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Wedeveloped and tested the validity of a brief scale to assess
everyday functioning in persons with serious mental illness.
A sample of 434 adults with schizophrenia or schizoaffective
disorderwereadministered theUniversityofCalifornia,San
Diego, Performance-Based Skills Assessment (UPSA),
which assesses functional skills in 5 areas of life functioning
(eg, finances and planning). Through use of factor analysis,
we developed the UPSA-Brief, which consists of 2 subscales
(communication and financial) from the original UPSA.
UPSA-Brief scores were correlatedwith cognitive function-
ing, symptoms of psychosis, age, and education.We further
tested the sensitivity and specificity of the UPSA-Brief for
predicting residential independence using receiver-operat-
ing characteristic (ROC) curves. Finally, sensitivity to
change was assessed through comparison of 2 interventions
for improvingUPSA-Brief scores. UPSA-Brief scores were
highly correlatedwith scores on the full version of theUPSA
(r 5 .91), with overall cognitive functioning (r 5 .57), and
with negative symptoms (r 5 2.32). The discriminant val-
idity of theUPSA-Brief was adequate (ROCarea under the
curve [AUC] 5 0.73; 95% confidence interval [CI]: 0.67–
0.78), with greatest dichotomization for the UPSA-Brief
at a cutoff score of 60. The UPSA-Brief was significantly
better than the Dementia Rating Scale, Positive and Nega-
tive Syndromes Scale positive, and Positive and Negative
Syndromes Scale negative at predicting residential indepen-
dence (allPvalues< .05).Participants receivingabehavioral
intervention also improved significantly compared with
a support condition (P 5 .023). The UPSA-Brief has ade-
quate psychometric properties, predicts residential indepen-
dence, is sensitive to change, and requires only 10–15

minutes to administer. Therefore, the UPSA-Brief may
be a useful performance-based functional outcome scale.
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Introduction

Persons with schizophrenia are noted to have significant
deficits in numerous areas of life functioning including
independent living, employment, and interpersonal
skills.1–4 Investigators comparing various approaches
to measuring functioning in patients with schizophrenia
have concluded that performance-based measures are
generally superior to self-report and reports of other
informants.5–8 Until recently, a single performance-based
measure capable of measuring overall functioning in
these multiple domains has been lacking. The University
of California, San Diego (UCSD), Performance-Based
Skills Assessment (UPSA) was developed in 2001 to ad-
dress the need for an instrument that assesses the capacity
of persons with schizophrenia to adequately perform
skills necessary for daily functioning.9 Specifically, the
UPSA consists of 5 subscales which assess a person’s abil-
ity to comprehend and plan for the future (eg, planning
an outing to the beach), manage finances (eg, count cor-
rect change, write a check to pay a bill), communicate
with others (eg, dial an emergency telephone number, re-
schedule a medical appointment), utilize transportation
(ie, read a bus schedule, use public transportation),
and shop (eg, create or follow a shopping list). Since
its development, the UPSA has been translated into
over 20 languages and is utilized in over 22 countries
worldwide. Further, the UPSA has demonstrated high
correlations with measures of neurocognitive function-
ing, personal care skills, interpersonal skills, and commu-
nity activities.1,10 Similarly, other studies have shown
UPSA performance to be correlated with level of inde-
pendence in living.10,11 Specifically, Mausbach et al11

found scores of 75 or above on the UPSA to be predictive
of one’s ability to live independently in the community.
While the full version of theUPSA takes approximately

30 minutes to administer, development of a brief version
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could allow for a more expedient assessment of patient
functioning which could then be used to assess improve-
ment related to treatment interventions aswell as facilitate
dischargeplanning (eg, discharge to independentor super-
vised care setting). The purpose of the present study is to
present initial validationof abrief versionof theUPSA(ie,
UPSA-Brief). To achieve this aim, we present results from
2 studies. The first study consisted of 434 community-
residing patients diagnosed with either schizophrenia or
schizoaffective disorder. The purpose of this study was
to identify subscales for the UPSA-Brief and establish
its initial concurrentvaliditybydemonstrating its relation-
ship with other measures of functioning in patients diag-
nosedwith schizophrenia (eg, neurocognitive functioning,
symptoms of psychosis, residential independence). We
further sought to establish the sensitivity of the UPSA-
Brief to change via interventions. To establish this, we
utilized a subset (n = 240) of our overall 434 patients
who participated in a randomized clinical trial examining
the efficacy of a psychosocial intervention designed to im-
prove everyday living skills of middle-aged and older out-
patients with chronic psychotic disorders.

