms of schizophrenia are. associated with
poor functional outcome and are only minimally responsive to
antipsychotic medication. Research has shown that apf)roxi-
mately 28% to 36% of individuals with schizophrenia show
elevated negative symptoms [1], and they demonstrate worse
social and community functioning compared to those with
schizophrenia with lower levels of negative symptoms [1].
Such findings illustrate the critical importance of sound
assessment of negative symptoms. The Clinical Assessment
Interview for Negative Symptoms (CAINS) [2—-4] was
developed to address the limitations of existing measures of

* Corresponding author. Department of Psychology, University of
Maryland, College Park, MD 20742-4411, USA. Tel.: +1 301 4058438;
fax: +1 301 3149566.

E-mail addresses: kllerena@umd.edu (K. Llerena), sgpark@umd.edu
(S.G. Park), jmccarth@umd.edu (J.M. McCarthy), scouture@usc.edu
(S.M. Couture), mbennett@psych.umaryland.edu (M.E. Bennett),
jblancha@umd.edu (J.J. Blanchard).

0010-440X/$ — see front matter © 2013 Elsevier Inc. All rights reserved.
http://dx.doi.org/10.1016/j.comppsych.2012.12.001

negative symptoms [2,4—7] by going beyond indicators of
behavioral success (e.g., functional outcome). The CAINS
offers unique contributions to assessment with its emphasis on

. CAINS [8,
. [14] admi
- schizophrer
- Subscale (
- good intert
- the Experie
- validity. T
Expression
These fir
~ measure of
validity, th
: revised me
. deficits inn
' measure w:
- Self-Report
* should imp1
- symptoms s
. core deficits
~ functional i
- The curr
of the MAF
“nia and sc
. consistency
- and discrim
- SR would ¢
. significant
- Pleasure (M
“ no significa
- psychotic s
' between th
* measures, i
- self-reportex
~and clinici:
' functioning.
; were related

individuals’ internal experiences of motivation, drive, and
interest; inclusion of clear descriptive anchor points; and

provision of a comprehensive user’s manual and training

2. Methods

videos [2,8]. Additionally, the CAINS has good convergent

and discriminant validity and inter-rater reliability [8,9] across '
its two factor-derived scales measuring deficits in motivation

and pleasure (MAP) and expression (EXP).

There are many cases in which time precludes the use of
an extended interview for the assessment of negative
symptoms. A self-report measure would provide a time
efficient method for the initial identification of people with
elevated negative symptoms [10]. To this end, we sought to
evaluate a self-report version of the CAINS. The two-factor
structure of negative symptoms informed development,
where one factor reflects deficits in motivation and pleasure
(anhedonia, asociality, amotivation) and the other reflects
expressive deficits (blunted affect andalogia). This factor
structure has been identified in various clinical interviews
[11-13] and has been replicated in recent studies of the
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CAINS [8,9]. In a preliminary study, Park and colleagues
' [14] administered the CAINS-SR to 69 people with
- schizophrenia or schizoaffective disorder. The Experience
. Subscale (e.g., motivation, pleasure, asociality) showed
good internal consistency, good convergent validity with
the Experience domain of the CAINS, and good discriminant
validity. The internal consistency and validity of the
Expression subscale were less robust.
: These findings led to further refinement of the self-report
§ measure of negative symptoms. Due to poor reliability and
~ validity, the Expression items were removed, yielding a
- revised measure that focuses exclusively on self-reported
'~ deficits in motivation and pleasure. Given this new focus, the
- measure was renamed the Motivation and Pleasure Scale—
Self-Report (MAP-SR). Sharpening the focus of the measure
should improve its utility as a self-report measure of negative
symptoms since motivation and pleasure capture many of the
- core deficits of negative symptoms that are directly related to
- functional impairment [2].
The current study evaluated the psychometric properties

ve ® of the MAP-SR in a sample of outpatients with schizophre-
he B nia and schizoaffective disorder. We examined internal
y- § consistency, convergent validity with the CAINS interview,
of §¥ and discriminant validity. We hypothesized that the MAP-
al % SR would demonstrate (1) good internal consistency, (2) a
at ® - significant positive correlation with the Motivation and
2l B Pleasure (MAP) scale of the clinician-rated CAINS, and (3)

no significant correlations with clinician-rated depressive or
psychotic symptoms. We also explored the relationship
between the MAP-SR and other trait and functioning
measures, including associations between the MAP-SR,
L selfreported traits of social anhedonia and social closeness,
of & .. . . .

