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Introduction: Research on prediction and prevention of
schizophrenia has increasingly focused on prodromal (pre-
psychosis) social and role dysfunction as developmentally
early, stable, and treatment-resistant illness components.
In this report, 2 new measures, Global Functioning: Social
and Global Functioning: Role, are presented, along with
preliminary findings about psychometric properties and
course of social and role (academic/work) functioning in
the prodromal phase of psychosis. Methods: Subjects in-
cluded 69 participants from the Recognition and Preven-
tion program and 52 from the Center for the Assessment
and Prevention of Prodromal States. Ages ranged from
12 to 29 years, and all met criteria for Attenuated Positive
Symptom syndrome. Retrospective (past year) and baseline
data are reported for all 121 prodromal subjects and for 44
normal controls (NCs). Prospective follow-up data are
reported for a subsample of patients reevaluated at both
6 and 12 months (N 5 44). Results: For both scales, inter-
rater reliability was high, and preliminary data supported
construct validity. Relative to NCs, prodromal individuals
displayed impaired social and role functioning at baseline.
Analyses of change over time indicated that role func-
tioning declined over the year before ascertainment and
improved over 12-month follow-up, presumably with treat-
ment. Social impairment, by contrast, was constant across
time and predicted later psychosis (P 5 .002). Discussion:
Using 2 new global measures, social functioning was found
to be a stable trait, unchanged by treatment, with consider-
able potential to be a marker of schizophrenia. Role func-
tioning, by contrast, may be a more direct barometer of

clinical change and may be responsive to treatment and
environmental change.
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Introduction

Schizophrenia involves profound social and occupational
deficits that substantially limit prognosis and long-term
recovery. Social and occupational functional disabilities
are widely reported to be rooted in early development, to
be associated with neurocognitive deficits and negative
symptoms, and to appear to be largely independent of
positive (ie, psychotic) symptoms. Prospective high risk,
birth cohort, and first-episode studies of schizophrenia1–6

have consistently reported preillness social and academic
difficulties. For example, findings from the British birth
cohort studies indicate a range of early social difficulties
(eg, preference for solitary play, social anxiety, and lack
of confidence) as well as low educational test scores in
preschizophrenic individuals as young as 7 and 11 years
of age.1,2 Prospective genetic high-risk projects have also
consistently reported similar social and academic deficits
in the adolescent offspring of parents with schizophre-
nia.3,4Morerecently,astudyofrecent-onsetschizophrenia
patients reportedthatdifficulties inmaintainingsocialnet-
works predated first hospitalization,6 further supporting
functional deficits as long-standing traits.

Inaddition, findingsfromstudiesofadult schizophrenia
patients indicate that functional outcome is more directly
related to neurocognitive deficits and negative symptoms
than to positive symptoms.7–11 In support of this view, a
number of recent clinical trials have indicated that even
with a major decrease in positive symptoms, antipsychotic
medicationoften has little impact on thepatient’s ability to
function independently in community, social, or occupa-
tional domains.12–14 The results of these treatment studies
suggest that performance in the functional domains is in-
dependent of psychosis and tends to be medication resis-
tant once illness has become chronic.
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Such findings have converged to suggest that interven-
tion should be initiated as early as possible, optimally prior
totheonsetof illness,atapointwheresocial,academic,and
occupational skills are acquired and solidified—typically
considered to take place during adolescence and early
adulthood.15 This has, in turn, highlighted the importance
of the schizophrenia prodrome, a phase of rapid develop-
mental change during which a range of early behavioral,
cognitive, and clinical difficulties are hypothesized to
emerge, many of which may still be remediable. Consistent
with this view, Cornblatt et al16 have proposed a neurode-
velopmental model in which impaired social and academic
functioning during adolescence are considered to be core
components of a biological susceptibility to schizophrenia
and thus important targets of early intervention.

Although still a relatively new field, research has thus
far demonstrated that the prodromal phase of illness is a
clinical entity that is detected reliably17 and is associated
with an elevated risk for subsequent schizophrenia (rang-
ing from 20% to 40% within a 1- to 2-year follow-up pe-
riod16,18–20). Consistent with developments throughout
the field of schizophrenia, prodromal researchers have
only recently recognized the critical importance of the
functional domains. As a result, there is a relative absence
of functional measures specifically appropriate for the
prodromal phase of illness. Research with chronic adult
patients has tended to use a variety of measures that do
not necessarily apply to the more subtle deficits charac-
terizing prodromal youth. Of particular concern, the
social functioning scales most commonly used in adult
research tend not to address the unique social issues that
occur in adolescence (eg, peer acceptance, dating, etc21).
Alternatively, theGlobalAssessmentofFunctioningScale
(GAF)22,23, a widely used global scale, has been shown to
have a number of psychometric problems24–26 and may be
too confounded with psychiatric symptom severity to shed
light on developmentally specific functioning.

A major example of the need for prodromal functional
measures was provided during the construction of the
NorthAmericanProdromalLongitudinalStudy(NAPLS)–
federated database.27 As part of the initial procedures fol-
lowed to establish a common database across 8 prodromal
studies,asurvey(B.A.C.andA.A.dataavailableonrequest)
was made of functional measures used across participating
sites. Major differences were found in virtually all aspects of
the measures used. For example, type of instrument varied
greatly, ranging from lengthy, detailed interviews28,29 and
self-report measures30,31 to brief clinician-rated scales.32

In addition, these measures varied in targeted age range
and domains covered, with measures developed for adults
not typically appropriate for use with adolescents and
vice versa. Measures developed for specific age ranges are
particularly problematic for prodromal research, which
coversabroaddevelopmentalperiodfromearlyadolescence
throughyoungadulthood.Asaresult, to facilitateconstruc-
tion of the NAPLS database, 2 new functional measures

were designed to meet the 5 criteria, including the need to
(1) incorporate detailed anchors appropriate for capturing
subtle prodromal difficulties, (2) cover the age range typical
of the prodromal phase (from mid-adolescence through
youngadulthood), (3) disentangle social from role function-
ingdomains, (4)detectchanges infunctioningovertime,and
(5) provide brief and easy to use clinician ratings.

The new measures, referred to as the Global Function-
ing: Social (GF: Social33) and the Global Functioning:
Role (GF: Role34) scales, provide clinician rated single
overall scores designed along the lines of the GAF Scale
and the Social and Occupational Functioning Assess-
ment Scale (SOFAS26). However, the new GF scales dif-
fer substantially from both the GAF and the SOFAS in
that they represent parallel (one targeting social, the
other role) well-anchored scales that take age and phase
of illness into account. In addition, the GF scales prevent
combining unequal levels of functioning and avoid con-
founding functioning with psychiatric symptoms. Both
scales can be used to summarize already existing informa-
tion or as stand-alone interviews. The aims of the current
study are to introduce these new measures and to report
early findings resulting from their use in 2 ongoing prodro-
mal studies. In thesections to follow, the interrater reliabil-
ity of both the GF: Social and Role scales will be presented,
and baseline levels of functioning, changes over time, and
association with subsequently emerging psychosis will be
described.

