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Abstract

Introduction.—Performance-based assessments of social skills have detected impairments in
people with severe mental illness and are correlated with functional outcomes in people with
schizophrenia and bipolar disorder. The most common of these assessments, the Social Skills
Performance Assessment (SSPA), has two communication scenarios and items measuring both
social competence and appropriateness. As real-world competence and appropriateness appear
to have different correlates, we hypothesized that SSPA Items measuring competence and
appropriateness would be distinct and have different correlations with other outcomes.

Methods.—We aggregated data from 557 people with schizophrenia, 106 with bipolar disorder,
and 378 well controls from 4 separate research studies. All participants were assessed with both
SSPA scenarios and other performance based and clinician-rated measures. A single expert rated
the SSPA interactions for competence and appropriateness while blind to participant diagnoses.

Results.—Participants with bipolar disorder and schizophrenia performed more poorly on every
item of the SSPA than healthy controls. Items measuring social competence and appropriateness
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in communication were intercorrelated across scenarios, as were elements of socially competent
communication, although the items measuring competence did not correlate substantially with
appropriateness. Items assessing social competence, but not social appropriateness, correlated with
better cognitive and functional performance and residential and financial independence.

Discussion.—Social competence and social appropriateness were distinct elements of
performance-based social skills with potential differences in their functional correlates. As
both social competence and appropriateness impact functional outcomes, improvement in the
measurement and treatment of appropriate communication seems to be an important goal.

1.0

Introduction

Impaired social functioning is a common feature of severe mental illness that poses
significant real-world consequences, such as unemployment (Depp et al., 2010; Morgan

& Gopalaswamy), difficulty building and maintaining stable relationships (Fett et al., 2011),
reduced community functioning (Couture et al., 2006), aggression and violence (Jones &
Harvey, 2020), and poor quality of life (Penn et al., 1997). Individuals with schizophrenia
and bipolar disorder demonstrate social deficits (Depp et al., 2010; Patterson et al., 2001;
Sitzer et al., 2008), although those with schizophrenia typically demonstrate more impaired
social functioning (van Liempt et al., 2017).

Social dysfunction is also a potential indicator of vulnerability to developing severe mental
illness, as evidenced by a positive association between worse premorbid function and

an increased risk of developing psychosis in individuals with schizophrenia and bipolar
disorder (Cannon et al., 1997). Additionally, social impairment persists during periods of
affective and psychotic symptom remission, framing social impairment as a stable feature
of severe mental illness (Bae et al., 2006; Bauwens et al., 1991). Thus, like neurocognition
and performance of nonsocial everyday skills, social functioning deficits are not limited to
period of symptomatic exacerbation in either schizophrenia or bipolar disorder.

Social functioning is a product of multiple factors, including skills such as social cognition
(Bae et al., 2010; Kalin et al., 2014) and social competence (Orpinas, 2010), the presence

of certain negative symptoms (Robertson et al., 2014), psychotic symptoms (Harvey et al.,
2019) and social appropriateness (Wykes & Stuart, 1986). Social competence is “knowledge
and skills for functioning n his or her community or social environment” (Orpinas &

Horne, 2006, p. 108) and is necessary for individuals to perform daily life tasks, acquire
and maintain employment, build effective interpersonal relationships (Bustillo et al., 2001),
and achieve overall success (Owens et al., 2010). Social appropriateness or acting in
accordance with social norms (Wykes & Stuart, 1996) requires knowledge of social norms
in combination with sufficient social cognitive skills to predict the impact of one’s behavior
on others and the self-control to conform behavior accordingly (Frith & Corcoran, 1996).
Failure to conform to social norms can manifest as disruptive, aggressive, or intrusive
behavior (Wykes & Stuart, 1996) and is likely to be exacerbated during periods of psychotic
or mood symptoms. Individuals with schizophrenia have been reported to have greater
challenges in understanding the viewpoint of those affected by a social norm violation than
in their specific knowledge of social norms (Mazza et al., 2007).