. and clinician-rated functional capacity and community

s functioning. We also examined whether MAP-SR scores

ig ¢ were related to gender and general cognitive ability.

d
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ss 2.1. Participants

m Participants were individuals with schizophrenia (n=33)

of or schizoaffective disorder (n=4) who were recruited from

o outpatient clinics affiliated with the University of Maryland—
Baltimore or the Baltimore Veterans Affairs Medical Center

:E | as part of a larger study investigating the psychometric

o i properties of the CAINS. Individuals with schizoaffective

o disorder were included to ensure a full range of symptoms

" ! and to increase external validity by representing the

r; population for which this instrument would be appropriate.

& Inclusion criteria were as follows: (1) diagnosis of

o schizophrenia or schizoaffective disorder, and (2) age

§ between 34 and 60 years. Exclusion criteria were as follows:
. (1) other DSM-IV Axis I diagnoses (except substance use
disorders), (2) substance dependence within the past
6 months, (3) substance abuse within the past month, (4)
history of significant head injury or mental retardation, (5)
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significant neurological disease, or (6) severe psychotic
symptoms or intoxication at time of assessment. Demo-
graphic and clinical characteristics of the sample are listed in
Table 1. Overall, the sample was 65% male and 84%
African-American with a mean age of 50.16 years (SD=
5.12). Participants endorsed low to moderate depression and
psychiatric symptoms. Mean estimated IQ for this sample
was in the low average range.

2.2. Procedures

Local institutional review boards approved study pro-
cedures. All participants provided informed consent. Partic-
ipants attended a single session, approximately 3—4 h in
length, in which they completed all study measures. All

Table 1
Demographic information and descriptive statistics for measures of
symptoms and cognitive functioning (N=37).

Mean (SD)
or percent
Age (years) 50.16 (5.12)
Gender
Male 64.9%
Female 35.1%
Race
White 10.8%
Black 83.8%
American Indian or Alaska native 2.7%
Multiracial 2.7%
Education 11.35 (1.74)
Marital status
Married 2.7%
~ Widowed 2.7%
Divorced/Separated 16.2%
Never married/single 78.4%
Receives disability
Yes 80.6%
No 19.4%
Has a paying job
Yes 19.4%
No 80.6%
Living arrangement®
Unsupervised, house 69.4%
Unsupervised, boarding house 2.8%
Supervised, halfway house 2.8%
Supervised, “Board and Care” or Community resident 25%
Diagnosis
Schizophrenia 89.2%
Schizoaffective—bipolar type 2.7%
Schizoaffective—depressive type 8.1%
BPRS
Positive symptoms 11.68 (5.70)
Agitation/mania 7.24 (1.89)
Negative symptoms 4.81 (2.45)
Depression/anxiety 6.51 (3.02)
CDSS 1.11 (1.88)
WTAR 85.04 (7.30)

BPRS=Brief Psychiatric Rating Scale, CDSS=Calgary Depression Scale
for Schizophrenia, WTAR =Wechsler Test of Adult Reading.
® Due to missing data, N=36.
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interviewers completed extensive training for all measures
(i.e., attended training workshops, rated videotaped in-
terviews to achieve a required reliability standard with gold
standard ratings, were observed administering interviews
prior to performing study assessments) and received regular
supervision to review videotaped assessments to discuss
administration and scoring. All participants received study
measures in the same order. The MAP-SR was completed
after the clinician-rated CAINS.

