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CHAPTER 2
Performance of healthy subjects on 

an ecologically valid test for social 
cognition: the short, Dutch version of 

The Awareness of Social Inference Test 
(TASIT) 
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Chapter 2

ABSTRACT

The present paper addresses the psychometric quality of the shortened Dutch version of The 

Awareness of Social Inference Test (TASIT), a social cognition task comprising dynamic social 

interactions. Because the original TASIT required a rather long administration time, two shortened 

parallel forms were developed. Results showed that TASIT-short was feasible and the two alternate 

forms were reasonably comparable in a group of neurologically healthy individuals (N = 98). Also, 

the results confirmed the ecological validity of TASIT-short in this healthy group. The test appeared 

sensitive to brain injury as it differentiated between the healthy subjects and a group of patients 

with acquired brain injury (N = 16). On the basis of the present study we conclude that TASIT-short 

has added value to the assessment of social cognition in patients with acquired brain injury. 
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INTRODUCTION

Changes in social behavior and social competence are common after moderate to severe brain 

injury.1-4 It is hypothesized that deficits in social cognition underlie these behavioral changes.5-8 

Social cognition has broadly been defined as a domain of cognition that involves the mental 

operations underlying social interactions, which includes the perception of the self, and the ability 

to perceive emotions, intentions and dispositions of others.9,10 It involves the recognition of other 

people’s affect as well as the ability to form a theory of mind (ToM) or to mentalize. ToM is required  

to understand  the thoughts, desires and intentions of others and differentiate these from one’s 

own thoughts and  feelings, a prerequisite for social competence.11,12 Poor recognition of facial 

affect13-15 and theory of mind deficits16-18 have been demonstrated after acquired brain injury (ABI). 

These studies focused mainly on traumatic brain injury, but deficits in social cognition have also 

been demonstrated in other neurological and psychiatric disorders, e.g. Schizophrenia19, Autism20, 

Huntington’s disease21 and stroke.22

Several studies found evidence that deficits in social cognition were associated with 

communication difficulties and impoverished social relationships after brain injury.6,23,24 Hence, in 

clinical neuropsychological practice it is important to have valid tests that can both measure deficits 

in these areas after brain injury and predict social problems in everyday life. Ideally, these tests 

should be able to differentiate such problems in neurological patients from normal performance in 

a non-neurological population. This is a challenge because there is also variability in social cognitive 

abilities within the healthy population, for instance in facial affect recognition.25-27 Furthermore, 

in healthy children and adolescents it has been found that better facial affect recognition was 

correlated to being more socially competent and being more popular.28-31 Factors of influence on 

facial affect recognition ability are gender32 and age.25,33 

At present, there are several tests for aspects of social cognition; however, they all use static 

stimuli. Although many of these tests are valid and sensitive to injury, their ecological validity has 

been questioned. For example, in a single case study, Adolphs, Tranel, and Damasio (2003) examined 

patient B., a patient with extensive bilateral brain lesions caused by Herpes simplex encephalitus.34 

Patient B. could not recognize any basic emotion other than happiness when static stimuli were 

used, but he was able to recognize the basic emotions anger, happiness, fear, surprise and sadness 

when dynamic stimuli were presented. Adolphs and colleagues (2003)34 concluded that distinct sets 

of neural structures are involved in emotion recognition depending on stimuli characteristics (static 

vs. dynamic). This finding is consistent with a functional imaging study35 which demonstrated that 

dynamic facial stimuli elicit increased activity in brain regions related to emotional processing and 

interpretation of socially relevant cues in contrast to static stimuli. Consequently, it seems likely that 

tests using dynamical stimuli are able to activate brain regions more similar to daily life experiences 

and possibly have larger predictive value for everyday social functioning than static stimuli. 