Schizophr Res. Author manuscript; available in PMC 2024 February 09.
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Social competence and social appropriateness have previously been combined in the
performance-based measurement of social skills. For example, the Social Skills Performance
Assessment (SSPA) is a commonly used measure of social behavior that includes items
measuring both social competence and social appropriateness (Patterson et al., 2001). Adults
with schizophrenia and bipolar disorder consistently demonstrate impairment on the SSPA
(Depp et al., 2010; Patterson et al., 2001; Sitzer et al., 2008), with participants with
schizophrenia typically performing worse (Mahmood et al., 2018). The contributions of
social competence versus social appropriateness to performance and diagnostic differences
in SSPA performance are unclear. Patterson and colleagues (2001) reported that individuals
with schizophrenia and schizoaffective disorder demonstrated impairments compared to well
controls in all items in the SSPA, other than social appropriateness. On the other hand, Sitzer
and colleagues (2008) report that middle-aged and older individuals with schizophrenia
performed significantly worse than controls on every item of the SSPA, including social
appropriateness. Adolescents with bipolar disorder rated their social skills performance

as significantly worse than healthy controls on all scales of the Maston Evaluation of

Social Skills with Youngsters assessment except for social appropriateness (Goldstein

et al., 2006), although their parents rated them as impaired on all subscales, including

social appropriateness. Thus, the diagnostic and functional significance of appropriateness
measured with performance-based strategies is an unsettled question.

Performance on the SSPA, previously examined as a single global score, has been reported
to have several correlates. SSPA performance has been reported to be associated with
working memory, executive functioning, and letter fluency, as well as everyday functional
skills measured by the UPSA (Bowie et al., 2008; Mahmood et al., 2018; McClure et al.,
2007). Total scores on the SSPA also correlate with real-world milestones reflecting social
function, such as economic and residential independence in individuals with schizophrenia
(Bowie et al., 2008; 2010; Silberstein et al., 2018) and bipolar disorder (Bowie et al., 2010;
Depp et al., 2010). However, previous research has suggested that the two scenarios of

the SSPA, an instrumental task (dealing with a landlord) and a social task (introducing
oneself to a new neighbor) may themselves have different cognitive correlates (Moore

et al., 2016). Thus, an item-level examination of the SSPA across the two different
scenarios offer promise for potentially delineating diagnostic differences and correlates of
social competence and appropriateness across cognitive, functional capacity, and everyday
outcomes domains.

In this large sample (N>1,000) of participants with schizophrenia, bipolar illness, and
healthy controls, we performed item-level analyses of social competence and social
appropriateness. We hypothesized that there would be differences in both social competence
and social appropriateness across diagnostic groups, with the greatest impairments in
participants with schizophrenia. We further hypothesized that items measuring social
competence would be correlated with performance-based measures of cognition and
functional capacity and functional outcomes, such as being financially independent

and living independently. We finally hypothesized that social competence and social
appropriateness would be distinct, as other studies have suggested that hostility and
aggression co-aggregate with appropriate behavior and paranoid symptoms (Jones &
Harvey, 2020; Pinkham et al., 2011), possibly due to alterations in threat perception (Green
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and Phillips, 2004). In addition to the large sample size, another unique feature of this study
is the aggregated database of SSPA scores’ basis on the ratings of a single, blinded rater,
who rated all the participants in this study remotely while unaware of diagnosis, clinical
state, or any other information about the participants.

2.0 Methods

2.1 Participants

For these analyses, data from four studies conducted in multiple geographic areas

were aggregated. All studies contributed data from participants with schizophrenia; two
contributed information from participants with bipolar disorder; and two studies included
healthy controls. Diagnoses for all studies were based on structured diagnostic interviews
and consensus procedures, and healthy controls were confirmed to not meet criteria for an
axis- | psychotic disorder or major depression.

2.11 Suffolk County Mental Health Project.

Participants were recruited from the 12 inpatient facilities in Suffolk County, NY (pop 1.3
million). All participants provided written informed consent at the initial (1990-1995) and
subsequent assessments. Approval was obtained annually from the Stony Brook University
IRB. Inclusion criteria at study entry consisted of individuals aged 15-60 years, residing

in Suffolk County NY;, and psychosis not due to a medical condition; exclusion criteria
consisted of a psychiatric hospitalization more than six months before the index admission,
more than borderline intellectual disability (1Q < 70), incapacity to provide informed
consent, and being a non-English speaker. The Structured Clinical Interview for DSM-1V
(SCID; Spitzer et al., 1990) was administered at all in-person assessments (Bromet et al.,
2011). Based on the SCIDs, medical record information, and interviews with significant
others, longitudinal DSM-IV consensus diagnoses were reached by study psychiatrists

for each participant (Bromet et al., 2011). This report used the final study diagnosis to
categorize participants with schizophrenia/schizoaffective disorder and bipolar disorder.