2.3. Measures

2.3.1. Diagnosis and symptom assessments

Diagnosis was established with the Structured Clinical
Interview for DSM-IV Axis I Disorders (SCID; [15].
Negative symptoms were assessed with the CAINS [2,8], a
13-item semi-structured interview. The CAINS has two
factors—Expression (EXP; four items) and Motivation and
Pleasure (MAP; nine items)—that have demonstrated good
internal consistency (a=0.88 for EXP, 0.74 for MAP),
test—retest reliability (#=0.69 for both scales), and inter-
rater reliability (average ICC=0.77 for EXP, 0.93 for
MAP) [9]. The CAINS demonstrates good convergent and
discriminant validity [9]. The Brief Psychiatric Rating
Scale (BPRS; [16,17] is a 24-item clinician-rated measure

Table 2
The Motivation and Pleasure Scale—Self-Report (MAP-SR) items.

that assesses clinical psychiatric symptoms (e.g., somatic
concern, suicidality, unusual thought content, suspicious-
ness) experienced over the previous week. Items are rated
on 7-point Likert scales ranging from 1 (not present) to 7
(extremely severe). Following the factor structure supported
by Kopelowicz and colleagues [18], subscale scores
(Positive Symptoms, Negative Symptoms, Agitation/
Mania, Depression/Anxiety) were utilized to assess the
current level of psychopathology. The BPRS is used
extensively in psychiatric research and has well-established
psychometric properties [16,19,20]. The Calgary Depres-
sion Scale for Schizophrenia (CDSS) ([21] is a nine-item
semi-structured interview that assesses depressive symp-
toms in schizophrenia. Items are rated on 4-point scales
ranging from O (absent) to 3 (severe), providing a total
score. The CDSS has been used extensively and has good
reliability and validity [22-25].

2.3.2. Self-report measures

The Motivation and Pleasure Scale—Self-Report (MAP-
SR) is an 18-item self-report version of the CAINS
Motivation and Pleasure subscale (see Table 2 for items).
Six items tap consummatory and anticipatory pleasure
related to social and recreational or work domains (e.g.,

Item

Anchors

Social pleasure

1. In the past week, what is the most pleasure you experienced from being with other people?
2. In the past week, how often have you experienced pleasure from being with other people?
3. Looking ahead to being with other people in the next few weeks, how much pleasure do you expect

you will experience from being with others?
Recreational or work pleasure

4. In the past week, what is the most pleasure you experienced from hobbies, recreation, or from work?
5. In the past week, how offen have you experienced pleasure from hobbies, recreation, or from work?
6. Looking ahead to the next few weeks, how much pleasure do you expect you will experience from your

hobbies, recreation, or work?
Feelings and motivations about close, caring relationships

7 When it comes to close relationships with your family members, how important have these relationships

been to you over the past week?

8. In the past week, I have chosen not to spend time with my family and would just as soon be alone.?
9. When it comes to having a close relationship with a romantic partner, how important has this

type of relationship been to you over the past week?

10. In the past week, I have chosen not to spend time with a romantic partner (or find a partner) and

would just as soon be alone.”

11. When it comes to close relationships with your friends, how important have these relationships been

to you over the past week?

12. In the past week, I have chosen not to spend time with my friends (or make friends) and would just as

soon be alone.?
Motivation and effort to engage in activities

13. In the past week how motivated have you been to be around other people and do things with them?
14. In the past week how much effort have you made to actually do things with other people?

0 (no pleasure)—4 (extreme pleasure)
0 (not at all)—4 (very often)
0 (no pleasure)—4 (extreme pleasure)

"0 (no pleasure)—4 (extreme pleasure)
0 (not at all)—4 (very often)
0 (no pleasure)—4 (extreme pleasure)

0 (not at all important to me)—4
(extremely important to me)

0 (not at all true of me)—4 (very true of me)
0 (not at all important to me)—4

(extremely important to me)

0 (not at all true of me)—4 (very true of me)

0 (not at all important to me)—4 (extremely
important to me)
0 (not at all true of me)—4 (very true of me)

0 (not at all motivated)—4 (very motivated)
0 (no effort)—4 (very much effort)

15. In the past week how motivated have you been to go to work or school or look for a job or class to take? 0 (not at all motivated)—4 (very motivated)
16. In the past week how much effort have you made to do things at work or school? (If you are not working 0 (no effort)—4 (very much effort)
or going to school, how much effort have you made to look for a job or go to school.)

