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Abstract
To characterize predictors of impairment in research decision-making capacity, we undertook a direct
comparison of schizophrenia/schizoaffective (n= 52), medically ill (diabetic; n= 51), and non-ill (n=
57) subjects. Scores on the MacArthur Competence Assessment Tool for Clinical Research
(MacCAT-CR) were correlated with demographic variables and scores on the Positive and Negative
Syndrome Scale (PANSS), Mini-Mental State Examination (MMSE), and Short-Form-36 (SF-36).

Across diagnoses, cognitive capacity, physical functioning, and a diagnosis of mental illness had the
greatest impact on decision-making capacity, with level of education also having an impact. 69–89%
of schizophrenia/schizoaffective subjects attained MacCAT-CR subscale scores achieved by almost
all comparison (98–100%) and medically ill (94–100%) subjects. Positive, negative, and general
psychotic symptoms correlated with poorer scores. Prior research experience, number of queries used
during interview, and emotional functioning also predicted MacCAT-CR scores.

These data suggest that investigators and IRBs should consider a number of variables, many of which
reach across diagnoses, as they decide which populations and individual subjects may require more
intensive screening for decisional impairment or educational interventions to improve their abilities
to make capable decisions about research participation.
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1.1 Introduction
Recent empirical ethics research has underscored the similarities in decision-making capacity
between medically ill and mentally ill research subjects. To be sure, studies have demonstrated
a greater likelihood of decisional impairment among subjects with mental illnesses. However,
they also show substantial overlap between mentally ill and non-mentally ill groups, so that
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diagnostic category alone does not determine capacity status. There is also substantial overlap
between mentally ill and non-mentally ill subjects in other aspects of informed consent. For
example, motivation and willingness to participate in research are altruistic to a similar extent,
elements of therapeutic misconception are prevalent across diagnoses, and risk-benefit
assessments consider relevant personal experience in both groups (Appelbaum, 2004, 2006;
Appelbaum et al, 1999, 2004; Candilis et al, 2006; Dunn et al, 2006; Jeste et al, 2006; Lidz
and Appelbaum, 2002; Roberts et al, 2002, 2003). Although certain sub-groups of subjects
diagnosed with mental illness may be at higher risk of impairment, specific weaknesses of
those incapable of informed decisions, namely executive control dysfunction and cognitive
impairment, are not limited to those with any specific illness (Moser et al, 2002; Palmer et al,
2005; Royall et al, 1993; Royall, 2002; Stanley et al, 1981).

The debilitating nature of illness in general also raises concerns with the decision-making of
patients across diagnoses. Patients with diseases ranging from HIV and cancer to chronic
illness, for example, may be affected by desperation and strong trust in their physicians
(Fureman et al, 1997; Kodish et al, 1991; Logue and Wear, 1995; Minogue et al, 1995). Because
diagnosis is not an adequate basis on which to expect limitations on the capacity to give
informed consent, investigators and institutional review boards (IRBs) can benefit from
information on factors beyond diagnosis that identify subjects at increased risk for impaired
capacity. Appropriate remedies can then be devised, from more intensive screening to better
educational efforts.

To further characterize predictors of impairments in capacity across diagnostic groups, we
undertook a direct comparison of the decision-making of schizophrenia/schizoaffective
disorder subjects, medically ill, and non-ill comparison subjects. We hypothesized that there
would be substantial overlap in the capacities of the groups, and that cognitive capacity,
education, psychosis, quality of life measures, research experience, length of illness and view
of prognosis would affect decision-making. We anticipated that demographic factors such as
ethnicity and sex would have no influence.

1.2 Methods
1.2.1 Subjects

Fifty-two mentally ill subjects were recruited from three sites: 45 stable patients from two
Massachusetts state hospitals, and 7 outpatients from a site with greater expected ethnic
diversity. Massachusetts state hospitals serve seriously and persistently ill patients, who had
an average length of stay of 353 days during the years of subject recruitment. Subjects
responded to announcements at community meetings or were approached through their
physicians, who identified them as diagnosed with schizophrenia or schizoaffective disorder
and capable of completing the interview. Subjects followed identical consent procedures as
the diabetic subjects described below. All 52 subjects met DSM IV-R diagnostic criteria for
either schizophrenia or schizoaffective disorder by clinical interview and/or chart review. The
diagnoses of inpatient subjects who were not known to the principal investigator were
confirmed with treating psychiatrists and clinical teams. Diagnoses of outpatient subjects were
confirmed by accompanying family members or clinicians present who knew the subjects. The
length of their illness varied from 1.0 to 42.0 years (mean = 16.79, sd = 11.89, median = 15
years). Demographic information is presented in Table 1.

