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1 

Social Skills Training as a Key Component of Social 1 

Rehabilitation for Individuals with Disabilities 2 

 3 
The development of social competence is increasingly recognized as a 4 
fundamental component of inclusive education and community-based 5 
rehabilitation for individuals with disabilities. Despite growing awareness of 6 
the importance of interpersonal functioning, many individuals with 7 
intellectual, developmental, or psychosocial disabilities continue to 8 
experience social isolation, limited participation, and barriers to independent 9 
living. This study examines the role of Social Skills Training (SST) in 10 
enhancing social participation, adaptive functioning, and interpersonal 11 
competence among individuals participating in rehabilitation and educational 12 
support programs. The paper is based on a qualitative and practice-oriented 13 
analysis combining a contemporary literature review with observations 14 
derived from therapeutic and educational settings implementing SST 15 
interventions. Particular attention is devoted to structured training methods 16 
such as behavioral modeling, role-playing, guided interaction, emotional 17 
regulation exercises, and feedback-based learning. The analysis focuses on 18 
how these techniques influence communication abilities, cooperation, conflict 19 
resolution, and the capacity to establish and maintain interpersonal 20 
relationships. Preliminary findings indicate that systematic participation in 21 
SST programs contributes to improved social interaction, increased self-22 
confidence, and greater adaptive functioning in everyday environments. 23 
Participants demonstrated an enhanced ability to engage in group activities, 24 
express emotions appropriately, and respond more effectively to social 25 
situations within educational, family, and vocational contexts. The paper 26 
further discusses contemporary challenges related to the implementation of 27 
SST, including unequal access to specialized services, insufficient institutional 28 
resources, and difficulties in transferring acquired skills to real-life situations. 29 
The study concludes that Social Skills Training constitutes a significant 30 
element of modern social rehabilitation and inclusive education. 31 
 32 
Keywords: social skills training, social rehabilitation, disability, social 33 
competence, inclusive education, interpersonal functioning 34 

 35 

 36 

Introduction 37 

 38 

Social participation is widely regarded as one of the core outcomes of 39 

successful rehabilitation and inclusive education (World Health Organization, 40 

2001). For individuals with intellectual, developmental, or psychosocial 41 

disabilities, the capacity to initiate and sustain interpersonal relationships, 42 

cooperate with others, and respond adequately to social demands is often as 43 

decisive for quality of life as functional independence in activities of daily living. 44 

The World Health Organization's International Classification of Functioning, 45 

Disability and Health (ICF) explicitly frames disability as an interaction between 46 

an individual's health condition and contextual factors, placing participation and 47 
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social interaction at the centre of rehabilitation practice rather than treating them 1 

as secondary outcomes of medical intervention. 2 

Within this framework, Social Skills Training (SST) has emerged as one of 3 

the most extensively researched and clinically applied interventions supporting 4 

social participation across a wide range of populations, including individuals 5 

with autism spectrum disorder, intellectual disability, schizophrenia and other 6 

severe mental illnesses, and neurological injury (Bellack, Mueser, Gingerich, & 7 

Agresta, 2004; Reichow & Volkmar, 2010). SST is grounded in the assumption 8 

that social competence is not a fixed trait but a set of learnable behaviors that 9 

can be systematically taught, practiced, and generalized through structured 10 

educational and therapeutic procedures (Gresham & Elliott, 1990). 11 

The present paper addresses the role of SST as a component of social 12 

rehabilitation, combining a review of the contemporary psychological and 13 

rehabilitation literature with practice-based observations drawn from therapeutic 14 

and educational settings in which SST programs are implemented. The purpose 15 

of the study is threefold: first, to clarify the conceptual scope of SST and its 16 

theoretical grounding in psychology; second, to examine how structured SST 17 

techniques influence communication, emotional regulation, cooperation, and 18 

conflict resolution among participants with disabilities; and third, to identify the 19 

principal challenges affecting the implementation and long-term effectiveness of 20 