Never-psychotic participants were recruited in 2012-2014 using random digit dialing and
matched to cases on zip code, age, and gender. Exclusion criteria were lifetime history

of psychosis or psychiatric hospitalization (Melthorst et al. 2017). Cognitive performance,
psychiatric symptoms, and functioning were collected corresponding to the 20-year follow-
up of the clinical participants and 5-year follow-up of well controls.

2.12 Social Cognition Psychometric Evaluation (SCOPE).

The data come from Phases 3 and 5 of the SCOPE study (Pinkham et al., 2018), a

multisite study performed at the University of Miami Miller School of Medicine (UM
phases 3 and 5), Southern Methodist University (SMU: phase 3), the University of Texas at
Dallas (Phase 5), and the University of North Carolina at Chapel Hill (Phase 5). At UM,
patients were recruited from both the Miami VA medical Center and Jackson Memorial
Hospital-University of Miami Medical Center. At SMU and later at UT Dallas, patients were
recruited from Metrocare Services, a non-profit mental health services provider organization
located in Dallas County, Texas. UNC patients were recruited from the Schizophrenia

Schizophr Res. Author manuscript; available in PMC 2024 February 09.
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Treatment and Evaluation Program (STEP) in Carrboro, NC, and the Clinical Research Unit
(CRU) in Raleigh, NC. Participants were stable outpatients diagnosed with schizophrenia
or schizoaffective disorder (n’s=179 and 218) and healthy controls (n’s=104 and 154). At
all sites, healthy controls were recruited via community advertisements. All participants
provided written informed consent, and IRBs at each site approved this study.

Patients were required to have a DSM-1V diagnosis of schizophrenia or schizoaffective
disorder, with this diagnosis confirmed by clinical interview utilizing the SCID Psychosis
Module (First et al., 2015) and the MINI International Neuropsychiatric Inventory (MINI;
Sheehan et al., 1998) In addition to a DSM-IV diagnosis of schizophrenia or schizoaffective
disorder, patients had to be on a regular medication schedule for at least six weeks with no
dose changes for at least two weeks. Patients also could not have been hospitalized in the
past two months. A local consensus procedure was used to generate final diagnoses.

To ensure that the healthy controls did not have a history of significant psychopathology,
they were also interviewed for the presence of major Axis | or Il disorders. Exclusion
criteria for both groups included: 1) presence or history of pervasive developmental disorder
or mental retardation (defined as 1Q<70) by DSM-IV criteria, 2) presence or history of
medical or neurological disorders that may affect brain function (e.g., seizures, CNS tumors,
or loss of consciousness for 15 minutes or more), 3) the presence of sensory limitation
including visual (e.g., blindness, glaucoma, vision uncorrectable to 20/40) or hearing
impairments that interfere with assessment, 4) no proficiency in English, 5) presence of
substance abuse in the past month, and 6) the presence of substance dependence not in
remission for the past six months.

Introspective Accuracy in Schizophrenia and Bipolar disorder.

This study was conducted at UT Dallas, UM, and the University of California San Diego.
Diagnostic methods and procedures were the same as for the SCOPE study, except for using
DSM-5 criteria for the mental health diagnoses.

2.2 Assessments

2.21 Social Skills Performance Assessment (SSPA).—The SSPA is a widely used
performance-based assessment. It includes two scenes, one that involves the participants
introducing themselves to a new neighbor and one that involves the participants requesting
their landlord to fix a leak after the landlord had previously agreed to fix the leak but had
never completed the task. There are six items common to both scales: interest, fluency,
clarity, focus, overall conversation, and social appropriateness. As the second interaction is
instrumental, there are two additional items: negotiation ability and persistence. All items
are rated on a five-point (1-5) scale, with one as the lowest and five as the highest score.
Audio-recordings of SSPA interviews conducted at all sites were sent to a central rater who
rated all the audio-recordings without having any other information about the participants.
There is an additional item, appearance, which could not be rated with this strategy.

2.22 Cognition and Functional Capacity.—Although participants in these studies
were rated with various measures, there was an overlapping subset of cognitive tests that are
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presented in the current paper. These include the Maryland Letter-Number Sequencing Test,
Trail-making part A, Animal fluency, and the USCD Performance-Based skills assessment
(UPSA-B). As reported previously, processing speed and working memory measures
commonly account for most of the variance in composite scores of neuropsychological
performance in participants with schizophrenia and bipolar disorder (Keefe et al., 2006;
Harvey et al., 2016).