Fifty-one medically ill subjects were recruited from a single medical school diabetes clinic
whose physicians gave permission for their patients to be approached. Subjects were diagnosed
with Type 1 or Type 2 diabetes mellitus, and were identified by their physicians as capable of
completing a 45-minute interview. Patients approached by their own physicians were clearly
instructed that they could refuse and that refusal would not affect their care. Refusal rates and
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debriefing suggested strongly that subjects were not unduly influenced. The length of their
illness varied from 0.1 to 47 years (mean = 17.0, sd = 9.54, median = 16.0 years).

Fifty-seven comparison subjects not being actively treated for any acute or chronic condition
were recruited from the mental health staff of the state hospitals. This was a group likely to
match patients in certain demographic characteristics (namely age, education, and ethnicity).

Twenty-three mentally ill subjects (30.7% of those approached) and seven comparison subjects
(10.9%) refused the authors’ requests for interviews. Diabetes clinic staff reported eight
diabetic subject refusals (13.6%).

There were no significant differences between the groups in sex, completion of college
education, ethnicity, or length of illness. This was not unexpected because researchers made
specific efforts to match groups in the major demographic categories. Diabetic subjects were
not significantly older than comparison subjects but were older than subjects diagnosed with
schizophrenia/schizoaffective disorder (p ≤ .05 per Tukey’s HSD follow-up tests of contrasts;
F(2,157)=5.80, p=.004). Mentally ill subjects scored significantly lower on the Mini-Mental
State Examination (MMSE) than the other groups (F(2,152)=5.91, p=.003). This is consistent
with clinical and research expectations when comparing groups with schizophrenia and those
without. Their mean score on the Positive and Negative Syndrome Scale (PANSS) was 64.6,
(sd = 14.94, median = 62; above average impairment in the PANSS instrument’s original
normative sample).

Subjects were informed that a number of questionnaires would be administered after discussion
of a hypothetical drug trial, and that they would be paid ten dollars for their participation. All
provided written informed consent. The study was approved by both university and Department
of Mental Health IRBs.

1.2.2 Measures
All subjects received the MacArthur Competence Assessment Tool – Clinical Research
(MacCAT-CR), an instrument designed to assess decision-making capacity and adapted to the
elements of a specific research protocol (Appelbaum and Grisso, 2001). MacCAT-CR
administration involves disclosure of information about the study that subjects are being asked
to consider, in this case a hypothetical medication trial, followed by questions that assess
understanding, appreciation, reasoning, and choice. The hypothetical trial, designed for
outpatients, involved random, blinded exposure to a new antibiotic for sore throat versus an
established treatment; risks included those of blood draw and non-life-threatening side effects
of the drug. The inability to guarantee direct benefit was explained as well. An antibiotic trial
was chosen so that subjects might draw on a common treatment experience. It followed the
design of mainstream protocols identified by colleagues conducting antibiotic research.

Specific rules for follow-up probing were developed. Interviewers were allowed to use up to
five probes for each question. These involved repeating language from established MacCAT
probes or feeding back the subjects’ responses when answers were unclear. A repeated
disclosure was permitted in the appreciation sub-section when subjects did not recall the study’s
lack of primary benefit to the subject. This departure from the usual MacCAT-CR procedure
was designed to maximize subject performance.

The principal investigator (PC) conducted all but seven of the assessments and trained a co-
investigator (CG) in use of the instrument. After observation of two interviews, the co-
investigator interviewed four subjects with the principal investigator present, the surveys were
scored independently, and any differences discussed. Interrater reliability scores were derived
from eleven interviews, the four interviewed by the co-investigator and scored independently
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by the two raters, and audiotapes of seven interviews by the principal investigator. Seven of
the PI’s interviews were reviewed for consistency by the one of the authors (PA), who co-
developed the instrument.

For inter-rater reliability, interviewers attained an intraclass correlation of .87 on the MacCAT-
CR Appreciation subscale (scored 0–6 points). For the Reasoning subscale (scored 0–8), inter-
rater reliability measured by the intraclass correlation was .74.