Methods

The data presented in this report were collected at 2 dif-
ferent sites: (1) The Recognition and Prevention (RAP)
program at The Zucker Hillside Hospital of the North
Shore-Long Island Jewish Health System, New York,
and (2) the Staglin Music Festival Center for the Assess-
ment and Prevention of Prodromal States (CAPPS) at the
Semel Institute for Neuroscience and Human Behavior at
the University of California Los Angeles. Both the RAP
and CAPPS programs are longitudinal studies focusing
on the research and treatment of adolescents and young
adults who are considered to be in the prodromal stages
of psychosis. Both research groups are members of
NAPLS,27 and the samples included here partially overlap
with those included in the NAPLS consortium–federated
database. The current study is a direct outgrowth of a
NAPLS survey indicating the need to develop prodromal
appropriate measures for social and role functioning, as
discussed previously. This task was undertaken by mem-
bers of the RAP and CAPPS research teams working
collaboratively with the RAP group responsible for devel-
opment of the social functioning scale and CAPPS for de-
veloping the role functioning scale. Both scales underwent
a complex process of development and refinement. First,
within the global scale framework, anchors were de-
veloped based on clinical expertise and previous research
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emphasizing that social isolation and poor academic
achievement are widely observed early warning signs of
later illness. The GF: Social scale was originated by
A.M.A. (a senior clinician in the RAP program), and
theGF:RolescalebyT.D.C. (directorofCAPPS).Second,
each scale was then refined within each site (GF: Social by
B.A.C. and C.W.S. and GF: Role by T.N. and C.E.B.).
Third, the 2 scales were exchanged between the CAPPS
and RAP programs, and anchors were further revised
based on input from both sites. Fourth, the resulting GF
scalesweredistributedtotheothermembersof theNAPLS
consortium, all highlyexperienced prodromal researchers,
for consensus on content validity and other feedback, and
additional content modifications were made. Fifth, both
scales were then used to rate the data that had already
been collected using more traditional measures in the
RAP and CAPPS programs. It should be noted that the
already existing data in the RAP and CAPPS studies did
not enter into the initial scale development and that the
current study represents the first step in validating these
new GF scales. The analyses presented here therefore
provide both functional data for the prodromal samples
as well as a preliminary assessment of the psychometric
properties of the 2 scales.

Subjects

The data included in this study were collected from 69
RAP and 52 CAPPS participants, all between the ages
of 12 and 29 years. All participants were treatment seek-
ing. Participants in both research projects were referred to
the programs by affiliated outpatient and inpatient psy-
chiatry departments, local mental health providers,
school psychologists or counselors, or were self-referred.
Written informed consent (or assent if under age 18 years)
was obtained from participants and from parents (for sub-
jects under age 18 years), and the Institutional Review
Boards at the respective facilities approved all procedures.

Information from informants (parents or key family
members) was obtained for all participants in the RAP pro-
gram and for 86% of CAPPS participants (informants were
not included if patients over age 18 years refused informant
participation). Participants were excluded from the study if
they met Diagnostic and Statistical Manual of Mental Dis-
orders,FourthEdition (DSM-IV) (1994)criteriaforanAxisI
schizophrenia-spectrum diagnosis, such as schizophrenia,
schizoaffective disorder, schizophreniform disorder, or
delusional disorder. Additional exclusion criteria include
lack of reasonable fluency in English to allow valid, stan-
dardized application of the assessment instruments; the
presence of a medical or neurological disorder that could
affect brain functioning, drug or alcohol abuse (CAPPS
only) or dependence (RAP and CAPPS) within the past 6
months; or an estimated IQ below 70. Axis I diagnoses
(lifetime and current) were assessed via semi-structured in-
terview using the Kiddie Schedule for Affective Disorders

and Schizophrenia35,36 or the Structured Clinical Interview
for DSM-IV Axis I Disorders37 for CAPPS participants
aged 15 years or over. IQ was assessed with Vocabulary
and Block Design subtests of the Wechsler Adult Intelli-
gence Scale, Revised38, and Wechsler Intelligence Scale
for Children, 3rd Edition39 in the RAP Program, and
with the Wechsler Abbreviated Scale of Intelligence40 in
the CAPPS program.

All subjects included from both sites met criteria for At-
tenuated Positive Symptom (APS) prodromal syndrome,
the syndrome most typically considered to reflect the pro-
dromal or clinical at-risk state, according to the Scale of
Prodromal Symptoms (SOPS41,42). Meeting APS criteria
requires that at least 1 of 5 attenuated positive symptoms
(ie, unusual thoughts, suspiciousness, grandiosity, per-
ceptual abnormalities, and conceptual disorganization)
be rated in the moderate to severe range (ie, each positive
symptom is scored 0–6, scores of 3–5 indicate a ‘‘prodro-
mal’’ rating; a score of 6, psychosis). High interrater reli-
ability both for individual SOPS items and prodromal
diagnosis has been previously reported for both the
RAP and CAPPS programs individually43,44 and across
all 8 NAPLS sites.27

In addition to 2 APS groups, 44 normal controls (NCs)
(25 RAP, 19 CAPPS) were included as a reference point
to evaluate the extent of the prodromal functional deficits
at baseline. Demographic characteristics for both patient
groups and the combined NC sample are presented in
table 1. Both prodromal patients and NCs are generally
in mid- to late adolescence, of average to somewhat above
average intelligence, ethnicallydiverse,andtendtobemale
(except for the normal control group, which has more
females). Parents of participants are well educated, and
more than half of the parents of each sample are college
graduates. As indicated in table 1, RAP subjects are signif-
icantly younger, have a lower mean IQ (although still
within the average range), and have parents with a lower
overall educational level than either CAPPS or the com-
bined NC group. As will be discussed below, of these var-
iables,onlyage is related toeither social orrole functioning
for any of the subject groups.

Measures

In both the RAP and CAPPS programs, comprehensive
clinical, neuropsychological, and biological measures are
administered at baseline. The primary focus of this article
is on 2 newly developed measures: the GF: Social and
GF: Role scales. Four other traditional clinical assess-
ments have also been included for comparison purposes:
SOPS ratings on the Positive, Negative, Disorganized,
and General Symptom Scales; the GAF included with
the SOPS; the Premorbid Adjustment Scale (PAS); and
the Strauss-Carpenter Outcome Scale (SCOS).