Methods

Participants

Participants for this studyconsistedof434 individualsdiag-
nosedwith either schizophreniaor schizoaffectivedisorder.
All subjects were ongoing research participants at the
UCSDAdvancedCenter forInterventionsandServicesRe-
search, which examines, among other aspects, functional
abilities of these patients. Diagnosis of schizophrenia-
related disorders was established by Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV)–based chart diagnosis using the patients’ re-
search charts. All participants volunteered and provided
written, informedconsent toparticipate in research studies.
A subset of these 434 participants also enrolled in a ran-

domized trial examining the efficacy of a psychosocial in-
tervention for improving scores on the full UPSA.12

Specifically, of the 434 participants, 240 were part of
this intervention trial. To be eligible for this intervention
trial, participants were required to be 40 years of age or
older and have a DSM-IV–based chart diagnosis of
schizophrenia or schizoaffective disorder. Participants
were excluded if they had aDSM-IV diagnosis of demen-
tia, represented a serious suicide risk, could not complete
the assessment battery, or were participating in any other
psychosocial intervention or drug research at the time of
intake. More details on the sample and recruitment can
be found in Patterson et al.12

Measures

The criterion measures used to assess the construct val-
idity of the UPSA-Brief included the full UCSD UPSA,9

the Mattis Dementia Rating Scale (DRS),13 and the Pos-
itive and Negative Syndromes Scale (PANSS).14 As dis-
cussed above, the UPSA consists of 5 subscales assessing
a variety of everyday functional skills including planning
recreational activities, household chores, communica-
tion, transportation, and finance. Previous reports indi-
cate that the interrater reliability of the UPSA is
excellent.9 The DRS is used to assess overall cognitive
functioning; there are 5 subscales in the DRS: (1) atten-
tion, (2) initiation, (3) memory, (4) conceptualization,
and (5) construction. The PANSS assesses severity of psy-
chotic symptoms and has subscales for both positive and
negative symptoms.
Consistent with our prior article,11 residential indepen-

dence was defined as living alone in an apartment, house,
or single-resident occupancy (eg, hotel room). Partici-
pants who resided in a care facility (eg, Board and
Care home, Skilled Nursing Facility) were classified as
nonindependent. Participants who resided with a room-
mate (eg, spouse, family member) were not included in
this study because we were not able to assess the level
of assistance these roommates offered to the patient.

Statistical Analysis

All data analyses were conducted using available data
from previous or ongoing research studies at UCSD.
We have previously published data for these participants
for full UPSA scores11 and intervention outcomes,12 but
not for the UPSA-Brief. A receiver-operating character-
istic (ROC) curve was plotted to determine whether the
UPSA-Brief adequately predicted residential indepen-
dence (ie, patients who were living alone in an apartment
or house or in an assisted living environment such as
a Board and Care). To compare the AUCs for the
UPSA-Brief and the full version of the UPSA, we used
the methods described by Hanley and McNeil.15,16

Repeated measures analysis of covariance was used to
determine if participation in the Functional Adaptations
and Skills Training (FAST) intervention was more effec-
tive than the support condition for improving UPSA-
Brief scores. All the participants were tested at baseline
and immediately following completion of the 6-month in-
tervention. Our group variable had 2 levels (ie, FAST vs
Support). Six-month scores on the UPSA-Brief served as
our dependent variable, and in order to control for par-
ticipant skill level at study entry, we covaried for baseline
UPSA-Brief performance. Further, because age and ed-
ucation are associated with functional outcome meas-
ures, these variables were entered as covariates in our
model. Alpha was set at .05.

Results

Sample Characteristics

Characteristics of the sample can be found in table 1. The
average age for participantswas 50 years (range = 26–77),
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and most participants were Caucasian (66%) and had at
least a high school education (74%).