For the Understanding subscale (scored 0–26), rate of agreement rather than intraclass
correlations was used to assess reliability because ratings ranged over the same 3 scores – 24,
25, and 26 – for both raters. The two raters agreed on 8 of the 11 scores on the Understanding
subscale, a 72.7% agreement rate, with 2 of the disagreements differing by only one point, and
the third differing by two.

Raters agreed on 10 of the 11 ratings on the Choice subscale (scored 0–2), for a 90.9%
agreement rate, with the one disagreement differing by one point. Therefore, in this study there
appears to be good interrater reliability on the subscales of the MacCAT-CR.

Subjects also completed the SF-36 (Short Form-36) health-related quality-of-life instrument
(Ware and Sherbourne, 1992), the MMSE (Mini-Mental State Examination, Folstein et al,
1975), PANSS (Positive and Negative Syndrome Scale, mentally ill subjects only; Kay et al,
1987), and a background information form asking about prior research experience, length of
illness, and view of prognosis. These instruments were completed at the same encounter as the
capacity assessment, in the same order for all subjects, and by the same unblinded interviewer.

1.2.3 Analysis
Statistical analyses were conducted using SPSS Version 13.0. Differences between groups on
categorical data were analyzed using chi-square tests or Fisher’s exact probability test.
Differences between groups on ordinal or continuous data were analyzed using one-way
analysis of variance (ANOVA) followed by Tukey Honestly Significant Differences (HSD)
tests of contrasts between all pairs of groups. Multivariate predictors of scores on Appreciation,
Reasoning, and Understanding were examined using stepwise linear regression analyses. For
these analyses, indicator variables were created for group membership, with the comparison
group used as the reference group. It was not feasible to examine multivariate predictors of
scores on Choice because 95.6% (153) of the 160 scores were the highest possible. Because
of the number of significance tests, we used a more conservative significance level of .005.

In each regression analysis, the following variables were allowed to attempt to enter the
equation: age, gender, perceived prognosis, length of illness, scores on the MMSE, t-scores on
the SF-36 scales, and level of education.

1.3 Results
1.3.1 Diagnosis and MacCAT-CR scores

Subjects diagnosed with schizophrenia/schizoaffective disorder scored lower than the other
two groups on all subscales (Table 2). For the purpose of comparison, cut-offs were set at the
level attained by at least 98% of control subjects. 76.9% of mentally ill subjects scored 23 or
above on the 26-point Understanding subscale (achieved by 98.2% of comparison subjects and
93.9% of diabetic subjects; Fisher’s exact p < .001 comparing mentally ill subjects to the other
two groups combined).
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80.8% of mentally ill subjects scored 6 or more points on the 8-point Reasoning subscale
(achieved by 100% of comparison subjects and 100% of diabetics; Fisher’s exact p < .001
comparing mentally ill subjects to the other two groups combined).

69.2% of mentally ill subjects scored 4 or more points on the 6-point Appreciation scale
(achieved by 98.2% of comparison subjects and 98.0% of diabetics; Fisher’s exact p < .001
comparing mentally ill subjects to the other two groups combined).

And 88.5% of mentally ill subjects scored 2 out of 2 points on the Choice subscale (achieved
by 100% of comparison subjects and 98.0% of diabetics; Fisher’s exact p < .001 comparing
mentally ill subjects to the other two groups combined).

Diabetic subjects scored comparably with comparison subjects on all subscales but
Appreciation, where they scored lower than the comparison group.

The more probes necessary for any subject to answer a question fully, the lower the scores on
Appreciation, Understanding, and Reasoning (Appreciation r=−.55, p<.001; Understanding r=
−.67, p<.001; Reasoning r=−.60, p<.001). There was no significant correlation with Choice
scores because of the relatively few subjects who scored 0 or 1 point out of 2 (t(6.17)=1.51, p=.
18).

1.3.2 Bivariate Associations Between MacCAT-CR and Demographic Variables
MacCAT-CR scores were not significantly associated with age, ethnicity, sex, or number of
years ill. Level of education was significantly correlated with scores on the Understanding (r
= .33, p < .001), Appreciation (r = .35, p < .001), and Reasoning scales (r = .25, p = .002)
among all groups considered together, as well as among mentally ill subjects (r with
Understanding = .37, p < .01, r with Appreciation = .41, p < .01, and r with Reasoning = .28,
p < .05). At the same time, level of education was significantly correlated only with
Understanding (r = .305, p < .05) among the comparison group, and was significantly correlated
only with Appreciation (r = .315, p < .05) among the diabetic group.