2.23 Everyday Functioning Ratings.—All participants were rated on two everyday
functional outcomes, including whether they lived independently versus a supported
residence and whether they were personally responsible for their living expenses through
some productive activity or were completely supported by disability compensation, relatives,
or other public assistance. These ratings were based on a comprehensive interview at the
time of the assessment, supplemented by reports of informants for all the SCZ and BPI
participants. In order increase the validity of the information, participants were asked to
provide specifics of their residential and employment status, including current and prior
employers as well as the residential arrangements (who owns the residence? how much do
you pay to live there?).

2.3 Data Analyses

All data analyses were conducted via SPSS (IBM Corp. Released 2019. IBM SPSS
Statistics for Windows, Version 26.0. Armonk, NY: IBM Corp). To determine whether
SSPA performance in the samples derived from the different studies should be examined
separately or combined, we compared the four performance-based variables (3 cognitive
and the UPSA-B) and the 14 SSPA variables across the different sources of the participants
in the three diagnostic groups using t-tests or one-way Analyses of variance (ANOVAS).
Subsequent analyses addressed the relative magnitude of diagnostic differences in items
indexing social competence and social appropriateness and the intercorrelations of these
SSPA items, as well as their correlations with the 4 performance-based assessments. One-
way analysis of variance compared the SSPA variables and Pearson correlations were used
to examine the associations of the SSPA variables with the other outcome variables. We
compared the prevalence of the two everyday functioning outcomes (financial responsibility
and residential independence) between groups with Chi-square tests. For analyses regarding
the everyday functioning correlates of social competence and social appropriateness, we
combined with items measuring social competence into a single scale by summing the item
scores and used t-tests to compare the two functioning groups across the social competence
and social appropriateness scores. In a final analysis, we related age and sex to the 14 SSPA
items using t-tests to examine sex effects and Pearson correlations for age effects.

3.0 Results

Table 1 presents descriptive information for the research participants. As shown in the table,
the Suffolk County participants were older (because they were seen at a 25-year follow-up)
and included fewer minorities.

Schizophr Res. Author manuscript; available in PMC 2024 February 09.
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3.1 Group Differences in Performance-Based Measures

In the comparison of the healthy controls across the SCOPE and SCMHP samples, only
one of the 14 SSPA variables differed significantly between the groups, scene 1 social
appropriateness, t (377) =2.08, p=.038. There was also a significant difference in animal
naming performance across the two samples, with SCOPE HC performing better, t (377)
=2.96, p=.003. For the bipolar participants, in SCMHP and IA studies, not one of the 18
t-tests was significant, all t<1.19, all p>.24. For the schizophrenia patients in SCOPE, IA,
and SCMHP, there were two SSPA variables that differed significantly between the groups,
persistence and overall argument, F (2,519) =5.22 and 5.25, p=.006. The other 12 variables
did not differ. Trail making test part A performance was also different between the groups,
F (2,519) =10.76, p<.001. The combined SSPA competence items for scene 1 did not differ
across the sites for the participants with schizophrenia, F (2,519) =0.96, p=.39 and the
scene 2 total score for the competence items was significant, but only at a nominal level: F
(2,519) =2.03, p=.046. Given that 3/42 differences in SSPA performance were significant,
we decided to analyze the diagnostic groups on a combined basis across sites.

Figure 1 presents group differences in SSPA ratings, as standard scores with the

heathy controls set to 0. For all ratings, participants with schizophrenia scored the
lowest. Supplementary table 1 presents means and standard deviations and more detailed
descriptions of statistical tests. Group differences were significant, based on the one-way
ANOVA, for all items other than social appropriateness for scene 2. Tukey HSD follow-
up tests indicated that schizophrenia participants performed more poorly than healthy
controls on all items in scene 1 and all items in scene 2 other than social appropriateness.
Bipolar patients performed equivalently to healthy controls and better than schizophrenia
participants on all scene 1 items other than focus, where their performance did not differ
from that of the participants with schizophrenia, and social appropriateness, where they
scored worse than the healthy controls and equivalently to participants with schizophrenia.
For scene 2, the results were similar in that the bipolar participants scored better than the
schizophrenia participants on all items other than focus.

T-tests were used to compare males and females on the different SSPA items, using the
Bonferroni correction and setting the p value at .05/14=.003. Even with the conservative
criterion we found that female participants performed received higher scores on interest,
fluency, and clarity for scenes 1 and 2, as well as persistence and overall argument for scene
2. In contrast to the sex effects, there were no significant correlations between age and any
of the 14 SSPA variables, all r<.06, all p>.08.