McDonald, Flanagan, Rollins, and Kinch (2003) developed The Awareness of Social Inference 

Test (TASIT) to assess social cognition.36 TASIT includes three subtests with videotaped dynamic 
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interactions. The first subtest, the Emotion Evaluation test (EET) addresses the recognition of basic 

emotions. In the second and third subtests (Social Inference- Minimal and Social Inference Enriched, 

respectively) aspects of ToM are measured. Specifically, participants have to differentiate between 

sarcasm and sincere behavior in part two and between sarcasm and lies in part three. TASIT has 

been shown to be valid and feasible in an Australian population.37 Moreover, TASIT was sensitive to 

social perception deficits in various patient groups, such as traumatic brain injury, schizophrenia, 

frontotemporal dementia, Alzheimer’s disease, and stroke.38 Because there was, as yet, no Dutch 

social cognition test with dynamic stimuli, we set out to develop a Dutch version of TASIT. In doing 

so, we considered the rather long administration time (60 -75 minutes) of the original TASIT a 

drawback. Patients with acquired brain injury are mentally fatigued easily and often face a limited 

mental processing load.39,40 Furthermore, the measurement of social cognitive deficits is often part 

of a more extensive neuropsychological investigation. In addition, because some neurological 

patients are in a recovery trajectory whereas others can deteriorate over time, there was a need for 

the development of parallel forms to measure changes over time without marked test-retest effects. 

Therefore, we developed two shortened parallel versions of TASIT, which might be feasibly included 

in an extensive neuropsychological test battery and allow for re-testing in order to measure changes 

over time. The aim of this study is to investigate the feasibility of the Dutch TASIT-short as a clinical 

assessment of social cognition, the comparability of the two forms, the influence of biographical 

factors and its validity and sensitivity.

METHOD

Participants 

Healthy participants. Ninety-eight healthy participants (48 male, 50 female) were recruited. 

Exclusion criteria for this study were: the presence (or history) of serious neurological or psychiatric 

disorders, or being a psychology student. Participants had a mean age of 33 years (SD = 14.4, range 

17-70). Education level was scored using 7 categories (Verhage, 1964). Median educational level was 

6 (40%), and ranged from 2: primary school (2%) to 7: university degree (26%).

Patient group. Sixteen patients with acquired brain injury (ABI) (thirteen male, three female) 

participated in this study: two brain tumor, nine traumatic brain injury (TBI) and five stroke. For the 

two patients with brain tumor, one had a tumor in the anterior part of the brain, while the other 

had the tumor in the posterior region. Patients with TBI were classified according to severity based 

on Glasgow Coma Scale, duration of Post-traumatic amnesia or judgment of the neurologist. Using 

these criteria, three TBI patients were classified as mild and six TBI patients as severe.41 Of the stroke 

patients, two had a left-sided stroke (1 hemorrhagic, 1 ischemic stroke) and three a right-sided 

stroke (2 hemorrhagic, 1 ischemic stroke). Time since ABI was on average 103 months (SD = 121), 

ranging from 7 months to 40 years. The ABI group had a mean age of 38.8 years (SD = 13.6, range 

21-64). Median educational level was 5 (50%) and ranged from 4 (lower vocational education: 13%) 

to 7 (university degree: 6%). These patients had been recruited to take part in a pilot study aimed 
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to explore the feasibility of a newly developed treatment for behavioral problems in the University 

Medical Center Groningen. Inclusion was based on proxy scores on the subscale Social Monitoring 

of the Brock Adaptive Functioning Questionnaire42, BAFQ-Social Monitoring > 12, M = 21.3, SD = 

4.1, range 13-28. The patient group did not differ significantly from the healthy group in terms of 

age t(112) = 1.4, p = .16 or educational level, t(112) = -1.7, p = .09, but did differ in male / female ratio, 

X2 (1, N = 114) = 5.8, p = .02. The pilot study was approved by the medical ethical committee of the 

University Medical Center Groningen, the Netherlands. Participants gave informed written consent 

and were treated in compliance with the 1990 Declaration of Helsinki and subsequent amendments.

Procedure

Ninety-eight healthy participants were assessed individually either at the University Medical Center 

Groningen, or at home. From the healthy control group, eighty-four participants completed the two 

parallel versions of TASIT- short (at random A-B, or B-A), with an interval ranging from 6 to 39 weeks 

(M = 12, SD = 8) between the two versions. Patients were assessed individually at the University 

Medical Center Groningen only once. Nine patients completed version A and seven patients 

completed version B. All tasks were administered in a fixed order. The administration time of the 

complete test battery was approximately 2 hours. 