GF: Social and Role Scales. Each of the new GF scales
is presented in full in Appendices 1 and 2, along with
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optional probes for use during an interview. The scales
were developed to be complementary to each other and
thus adhere to the same metric, broadly derived from the
traditional GAF format. For both scales, scores range
from 1 to 10, with 10 indicating superior functioning and
1representingextremedysfunction.Bothscalesalso include
focused, detailed anchor points for each rating interval to
increase reliability. Finally, both scales have been designed
to be used by experienced clinicians, either to summarize
other previously collected data or as a direct interview
guided by the accompanying probes. Because the GF scales
were developed well after preliminary data were collected
in both projects, the data presented in this study were de-
rived frompreviouslyconducted interviewsandotheravail-
able information. This rating strategy proved to be quite
effective in that virtually no missing data were reported
for either the RAP or CAPPS projects, or for any of the
other NAPLS sites that usedthese measures torecode avail-
able baseline data27. In addition, preliminary data collected
from both the RAP and CAPPS sites indicate that both
scales can be used effectively as brief direct interviews.

Each scale generates 3 scores: lowest level of func-
tioning in the past month (referred to as ‘‘current func-
tioning’’) as well as lowest level and highest level of
functioning reported over the past year.

GF: Social. The GF: Social scale assesses quantity and
quality of peer relationships, level of peer conflict, age-
appropriate intimate relationships, and involvement with
family members. Emphasis is placed on age-appropriate
social contacts and interactions outside of the family,
with a particular focus on social withdrawal and isolation.
Interactions limited only to family members automatically

restrict scores to thelowerrangefrom1to3.Toillustrate:an
adolescent between 16 and 18 years of age with both casual
and close friends, who is dating, but has difficulty resolving
peer conflict would receive a GF: Social rating of 7, which
represents mild problems in social functioning. By contrast,
an adolescent of a similar age with no close friends, who
is combative with peers and has infrequent contact with
family members would received a score of 4, reflecting a
major impairment in social functioning. The scale is rated
regardlessofetiologyofsocialdysfunctionorlevelofclinical
symptomatology.

GF: Role. The GF: Role scale anchor points refer to
performance in school, work, or as a homemaker, de-
pending on age. In addition to age appropriateness,
ratings are based on demands of the role, level of inde-
pendence or support provided to the individual (moving
from fully independent to increasing need for monitoring
and guidance), and the individual’s overall performance
in the role given the level of support. For example, an
adolescent in a regular public school setting with grades
of D or higher or who maintains good performance
(grades of C or higher) in regular classes with some min-
imal accommodations (eg, extra time on tests) would be
rated as a score of 7 (mild problems in role functioning).
A young adult who is failing all classes in mainstream
school or functioning adequately with major support
(eg, special education, therapeutic school) would be given
a score of 4 (major impairment in role functioning).

Additional Measures

As indicated, 4 additional clinical assessments, routinely
included in the RAP and/or CAPPS baseline clinical

Table 1. Demographics

RAP APS
(n = 69)

CAPPS APS
(n = 52)

NC (Combined)
(n = 44) Test P

Age Mean (SD) 15.96 (1.98) 17.28 (3.80) 17.00 (2.63) F2,162 = 3.64 .03
Estimated IQ Mean (SD) 100.75 (16.34) 107.02 (16.39) 109.63 (12.72) F2,149 = 4.68 .01

Sex
Male N (%) 45 (65.2) 34 (65.4) 17 (38.6) x2 = 9.42 .01
Female 24 (34.8) 18 (34.6) 27 (61.4)

Parental education
�College graduate N (%) 35 (52.2) 41 (85.4) 32 (78.0) x2 = 16.48 <.001
<College graduate 32 (47.8) 7 (14.6) 9 (22.0)

Race
Caucasian N (%) 48 (69.6) 29 (55.8) 21 (47.7) x2 = 5.73 .06
African American 8 (11.6) 3 (5.8) 5 (11.4)
Hispanic 10 (14.5) 11 (21.2) 4 (9.1)
Asian American 2 (2.9) 4 (7.7) 11 (25.0)
Other/mixed race 1 (1.4) 5 (9.6) 3 (6.8)

Note: APS = Attenuated Positive Symptom diagnostic group. Age: Recognition and Prevention program (RAP) < Center for the
Assessment and Prevention of Prodromal States (CAPPS), P < .05. IQ: RAP < CAPPS, P < .05 and RAP < normal control (NC),
P < .01. Sex: RAP and CAPPS, greater % male than NC, both P < .01. Parental education: CAPPS and NC greater % college
graduates than RAP, both P < .01. Race: Caucasian vs non-Caucasian, overall P > .05, no post hocs calculated.
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batteries, were also included in this report for comparison
purposes and to evaluate the association between func-
tional domains and clinical symptoms. The full SOPS
consists of 4 subscales (Positive, Negative, Disorganized,
and General) and is accompanied by a revised GAF
scale.22 The SOPS Positive scale is the basis for selection
into the APS diagnostic group and was described above.
The Negative SOPS scale consists of 6 items (social
isolation, avolition, decreased expression of emotion,
decreased experience of emotion, decreased ideational
richness, and deterioration in role functioning); the Dis-
organized SOPS scale of 4 items (odd behavior, bizarre
thoughts, trouble with focus/attention, and impaired
hygiene); and the General SOPS scale of 4 items (sleep
disturbance, dysphoric mood, motor disturbance, and
impaired stress tolerance).

The GAF scale that accompanies the SOPS follows the
established format of combining social, role, and clinical
changes into one scale that generates a single global score
based upon expanded anchors. One focus of the current
article will be to determine if this combination of domains
confounds the developmental picture, as has been sug-
gested by several studies of the traditional GAF when
used with affected patients.45, 46

In addition, 2 measures that were site specific were
selected to assess preliminary construct validity. As men-
tioned previously, there was little overlap among NAPLS
sites in social/role measures used and no overlap between
the RAP and CAPPS programs. The RAP program uti-
lized the PAS47 to evaluate social and academic func-
tioning. The PAS queries level of sociability, peer
relationships, school performance and adaptation to
school for childhood (up to age 11 years), early adoles-
cence (aged 12–15 years), and late adolescence (aged
16–18 years), with lower scores representing better func-
tioning. This self-report measure was administered in the
RAP program to both parent informants and adolescent
participants. Social and role items were analyzed sepa-
rately, and only the assessment period reflecting the par-
ticipant’s current level of functioning was used. The PAS
has the advantage of providing informant corroboration
of patient information and of covering a relatively broad
age range. However, it is a self-report rather than a clini-
cian rating and is based on recall and thus is not appro-
priate to prospectively measure change across time.

The CAPPS program utilized the clinician-rated SCOS32

to rate overall functioning. The SCOS consists of 3 items
assessing duration and frequency of hospitalizations, social
contacts with individuals outside of the family, and useful
employment or participation in school. Because hospitali-
zation information is not relevant to the current study,
only the latter 2 items are included here. The SCOS is a brief
clinician rating that can be administered prospectively
across multiple time points. However, the SCOS was devel-
oped for chronically ill adults and therefore is not de-
signed to measure many of the more subtle social and

role difficulties characterizing prodromal youth. Thus,
while both established functional measures (PAS and
SCOS) provide partial standards for comparison with
the new GF scales, neither fulfills the broader needs of pro-
dromal research.