SST programs, together with directions for future development. 21 

 22 

 23 

Conceptual Framework: Social Skills, Social Competence, and Social Skills 24 

Training 25 

 26 

Although the terms are frequently used interchangeably, the psychological 27 

literature distinguishes between social skills, social competence, and social skills 28 

training as related but conceptually separate constructs. Social skills are typically 29 

defined as discrete, learned behaviors that enable an individual to interact 30 

effectively with others in a given social context – for example, initiating a 31 

conversation, maintaining eye contact, or requesting help appropriately 32 

(Gresham & Elliott, 1990). Social competence, by contrast, refers to a broader 33 

evaluative judgment of how adequately an individual applies these behaviors to 34 

achieve socially valued outcomes; it is inherently contextual and depends on the 35 

expectations of a given social environment (Beauchamp & Anderson, 2010). 36 

Beauchamp and Anderson (2010) proposed an integrative developmental 37 

framework, sometimes referred to as the SOCIAL model, which conceptualizes 38 

social competence as the product of the dynamic interaction between 39 

neurocognitive functions (such as attention, executive function, and 40 

communication), internal factors (such as temperament and self-regulation), and 41 

external factors (family environment, socioeconomic status, and access to social 42 

opportunities). This model is particularly useful for understanding disability-43 

related social difficulties, as it explains why comparable underlying impairments 44 

can produce markedly different social outcomes depending on the environmental 45 

and relational context in which the individual functions. 46 
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Social Skills Training, in turn, is best understood as a structured therapeutic 1 

and educational methodology that operationalizes the goal of improving social 2 

competence through explicit instruction, modeling, rehearsal, feedback, and 3 

reinforcement of specific target behaviors (Bellack et al., 2004; Kazdin, 2001). 4 

Unlike unstructured social experience, SST is characterized by clearly defined 5 

learning objectives, a sequenced curriculum, and systematic opportunities for 6 

practice under controlled conditions before skills are generalized to naturalistic 7 

settings. This structured character distinguishes SST from more general forms of 8 

social support or milieu therapy and is considered central to its documented 9 

effectiveness (Liberman, DeRisi, & Mueser, 1989). 10 

The core competency domains typically addressed within SST programs 11 

include verbal and non-verbal communication, recognition and regulation of 12 

emotion, conflict resolution, assertiveness, cooperative group participation, and 13 

the initiation and maintenance of interpersonal relationships. Programs differ in 14 

the extent to which they emphasize each domain, depending on the population 15 

served and the setting in which the intervention is delivered – for instance, 16 

vocational SST programs tend to prioritize workplace communication and 17 

conflict management, while programs for children and adolescents on the autism 18 

spectrum often place greater emphasis on peer-entry behaviors, perspective-19 

taking, and friendship-building skills (Laugeson & Frankel, 2010). 20 

 21 

 22 

Theoretical Foundations 23 

 24 

The theoretical grounding of SST draws primarily on social learning theory 25 

and behavioral psychology. Bandura's (1977) social learning theory provides the 26 

foundational premise that complex social behavior is acquired largely through 27 

observation, imitation, and reinforcement rather than through direct instruction 28 

alone. According to this framework, individuals learn appropriate social 29 

responses by observing models – whether therapists, peers, or recorded 30 

demonstrations – and by receiving feedback that reinforces successful 31 

approximations of the target behavior. This principle underlies the widespread 32 

use of modeling and video-based demonstration in contemporary SST curricula. 33 

Bandura's later work on social cognitive theory (1986) extended this 34 

framework by introducing the construct of self-efficacy, defined as an 35 

individual's belief in their own capacity to execute the behaviors required to 36 

produce a given outcome. Within the context of SST, self-efficacy beliefs are 37 

considered a critical mediating variable: participants who develop confidence in 38 

their ability to apply newly acquired social behaviors are more likely to initiate 39 

social interactions independently and to persist despite initial setbacks or social 40 