Test Measures

The Awareness of Social Inferences Test.36 The original TASIT consisted of two parallel forms 

(TASIT-A, TASIT-B)  each with 51 vignettes, divided into three subtests. In the original TASIT, there 

were several identical scripts in the two forms, but the interactions could be different. For example 

actors enacted the script as sarcastic in form A and sincere in form B, and vice versa. For a detailed 

test description refer to McDonald et al. (2003).36 For the Dutch TASIT-short two parallel versions 

were developed (TASIT-short A, TASIT-short B) each including the first 31 of the original 51 vignettes. 

The original movie scripts were translated into Dutch. All vignettes depicted situations which were 

familiar for Dutch participants, and there was no need for (cultural) adjustments. The scenes were 

enacted by Dutch actors. For Part one (EET) 14 vignettes were included from the original 28. These 

encompassed two vignettes for each of seven emotional states: anger, disgust, fear, happiness, 

sadness, surprise and neutral. For Part 2 (Social Inferences Minimal, SI-M) nine vignettes (three 

sincere, three sarcastic, three paradoxical sarcastic) were included to keep the proportional ratio of 

paradoxical, sarcastic and sincere interactions comparable to the 15 vignettes in the original TASIT. 

Each vignette was followed by four questions about what the actor was doing, saying, thinking and 

feeling. For Part three (Social Inferences-Enriched, SI-E) eight vignettes (four lies, four sarcastic) were 

included from the 16 original. These scripts contained extra contextual cues to assist understanding. 

Comprehension of these vignettes was also tested using four questions (do, say, think, feel). Scores 

ranged from 0-14 (EET), 0-36 (SI-M) and 0-32 (SI-E). The overall score (sum of the three parts) ranged 

from 0-82. The administration time of TASIT-short (TASIT- A or TASIT- B) is approximately 35 minutes. 
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Other measures.

Facial Expressions of Emotion: Stimuli and Tests.43  The Ekman 60 faces test (FEEST) assesses emotion 

recognition of six basic facial emotions (happiness, anger, sadness, fear, disgust and surprise). Sixty 

pictures of faces of men and women44, ten of each emotion, were presented on a computer screen 

for a maximum of 5 seconds. Sub scores for each emotion ranged from 0-10 and the overall score 

ranged from 0-60. 

Strange stories Test.45 The Strange Stories Test (SS) assesses the capacity to derive characters’ 

intentions, thoughts and feelings from verbal stories.45 The task involves advanced inference and an 

appreciation of the mental state of others. After reading the eight stories aloud, participants were 

asked why the character in the story had said what he/she had said. Scoring was based on giving an 

inferential response and on whether the inference was correct. Scores ranged from 0-16. 

Brock Adaptive Functioning Questionnaire.42 For assessment of social functioning in daily life 

the Dutch translation of the Brock Adaptive Functioning Questionnaire (BAFQ) was used. The BAFQ 

is a 68-item self-report questionnaire designed to measure the frequency of difficulties manifested 

in everyday life on a five-point scale ranging from “almost never” to “very often”. It was completed by 

healthy participants and patients. The behavioral scales of the BAFQ were originally developed to 

assess orbital frontal lobe functioning.42 For this study the subscale Social Monitoring was used to 

measure social functioning in daily life. The scale includes 7 questions (min. score 7, max. score 35) 

which address daily situations like: “Do you pay attention to whether others are following what you 

are saying?” Higher scores on the BAFQ reflect poorer functioning.   