Statistical Analysis

Demographic differences among APS participants for
both sites and NCs were analyzed using chi-square tests
and analysis of variance. Four of five demographic
variables (age, IQ, sex, and parental education) differed
among the groups (see table 1). Each of these 4 variables
was further examined to determine relationships with so-
cial or role functioning within any of the 3 subject groups.
The only demographic variable significantly related to
functional level was age. As a result, all additional anal-
yses were conducted controlling for age. In addition, for
most analyses, the RAP and CAPPS samples were com-
bined because no systematic differences were found
between them in levels or pattern of social and role func-
tioning. NCs were assessed only at baseline and were
included here only in the mixed models analysis of covari-
ance (RMANCOVA) to provide a reference for the func-
tional deficits characterizing prodromal individuals. The
RMANCOVA model contained 2 repeated (within sub-
jects) factors, including functional level (ie, highest in
past year, current, and lowest in past year) and functional
domain (social vs role), and a between-subjects factor
(prodromal vs NC), with age as the covariate. Interrater
reliability both within and across sites was assessed with
intraclass correlation coefficients (ICCs). Comparisons
between baseline and follow-up evaluations at 6 and 12
months also used ICCs. All tests are 2 tailed and, to correct
for multiple comparisons, only P levels less than .01 are
considered significant.

Results

Interrater Reliability

To establish interrater reliability, intrasite reliabilities
were first obtained with 3 experienced RAP raters (in-
cluding A.M.A.) scoring 15 RAP cases and 2 experienced
CAPPS raters (T.N. and J.Z.) scoring 15 CAPPS cases on
both the GF: Social and GF: Role scales, based on writ-
ten case reports. From these 15 cases, 10 from each site
were selected, deidentified, and exchanged with the other
site for cross-site reliability. In calculating the combined
reliability, only the 20 cases scored at both sites were in-
cluded (the 5 cases specific to each site, and not ex-
changed, were not included in the combined statistic).
This generated a total number of 100 separate scores
combined across the 2 sites, with 20 subjects (10 CAPPS
and 10 RAP) each rated 5 times (3 RAP raters and 2
CAPPS raters).

As shown in table 2, intrasite reliabilities were some-
what higher than those that included cross-site ratings,
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but in general, all the interrater reliabilities were consis-
tently quite high and significant at P < .001. Interrater
correlations were somewhat higher for the GF: Role
than the GF: Social scale and for current functioning
(ie, lowest score within the past month) than for retro-
spectively recalled levels (ie, lowest/highest levels within
the past year).

Retrospective and Current Functioning

Baseline functioning and information regarding the high-
est and lowest levels of functioning in the year preceding
study entry are presented in figure 1 for both prodromal
subjects and NCs. In this analysis, CAPPS and RAP sub-
jects are combined into an overall prodromal group
(n = 121). Retrospective data consist of both the highest
and lowest levels of functioning recalled compared with
reported current levels. These analyses are of particular
interest because an APS diagnosis requires evidence of
clinical deterioration during the year preceding baseline,
but the extent to which functioning declines during the
same period is not yet established. Comparisons with
NC changes and baseline levels are also of interest
as indicators of the severity of prodromal deficits.

Results of the RMANCOVA analysis indicated that the
age covariate was not significant. A significant main ef-
fect was found for subject group (prodromals vs NCs,
F1,162 = 204.05,P < .0001), with NCs having higher func-
tioning overall, and for recalled changes in function-
ing over time (highest-current-lowest; F2,326 = 39.13,
P < .0001), with highest level recalled exceeding both
others. No main effect differences were found for func-
tional domain (social vs role). Of particular interest, signif-
icant3-wayinteractionwasobservedforgroup3domain3

functional change over previous year (F2,326 = 4.81,
P = .009). These findings indicated that:

1. NCs show dramatically higher social and role func-
tioning than prodromal individuals at all 3 time points
and are no different at their highest level of function-
ing than their lowest for both role and social domains.

2. By contrast, prodromal subjects show significant de-
terioration from highest to current functioning and
from current to lowest in both domains (P < .001
for all comparisons).

3. At highest level of functioning, both domains are equiv-
alent in prodromal subjects (mean social = 6.3; role =
6.4). However, over the previous year, recalled role
functioning indicates a relatively steep decline, whereas
social skills show a comparatively reduced, shallow
change. (Social, change from highest to current = 0.5;
Role, change from highest to current = 1.2). In both
cases, the report of current functioning is similar to
the reported lowest level of functioning in the past
year, indicating that subjects tend to be ascertained at
a low point of functioning (Social, difference between
current and lowest = 0.2; Role, difference between cur-

rent and lowest = 0.3). Overall, these findings sug-
gest that role functioning fluctuates substantially as
reportedoverthepreviousyearandthatsocial function-
ing is the more stable of the 2 domains.

Preliminary Construct Validity

Comparisons between current levels of functioning (ie,
those characterizing the month preceding study entry)
and more traditional measures of the same functional do-
main were conducted as a preliminary evaluation of con-
struct validity and are presented in table 3. RAP and
CAPPS samples are presented separately because there
was no overlap in established measures included in the
original baseline batteries of the 2 studies. The GF scale
scores were therefore compared with the SCOS in the
CAPPS program and the PAS in the RAP program.

In the CAPPS sample, GF: Social was significantly cor-
related with the SCOS Social Contacts and GF: Role with
the SCOS Work/School Functioning Subscales. Cross-
correlations (ie, SCOS social vs GF: Role; SCOS work
vs GF: Social) were low and nonsignificant. The same,
highly consistent pattern was also found for the RAP sam-
ple, using the PAS, which has the added feature of provid-
ing ratings from both parent informants and prodromal
subjects. GF: Social was significantly correlated with the
PAS social scale, and the GF: Role was significantly
correlated with the PAS role scale (for both parent inform-
ants and prodromal participants). Once again, the cross-
correlations were low and nonsignificant.

Relationshipsbetweenthe2GFscalesandratingsonthe
clinical scales included in the baseline batteries of both
projects are presented in table 4. Specific symptom areas
arerepresentedbythe4SOPSscales (ie,Positive,Negative,
Disorganized, and General). GAF scores reflect global
clinical psychopathology. Scores from both functional
scales are independent of positive, disorganized, and gen-
eral symptoms. The only significant relationships are with
the SOPS negative symptom scale, and this is equivalent

Fig. 1. Global Functioning: Social and Global Functioning: Role
Scores for Normal Control (n 5 44) and APS (n 5 121) Groups.
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and moderately high for both functional scales (r = �.51
for role, r = �.54 for social, both P < .001).

The GF scales are also moderately correlated with the
GAF scores (r = .44 for social and .39 for role, both
P < .001), as would be expected because the GAF also
measures social and role functioning. However, it should
be noted that GAF scores are moderately but significantly
correlated with all the clinical scales as well, showing the
highest associations with SOPS negative (r = �.44) and
general (r = �.40) symptoms. Lastly, a modest correla-
tion was observed between the 2 GF scales (role vs social,
current) (r = .31, P < .001). Although significant, this
relationship suggests that a level of general impairment
in functioning underlies both measures to some extent
but that the influence of general impairment is quite mod-

eratewhencomparedwiththeuniquevariancecontributed
by the specific impairment within each particular domain.
Common method variance is also likely to increase the cor-
relation between GF scale scores.