Performance and group differences in cognitive and functional capacity measures are
presented in Table 2. The participants with schizophrenia scored worse than the healthy
controls on all variables. Participants with bipolar disorder performed worse than healthy
controls on letter-number span and UPSA-B but showed no differences on the trail making
test part A and animal naming. Participants with schizophrenia were least likely to live
independently or to be financially responsible, with bipolar participants being more likely to
live independently and to be financially responsible, but still less likely than healthy controls
to meet both milestones.

Schizophr Res. Author manuscript; available in PMC 2024 February 09.
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3.2 Correlations

We calculated intercorrelations of the competence measures for the two SSPA scenes across
the entire sample. We created an average for the competence items within each scene
because the intercorrelations for the competence items in scene 1 ranged from r=.54 to
/=.83, all p<.001 and the corresponding intercorrelations for scene 2 ranged from r=.27

to r=.57, all p<.001. We correlated the two appropriateness items, the two competence
subscales and the other performance-based items and presented the results in Table 3.
Correlations between the two social competence average scores and all the performance-
based measures were significant at p<.001. In contrast, the correlations between social
appropriateness scores and all performance-based measures were non-significant. The two
social competence average scores were significantly correlated across the two scenes, as
were the two items for social appropriateness.

Our final analysis compared the residential and financial milestones across the social
competence and social appropriateness variables (table 4). There were statistically
significant differences for social competence in both scenes 1 and 2 for both residential
and financial independence. In contrast, socially appropriate behavior did not differ as a
function of milestone achievements.

4.0 Discussion

We hypothesized that performance-based items measuring social competence would differ
between participants with schizophrenia, bipolar disorder and healthyOcontrols and these
predictions were confirmed. Participants with schizophrenia had the lowest scores across

all these items and bipolar participants manifested several impairments compared to healthy
controls. Differences in social appropriateness were considerably less evident, but there

are potential biases that are involved in these analyses. Performance on items measuring
social competence was correlated consistently with performance on cognitive and functional
capacity measures, as well as predicting real-world functioning, while items measuring
appropriateness were not. This is consistent with previous research highlighting correlations
between SSPA total scores and neurocognitive performance (Bowie et al., 2008; Depp et
al., 2010, Mahmood et al., 2018; McClure et al., 2007) and functional status (Patterson

et al., 2001) in individuals with serious mental illness. The findings that items measuring
competence and appropriateness were generally not correlated with each other, while being
intercorrelated within domains, also suggests that these two dimensions of social abilities
may be distinct, as we had hypothesized. There were sex differences in many of the social
competence items, with this finding replicating research on social skills in the general
population (e.g., Joseph, 2000) and psychiatric populations (Tamminga, 1997).

Consistent with previous studies, we found diagnostic differences on the other performance-
based assessments and real-world outcomes. Impairments in social appropriateness are a
common feature of schizophrenia, particularly during a period of psychotic exacerbation,
and may be associated with other real-world outcomes, such as legal repercussions of
violent or indecent behavior. The differential correlations between real-world outcomes

and performance-based outcomes and social competence vs. appropriateness are consistent
with previous research that suggests disruptive and unskilled social behaviors may have

Schizophr Res. Author manuscript; available in PMC 2024 February 09.
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different determinants. As socially appropriate behavior is an important target for clinical
attention, it seems important to develop performance-indices of social appropriateness that
have reduced ceiling effects. The original role play assessment from which the SSPA was
adapted, the Maryland Assessment of Social Competence (MASC; Bellack et al., 2006),
had a scale for “social norm violation” which was replaced in the SSPA with the single
item social appropriateness assessment. For the worst performing group, participants with
schizophrenia, the mean scores on the appropriateness items across the scenes differed from
the HC by .04 and .13 points on a five-point scale. This is a likely an underestimate of true
differences in social appropriateness between these samples.

The current study has several limitations. As this is a pooled database, there were clear
demographic differences among the samples that likely originate from differences in source
populations and from the cross-sectional versus longitudinal differences in study design.
Only overlapping performance-based assessments could be employed and other measures
might have better correlations with appropriateness, including measures of social cognition
which were not administered in all samples. As the appropriateness index is only a single
item, this alone could also be adversely impacting the psychometric characteristics in
addition to potential ceiling effects. The lack of correlation of social appropriateness with
other variables is likely impacted by ceiling effects, although the two social appropriateness
items across scenes correlated at a level that shared 16% variance. Cost of living differences
can impact independence in residential status, but Long Island, Miami-Dade County, Dallas,
and San Diego do not have marked variance in the cost of living compared to more

rural areas. All ratings were done from audio recordings. The single rater method can be
viewed as both a strength and a weakness, in that inter-rater reliability is not possible

to examine. As video technology has improved markedly in ease of use over the time

period that these studies were conducted, later studies should consider this approach,

even though ethical considerations may be more substantial in terms of transmission of
video information. Finally, generally clinically stable populations would be expected to
have increased appropriate behavior and it is known that clinical symptoms impact social
outcomes, perhaps through influences on socially appropriate behavior (e.g., Galderisi et al.,
2014; Harvey et al., 2019). Thus, the ceiling effects in patient populations might be less in
more symptomatic groups.