Adult Reading Test (NART).46 The NART was administered to measure premorbid intelligence 

(Dutch version NLV).47

Statistical Analyses 

Data analyses were carried out using SPSS for Windows, version 20. The skewed nature of the 

distributions precluded the use of parametric tests in TASIT-short subtests. Spearman’s correlation 

coefficients (two-tailed) were used to examine the relationships between demographic variables and 

the test results. The performances on both parallel forms were compared to measure similarity and 

test- retest capability. Mann-Whitney U tests were conducted to analyze comparability of emotion 

sub scores, social inference sub scores and total scores. Sequence effects were analyzed using the 

Wilcoxon Signed Rank Test for related observations. To determine concurrent validity TASIT-short 

was related to other social cognition tests. Spearman’s correlation coefficients (two-tailed) were 

used in TASIT subtests and Pearson’s correlation coefficients (two-tailed) were used in overall scores 

when the data was normally distributed. To determine ecological validity, TASIT-short results were 

correlated with a questionnaire measuring social functioning in daily life. In order to analyze TASIT-

short’s general sensitivity to neurological injury Mann-Whitney U tests were conducted to analyze 

comparability of the performance of the healthy group and a group of adults with acquired brain 

injury.       
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RESULTS

Comparability of Forms A and B – Overall Score TASIT-short

To examine comparability of the alternate forms, fifty-four healthy participants completed TASIT-

short form A and forty-four participants completed form B during the first assessment. In table 1 

the means and SDs on TASIT-short subtests are shown for the two groups. There was no difference 

between subtest total scores and the overall score on form A and form B, indicating that both forms 

were comparable with regard to their level of difficulty.   

Table 1. Comparability of TASIT-short A and TASIT-short B, Based on Means, Standard Deviations and Mann-
Whitney U Tests of the First Administration

Measure

Group 1
(n = 54)
Form A 
M (SD)

Group 2
(n = 44)
Form B
M (SD)

    Z                        p

EET
     Angry 1.9   (0.4) 1.6 (0.7)  -2.14 .03
     Disgust 1.9   (0.3) 1.7 (0.5)  -2.54 .01
     Happy 1.6   (0.5) 1.8 (0.4)   1.74 .08
     Fear 2.0   (0.2) 1.8 (0.4)  -2.07 .04
     Sad 1.4   (0.5) 2.0 (0.2)   5.60 .00
     Surprised 1.8   (0.4) 2.0 (0.2)   2.33 .02
     Neutral 1.7   ( 0.6) 1.6 (0.7)  -0.33 .74
     Total 12.2 (1.4) 12.4 (1.4)   0.75 .45
SI-M
     Sincere 9.8   (2.1)   9.4 (2.7)  -0.33 .74
     Simple sarcastic 9.7   (1.9) 10.2 (1.7)   1.19 .24
     Paradox. sarcastic 11.3 (1.0) 10.5 (1.6)  -2.30 .02
     Do 7.8   (1.0)  7.7 (1.1)   0.01 .99
     Say 7.5  ( 1.0)  7.4 (1.0) -0.67 .51
     think 7.5   (1.0)  7.3 (1.2) -1.04 .30
     Feel 8.0   (1.0)  7.7 (.9) -1.76 .08
     Total 30.8 (2.7)  30 (3.3) -1.10 .27
SI-E
     Sarcasm 12.9 ( 2.2) 10.9 (2.5) -4.04 .00
     Lies 12.9 ( 2.4) 14.6 (1.5)  4.05 .00
     Do   6.7 ( 1.1)   6.3 (0.8) -2.69 .01
     Say   6.4 ( 1.4)   5.6 (1.2) -2.95 .00
     Think   6.2 ( 1.1)   6.9 (1.2)  3.16 .00
     Feel   6.5 ( 1.3)   6.8 (1.1)  0.97 .33
     Total 25.8 ( 3.5) 25.5 (2.7) -0.93 .35
Overall score 68.7 (5.5) 68.0 (5.8) -0.77 .44

Note. TASIT-short = The Awareness of Social Inferences Test – short. EET = Emotion Evaluation Test; SI-M = Social 
Inferences-Minimal; SI-M Paradox. sarcastic = Social Inferences-Minimal paradoxical sarcastic items; SI-E = Social 
Inferences-Enriched. 
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Comparability of Forms A and B - subtests

Table 1 shows that for subtest EET no significant differences were found across the two forms with 

respect to the total scores although there were some differences on individual emotions. Items 

concerning the emotional expressions Angry, Fear and Disgust were perceived slightly better 

on form A compared to form B, whereas Surprised and Sad items were more difficult on form A 

compared to form B. The Happy and Neutral items were correctly perceived at a comparable level 

on both forms..