Longitudinal Analyses Measured Prospectively

ChangesOverTimeandTest-RetestStability. Forty-four
subjects out of the combined baseline sample (n = 23
CAPPS, n = 21 RAP) have been retested twice since base-
line, first at 6 months and then again at 12 months. Sub-
jects with partial retest data (ie, at only one time point)
were eliminated from this analysis to optimize the longi-
tudinal cross-time comparisons. This enables assessment
of change in functioning over time within the same sub-
jects (by comparing differences in mean functional levels
from baseline to later assessments) as well as an estimate
of the test-retest reliability that emerges despite change in
level of functioning (correlations between time points).
Table 5 presents mean functional differences over time
and stability correlations for baseline vs 6-month retest
in the upper half of table 5 (section a) and vs 12 months
in the lower half of table 5 (section b) for the combined
prodromal follow-up sample of 44 subjects.

Subjects significantly improved in role functioning and
on GAF scores at 6 months, an improvement that remains
stable at 12 months. By comparison, social functioning
shows little improvement with time. Short-term test-retest
(baseline vs 6 months) correlations are significant for all
3 measures, though longer term stability (baseline vs 12
months) remains significant only for the 2 GF scales.

Prediction of Subsequent Psychosis. Table 6 presents
preliminary comparisons of baseline functional scores be-
tween those individuals in the full combined baseline sam-
ple who did not convert to psychosis and the 23 subjects
converting to psychosis over the 12-month follow-up

Table 3. Construct Validity—Correlations

Strauss-Carpenter Outcome Scale Premorbid Adjustment Scale
Current Score

N = 50 Subject, N = 51 Parent, N = 46

Social
Contacts

Work/School
Functioning Social Role Social Role

RAP
GF: Social �.49*** .24 �.66*** �.13

GF: Role �.07 �.68*** �.19 �.58***

CAPPS
GF: Social .70*** .14

GF: Role .23 .57***

Note: N’s vary due to missing data for the Strauss-Carpenter Outcome Scale and Premorbid Adjustment Scale measures; RAP,
Recognition and Prevention; GF, Global Functioning; CAPPS, Center for the Assessment and Prevention of Prodromal States.
***P < .001.

Table 2. Interrater Reliability

Intraclass Correlation Coefficients (ICC)

GF: Social GF: Role

Site Highest Current Lowest Highest Current Lowest

RAP .86**** .93**** .91**** .87**** .95**** .96****

CAPPS .88*** .94*** .95*** .85*** .94*** .95***

Combined .78*** .85*** .84*** .84*** .93*** .92***

Note: Each site was responsible for generating data and rating
15 subjects. As a result, 30 ratings went into the Center for the
Assessment and Prevention of Prodromal States (CAPPS)
statistic (15 3 2 raters) and 45 ratings were included in the
Recognition and Prevention program (RAP) ratings (15 3 3
raters). For the combined reliability, 10 of 15 case reports were
cross-rated at the other site. The combined reliability therefore
reflects a total of 100 scores (CAPPS program, 20 3 2 = 40; RAP
program 20 3 3 raters = 60).
***P < .001, ****P < .0001.
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period (n = 9 CAPPS, n = 14 RAP). There were no differ-
ences between converters and nonconverters on either the
GAF or GF: Role functioning scores at baseline. How-
ever, a significant difference was found on the GF: Social
scale, with those individuals subsequently converting to
psychosis displaying lower social scores at baseline than
those individuals who did not convert over follow-up (see
table 6).

Discussion

This report introduces 2 new measures—the GF: Social
and GF: Role scales—and also presents data indicating
that social and role functioning are impaired during the
prodromal phase of schizophrenia, and, to differing
extents, may serve as a predictive marker for psychosis.
Of the 2 domains, social dysfunction appears to be a stable
trait, which does not markedly improve after treatment.
Rolefunctioning,ontheotherhand,undergoessubstantial
decline in the year prior to study entry, improves upon ac-
ceptance and with treatment, and is not as clearly related
to psychosis conversion. Ratings of social and role func-
tioning alsoappear relatively independentof demographic
variables, such as estimated IQ and parental education.
For prodromal subjects, the only relationship with demo-
graphic variables was a moderate correlation between role
functioning and age. This suggests that role functioning is

likelytoreflect thechangingenvironmentaldemandswhen
moving to more structured schools or from school to work
or homemaking roles. Overall, these findings indicate that
evaluation of functional capacity, as measured by the new
GF scales, is not greatly influenced by outside factors such
as social class, or even IQ, a finding consistent with other
global functional assessments.24

Changes in Functioning Over Time

The present study provides 2 different ways of assessing
functional changes over time. The first is built into the
structure of the new GF measures and is based on recall
of the changes in functioning in the year preceding ascer-
tainment in comparison to the level of current function-
ing at baseline. The second is based on the prospective
follow-up of a subgroup of participants who were reeval-
uated at 6 months and then again at 12 months. This
combination of 1-year retrospective and an additional
1-year prospective data provides a very interesting pic-
ture of the changes in functioning that occur in tandem
with changes in clinical status during the prodromal pe-
riod. Although functional deterioration does not enter
into the diagnosis of APS based upon SOPS criteria,42

results of this investigation reveal that retrospective
reports indicate deterioration of role functioning in
the year preceding ascertainment. After ascertainment,

Table 4. Correlations: Baseline Scale of Prodromal Symptoms Subscale Scores and Global Functioning (GF) Scales

Positive,
N = 121

Negative,
N = 110

Disorganized,
N = 108

General,
N = 108

GF: Social,
N = 121

GF: Role,
N = 121

GF: Social �.14 �54*** �.15 �.19*

GF: Role �.15 �.51*** �.15 �.22* .31***

GAF �.28** �.44*** �.24** �.40*** .44*** .39***

Note: For Global Assessment of Functioning Scale (GAF) comparisons: Positive/GF: Social/GF: Role (n = 120), Negative (n = 109),
Disorganized and General (n = 107).
*P < .05, **P < .01, ***P < .001.