Identification of Candidate Subscales

A factor analysis of the full UPSAwas conducted to iden-
tify candidate subscales for the UPSA-Brief. Results of
this factor analysis indicated all 5 subscales loaded on
a single factor, accounting for 60% of the variance in
the observed data. Following methods similar to those
of previous reports17,18, we created the UPSA-Brief
from the 2 subscales that loaded most heavily on this fac-
tor, namely the finance (factor loading = .85) and com-
munication (factor loading = .80) subscales. All items
on the finance and communication subscales were
retained for the UPSA-Brief. To be consistent with the
scoring method used on the full UPSA, we readjusted
the finance and communication subscale scores for the
UPSA-Brief by converting each to reflect a range of 0–
50. This was done by multiplying the percentage of items
correct on each of these 2 subscales by a value of 50. Add-
ing these 2 subscale scores therefore yielded a total
UPSA-Brief score also between 0 and 100.

Construct Validity of the UPSA-Brief

Of the 434 participants who completed the UPSA, DRS
data were available for 359, PANSS positive for 427 par-
ticipants, and PANSS positive data were available for 429
individuals. Intercorrelations between measures are de-
scribed in table 2. As can be seen, the UPSA-Brief was
significantly correlated with the full 5-scale UPSA
(r = .91). Because the UPSA-Brief consists of 2 subscales
found on the full UPSA, we also conducted correlations
between the remaining 3 UPSA subscales and the UPSA-
Brief. Results indicated that the UPSA-Brief was corre-
lated at .74 with the 3 remaining subscales (ie, planning
recreational activities, transportation, and household
chores).
Correlations between theUPSA-Brief and each of the 5

subscales of the DRS were all significant (range = .12 for
construction to .57 for memory), as was the correlation
between the UPSA-Brief and overall cognitive function-
ing (r = .57). Whereas negative symptoms were signifi-
cantly correlated with the UPSA-Brief (r = �.32),
positive symptoms were not (P > .05). As expected,
younger participants and those with more education

Table 1. Characteristics of the sample by independence status

Characteristic Independent (n = 99) Nonindependent (n = 335) df t, v2 P Value

Age (y), mean (SD) 50.6 (9.4) 50.2 (7.5) 432 0.47 .658

Gender (male), n (%) 69 (70) 220 (66) 1 0.56 .456

Race/ethnicity, n (%)

Caucasian 54 (55) 234 (70) 4 10.07 .039

African American 21 (21) 41 (12)

Hispanic 14 (14) 31 (9)

Asian 6 (6) 12 (4)

Other 4 (4) 17 (5)

Education level, n (%)

Less than high school graduate 16 (16) 98 (29) 2 9.50 .007

High School 34 (34) 121 (36)

Some college and above 49 (50) 116 (35)

UPSA-Full, mean (SD) 78.4 (15.3) 63.0 (20.3) 430 7.00 <.001

UPSA-Brief, mean (SD) 72.5 (18.8) 54.5 (22.9) 432 7.12 <.001

DRS total, mean (SD) 132.0 (10.0) 126.0 (15.3) 356 3.17 .002

DRS attention, mean (SD) 35.3 (1.6) 34.2 (3.2) 356 2.81 .005

DRS memory, mean (SD) 22.4 (3.1) 20.7 (3.5) 356 3.88 <.001

DRS initiation, mean (SD) 33.4 (4.4) 31.6 (6.1) 356 2.36 .019

DRS conceptualization, mean (SD) 35.5 (3.7) 34.1 (4.9) 356 2.29 .023

DRS construction, mean (SD) 5.4 (1.2) 5.4 (3.6) 356 �0.02 .980

PANSS positive, mean (SD) 15.6 (6.2) 14.4 (5.8) 426 1.70 .089

PANSS Negative, mean (SD) 13.8 (4.2) 14.9 (5.4) 424 �1.80 .073

Note: UPSA, University of California, San Diego, Performance-Based Skills Assessment; DRS, Dementia Rating Scale; PANSS,
Positive and Negative Syndromes Scale.
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Table 2. Intercorrelations Among Study Measures

Measure 1 2 3 4 5 6 7 8 9 10 11 12

1. UPSA-Full

2. UPSA-3 .95**
(n = 434)

3. UPSA-Brief .91**
(n = 434)

.74**
(n = 434)

4. DRS total .63**
(n = 356)

.59**
(n = 357)