For Social Inference-Minimal (SI-M) table 1 shows that there are no significant differences 

between the alternate forms. The Sincere and Simple sarcastic items did not differ across the forms. 

The Paradoxical sarcastic items were more difficult for form B compared to form A. No significant 

differences were found on the “do”, “say”, “think” and “feel” questions between the two forms.

Social Inference- Enriched (SI-E) also yielded total scores that were comparable for form A and 

B. Analysis of the subcomponents showed that the Lie items were slightly easier on form B and the 

Sarcasm items were easier on form A. The “do” and “say” questions were slightly easier on form A and 

“think” questions were comprehended better on form B. The “feel” questions were answered at a 

comparable level over the two forms.

Influence Demographic Factors 

In table 2 Spearman correlations between the total scores on the EET, SI-M, SI-E and the demographic 

variables are depicted. There was no significant association between age and TASIT-short subtests 

or overall scores. Educational level was significantly correlated with performance on subtests EET 

on form B, and for SI-E on both forms. The overall scores of TASIT A and B were also correlated with 

education. For 78 healthy participants an estimation of intelligence was available. There was no 

significant correlation between intelligence and the TASIT- short subtests or overall scores, EET rs(76) 

= .15, p = .19, SI-M rs(76) = .12, p = .31, SI-E rs(76) = .01, p = .92, overall score rs(76) = .10, p = .36.

Sequence Effects in the Healthy Group 

Table 3 shows that for sequence A-B participants obtained a significantly higher overall score at the 

first measurement compared to the second, but for the sequence B-A no significant difference was 

found in the overall score. Moreover the performance on EET improved significantly for sequence 

A-B, but deteriorated significantly for sequence B-A. The mean performance on subtest SI-M 

was significantly lower on form B with prior exposure to form A. In particular there was a drop in 

performance on SI-M sincere items (on average -3.5 points) on form B. For sequence B-A no difference 

was found for subtest SI-M. Furthermore, for subtest SI-E no difference was found between both 

total scores irrespective of version sequence. However, lies were better comprehended in SI-E form 

B and sarcastic items were better comprehended in SI-E form A with no regard to version sequence. 

Overall performance on the alternate forms was moderately correlated, sequence A-B rs(42) = .45, 

p < .01, sequence B-A rs(38) = .34, p = .03. When time between administrations was corrected for, 
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performance on both forms was still moderately correlated: sequence A-B pr(42) = .39, p = .01, for 

sequence B-A pr(38) = .38, p = .02. 

Table 2. Spearman Correlations between TASIT-short A, TASIT-short B and Demographic Factors Age and 
Education

TASIT- short Form A (n = 54) TASIT- short  Form B (n = 44)
Variable EET                SI-M SI-E Overall score EET                SI-M SI-E Overall score
Age -.24     - .13  -.06   -.14    -.28    .04    -.12    -.12      
Education  .07          .21    .41**  .34*    .40**  .29     .35*     .43**     

Note. TASIT-short = The Awareness of Social Inferences Test – short; EET = Emotion Evaluation Test; SI-M = Social 
Inferences-Minimal; SI-E = Social Inferences-Enriched. * p < .05, ** p < .01 (two-tailed).

Table 3. Median differences for test-retest measurement by using alternate forms TASIT-short A and B, and 
Wilcoxon signed rank tests

                                                 Group 1 (n = 44)                                                           Group 2 (n = 40)
                                          1st Form-A  2nd Form-B                                               1st Form-B  2nd Form-A 

Measure Median Median Dif  Z p Median Median Dif Z p

TASIT-short
    EET    12    13 +1  3.24 .00 13 12 -1 -3.27 .00
    SI-M    31    28 -3 -3.63 .00 30 31 +1  1.09 .28
    Sincere    10.5    7    -3.5 -4.00 .00 10 9.5 -0.5  0.61 .54
    Sarcastic     9    11 +2  0.67 .50 11 10 -1 -0.98 .33
    Paradox. 
    sarcastic