Table 5. Change in Functioning Over Time

Mean Differences (SD) Intraclass Correlations

a Baseline 6 Months t P r P

GF: Social, N = 44 5.59 (1.73) 6.09 (1.67) �1.95 .06 .50 <.001

GF: Role, N = 44 5.05 (1.98) 6.00 (2.01) �3.28 .002 .53 <.001

GAF, N = 43a 44.52 (9.92) 51.39 (9.19) �4.39 <.001 .41 .002

b Baseline 12 Months

GF: Social, N = 44 5.59 (1 73) 5.66 (1.55) �0.26 .80 .42 .002

GF: Role, N = 44 5.05 (1.98) 6.09 (1.76) �4.26 <.001 .62 <.001

GAF, N = 43a 43.93 (9.22) 51.67 (9.71) �4.10 <.001 .14 .18

aOne subject is missing baseline Global Assessment of Functioning Scale (GAF) score; GF, Global Functioning.
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reports of role functioning in this sample demonstrate
steady improvement in this domain over the year of
follow-up, during which time treatment is administered
(psychosocial and pharmacological in both programs;
for RAP treatment data, see Cornblatt et al48 and for
CAPPS treatment data, see Niendam et al., this issue).
Fluctuations in role functioning may also reflect changing
environment. For example, many prodromal adolescents
are reassigned to a more appropriate school setting, which
may serve to improve their role functioning. This pattern
quite clearly supports the value of early intervention be-
cause it is during this time that the skills essential to main-
tain independent employment as adults are acquired and
solidified.48,49 By contrast, in the current study, social
functioning shows a different developmental pattern. At
the highest functioning point occurring prior to ascertain-
ment, prodromal patients reported a moderate impair-
ment in social skills and ability to interact with peers
and others, a level significantly lower than that character-
izing normal comparison subjects. Results of this analysis
showed that already impaired social capacity essentially
does not change over the year following ascertainment.
There is some slight deterioration reported for the previ-
ous year, but the slope of the change is quite minimal. After
treatment is initiated, there is also a very slight improve-
ment over the first 6 months, but this is not maintained,
and social functioning returns to baseline levels by the
12-month follow-up. Overall, when the pattern of func-
tioning based upon retrospective and prospective data
was examined, role functioning emerged as a possible me-
diatingvulnerabilityindicator,49whereassocialfunctioning
appears to be a marker of stable underlying vulnerability.

Moreover, and of particular importance, when com-
paring baseline scores between those subjects who con-
verted vs those who did not convert to psychosis, only
social functioning showed a significant difference. Con-
sidered together, these findings support the notion that
impaired social functioning may be an early marker of
subsequent schizophrenia. It can be further speculated
that standard treatment is not effective for improving

early social deficits, an important implication calling
for new treatments. This is consistent with the relation-
ship between social skills and cognitive deficits that has
been reported in subjects at risk,50 Niendam et al. (this
issue), because such cognitive deficits are typically also
treatment resistant.

GF: Social and GF: Role: Two New Measures

The data discussed above are consistent with much of the
literature on functional impairment in genetically at-risk
subjects and the follow-back studies of adult schizo-
phrenics,1–5,50,51 indicating that the newly developed
measures are targeting the appropriate functional do-
mains. Measures used in these much earlier studies were
typically based on the data available at that time and
were restricted to whatever age range was being studied.
Furthermore, as discussed earlier, established functional
measures currently used throughout the field are not fully
appropriate for following prodromal individuals prospec-
tively, in that they either do not span the full prodromal
age range, are overly complex, or focus on the types of
severe deficits that are more characteristic of chronic
patients than prodromal teenagers and young adults. In
addition, while the GAF scale is widely used in prodromal
studies, the current findings indicate that the GAF scores
are quite nonspecific, showing correlations of about the
same magnitude across all the SOPS subscales. Using tra-
ditional global scores such as the GAF is therefore likely to
confound the ability to track the developmental patterns
of the major functional domains. As a result, the newly
developed GF scales appear to fill an essential assessment
gap and to offer a set of unique advantages for the assess-
ment of social and role functioning in prodromal and com-
parable domains of research.

In addition to reporting the preliminary data on social
and role functioning, initial properties of the GF scales
were also presented based on the data collected as part
of the RAP and CAPPS ongoing prodromal programs.
These findings, considered the first step to establishing
the broad validity of both measures, include good inter-
rater reliability and some support for construct validity.

Interrater Reliability. Interrater reliability on both
functional scales was quite high. All interrater reliabilities
for the 2 GF scales were above .75, thus falling into the
excellent range.52 Of particular interest was the fact that
cross-site correlations, although slightly lower than those
within site, were nevertheless still very high. This suggests
that intensive on-site training is not necessary to achieve
high reliability, in turn, supporting the broad applicabil-
ity of these functional measures to a range of clinical and
research endeavors.45 This is in contrast with the gener-
ally acknowledged modest reliability of earlier developed,
more global, Axis V measures. 26,53 Increased reliability
is likely due to both the separation of domains and the
inclusion of well-anchored descriptors.53

Table 6. Baseline Functioning and Conversion to Psychosis

Combined APS Sample, N = 121

t P

Has Not
Converted, N = 98

Converted to
Psychosis, N = 23

Mean (SD)

GF: Social 6.04 (1.57) 4.87 (1.58) 3.21 .002

GF: Role 5.28 (1.95) 4.65 (2.01) 1.37 .17

GAF 46.61 (9.35)a 43.17 (11.11) 1.53 .13

aOne subject is missing baseline Global Assessment of
Functioning Scale (GAF) score; APS, Attenuated Positive
Symptom; GF, Global Functioning.
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Preliminary Construct Validity. Preliminary data also
suggested acceptable construct validity (ie, that the scale
is measuring what it is supposed to be measuring). Overlap
withmoreestablishedmeasureswasdemonstratedforeach
respective domain, while cross-association with other
functional domains was not observed (ie, social relates
to social, role to role, but not role with social). In terms
of discriminant validity, there was no overlap between
functional domains and positive symptoms. In addition,
functional domains did not overlap with either disorga-
nized or general symptoms but did show a significant as-
sociation with negative symptoms. The relationship
between negative symptoms and social/role functioning
is both supported by the inclusion of role deterioration
and social isolation in the negative symptoms scale and
by the literature which shows a robust association between
these domains in prodromal individuals16as well as inpa-
tients with established psychotic illness.7,9–11

Interrelationships with the GAF provide further valida-
tion of the GF scales. Both scales were developed to
enableassessment of social androle functioning separately
from each other and from severity of symptoms, thus pro-
viding a substantial advantage over the traditional GAF
format. At the same time, a global score for each domain
was considered essential because these scales were also de-
veloped to track developmental change across multiple
time points. A variety of clinical studies of the GAF in
its various forms have indicated that the global nature
of the measure, while effective for measuring a nonspecific
pathology, is highlyconfoundedby combiningclinical and
functional domains.22,23 This is especially problematic
when attempting to study developmental mechanisms.
The current data, indicating that GAF scores correlate
significantlybutatrelativelymodest levelswithallthesymp-
toms andfunctional domains, support this view.Moreover,
the lack of long-term reliability and lack of predictive find-
ings suggest that the GAF scores are not effective as illness
markers.By contrast, the cross-sectional data reported here
suggests that the functional scales, as tapping into stable
traits,maybefarmoreeffectivenotonlyforpredictingfunc-
tional outcome but also as predictors of conversion.