.57**
(n = 358)

5. DRS attention .45**
(n = 356)

.41**
(n = 357)

.42**
(n = 358)

.70**
(n = 359)

6. DRS memory .62**
(n = 356)

.58**
(n = 357)

.57**
(n = 358)

.77**
(n = 359)

.50**
(n = 359)

7. DRS initiation .50**
(n = 356)

.48**
(n = 357)

.44**
(n = 358)

.81**
(n = 359)

.44**
(n = 359)

.51**
(n = 359)

8. DRS
conceptualization

.50**
(n = 356)

.47**
(n = 357)

.46**
(n = 358)

.81**
(n = 359)

.54**
(n = 359)

.59**
(n = 359)

.51**
(n = 359)

9. DRS construction .14*
(n = 356)

.13*
(n = 357)

.12*
(n = 358)

.40**
(n = 359)

.10*
(n = 359)

.17**
(n = 359)

.16**
(n = 359)

.17**
(n = 359)

10. PANSS positive �.09
(n = 427)

�.08
(n = 428)

�.09
(n = 429)

�.10
(n = 358)

�.05
(n = 358)

�.11*
(n = 358)

�.12*
(n = 358)

�.04
(n = 358)

�.01
(n = 358)

11. PANSS negative �.32**
(n = 425)

�.28**
(n = 426)

�.32**
(n = 427)

�.31**
(n = 358)

�.18**
(n = 358)

�.21**
(n = 358)

�.35**
(n = 358)

�.19**
(n = 358)

�.09
(n = 358)

.25**
(n = 431)

12. Age �.18**
(n = 433)

�.20**
(n = 434)

�.12*
(n = 435)

�.16**
(n = 359)

�.05
(n = 359)

�.13*
(n = 359)

�.19**
(n = 359)

�.10
(n = 359)

�.07
(n = 359)

�.07
(n = 432)

.08
(n = 430)

13. Education .26**
(n = 434)

.24**
(n = 435)

.24**
(n = 436)

.22**
(n = 359)

.07
(n = 359)

.13*
(n = 359)

.18**
(n = 359)

.18**
(n = 359)

.20**
(n = 359)

�.06
(n = 433)

�.01
(n = 439)

�.01
(n = 439)

Note: UPSA-Full, full version of the UPSA; UPSA-3, transportation, planning recreational activities, and household chores subscales; DRS, Dementia Rating Scale;
PANSS, Positive and Negative Syndromes Scale.
*p < .05; **p < .01
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performed better on the UPSA-Brief. Correlations be-
tween these constructs and UPSA-Brief scores were
highly similar to those of the full UPSA.

Usefulness of the UPSA-Brief for Predicting Residential
Independence

An ROC curve was plotted for the UPSA-Brief. The
ROC curve shows the sensitivity vs 1 minus the specificity
for every possible cutoff point; optimal cutoff points are
determined by visually assessing which score combines
maximum sensitivity and specificity. The AUC with
95% CIs was used as an indicator of the ability of the
UPSA-Brief to differentiate patients who were living
independently in the community (eg, living alone in an
apartment) or not living independently (eg, living in
a Board and Care facility). In addition, we used the meth-
ods described by Hanley and McNeil15,16 to compare the
AUCs for the full UPSA and the UPSA-Brief for predict-
ing residential independence.

Ninety-nine of the 434 participants (23%) were residen-
tially independent at the time of testing. Table 3 indicates
the sensitivity, specificity, positive predictive value
(PPV), negative predictive value (NPV), and percent cor-
rectly identified as residentially independent for different
cutoff scores on the UPSA. As discussed in our previous
article, sensitivity and specificity refer to how well the
UPSA-Brief correctly identified people who were resid-
ing independently and nonindependently, respectively.11

PPV refers to the percentage of patients with positive
test results who are correctly classified as independent,
whereas NPV refers to the percentage of patients with
negative test results who are correctly classified as depen-
dent.19 The ROC curves for the UPSA and UPSA-Brief
are shown in figure 1. The estimated AUC for the UPSA
was 0.74 (95% CI: 0.68–0.79), whereas the estimated AUC
for the UPSA-Brief was 0.73 (95% CI: 0.67–0.78). Both
scales were significantly greater (P < .001) than the area
of no information (an area of 0.50), and they were not
significantly different from each other (z = 0.66,P = .255).