Conclusions.

Performance based assessments of social competence showed diagnostic differences and
correlations with performance and real-world outcomes. Current assessments of social
appropriateness in the SSPA appear to have ceiling effects and may require some
modification to increase sensitivity. As performance-based measures of social competence
were broadly correlated with functional outcomes, the importance of treatment of social
competence deficits is underscored. Given the correlations with cognitive performance and
functional capacity of the social competence measures, additional interventions aimed at
cognitive enhancement, such as computerized cognitive training, may assist in generating
more rapid gains in social competence and, eventually, improvement in social outcomes.

Schizophr Res. Author manuscript; available in PMC 2024 February 09.
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SSPA Items for Participants with Bipolar Disorder and Schizophrenia
Compared to Healthy Controls

PERFORMANCE ACROSS SSPA ITEMS IN Z-SCORES
COMPARED TO HEALTHY CONTROLS
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Fig. 1.
Performance on SSPA items for both scenes separated by diagnosis.
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Table 2
Performance on SSPA Measures by Diagnosis
SCZ (N=521) BPI (N=90) HC (N=378) F p d
M SD M SD M SD
Scene 1
Interest 3.83 1.00 443 .73 449 .67 68.81 .000 .985
Fluency 4.20 .73 465 .55 467 .53 63.84 .000 .887
Clarity 4.30 .78 471 .56 483 .43 78.19 .000 1.233
Focus 4.24 .93 436 .68 458 .62 19.24 .000 .548
Overall conversation 382 94 438 .77 444 66 64.74 .000 .939
Social appropriateness  4.80 .55 484 54 493 .32 7.50 .001 .30
Scene 2
Interest 4.05 .61 443 55 433 51 3441 .000 .745
Fluency 4.46 .69 4.88 .40 487 .37 63.86 .000 1.135
Clarity 4.61 .64 491 .28 492 .32 43.12 .000 .969
Focus 473 .67 476 .56 492 .32 1325 .000 .594
Negotiation 3.08 128 374 121 381 115 40.66 .000 .635
Persistence 3.22 112 378 119 394 107 47.62 .000 .673
Overall conversation 3.04 116 360 125 375 109 4495 .000 .651
Social appropriateness  4.83 .54 474 73 487 .38 2.37 .094 342
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Table 3

Functional and Other Performance-Based Outcome by Diagnosis

SCZ (N=521)  BPI (N=90) HC(N=378) F p d

M SD M SD M SD
Trail Making Part A 39.85 1759 29,53 11.32 31.06 12.04 4529 .000 .857
Letter-Number Sequencing 11.77 417 13.03 3.28 14.09 351 39.74 .000 .661
Animal Naming 18.65 6.96 23.08 9.68 23.71  9.50 4464 .000 532
UCSD Performance-Based Skills Assessment-Brief!  69.73  14.84  78.93 1207 8593 964 7347 .000 1.680

N % N % N % xl) P
Living Independently 456 82.0 94 895 363 973  50.78 .000
Financially Responsible 320 57.7 68 64.8 340 90.9 120.35 .000

J'Note HC in SCOPE did not do the UPSA-B, so the n of HC=114
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Table 4

Intercorrelations of Variables

LNS AN UPSA sC1

Trail Making Part A (TMT) -38 -34 -33 -.28
Letter-Number Sequencing (LNS) -- 41 47 .36
Animal Naming (AN) -- -- 31 .32
UCSD Performance-Based Skills Assessment-Brief (UPSA) - - -- -- 42

Social Competence Scene 1 (SC1) -- -- -- .-
Social Competence Scene 2 (SC2) -- -- -- --
Social Inappropriate Scene 1 (IN1) -- -- -- -

SC2
-.23
31
.28
.34
.56

IN1

.07
.02
.05
31
19

IN2
.09
.01
.04
.00
.09
.10
40
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