   12    11 -1 -2.62 .01 11 11.5 +0.5  1.67 .10

SI-E    26    25 -1 -1.06 .29 25 25.5 +0.5  0.02 .99
   Lies    13    15 +2  3.30 .00 15 13 -2 -3.96 .00
   Sarcastic    13    12 -1 -3.73 .00 11 12 +1  2.77 .01
 Overall score    69    66 -3 -2.80 .01 69 68 -1 -0.52 .60

Note. TASIT-short = The Awareness of Social Inferences Test - short; EET = Emotion Evaluation Test; SI-M = Social 
Inferences-Minimal; SI-M Paradox. sarcastic = Social Inferences-Minimal paradoxical sarcastic items; SI-E = Social 
Inferences-Enriched.

Concurrent Validity 

Table 4 details mean scores for the healthy participants on the additional social cognitive measures 

and their correlations with TASIT short. Table 4 shows that for the total group (N = 98), a significant 

but moderate positive correlation was found between the FEEST and TASIT-short overall score. 

Despite this, no significant correlation was found between the scores on the FEEST and any of the 

TASIT short individual subtests. In an additional analysis, we selected those healthy participants 

who scored in the lowest quartile of the FEEST scores. For these 26 healthy subjects scores on the 

FEEST were strongly and significantly related to TASIT-short EET performance, rs(24) = .70, p < .001. 

A strong positive correlation was also found between the overall TASIT-short score and the Strange 

Stories. Moderate significant correlations were found between performances on Strange Stories 

and the subtests SI-M and SI-E. 
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Ecological Validity 

Table 4 shows a moderate negative correlation between the healthy group self-report scores on 

the social monitoring scale (BAFQ) and TASIT overall score on the first assessment. Furthermore, 

this relation appeared to be constant as there was also a strong negative correlation between the 

BAFQ social monitoring scale and the second TASIT assessment r(71) = -.42, p < .001.  In contrast, no 

significant relationship was found between the BAFQ social monitoring scale and either the FEEST 

or the Strange Stories test. We also examined the relationship between the BAFQ social monitoring 

scale and TASIT short (overall score) in the patient group. In this case no significant relationship was 

found, r(14) = -.13, p = .63.

Sensitivity - Comparison of Healthy Participants and Participants with ABI 

Table 5 shows that, overall, the ABI group performed significantly lower on TASIT- short compared 

to the healthy group (table 5), indicating that TASIT-short is sensitive to brain injury. The ABI group 

performed more poorly than controls on the EET and the SI-E but not the SI-M. 

Table 4. Means, Standard Deviations and Correlations for TASIT-short A&B First Assessment: FEEST, Strange 
Stories and BAFQ- social monitoring scale

                              TASIT-short FEEST Strange 
Stories

 EET            SI-M            SI-E           Overall

Measure N M (SD)    rs    rs    rs     r    r    r 

FEEST 98 49.5 (4.8)   0.19   0.18   0.16  0.29** - 0.24*

Strange Stories 74 14.1 (1.5)   0.35**   0.39**   0.26*  0.44** 0.24* -

BAFQ- sm 78 12.8 (3.0) -0.20 -0.20 -0.29** -0.31** -0.13 -0.17

Note. TASIT-short = The Awareness of Social Inferences Test – short; EET = Emotion Evaluation Test; SI-M = Social 
Inferences-Minimal;     SI-E = Social Inferences-Enriched; BAFQ- sm = Brock’s Adaptive Functioning Questionnaire - 
scale social monitoring. * p < .05, ** p < .01 (two-tailed). 