rejection. This theoretical link between skill acquisition and self-efficacy is 41 

consistent with practice-based observations that improvements in participants' 42 

willingness to engage socially often precede, or occur alongside, measurable 43 

gains in discrete skill performance. 44 

A complementary theoretical contribution comes from Vygotsky's (1978) 45 

sociocultural theory of development, particularly the concept of the zone of 46 
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proximal development – the gap between what a learner can accomplish 1 

independently and what they can achieve with structured guidance from a more 2 

capable partner. This concept supports the widely used SST practice of 3 

scaffolding, in which a therapist or facilitator provides graduated levels of 4 

support (verbal prompting, physical guidance, or partial modeling) that are 5 

gradually withdrawn as the participant's independent competence increases. 6 

Behavioral approaches associated with applied behavior analysis (Kazdin, 2001) 7 

further contribute the technical apparatus of SST – task analysis, prompting 8 

hierarchies, shaping, and systematic reinforcement schedules – which together 9 

provide a replicable methodology for teaching and generalizing complex social 10 

behavior. 11 

Taken together, these theoretical strands converge on a shared understanding 12 

of social competence as a dynamic, learnable capacity shaped by observation, 13 

guided practice, reinforcement, and the gradual internalization of social rules – 14 

an understanding that directly informs the design of SST curricula discussed in 15 

the following sections. 16 

 17 

 18 

Social Competence and Disability: Barriers to Social Participation 19 

 20 

Individuals with disabilities – whether intellectual, developmental, sensory, 21 

physical, or psychosocial – frequently experience significant difficulties in social 22 

interaction. These difficulties arise from a combination of factors that are rarely 23 

reducible to the impairment itself. On one hand, functional limitations directly 24 

affecting communication, emotional regulation, or executive function (as in 25 

autism spectrum disorder, intellectual disability, or acquired brain injury) can 26 

restrict the individual's capacity to read social cues, initiate interaction, or adapt 27 

behavior flexibly to context (Matson & Wilkins, 2007; White, Keonig, & Scahill, 28 

2007). On the other hand, environmental and attitudinal barriers, including 29 

stigma, low expectations from caregivers and educators, and limited 30 

opportunities for structured peer interaction, compound these functional 31 

difficulties and often play an equally important role in shaping poor social 32 

outcomes (World Health Organization, 2001). 33 

Documented consequences of deficits in social competence among 34 

individuals with disabilities include chronic social isolation, reduced self-esteem, 35 

elevated risk of anxiety and depressive symptoms, exclusion from employment 36 

opportunities, restricted access to community resources, and an overall 37 

diminished quality of life. In psychiatric populations, deficits in social 38 

functioning are recognized as one of the strongest predictors of poor long-term 39 

outcomes, frequently exceeding the predictive value of symptom severity alone 40 

(Bellack et al., 2004). Within populations with autism spectrum disorder, 41 

persistent social skill deficits are similarly associated with peer rejection, 42 

bullying victimization, and long-term difficulties in establishing independent 43 

adult relationships and employment (Laugeson & Frankel, 2010). 44 

It is in this context that SST is best understood as fulfilling both a 45 

compensatory and a developmental function. As a compensatory intervention, 46 
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SST provides participants with explicit, structured instruction in skills that may 1 

not be acquired incidentally through ordinary social exposure, thereby reducing 2 

the gap between the individual's functional profile and the social demands of 3 

their environment. As a developmental intervention, SST supports the broader 4 

trajectory of personal growth, autonomy, and identity formation, enabling 5 

participants to move progressively from externally guided practice toward 6 

independent, self-directed social functioning. 7 

 8 

 9 

Social Skills Training as a Component of Social Rehabilitation 10 

 11 

Social rehabilitation is inherently multidimensional, encompassing efforts 12 

to restore or develop the individual's capacity to function within family, 13 

community, educational, and occupational environments. SST occupies a central 14 

position within this process, particularly in work with individuals on the autism 15 