Prior research experience was associated with higher Appreciation scores among all groups
taken together (Mean if had prior research = 5.61,SD = 1.06, n = 49; Mean if no prior research
= 5.03, SD = 1.50, n = 110; Mann-Whitney U z = −2.89, p = .004), but not separately – although
the trend was in the same direction.

For all groups taken together, higher MMSE scores (greater cognitive capacity) correlated with
higher Understanding, Appreciation, Reasoning, and Choice scores (Table 3). Higher MMSE
scores among mentally ill subjects correlated with higher Understanding, Appreciation, and
Reasoning subscales of the MacCAT-CR. There were no significant correlations between
MMSE and MacCAT-CR scores among the other two groups when examined separately.

PANSS subscale scores for mentally ill subjects correlated strongly with lower MacCAT-CR
scores: with Positive Symptoms correlating with lower Appreciation (r = −.42, p ≤ .0005) and
Reasoning (r = −.48, p = .001); Negative Symptoms correlating with lower Understanding (−.
70, p ≤ .0005) and Appreciation ( r = −.56, p ≤ .0005); General Symptoms correlating with
lower Understanding (r = −.71, p ≤ .0005), Appreciation (r = −.55, p ≤ .0005), Reasoning (r =
−.57, p ≤ .0005), and Choice (r = −.41, p = .005); and Anergia scores correlating with lower
Understanding (r = −.41, p = .005). Higher PANSS Composite scores (a negative number)
correlated with higher MacCAT-CR Understanding (r = .43, p = .003).
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1.3.3 SF-36 Scores
For all subjects regardless of group, higher SF-36 scores on Physical Functioning and Role-
Emotional correlated significantly with higher scores on MacCAT-CR Understanding (r = .32,
p < .001, and .31, p < .001, respectively), Appreciation (r = .35, p < .001, and .30, p < .001),
and Reasoning (r = .31, p < .001, and .24, p = .003). The MacCAT-CR subscales did not
correlate significantly at the Bonferroni-adjusted significance level of .005 with any of the
other SF-36 subscales. Only two of the remaining correlations attained a p-level of less than .
05: SF-36 scores on Role-Physical correlated .19 (p < .02) with MacCAT-CR Understanding
and .21 (p < .01) with MacCAT-CR Appreciation.

When analyzed by group, scores of comparison subjects showed no significant correlations
with any SF-36 or MacCAT-CR scales. Among subjects with schizophrenia/schizoaffective
disorder, the significant correlations were those between SF-36 Physical Functioning and
MacCAT-CR Understanding (r = .45, p < .001), Appreciation (r = .54, p < .001), and Reasoning
(r = .44, p < .001). There was a significant correlation between Role-Emotional and
Understanding among diabetic subjects (r=.44, p=.002).

1.3.4 Stepwise Regressions
The final models for the stepwise regression of MacCAT-CR scales on other variables are
shown in Table 4. In all final models, three variables – MMSE scores, SF-36 Physical
Functioning scores, and schizophrenia/schizoaffective diagnosis – accounted for 57% of the
variance in MacCAT-CR scores in Understanding, 48% of the variance in Appreciation, and
37% of the variance in Reasoning. Higher MMSE and physical functioning scores were
associated with higher scores on each scale; while a diagnosis of schizophrenia/schizoaffective
disorder was associated with lower scores. The standardized regression coefficients indicate
that cognitive functioning was the most important predictor of decision-making scores (Beta
= .63 when predicting Understanding, .51 when predicting Appreciation, and .40 when
predicting Reasoning). Physical functioning was least important among the three factors when
Appreciation (Beta = .18 vs −.28 for schizophrenia/schizoaffective diagnosis) and Reasoning
(Beta = .16 vs −.30 for schizophrenia/schizoaffective diagnosis) were the outcomes, while
demonstrating an impact on Understanding similar to that of a diagnosis of schizophrenia/
schizoaffective disorder (Beta = .18 and −.17, respectively).