Table 5. Means, Standard Deviations and Mann-Whitney U Tests for the Healthy and Patient Group on TASIT- 
short A and B, First Administration

Measure Group N M (SD) Z P

TASIT-short

      EET Normal 98 12.3 (1.4) 2.01 .05

ABI 16 11.3 (2.4)

      SI-M Normal 98 30.4 (3.0) 1.49 .14

ABI 16 28.5 (4.4)

      SI-E Normal 98 25.7 (3.2) 2.90 .00

ABI 16 23.4 (2.1)

      Overall score Normal 98 68.4 (5.6) 2.66 .01

ABI 16 63.1 (7.1)

Note. TASIT-short = The Awareness of Social Inferences Test – short; EET = Emotion Evaluation Test; SI-M = Social 
Inferences-Minimal;   SI-E = Social Inferences-Enriched; ABI = acquired brain injury
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DISCUSSION

In the present study the feasibility of the Dutch short version of The Awareness of Social Inferences 

Test as a clinical test of social cognition was investigated, including its psychometric properties, its 

sensitivity to brain injury and its ability to predict real world social functioning. The Dutch version 

was based on a subset of the original scripts of TASIT36, and the scenes were re-enacted by Dutch 

actors. McDonald et al.36-38 found that TASIT was valid, reliable and sensitive for detecting poor social 

perception. Our study showed that this new version of TASIT was just as feasible and that the two 

alternate forms were as comparable to each other as the long Australian version. Overall, our results 

demonstrated that the Dutch TASIT-short is a valid and sensitive instrument for measuring social 

cognition. 

As expected, the alternate forms of the Dutch TASIT-short were of comparable difficulty. The 

three subtest total scores as well as the overall score were similar across both forms. Within subtests 

some differences were found in sub scores (e.g. types of emotions or interactions). Given the small 

number of items in each subtest this finding is not unexpected, but it indicates that subtest total 

scores as well as the overall score are the most reliable indications of social cognition. Furthermore, 

the differences in sub scores between alternate forms are in line with findings on the original TASIT 

with a broader range of items.36 This suggests that the shortened version of TASIT is comparable to 

the original version in its assessment capability, while the administration time is reduced by half.

Contrary to expectations, age had no impact on the scores of healthy subjects. On the other 

hand, significant correlations with education were found for nearly all subtests, indicating that more 

highly educated participants performed better. Since an intelligence measure was available for a 

subgroup of the healthy subjects, it was possible to examine the relation between intelligence and 

TASIT-short. As there were no significant correlations, it appears that intelligence does not play a 

large role in performance on the TASIT-short. This is on contrast  with the original TASIT37 where a 

relationship was found between intelligence and all three subtests. Given the association between 

TASIT short and education (and the original TASIT and intelligence), it is imperative that normative 

data is stratified to take into account levels of education.

Sequence effects for the alternate forms were analyzed with a mean time interval of twelve 

weeks. For sequence B-A no differences were found. However, for sequence A-B higher mean scores 

were found for the first administration compared to the second. Apparently, performance of subjects 

declined when they were exposed to form A before form B, whereas the reverse was not found. 

Analysis of the sub scores revealed that subtest SI-M contributed the most to the difference in the 

overall scores and, in particular, the items representing sincere situations were answered poorly. 

A possible explanation for the poorer performance on B after A might be that both forms used 

identical scripts that were enacted differently. Hence, healthy participants may have remembered 

sarcastic interactions (e.g. actors, situations) from the first assessment which biased their ability 

to interpret the same scripts enacted sincerely in the second assessment. Thus, the parallel forms 

may have been vulnerable to carry over effects. This may have been exacerbated by the relatively 
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short inter-test interval of twelve weeks (on average) which may have been too short for memory 

of the first measurement to have faded. In clinical practice, patients are usually retested after longer 

intervals, which we strongly recommend. Nevertheless, although the time interval was short, the 

decrement in performance was modest in relation to overall test scores. Consistent with this, the 

overall performances across alternate forms were just moderately correlated.