We also compared the UPSA-Brief area under the
curve for predicting residential independence with that

of the DRS total score and both positive and negative
symptoms of the PANSS. The estimated AUC for
DRS total scores was 0.65 (95% CI: 0.58–0.73). Using
the estimate of average correlation provided by Hanley
and McNeil,16 we compared the AUCs for the UPSA-
Brief and DRS for the 358 participants who had data
available on both tests. The UPSA-Brief AUC estimate
of 0.73 (95% CI: 0.67–0.80) was significantly greater than
that of the DRS described above (z = 2.39, P = .017).
Comparison of the UPSA-Brief to PANSS negative
(z = 3.88, P < .001) and PANSS positive scores (z =
5.48, P < .001) were also significant in favor of the
UPSA-Brief.
As seen in table 3, the best UPSA-Brief cutoff score was

60. At this cutoff, the UPSA-Brief correctly identified
70% of the residentially independent sample. The sensi-
tivity of 0.82 was greater than the specificity of 0.58.

Sensitivity of the UPSA-Brief to Change

All participants completed a baseline UPSA-Brief assess-
ment and were randomly assigned to 1 of 2 manualized
group-based interventions. The first, called FAST
(n = 124), was a behavioral intervention based on social
cognitive theory.20 This intervention consisted of 24
weekly sessions (120 minutes each) and taught partici-
pants a variety of everyday functional skills. The second
intervention was a time-equivalent support condition
(Support; n = 116) whereby patients were offered oppor-
tunity to address personal issues and receive support and
advice from other group participants. More details on
these interventions can be found elsewhere.12,21

Table 3. Sensitivity, Specificity, Positive Predictive Value (PPV),
Negative Predictive Value (NPV), and Percent Subjects Correctly
Identified asResidentially IndependentWithUPSA-BriefCutoffs

Cutoff 40 50 60* 70 80

Sensitivity 0.91 0.87 0.82 0.65 0.37

Specificity 0.27 0.44 0.58 0.71 0.87

PPV 0.27 0.32 0.36 0.40 0.46

NPV 0.91 0.92 0.91 0.87 0.82

% Correctly
Identified

59 66 70 68 62

Note: *Maximum Sensitivity and Specificity
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Fig. 1. Receiver-operating characteristic analysis of comparison:
prediction of residential independence. TheUPSA-Brief andUPSA
area under the curve estimates were 0.73 (95% confidence interval
[CI]: 0.67–0.78) and 0.74 (95% CI: 0.68–0.79), respectively.
UPSA 5 University of California, SanDiego, Performance-Based
Skills Assessment.
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Linear Change on the UPSA-Brief

Mean baseline scores 6 standard error for the FAST and
Support conditions were 51.46 2.1 and 56.66 2.1, respec-
tively (t = 1.71, df = 238, P = .088). A total of 194 partic-
ipants (101 FAST and 93 Support) completed both
a baseline and follow-up UPSA-Brief. After controlling
for baseline UPSA scores, age, and education, patients in
the FAST group had significantly higher postinterven-
tion (6-month) UPSA-Brief scores than Support partic-
ipants (F = 5.24, df = 1, 189, P = .023; Cohen’s
d = 0.33). Estimated mean follow-up scores for the
FAST participants were 61.5 6 1.5 compared with
56.5 6 1.6 for Support participants.

‘‘Prognostic’’ Categorization Change—Likelihood of
Residential Independence

In addition to linear change on the UPSA-Brief, we de-
termined whether participation in the FAST psychosocial
intervention was superior to a control condition for mov-
ing participants above our cutoff score of 60 on the
UPSA-Brief, thereby indicating greater likelihood of liv-
ing independently. We assigned participants to a ‘‘resi-
dential prognosis’’ category (ie, ‘‘low’’ vs ‘‘high’’) for
both baseline and 6-month follow-up assessments.
Then, we classified participants as having either a ‘‘suc-
cessful’’ or ‘‘unsuccessful’’ treatment response based on
the following definitions: (1) unsuccessful = patient
stayed <60 from baseline to follow-up or moved from
�60 on the UPSA-Brief to <60 at follow-up or (2) suc-
cessful = patient moved from <60 on the UPSA-Brief to
�60 at follow-up. These criteria resulted in a subgroup of
128 participants, with the remaining participants scoring
�60 at both baseline and 6-month follow-up. A chi-
square analysis was used to compare intervention differ-
ences in these categorizations. Results of this analysis
indicated a significant difference between FAST and
Support interventions (v2 = 4.62, df = 1, P = .032),
with those in the FAST intervention significantly more
likely to be classified as a ‘‘success’’. The percentage of
participants in these categories is presented in table 4.