17. In the past week how motivated have you been to do hobbies or other recreational activities?
18. In the past week how much effort have you made to actually do any hobbies or recreational activities?

0 (not at all motivated)—4 (very motivated)
0 (no effort)—4 (very much effort)

2 These items were dropped from the scale due to low item-total correlations.
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* “In the past week, how often have you experienced pleasure
. from being with other people?” and “Looking ahead to being
© with other people in the next few weeks, how much pleasure
. do you expect you will experience from being with others?”).
~ Six items tap feelings and motivations to be around family,
© romantic partners, and friends (e.g., “When it comes to
 relationships with your family members, how important have

- these relationships been to you over the past week?). The

remaining six items tap motivation and effort to engage in
activities (e.g., “In the past week how much effort have you
. made to do things at work or school? If you are not working
* or going to school, how much effort have you made to look

. for a job or go to school?”). All items are rated on a 5-point

. Likert scale; higher scores reflect greater pathology after

reverse scoring for items 8, 10, and 12. The Revised Social
Anhedonia Scale (RSAS) [26] is a 40-item true/false
measure that assesses trait levels of decreased pleasure
experienced from interpersonal sources. The RSAS has good

- validity and reliability, with coefficient alphas between 0.79

and 0.84 in both non-clinical and clinical populations [27,28]

- and high test—retest reliability over both 90-day and 1-year
periods in schizophrenia samples [27,29]. The Social
. Closeness Scale of the Multidimensional Personality Ques-
- tionnaire (MPQ) [30] is a 22-item, true/false, trait measure
 that reflects the following characteristics: sociable, values
~ close relationships, warm/affectionate, and welcomes sup-

port. It has been used extensively in studies of psychopa-
thology [27,31,32] and has good internal consistency with

 alphas exceeding 0.80 and good convergent validity using

both self-report and observer assessments [33].

' 2.3.3. Performance and functioning measures

The University of California, San Diego, Performance-

Based Skills Assessment—Brief Version (UPSA-B) [34] is a
- brief assessment of real-world functioning with two subscales
. —Communication and Financial—and has demonstrated

~adequate psychometric properties [34]. The Role Functioning

~ Scale (RFS) [35,36] assesses finctioning in the domains of

. Working Productivity, Independent Living/Self-Care, Family
- Relationships, and Social Network Relationships. Each

. domain is rated from 1 (very minimal functioning) to 7

* (optimal functioning); the total score ranges from 4 to 28. The

~ Wechsler Test of Adult Reading (WTAR) [37] asks re-

 spondents to read a list of 50 words. It is co-normed with the

w i Wechsler Adult Intelligence Scale (WAIS-IIT) and provides a
remey  reliable estimate of the full-scale IQ score.

234, Data analysis

Analyses were conducted to examine the reliability and

validity of the MAP-SR. First, item-level statistics were
. examined to determine internal consistency. Second, corre-

 lational analyses were conducted to examine the convergent
validity of the MAP-SR with the MAP scale of the CAINS

~and to examine the discriminant validity of the MAP-SR

- with measures of psychotic (BPRS) and depressive symp-

‘toms (CDSS). Third, a one-way ANOVA was used to

examine whether MAP-SR scores differed by gender, and
correlations between MAP-SR scores and WTAR scores
were examined to determine if cognitive ability was related
to MAP-SR scores. Finally, correlational analyses were
conducted between MAP-SR scores and social anhedonia
(RSAS), social closeness (MPQ Social Closeness Scale),
functional capacity (UPSA-B), and role functioning (RFS).

3. Results

3.1. Internal consistency

Cronbach’s alpha for the 18-item version of the MAP-SR
was a=0.87. When item statistics were reviewed, items 8,
10, and 12 showed the lowest item-total correlations (—0.26,
0.34, and 0.20 respectively). As a result, these items were
dropped from the scale; all remaining analyses  were
conducted using the remaining 15 items. The resulting 15-
item version of the MAP-SR showed excellent internal
consistency (Cronbach’s a=0.90).