spectrum, individuals with intellectual disabilities, individuals with severe and 16 

chronic mental illness such as schizophrenia or affective disorders, individuals 17 

recovering from neurological injury, and individuals presenting with broader 18 

adaptive or behavioral difficulties. 19 

Within a rehabilitation framework, SST is understood to contribute to 20 

several interconnected goals: strengthening independence in daily social 21 

functioning; reducing maladaptive or challenging behaviors that often emerge as 22 

a consequence of communicative frustration; improving functioning within 23 

family and occupational environments; and increasing opportunities for social 24 

inclusion and community integration (Bellack et al., 2004; Kurtz & Mueser, 25 

2008). A recurring finding across the literature is that the effectiveness of SST 26 

increases substantially when the intervention is delivered systematically, over a 27 

sufficient duration, and in a manner individualized to the participant's specific 28 

profile of strengths and difficulties, rather than applied as a generic, one-size-29 

fits-all curriculum. 30 

The rehabilitative value of SST is further enhanced when it is embedded 31 

within a broader ecological approach that actively involves family members, 32 

educators, and, where relevant, employers or co-workers, rather than being 33 

delivered as an isolated clinical activity. This ecological embedding directly 34 

addresses one of the most persistent challenges in the field – the transfer, or 35 

generalization, of skills acquired in a controlled training setting to the 36 

unpredictable demands of everyday social life, a theme that is revisited in the 37 

discussion of challenges in Section 8. 38 

 39 

  40 
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Methods and Techniques Used in SST Programs 1 

 2 

The documented effectiveness of SST rests substantially on the systematic 3 

application of a well-established set of instructional and therapeutic techniques. 4 

The following methods recur consistently across SST curricula described in the 5 

clinical and educational literature, and were also observed within the practice 6 

settings examined for this study. 7 

 8 

Modeling 9 

 10 

Modeling involves the demonstration of a target social behavior by a 11 

therapist, teacher, or peer, allowing the participant to observe the correct 12 

performance of a skill before attempting it themselves. Consistent with 13 

Bandura's (1977) social learning theory, modeling is most effective when the 14 

model is perceived as credible and similar to the observer, and when the 15 

demonstrated behavior is broken into clear, observable steps. Video modeling, 16 

in which a recorded demonstration is used in place of, or in addition to, live 17 

modeling, has become increasingly common in contemporary programs, 18 

particularly in work with individuals on the autism spectrum (Reichow & 19 

Volkmar, 2010). 20 

 21 

Role-Playing 22 

 23 

Role-playing provides participants with the opportunity to rehearse target 24 

behaviors in simulated, low-risk social scenarios before applying them in real-25 

life contexts. Scenarios are typically drawn from situations relevant to the 26 

participant's daily life – for example, initiating a conversation, declining an 27 

unreasonable request assertively, or resolving a disagreement with a peer or 28 

colleague. Role-play is frequently combined with structured behavioral rehearsal 29 

and repeated practice, allowing participants to build fluency and confidence 30 

incrementally (Bellack et al., 2004; Liberman et al., 1989). 31 

 32 

Feedback 33 

 34 

Constructive, specific feedback following role-play or in-vivo practice is 35 

considered essential to skill acquisition. Effective feedback in SST typically 36 

follows a structured sequence – identifying what was performed correctly, 37 

addressing specific areas for improvement, and offering a further opportunity to 38 

practice the revised behavior. This iterative feedback-practice cycle allows 39 

participants to refine their performance progressively rather than relying on a 40 

single instructional exposure. 41 

 42 

Positive Reinforcement 43 

 44 

Positive reinforcement, applied consistently with behavioral principles, 45 

rewards successful approximations of target behavior in order to increase the 46 
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likelihood of their recurrence. Reinforcement may be social (praise, 1 

encouragement) or, particularly in the early stages of training with individuals 2 

presenting significant cognitive or communicative limitations, more tangible in 3 