Calculation of Treatment Effect Size Estimates

In order to provide investigators with information on the
magnitude of the intervention effect (ie, the FAST treat-
ment vs the Support condition) onUPSA-Brief scores, we
utilized the data from table 4 to compute effect size esti-
mates. These estimates included Cohen’s d,22 the odds ra-
tio (OR), and number needed to treat (NNT). These
latter 2 effect size estimates are recommended by
Kraemer et al.23 Cohen’s d reflects mean differences be-
tween treatment groups in standard deviation units, with
estimates of 0.2, 0.5, and 0.8 indicating small, medium,
and large effects, respectively.22 However, it should be
noted that interpretation of Cohen’s d effect sizes should
be made within the context of the construct being mea-
sured, whereby in some contexts effect sizes less than 0.8
might be considered large.23 OR refers to the odds of
a successful response in the FAST condition compared
with the Support condition. NNT is the number of
patients who must be treated in order to generate one
more success than would have been expected had all per-
sons been given the Support condition. In the present
study, Cohen’s d was estimated as approximately 0.30.
The OR was 2.45, indicating that FAST participants
were over twice as likely to have a successful treatment
response than Support participants. NNT was 5.88, indi-
cating that 1 patient out of 6 would reach a threshold of
60 on the UPSA-Brief as a function of being in the FAST
intervention.

Discussion

Persons with schizophrenia are noted to have significant
deficits in numerous areas of life functioning which may
inhibit their ability to adapt to the demands of society.
These deficits thereby necessitate the development of
treatments that improve functioning along with coincid-
ing measures that adequately gauge one’s ability to func-
tion in his/her environment. Ideally, these measures
should be brief, reliable, and demonstrate both internal
and external validity. This study provides initial valida-
tion of the UPSA-Brief, a measure designed to provide
fast assessment of overall functioning in patients with
schizophrenia and other chronic psychoses. Our major
findings are (1) the UPSA-Brief is highly correlated
with other major areas of functioning including cognitive
functioning and negative symptoms of psychosis and, as
expected, is sensitive to age and education levels of those
being assessed, (2) the UPSA-Brief can accurately predict
patient ability to live independently, evenwhen compared
with the full version of the UPSA, the DRS, and the
PANSS, and (3) scores on the UPSA-Brief are sensitive
to change via psychosocial interventions.
There are several advantages for developing a brief ver-

sion of the UPSA. First, whereas the full version of the
UPSA can be administered in approximately 30 minutes,
the UPSA-Brief can be administered in approximately

Table 4. Summary of Pearson Chi-Square Test for Success of
Treatment Groups for Moving Patients Toward Likelihood of
Residential Independence

Group Unsuccessful Successful
Odds of
Treatment Failure

FAST, n (%) 44 (65) 24 (35) 1.86

Support, n (%) 49 (82) 11 (18) 4.56

Note: Unsuccessful = patient stayed <60 on UPSA-Brief from
baseline to 6-month follow-up or moved from �60 to <60;
successful = patient moved from < 60 to � 60; v2 = 4.62, df = 1,
P = .032; odds ratio = 2.45; number needed to treat = 5.88;
FAST = Functional Adaptations and Skills Training.
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10–15 minutes. This is advantageous from both a patient
and administrator perspective. For example, some
patients with schizophrenia may not be capable of com-
pleting the full UPSA in conjunction with other psycho-
social and medical assessments due to attentional
difficulties, and utilization of the UPSA-Brief wouldmin-
imize this limitation. An additional feature of the UPSA-
Brief is that subscales from the full UPSA that require
a maximum number of props (such as a pantry and
maps) are not included on the UPSA Brief, making its
portability across cites even greater than that for the
full UPSA.