The moderate to strong positive correlations between the TASIT overall scores and the FEEST 

and Strange Stories indicate that TASIT-short has concurrent validity, converging with other tests of 

social cognition, that is, tests of emotion recognition and theory of mind. Despite this, correlations 

were low and non-significant between performances on the TASIT-short subtest for emotion 

recognition (EET) and the static emotion perception task. The results of the studies of Arsalidou 

and colleagues35 and Adolphs and colleagues34 shaped our expectation that the dynamic emotion 

recognition task of the TASIT (EET) and the static task might differ substantially. Nevertheless, we  

expected a moderate correlation based on what they have in common. Given no association was 

found we need to re-think the source of difference. It might be the case that the dynamic nature 

of the stimuli in the EET activated neuropsychological processes such as focused attention and 

information processing speed to a far greater extent than the static test. It is also plausible that the 

processes required for emotion recognition in daily life are more similar to the processes activated 

during TASIT-short administration than those activated during static tests. Given that the dynamic 

facial expressions in the EET are interwoven with intonational cues and context, these vignettes 

presumably represent greater validity than the static images. Further research is needed to determine 

which of these explanations hold. Another explanation is that there was a ceiling effect and thus 

insufficient variance in performance within our healthy group to allow associations to be revealed. 

Presumably, if the two measures were administered in a large patient group the variability would 

be larger, and this might reveal higher correlations. As one means to diminish the ceiling effect, 

we analyzed a subgroup of 26 healthy participants who scored in the lowest quartile on the FEEST. 

The performance of this subgroup was strongly positively related with the TASIT-short Emotion 

Evaluation Test (EET). This provided additional support for the concurrent validity of TASIT short 

and also its sensitivity for detecting poor emotion perception capacity. Hence, our expectation of a 

significant correlation between both emotion perception measures remains tenable. With respect 

to theory of mind, there was convincing support for the concurrent validity of the TASIT-short as we 

found significant correlations between the theory of mind task (SS) and the social inference subtests 

of TASIT-short.

There was a significant correlation between TASIT-short overall score and the BAFQ- social 

monitoring scale in our healthy group, indicating that better performance on the test went together 

with better social functioning in daily life. This provided evidence for the ecological validity of the 

task. This relation was constant over time given the correlation was also significant between the 

BAFQ-social monitoring scale and the second TASIT-short administration. In contrast, there was 

no significant correlation found between the BAFQ-social monitoring scale with the FEEST or the 
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Strange Stories test, i.e., unlike the TASIT short, these static tasks did not predict daily life social 

functioning.  Previous studies have shown that, even in subjects without neurological disorders, 

social cognition abilities and daily life social functioning vary and can be related to each other. For 

instance, in childhood and adolescence better facial affect recognition abilities are significantly 

related to being more socially competent and being more popular.28-31 Despite these correlations 

in the healthy sample, in the small patient group no significant relation was found between TASIT-

short and the BAFQ self-report measure. There are a number of possible explanations for this, 

including the important problem that some patients may lack sufficient insight to provide a reliable 

self-assessment of their social competence. In order to address this, future studies should include 

a larger group of patients with ABI and include a measure of social functioning completed by a 

significant other to circumvent lack of insight.

In line with previous findings regarding the sensitivity and validity of the original TASIT14,18,36,37, 

we found that the Dutch TASIT- short successfully differentiated between the healthy and ABI group 

on the overall score and the subtests EET and SI-E.  This sensitivity supports the use of TASIT-short 

for assessing deficits in social functioning in patients with ABI. This is an important finding because 

the shortened version has greater clinical applicability.

Despite these generally positive findings, there are a number of study limitations which need 

to be acknowledged. In the ABI group sixteen adults were included, which is a small sample size. 

It would be valuable to examine the sensitivity of TASIT-short to brain injury in a larger group of 

patients. In future research part SI-M should be examined carefully, because this part contributed 

the most to the difference in the A-B overall scores. It may be relevant to administer the same form 

twice to sort out the robustness of this finding and to provide greater insight into the test-retest 

reliability. Finally, the present study did not include measures of other cognitive functions (e.g. 

attention, information processing speed) to analyze the influence of these functions on TASIT-short 

performance.

Overall, considering the psychometric characteristics of TASIT-short as revealed in this study, we 

conclude that the Dutch shortened version of TASIT is a promising measure. TASIT-short provides 

an ecological valid, comprehensive and objective measurement of social cognition. Moreover, 

TASIT-short is relatively fast to administer. We conclude that TASIT-short can enhance assessment 

of social cognition in patients with acquired brain injury and can be considered to form a valuable 

supplement to a standard neuropsychological examination. 
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