3.2. Convergent and discriminant validity

Correlations between MAP-SR scores, CAINS ratings,
and ratings of other symptoms (BPRS, CDSS) are presented
in Table 3. MAP-SR scores were correlated with the
corresponding Motivation and Pleasure (MAP) subscale of
the CAINS (r=0.65, p<0.001) but were not correlated with
the interview-rated Expression scale (#=0.06, p=0.705).
MAP-SR scores were not correlated with positive symptoms
(r=0.11, p=0.505) or with BPRS depression/anxiety (r=
0.06, p=0.712). MAP-SR scores were moderately correlated
with BPRS agitation/mania (»=0.41, p=0.011). MAP-SR
scores were not correlated with CDSS depressive symptoms
(r=0.13, p=0.435).

To further examine the association between MAP-SR
scores and BPRS agitation/mania, partial correlations were
computed to examine the unique variance between the

Table 3
Convergent and discriminant validity: correlations between MAP-SR and
clinician-rated CAINS and non-negative symptoms.

MAP-SR

CAINS

MAP .65%*

Expression .06
CDSS 13 .
BPRS

Positive .11

Agitation/Mania A41*

Depression/Anxiety 06

MAP-SR=Motivation and Pleasure~Self-Report, CAINS =Clinical Assess-
ment Interview for Negative Symptoms, MAP=Motivation and Pleasure
Scale (in CAINS), CDSS=Calgary Depression Scale for Schizophrenia,
BPRS=Brief Psychiatric Rating Scale.

* Correlation is significant at the 0.05 level.

** Correlation is significant at the 0.001 Ievel.
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CAINS and MAP-SR subscales while eliminating the
variance from BPRS agitation/mania. When controlling for
BPRS agitation/mania, the relationship between self-report
and clinician-rated negative symptoms remained largely
unchanged (pr=0.60, p<0.001).

In addition to examining the association with symptoms,
we sought to determine whether MAP-SR scores differed by
gender and whether MAP-SR scores were related to
cognitive ability. There were no gender differences on
MAP-SR scores (p=0.12) and no significant associations
between MAP-SR scores and cognitive ability (WTAR) (r=
0.03, p=0.86).

3.3. Correlations with trait and functioning measures

Correlations between MAP-SR scores and social anhedo-
nia (RSAS), social closeness (MPQ Social Closeness Scale),
functional capacity (UPSA-B), and role functioning (RFS) are
presented in Table 4. MAP-SR scores were correlated with
RSAS social anhedonia (#=0.48, p=0.003) and MPQ social
closeness (r=0.57, p<0.001). Partial correlations were
computed to examine whether RSAS social anhedonia and
MPQ social closeness impacted the relationship between the
CAINS ratings and MAP-SR scores. When controlling for
social anhedonia and social closeness, the relationship
between MAP-SR scores and CAINS ratings remained largely
unchanged (pr=0.52, p=0.006).

MAP-SR scores were correlated with RFS social network
relationships (r=—0.36, p=0.03) but not with UPSA-B
functional capacity (total financial skills, »=—0.01, p=0.94;
total communication skills, »=—0.24, p=0.14).

4. Discussion

The current study examined the reliability and validity of
the MAP-SR, a self-report measure of deficits in motivation

Table 4

Correlations between MAP-SR and social anhedonia (RSAS), social
closeness (MPQ Social Closeness Scale), real-world functioning (UPSA-
B), and role functioning (RFS).

MAP-SR

RSAS A48**
MPQ Social Closeness ST
UPSA-B

Total financial skills -.01

Total communication skills —.24
RFS?

Social Network Relationships —-.36%

Family Network Relationships -.15

Independent Living/Self-Care =11

Working Productivity -.16

UPSA-B=University of California, San Diego, Performance-Based Skills
Assessment-Brief Version (UPSA-B), RFS=Role Functioning Scale.
Higher scores indicate greater functioning for RFS and UPSA-B scales.