Clinicians and researchers also benefit from the brevity
of the UPSA-Brief by allowing them to maximize resour-
ces for assessment of other functional areas. For example,
the UPSA-Brief allows researchers and clinicians to max-
imize resources without sacrificing validity and accuracy.
Specifically, we find that the UPSA-Brief is highly corre-
lated with global measures of neuropsychological perfor-
mance as well as specific neuropsychological constructs
including memory, attention, initiation, and conceptual-
ization. Further, we demonstrated that the UPSA-Brief is
significantly better than a global measure of cognitive
functioning (ie, the DRS) and both positive and negative
symptoms of psychosis for predicting residential indepen-
dence, while maintaining a level of accuracy consistent
with that of the full UPSA. This allows clinicians to uti-
lize the UPSA-Brief, in conjunction with other measures,
as one means of discharge planning from hospital
settings.

Another advantage to this study was our demonstra-
tion that the UPSA-Brief is sensitive to change via psy-
chosocial interventions. Based on results from our study,
clinicians and researchers may utilize either raw UPSA-
Brief scores or a cutoff of 60 to establish treatment suc-
cess. Specifically, treatment personnel (eg, physicians,
nurses, etc.) may use raw scores to determine change
in functioning over the course of medical treatments or
set a score of 60 or above on the UPSA-Brief as a treat-
ment goal for discharge planning. Indeed, other indica-
tors of treatment success, such as assignment of
Global Assessment of Functioning scores,24 appear nota-
bly weak at predicting outcomes in patients with chronic
psychosis.25,26 Therefore, use of a new outcome appears
warranted.

Similarly, the sensitivity of the UPSA-Brief to change
via psychosocial interventions is important as it demon-
strates that these interventions may move individuals
closer to establishing independence in the community.
Specifically, we indicated that FAST participants were
over twice as likely to have a successful treatment re-
sponse than Support participants. We believe this is be-
cause our psychosocial intervention focused on
developing functional skills in patients with schizophre-
nia. The NNT for this intervention is quite small and
comparable to that of many widely accepted medical

and psychiatric interventions (eg, obtaining remission
in depression with serotonin specific reuptake inhibitor
treatment). We acknowledge that medication interven-
tions require less effort to administer than a full psycho-
social intervention.However, we also note thatmedications
likely cannot produce the outcomes targeted by our in-
tervention (ie, functional skills), and clinicians need to
consider for themselves whether they feel the effort
expended in this intervention is worth the outcomes
gained (eg, potential residential independence, improved
medication management). NNT is a good effect size be-
cause individual clinicians can weigh the amount of effort
it would take to achieve a cutoff score of 60 on theUPSA-
Brief. In this case, every sixth participant would achieve
this cutoff as a function of participating in the FAST in-
tervention vs the control condition.
Because this is the first instance in which these effect

sizes are reported for the UPSA-Brief, they lay the
groundwork by which other treatments may be measured
in terms of treatment success. Nonetheless, future studies
should examine the efficacy of other interventions, par-
ticularly those that emphasize targets other than func-
tional skills (eg, assertive community treatment [ACT],
medication to improve cognition), and report compara-
ble effect sizes for promoting change in the UPSA-Brief.
These future studies will not only help further establish
the UPSA-Brief as a valid outcome measure but will
also help pinpoint treatment targets which do or do
not impact functional capacity and likelihood of patients
being able to reside independently.
Our factor analysis indicated that the 5 subscales of the

full UPSA were highly correlated, as demonstrated by all
5 scales loading on 1 factor. In developing the UPSA, we
desired to assess basic skills necessary for life functioning.
Basic life skills are often learned in consort with one an-
other during formative stages of one’s development.27