nature. The gradual shift from externally delivered reinforcement toward 4 

intrinsic motivation and self-reinforcement is generally regarded as a marker of 5 

successful skill internalization (Kazdin, 2001). 6 

 7 

Generalization Training 8 

 9 

Generalization training refers to deliberate strategies aimed at ensuring that 10 

skills acquired within the training setting transfer to real-life situations across 11 

different people, places, and circumstances. Common strategies include varying 12 

the training context, involving multiple trainers or peers, assigning homework 13 

tasks to be completed in natural settings, and coordinating with family members, 14 

teachers, or employers to reinforce target behaviors outside the training session. 15 

Generalization is widely recognized in the literature as the single most 16 

challenging aspect of SST implementation, and is addressed further in Section 8 17 

(Reichow & Volkmar, 2010; Kurtz & Mueser, 2008). 18 

In addition to these core techniques, contemporary SST programs 19 

increasingly incorporate digital technologies, including computer-based 20 

simulations, interactive software, and virtual reality environments, which allow 21 

participants to practice social scenarios in engaging, repeatable, and controllable 22 

formats. Such tools are particularly valued for their capacity to provide a 23 

graduated, anxiety-reducing introduction to socially demanding situations before 24 

real-world application. 25 

 26 

 27 

Methodology of the Present Study 28 

 29 

This paper is based on a qualitative, practice-oriented study combining a 30 

structured review of the contemporary psychological and rehabilitation literature 31 

on Social Skills Training with systematic observations gathered within 32 

therapeutic and educational settings implementing SST interventions for 33 

individuals with disabilities. The literature review focused on identifying the 34 

theoretical foundations, core methodological components, and documented 35 

outcomes of SST, drawing on peer-reviewed research and established clinical 36 

manuals in the fields of clinical, developmental, and rehabilitation psychology. 37 

The practice-based component of the study consisted of structured 38 

observation of SST sessions conducted within rehabilitation and educational 39 

programs serving individuals with intellectual disabilities, autism spectrum 40 

disorder, and adaptive or behavioral difficulties. Observations focused on 41 

participants' engagement in structured exercises, their responses to modeling and 42 

role-play tasks, the quality of peer interaction during group activities, and 43 

qualitative indicators of change over the course of program participation, such 44 

as spontaneous initiation of social contact, appropriate expression of emotion, 45 

and constructive responses to conflict. Given the qualitative and exploratory 46 
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character of the study, the findings reported below should be understood as 1 

descriptive and hypothesis-generating rather than as the outcome of a controlled 2 

experimental design; they are intended to illustrate and contextualize patterns 3 

already established in the wider empirical literature rather than to establish 4 

causal effects independently. 5 

 6 

 7 

Findings and Discussion: Effectiveness of Social Skills Training 8 

 9 

Consistent with the broader empirical literature, the practice-based 10 

observations gathered for this study suggest that systematic participation in SST 11 

is associated with meaningful improvement in several interrelated domains of 12 

social functioning. Participants who engaged consistently in structured training 13 

demonstrated improved verbal and non-verbal communication, including more 14 

frequent initiation of conversation, improved turn-taking, and more appropriate 15 

use of eye contact and body language. Increased self-confidence was frequently 16 

observed alongside these communicative gains, manifesting as greater 17 

willingness to participate in group activities and reduced avoidance of socially 18 

demanding situations. 19 

These practice-based observations align closely with findings reported in 20 

the empirical literature. Meta-analytic research on SST for individuals with 21 

schizophrenia has demonstrated moderate to large effects on the acquisition of 22 

social skills, with somewhat smaller but still meaningful effects on broader 23 

measures of community functioning (Kurtz & Mueser, 2008). Similarly, 24 

Reichow and Volkmar's (2010) best-evidence synthesis of interventions for 25 

individuals with autism identified social skills groups and video modeling as 26 

approaches meeting the criteria for well-established, evidence-based practice, 27 