A final note about the advantages of the new scales:
In this report, the scales were used to rate baseline
data that had already been collected using other instru-
ments. However, both GF scales were also used as stand-
alone instruments to collect 6- and 12-month data. The
consistency of the retrospective vs prospective function-
ing in both cases suggest that these scales are appropriate
for either summarizing existing information or collecting
new interview data.

Limitations

Generating a single global score for each domain appears
to be optimal for teasing apart the development of the
overall social and role domains, where these 2 have pre-
viously been confounded with each other and with clin-

ical change in previous global assessments such as the
GAF scale. The intention here is to understand the in-
volvement of each overall domain in the mechanisms
leading to illness, including the extent of deterioration
prior to the onset of psychosis and response to treatment.
Each of these domains, however, consists of multiple
components that are of interest from other perspectives.
This issue cannot be addressed by this study and, in the
future, will be best evaluated by including other measures
designed for the purpose of parsing each functional do-
main into basic components. One additional note: while
the findings reported here of prodromal baseline func-
tional deficits, in general, and the predictive potential
of social functioning, in particular, are of considerable
interest, it is important to keep in mind that it will be sev-
eral years before outcome (ie, who will become psychotic)
will be fully assessed. It is therefore important to replicate
these findings, possibly on the larger NAPLS-federated
database sample.

Appendix 1

Global Functioning: Social Scale (GF: Social)33

Please rate the patient’s most impaired level of social
functioning for the specified time period by selecting
the ‘‘lowest’’ level which describes his/her functioning
within that time frame. For ‘‘current,’’ rate most im-
paired level of functioning in the ‘‘past month.’’ Rate ac-
tual functioning regardless of etiology of social problems.

Note: The emphasis is on social contact/interactions
with people other than family members, unless these
are the only interpersonal contacts a person has (eg,
the lower end of the scale). Also note that ratings of
intimate relationships are secondary to the rating of pri-
mary friendships and should take into account the age of
the individual. For example, older individuals may be
expected to have intimate relationships involving steady
dating, cohabitation, or marriage, whereas younger indi-
viduals may be expected to have only romantic interests
(ie, flirtations or crushes) or close friendships.

GF: Social Scale Prompts

Specific questions to aid in rating the GF: Social scale are
provided below. Be sure to assess for changes in social
functioning over the previous year (to rate highest and
lowest) as well as current functioning in the past month.

Current_______ Lowest Past
Year_______

Highest Past
Year_______

h Check here if this is a retrospective rating.
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Superior social/interpersonal functioning

10

Superior functioning in a wide range of social and interpersonal activities.
Frequently seeks out others and has multiple satisfying interpersonal relationships, including multiple close and casual
friends. Is sought out by others because of his or her many positive qualities. Age-appropriate involvement in intimate
relationships.

Above average social/interpersonal functioning

9

Good functioning in all social areas, and interpersonally effective.
Interested and involved in a wide range of social and interpersonal activities, including both close and casual friends. Age-
appropriate involvement in intimate relationships. No more than everyday interpersonal problems or concerns (eg, an
occasional argument with spouse, girlfriend/boyfriend, friends, coworkers, or classmates). Able to resolve such conflicts
appropriately.

Good social/interpersonal functioning

8

Some transient mild impairment in social functioning.
Mild social impairment is present, but transient and expectable reactions to psychosocial stressors (eg, after minor
arguments with spouse, girlfriend/boyfriend, friends, coworkers, or classmates). Has some meaningful interpersonal
relationships with peers (casual and close friends), and/or age-appropriate intimate relationships. Infrequent interpersonal
conflict with peers.

Mild problems in social/interpersonal functioning

7

Some persistent mild difficulty in social functioning.
Mild impairment present that is NOT just expectable reaction to psychosocial stressors (eg, mild conflicts with peers,
coworkers or classmates; difficulty resolving conflicts appropriately). Has some meaningful interpersonal relationships
with peers (casual and/or close friends). Some difficulty developing or maintaining age-appropriate intimate relationships
(eg, multiple short-term relationships).

Moderate impairment in social/interpersonal functioning

6

Moderate impairment in social functioning.
Moderate impairment present (eg, few close friends; significant but intermittent conflicts with peers, coworkers, or
classmates). Moderate difficulty developing age-appropriate intimate relationships (eg, infrequent dating). Occasionally
seeks out others but will respond if invited by others to participate in an activity.

Serious impairment in social/interpersonal functioning

5

Serious impairment in social functioning.
No close friends or intimate partner but has some casual social contacts (eg, acquaintances, school/work friends only).
Rarely seeks out others. Occasional combative or verbally argumentative behavior with peers. Beginning to withdraw from
family members (eg, does not initiate conversation with family, but will respond if addressed).

Major impairment in social and interpersonal functioning

4

Major impairment in social functioning.
Serious impairment in relationships with friends or peers (eg, very few or no friends, frequent conflicts with friends, or
frequently avoids friends). Frequent combative or verbally argumentative behavior with peers. Infrequent contact with
family members (eg, sometimes does not respond to family or avoids family members).

Marginal ability to function socially

3

Marginal ability to function socially or maintain interpersonal relationships.
Frequently alone and socially isolated. Serious impairment in relationships with all peers, including acquaintances. Few
interactions with family members (eg, often alone in room). Serious impairment in communication with others (eg, avoids
participating in most social activities).

Inability to function socially

2

Unable to function socially or to maintain any interpersonal relationships.
Typically alone and socially isolated. Rarely leaves home. Rarely answers the phone or the door. Rarely participates in
interactions with others at home or in other settings (eg, work, school).

Extreme social isolation

1
Extreme social isolation.
No social or family member contact at all. Does not leave home. Refuses to answer the phone or door.

Note: This scale has been partially derived from the Social and Occupational Functioning Assessment Scale (SOFAS) from Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) and the GAF as it appears in the Scale of Prodromal Symptoms
(SOPS). Item content has been changed to focus specifically on social and interpersonal functioning.
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1. Tell me about your social life. Do you have friends?
2. Are they casual or close friends? If only casual—are

they school or work friends only? If close—how long
have you been close friends?

3. How often do you see friends? Do you see them
outside of work/school? When was the ‘‘last time’’
you saw one of your friends outside of work/
school? (Attempt to determine ‘‘actual’’ amount
of social contact vs perceived amount of social
contact.)

4. Do you usually initiate contact or activities with friends
or do they typically call or invite you? Do you ever avoid
contact with friends?

5. Do you ever have problems/falling outs with friends?
Arguments or fights?

6. Are you dating or interested in dating? (Alter as needed
to assess age-appropriate intimate relationships)

7. Do you spend time with family members (at home)?
How often do you communicate with them? Do you
ever avoid contact with family members?

Appendix 2

GF: Role Scale (GF: Role)34

Please rate the patient’s ‘‘lowest’’ level of functioning in
occupational, educational, and/or homemaker roles, as
appropriate, within specified time frame. For ‘‘current,’’
rate most impaired level of functioning for the ‘‘past
month.’’ Rate actual functioning regardless of etiology
of occupational/educational problems.