Since mentally ill patients differed significantly from the other two groups on their average
MMSE scores (Table 1), hierarchical regression analyses were conducted predicting MacCAT-
CR Appreciation, Reasoning, and Understanding. In these regressions, the three variables that
formed the final stepwise regression models were entered one at a time, first entering SF-36
Physical Functioning scores, then MMSE scores, and finally the dummy variable indicating
whether or not the subject was mentally ill. As indicated by the column labeled “R2 Change”
in Table 5, after entering SF-36 Physical Functioning into the equation, MMSE accounted for
39.3% of the total variance when predicting Understanding, 27.6% of the variance when
predicting Appreciation, and 18.0% of the variance when predicting Reasoning (all significant
at < .001). With the other two variables in the equation, schizophrenia/schizoaffective disorder
accounted for 3.7% of the total variance when predicting Understanding, 8.5% of the variance
when predicting Appreciation, and 9.7% of the variance when predicting Reasoning (all
significant at or below .001). Thus, although diagnosis remained significant after accounting
for the other two variables, physical functioning and MMSE added prominently to the
prediction of MacCAT-CR scores.
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1.4 Discussion
In this direct comparison of schizophrenia/schizoaffective, medically ill, and non-ill subjects,
cognitive capacity, physical functioning, and a diagnosis of mental illness had the greatest
impact on decision-making capacity. These influences were most evident among subjects
diagnosed with schizophrenia/schizoaffective disorder. Nonetheless, mental illness was not
the only source of difficulty for our subjects. Overall, cognitive capacity and physical
functioning both contributed to decision-making scores even after adjusting for diagnosis.
Level of education also made a substantial impact on diverse elements of decision-making.
These data suggest that investigators and IRBs should consider these variables as they decide
which populations and individual subjects may require more intensive screening or education.

Impaired cognition is well-recognized as a limitation to the research participation of
Alzheimer’s, other geriatric, and neurology subjects, but its primacy among this study’s
predictors of poor decision-making underscores its importance as a risk factor independent of
diagnosis. Although the MMSE is not a comprehensive assessment of cognitive functioning it
is a well-established screen indicating here that cognition must be considered in capacity
assessment, regardless of group.

The impact of physical health on research decision-making is an important health-related
correlation across diagnostic groups, indicating that the effects of such impairment may
appropriately be considered a barrier to adequate decisional capacity. Emotional health may
also play a role. The recognition that health-related quality of life influences patient treatment
decisions as well as clinician treatment choices provided the context for exploring its effects
on research decision-making (Cohen et al, 2002; Ko et al, 2002; Maynard et al, 2003). The
SF-36 has since shown correlations to elements of the therapeutic misconception – an important
element of research decision-making (Appelbaum et al, 2004). Further research will be
important to confirm that physical limitations in particular are an identified vulnerability for
research subjects. That length of illness had no discernible effect on decision-making scores
offers some hopeful data on the vulnerability of chronically ill patients in general. As may be
expected, prior research experience appears to correlate with better appreciation for the
differences of research from clinical care. A larger sample of sub-groups should establish
whether the trends among different populations match those of the group analyzed here as a
whole.

The capacity of 69–89% of schizophrenia/schizoaffective subjects to attain decision-making
scores achieved by most comparison and medically ill subjects is an important reminder of the
capacities of subjects with even significant mental illness. Nonetheless, mentally ill subjects
demonstrating psychotic symptoms will require attention to both the positive and negative
thought processes that affect their decision-making. Although negative symptoms and
cognitive functioning have received recent attention as correlates of research decision-making,
positive symptoms such as hallucinations and conceptual disorganization have been part of the
literature since the inception of studies using the MacArthur tools (Grisso et al, 1997; Carpenter
et al, 2000; Dunn et al, 2006). The conduct of consent interviews may have a particular impact
here, as the greater number of queries needed to clarify subjects’ thinking may identify those
needing more time or information during consent discussions.

Medically ill and comparison subjects scored comparably on all decision-making subscales,
except Appreciation. This supports earlier research that finds few differences in the capacities
of non-ill and medical populations (Appelbaum and Grisso, 1997). The discrepancy in
Appreciation (lower in diabetic subjects) appears to be an artifact of scoring guidelines: 8 of
51 diabetic subjects lost points for neglecting to mention that they could receive usual treatment
if they withdrew from the research – a requirement of the scoring rules. Yet diabetic subjects
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generally offered more complete responses to Appreciation questions – recognizing levels of
research uncertainty more completely than other respondents – from “research is about
improving things in general,” “I could benefit in the future,” to “doctors are scrutinizing
responses to medicines closely in research.”