* Correlation is significant at the 0.05 level.

** Correlation is significant at the 0.01 level.

# Due to missing data, N=36.
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and pleasure that are prominent features of negative
symptoms and represent the experiential deficits of this !

symptom domain. Excluding the assessment of the expres-

sion domain and focusing on MAP allow for the assessment
of core deficits of negative symptoms that are most directly
related to functional impairment [2]. Although the 18-item
. related to ¢

version of the MAP-SR demonstrated adequate internal

consistency, three items were excluded due to low item-total
correlations. This may be attributable in part to the way in
which these items were written—in the opposite direction of :
- that the ¢

other items—which may have confused participants. The 15-
item version showed excellent internal consistency.

The MAP-SR demonstrated good convergent validity
with clinician ratings' of motivation and pleasure (MAP) on
the CAINS. As expected, the MAP-SR was not correlated

self-report measures tapping social anhedonia and social
engagement. Our results using a self-report measure of MAP
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clinician-administered CAINS MAP subscale is significantly
related to social anhedonia and social engagement as
measured by the RSAS and the Social Closeness Scale [9].

tive symptoms. This suggests that the MAP-SR is meaning-
fully related to other measures of engagement and pleasure
derived from interpersonal sources yet has unique associa-
tions to negative symptoms not accounted for by other self-
report measures.

With regard to discriminant validity, the MAP-SR was

with the Positive Symptom or Depression/Anxiety sub-
studies investigating the clinician-administered CAINS

correlated with the Agitation/Mania subscale of the BPRS,
suggesting that self-report ratings of negative symptoms
may be influenced by agitation/mania. One .possible
explanation for this relationship is that symptoms associ-
ated with agitation/mania, such as distractibility, un-
cooperativeness, and motor hyperactivity could undermine
the experience of pleasure, motivation, and engagement in
social, recreational, or work activities. The association
between agitation/mania and the MAP-SR was not found in
our previous study [14], although results with the CAINS
showed that the clinician-administered CAINS MAP
subscale was modestly related to agitation as assessed by
the BPRS (»=0.18) [9]. In the current study, only 17% of
the variance in the MAP-SR was accounted for by
agitation/mania, and controlling for agitation/mania had
no impact on the strength of the association between self-
reported and clinician-rated negative symptoms. Future
studies should examine whether this unexpected association
with agitation/mania is replicable.
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In line with previous work [14], MAP-SR scores were not
differentially related to gender or general cognitive ability.
To expand on previous findings [14], we included
assessments of clinician-rated functioning to determine
whether self-reported negative symptoms are related to
clinician ratings of functional impairment. The MAP-SR was
related to social network relationships but was not related to

. other domains of community functioning. Functional

if capacity as assessed by the UPSA-B was not related to the

- MAP-SR. As expected, our results converge with findings

i
i

- that the clinician-administered CAINS subscales are not

directly related to functional capacity, or what one can do,

" butinstead are related to one’s actual community functioning
. as measured by the RFS [9]. Thus with respect to
- functioning, it appears that higher negative symptom scores

as measured by the MAP-SR are related to poorer current
social network relationships but not directly related to other

. aspects of functional impairment.
: This study had several limitations including a small .
sample size that precludes evaluation of how the MAP-SR

might function as a screening measure. Future research with
larger samples is needed to address issues such as the
sensitivity and specificity of the MAP-SR for identifying
individuals with high levels of negative symptoms. Larger
samples would also allow for examination of how the MAP-
SR performs. across diverse populations (e.g., younger
populations, ethnically diverse groups) and for assessment
of the possible effects of gender, age, and stage of the illness

- (e.g., first or early episode versus chronic). In addition,
- questions about the temporal stability of the MAP-SR were
* not addressed here and should be examined. Overall, the

MAP-SR’s convergent and discriminant validity indicates
that the MAP-SR shows promise as a self-report measure of
the severity of negative symptoms in schizophrenia.
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