Note: This scale emphasizes the level of support pro-
vided within the individual’s environment and the in-
dividual’s performance given such support. The term
‘‘independently’’ as used throughout this instrument
implies that an individual is functioning at an ‘‘age-
appropriate level’’ without the assistance of external sup-
ports or accommodations. Examples of independent func-
tioning include (1) age-appropriate functioning in
a mainstream school without requiring extra help, special
classes, or special accommodations for testing; (2) compet-
itive full-time employment without additional guidance,
support, job coaching, or other forms of special assistance;
and (3) full-time homemaker responsible for generating,
organizing, and pacing of household tasks and activi-
ties for a family without additional guidance, support,
or supervision.

Prompts for GF: Role Scale

Specific questions to aid in rating the GF: Role scale are
provided below. Be sure to assess for changes in role func-

tioning over the previous year (to rate highest and lowest)
as well as current functioning within the past month. De-
termine and rate functioning for ‘‘primary role’’ setting
(work, school, or home) based upon questions below.
However, if the subject is engaged in multiple roles, con-
sider total amount of time spent in role-related activities
(ie, part-time school plus part-time work equals full-time
role status).

1. How do you spend your time during the day?
2. If currently working:

a. Where do you work? What are your job responsibili-
ties?

b. How many hours a week do you work?
c. How long have you been in your current job? Have

you had any recent changes in your job status (eg,
lost job, stopped working, changed position, or work-
load)?

d. Do you usually need assistance or regular supervision
at work? How often do you need extra help? Are there
any tasks that you are not able to do alone?

e. Do you ever have trouble keeping up? Are you able to
catch up if you fall behind?

f. Have you received any comments (positive or negative)
or formal reviews regarding your performance? Have
others pointed out things that you have done well or
poorly?

3. If currently attending school:

a. What type of school do you attend? (general education,
nonpublic school, residential/hospital)

b. Have you ever been in special education classes or
other nongeneral education classes?

c. How long have you been at this school? Have you had
any recent changes in your school placement?

d. Do you receive any extra help or accommodations in
your classes? Do you receive tutoring or extra help in
school or after school? Do you receive extra time to
take tests or are you able to leave the classroom to
take tests in a quiet place?

e. Do you have trouble keeping up with your course-
work? Are you able to catch up if you fall behind?

f. How are your grades? Are you failing any classes?

4. If a homemaker:

a. What are your responsibilities around the house or for
the family?

b. How long have you been in charge of the home?
c. How many hours per week do you spend working on

household tasks?
d. Are you able to keep up with the demands of your

household? Do you ever fall behind? If so, are you
able to catch up or do you need others’ help? Are

Current_______ Lowest Past
Year_______

Highest Past
Year_______

h Check here if this is a retrospective rating.
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Superior role functioning

10

Independently maintains superior functioning in demanding roles. Obtains only superior performance evaluations at
competitive work placement. Obtains all A’s in mainstream school. Generates, organizes, and completes all homemaking
tasks with ease.

Above average role functioning

9

Independently maintains very good functioning in demanding roles. Rarely absent or unable to perform. Obtains good to
superior performance evaluations at competitive work placement. Obtains grades in A and B range in all courses in
mainstream school. Generates, organizes, and completes all homemaking tasks.

Good role functioning

8

Independently maintains good role functioning in demanding roles. Occasionally falls behind on tasks but always catches
up; obtains satisfactory performance evaluations at competitive work placement; obtains grades of C and above in
mainstream school; occasional difficulty generating or organizing homemaking tasks; or maintains above average
performance with minimal support (eg, tutoring, reduced academic course load at 4-year university, attends community
college, may receive additional guidance at work less than 1–2 times a week). Receives As and Bs, good work/school
evaluations, and completes all tasks with this level of support.

Mild impairment in role functioning

7

Mildly impaired functioning in demanding roles independently. Frequently behind on tasks or unable to perform;
frequently obtains poor performance evaluations at competitive work placement or grades of Ds or better in mainstream
school; frequent difficulty generating or organizing homemaking tasks; or maintains good performance with minimal
support (eg, minimal accommodations in general education classroom, receives additional guidance/support at work 1–2
times a week). Receives Cs or higher, satisfactory work/school evaluations, and completes most homemaking tasks with
this level of support.

Moderate impairment in role functioning

6

Moderate impairment independently. May receive occasional F in mainstream courses, persistently poor performance
evaluations at competitive work placement; may change jobs because of poor performance, persistent difficulty generating,
or organizing homemaking tasks; or requires partial support (some resource or special education courses, receives
guidance/support at work 2þ times per week). May require less demanding or part-time jobs and/or some supervision in
home environment but functions well or adequately given these supports (may fall behind but eventually completes
assigned tasks, obtains satisfactory evaluations at work or passing grades in school).

Serious Impairment in Role Functioning

5

Serious impairment independently. Failing multiple courses in mainstream school, may lose job, or unable to complete
most homemaking tasks independently; or in entirely special education classes, requires less demanding job/daily support
or guidance, may require vocational rehabilitation, and/or some supervision in home environment but maintains ‘‘above
average’’ performance—receives As and Bs, good evaluations at work/school, completes all tasks.

Major impairment in role functioning

4

Very serious impairment independently. All Fs in mainstream school or failing out of school; cannot obtain or hold
independent job or unable to complete virtually any homemaking tasks independently; or adequate to good functioning
with major support. Requires assisted work environment, entirely special education classes, nonpublic or psychiatric
school, home schooling for the purpose of a supportive school environment, and/or supported home environment but
functions adequately given these supports (may fall behind but completes assigned tasks, obtains satisfactory performance
evaluations at work or passing grades).

Marginal ability to function

3

Impaired functioning with major support. Requires supported work environment, entirely special education classes,
nonpublic or psychiatric school, home schooling for the purpose of a supportive school environment, and/or supported
home environment but functions poorly despite these supports (persistently behind on tasks, frequently unable to perform,
obtains poor performance evaluations at work or fails courses at school).

Inability to function

2

Disabled but participates in structured activities. On disability or equivalent nonindependent status. Not working for pay,
attending classes for grades, or living independently. Spends 5 or more hours a week in structured role-related activities (eg,
residential treatment, volunteering, tutoring, sheltered work programs).

Extreme role dysfunction

1
Severely disabled. On disability or equivalent nonindependent status. Not working for pay, attending classes for grades, or
living independently. Spends fewer than 5 hours a week in structured role-related activities.

Note: This scale has been partially derived from the Social and Occupational Functioning Assessment Scale (SOFAS) from Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) and the GAF as it appears in the Scale of Prodromal Symptoms
(SOPS). Item content has been changed to focus specifically on role functioning.
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you avoiding any tasks? Do you need regular assistance
or supervision for any tasks within the home?

e. Have you received any comments (positive or negative)
regarding your performance? Have others pointed out
things that you have done well or poorly?
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