Conducted with subjects considering a single protocol, the study overcomes limitations of
earlier studies that used multiple protocols and multiple interviewers. The use of a hypothetical
protocol, however, invites replication with subjects entering actual research studies. Clinical
assessments of capacity by blinded interviewers may also help to clarify the relevance of these
group comparisons to the individual assessments of clinical researchers. Moreover, stable
inpatients, although severely mentally ill, may not be as unstable as acutely ill subjects entering
research protocols.

Cognition, education, and psychosis remain important factors in decision-making capacity, but
future research should consider that physical and emotional functioning may also have an effect
among different populations. Regardless of diagnosis, common vulnerabilities should
encourage the continued attention of investigators and IRBs to the full range of variables
affecting research decision-making.
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Table 2
MacCAT-CR Scores for the three groups.

MacCAT-CR Scale Schiz/SchizoAff Disorder Comparison Subjects Diabetes Test of Overall and
Pair-wise Group

Differences

Understanding (0–26 points) n = 52 n = 57 N = 49 Overall: Kruskal-
Wallis χ2(2) = 22.34,

p < .001*.
 Mean (SD) 22.42 (6.03) 25.46 (1.16) 25.47 (1.42) Mental Illness vs

Diabetes: Mann-
Whitney U z = −4.14,

p < .001*.
 Median 25 26 26 Mental Illness vs

Non-ill: Mann-
Whitney U z = −3.66,

p < .001*.

Appreciation (0–6 points) n = 52 n = 57 N = 51 Overall: Kruskal-
Wallis χ2(2) = 29.82,

p < .001*.
 Mean (SD) 4.35 (1.91) 5.81 (0.64) 5.43 (0.90) Mental Illness vs

Diabetes: Mann-
Whitney U z = −2.90,

p < .004*.
 Median 5 6 6 Mental Illness vs

Non-ill: Mann-
Whitney U z = −5.28,

p < .001*.
Diabetes vs Non-ill:

Mann-Whitney U z =
−3.11, p < .002*.

Reasoning (0–8 points) n = 52 n = 57 N = 51 Overall: Kruskal-
Wallis χ2(2) = 25.38,

p < .001*.
 Mean (SD) 6.50 (2.31) 7.77 (0.54) 7.82 (0.43) Mental Illness vs

Diabetes: Mann-
Whitney U z = −4.18,

p < .001*.
 Median 7 8 8 Mental Illness vs

Non-ill: Mann-
Whitney U z = −4.04,

p < .001*.

Expressing a Choice (0–2
points)

n = 52 n = 57 n = 51 Overall Kruskal-
Wallis χ2(2) = 9.72, p

< .01.
 Mean (SD) 1.83 (0.51) 2.00 (0) 1.98 (0.14) Mental Illness vs

Diabetes Mann-
Whitney U z = −1.94,

p < .052.
 Median 2 2 2 Mental Illness vs

Non-ill. Mann-
Whitney U z = −2.62,

p < .009.

*
Difference is significant at a .005 level.
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Table 3
Correlations of MMSE with MacCAT-CR Scales.

MacCAT-CR Understanding MacCAT-CR Appreciation MacCAT-CR Reasoning MacCAT-CR
Expressing a

Choice

Among All Subjects
.687 .597 .488 .267

MMSE ≤.0005* ≤.0005* ≤.0005* .001*
151 153 153 153

Among Mentally Ill Subjects
.802 .718 .547 .262

MMSE ≤.0005* ≤.0005* ≤.0005* .083
45 45 45 45

*
Correlations significant at a .005 level.
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Table 5
Hierarchical linear regression analyses.

Cummulative R2 R2 Change F P

Predicting MacCAT-CR Understanding
SF-36 Physical Functioning .106 .106 F(1,147) = 17.36 < .001
MMSE .499 .393 F(1,146) = 114.60 < .001
Schiz/SchizoAff diagnosis .536 .037 F(1,145) = 11.62 .001

Predicting MacCAT-CR Appreciation
SF-36 Physical Functioning .125 .125 F(1,149) = 21.34 < .001
MMSE .402 .276 F(1,148) = 68.34 < .001
Schiz/SchizoAff diagnosis .487 .085 F(1,147) = 24.44 < .001

Predicting MacCAT-CR Reasoning
SF-36 Physical Functioning .096 .096 F(1,149) = 15.90 < .001
MMSE .276 .180 F(1,148) = 36.70 < .001
Schiz/SchizoAff diagnosis .373 .097 F(1,147) = 22.85 < .001
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