Thus, successful acquisition of one skill would likely be
associated with development of the other skills assessed
by the UPSA. It is for this reason we feel the UPSA-Brief
is an excellent brief measure of functional capacity.
Our study has several limitations. For example, we ex-

amined the ability of the UPSA-Brief for predicting cur-
rent residential independence, and future studies will
need to establish the ability of this measure for predicting
long-term independence. Further, we were not able to ex-
amine other outcomes relevant to real-world functioning,
such as employment and/or work ability. A third limita-
tion is that our population was administered the UPSA-
Brief in English. We are aware that the UPSA has been
translated into other languages and is currently being
used in research in Mexico and Sweden. How well our
results would generalize to these and other populations
is not established. Therefore, validation of the UPSA-
Brief for different languages and cultural/ethnic groups
should be examined. Further, the sample studied was
approximately 10 years older than the average age for
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clinical trials in schizophrenia, and there appear to be
a number of clinical issues relevant to late-life schizophre-
nia. These include, but are not limited to, neuropsycho-
logical changes over time, remission, medical
comorbidities, and antipsychotic side effects.28 How
these factors impact residential independence and re-
sponse to psychosocial treatments is unknown, and
how our results generalize to younger samples is yet un-
clear. More research is recommended to evaluate the im-
pact of age on these outcomes and to determine whether
results from our study generalize to younger samples.
Residential independence represents a complex out-

come criterion because for some individuals living situa-
tion may be determined more by the economic or social
support resources available to the patient and less by
their cognitive functioning or functional capacity. These
and other factors might limit the ability of the UPSA-
Brief (or other measures) to distinguish among groups.
Because of this complexity, it is strongly recommended
that future research control for these factors in predicting
residential independence or determine for whom and un-
der what circumstances the UPSA-Brief predicts residen-
tial independence. Finally, we did not use residential
independence as an outcome for our intervention trial.
Rather, we assessed patient capacity to reside indepen-
dently by examining the ability of our FAST intervention
to move patients over our established UPSA-Brief cutoff
of 60.We therefore recommend that future trials examine
the ability of interventions for successfully achieving
short- and long-term residential independence.
In sum, the UPSA-Brief provides a time-efficient mea-

sure of functional capacity that is sensitive to neurocog-
nitive performance, negative symptoms, living situation,
and change via a psychosocial intervention. We believe
the UPSA-Brief can be used in both research and com-
munity settings as a fast, objective assessment of overall
functioning in patients with schizophrenia and other
chronic psychoses. Specifically, those working in these
settings may use the UPSA-Brief to assess magnitude
of improvement via treatment and as a prognostic indi-
cator of an individual’s ability to reside independently in
the community (eg, discharge planning). Future research
should examine the efficacy of other interventions (eg,
ACT, cognition-enhancing medications) for improving
UPSA-Brief scores and explore the relationship between
the UPSA-Brief and other outcome measures.

Appendix

UPSA-Brief

The UPSA-Brief is a measure of functional capacity in
which patients are asked to role-play tasks in 2 areas
of functioning: (1) communication and (2) finances.
The UPSA-Brief requires approximately 10–15 minutes

to complete and may be administered by a suitably
trained lay professional.

Communication. The communication subtest revolves
around several role-play exercises using an unplugged
telephone. For the first exercise, patients are asked to
show the tester what number they would dial if they
had an emergency. A second exercise requires the pa-
tient to call information to get a specific telephone
number, after which they are asked to dial the number
from memory. Next, patients are given a medical ap-
pointment confirmation letter that details how the pa-
tient is to prepare for the medical appointment (eg, fast
for a blood draw) and what 2 items they need to bring
with them to the doctor (eg, insurance card and list of
medications). After reading the letter, the patient is
asked to describe how the letter requested them to pre-
pare for the appointment. In addition, the patient is
asked to call to the hospital to reschedule the doctor’s
appointment. There are a total of 9 communication
subtasks that require about 5 minutes to complete.

Finance. This subtest tests the patient’s ability to count
change, read a utility bill, and write checks. Patients are
first provided with real currency (coins and bills) and
asked to count out given amounts (eg, $12.17, $6.73,
$1.02) andmake change from 10 dollars. Next, patients
are shown a real bill from a utility company (eg, San
Diego Gas and Electric) and given a blank check. Us-
ing this check, patients are asked to make out a check
to the utility company for the amount owed. Points are
given for each correct element of this process (the check
is made out to San Diego Gas and Electric, the written
amount corresponds to the bill, the check is signed,
etc.). This subtest takes approximately 8 minutes to
complete.

Test Information

Any individual interested in obtaining a copy of the
UPSA-Brief and scoring sheets may contact the corre-
sponding author.
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