with particularly consistent gains reported in the domains of social initiation and 28 

reciprocal interaction. Group-based SST interventions modeled on structured 29 

curricula such as PEERS have likewise demonstrated durable improvements in 30 

adolescents' and young adults' capacity to initiate and maintain peer relationships, 31 

extending beyond the immediate training context into broader social and family 32 

functioning (Laugeson & Frankel, 2010). 33 

A further consistent theme across both the literature and the practice 34 

observations concerns the role of emotional regulation as both an outcome and 35 

a facilitating condition for social skill acquisition. Participants who developed 36 

greater capacity to recognize and label their own emotional states showed 37 

correspondingly improved ability to modulate their responses during socially 38 

frustrating or ambiguous situations, such as unstructured group activities or 39 

unexpected changes in routine. This finding is consistent with theoretical models 40 

that position emotional regulation as a core component of social competence 41 

rather than as a separate, unrelated skill domain (Beauchamp & Anderson, 2010). 42 

Cooperative behavior within group settings represented another domain of 43 

observable change. Participants demonstrated increasing capacity to follow 44 

shared rules, take turns, negotiate simple disagreements, and contribute 45 

constructively to group tasks over the course of program participation. Conflict 46 
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resolution skills, while generally the most difficult domain to develop, showed 1 

measurable progress when training incorporated explicit, staged instruction – for 2 

example, teaching participants to identify the problem, generate possible 3 

solutions, evaluate consequences, and select an appropriate response – consistent 4 

with structured problem-solving frameworks used in established SST curricula 5 

(Bellack et al., 2004). 6 

Overall, both the literature and the practice-based observations converge on 7 

the conclusion that the effectiveness of SST is strongly moderated by three 8 

factors: the duration and intensity of the intervention, with brief or low-9 

frequency programs generally producing weaker and less durable outcomes; the 10 

competence and consistency of the facilitator, particularly their fidelity to 11 

structured modeling, feedback, and reinforcement procedures; and the degree of 12 

engagement from the participant's surrounding environment, including family, 13 

educators, and, where relevant, employers, in reinforcing and extending trained 14 

behaviors beyond the training session (Kurtz & Mueser, 2008; Reichow & 15 

Volkmar, 2010). 16 

 17 

 18 

Challenges in the Implementation of Social Skills Training 19 

 20 

Despite substantial evidence supporting its effectiveness, the 21 

implementation of SST continues to face significant practical challenges. Access 22 

to specialized SST programs remains geographically and socioeconomically 23 

uneven, with individuals in rural or under-resourced areas frequently having 24 

limited or no access to appropriately trained facilitators. Institutional funding for 25 

social rehabilitation services is often insufficient relative to demand, resulting in 26 

waiting lists, reduced session frequency, or premature discontinuation of 27 

otherwise effective programs. 28 

A further challenge concerns the lack of standardization across SST methods 29 

and curricula. While well-validated, manualized programs exist for specific 30 

populations, such as PEERS for adolescents with autism spectrum disorder 31 

(Laugeson & Frankel, 2010) or structured social skills modules for individuals 32 

with schizophrenia (Bellack et al., 2004), many practice settings continue to rely 33 

on eclectic or loosely structured approaches that lack a clear evidence base, 34 

complicating efforts to compare outcomes across programs and to establish 35 

consistent quality standards. 36 

 37 

• Generalization of trained skills to real-life situations remains the most 38 

persistently reported limitation across the literature, with gains observed 39 

in controlled training settings not always transferring reliably to 40 

unstructured, real-world contexts. 41 

• Facilitator training and fidelity vary considerably between settings, 42 

affecting the consistency with which core techniques such as modeling, 43 

feedback, and reinforcement are applied. 44 

• Family and community engagement, while recognized as critical to 45 

durable outcomes, is frequently limited by competing demands on 46 
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caregivers' time, insufficient guidance on how to reinforce trained 1 

behaviors at home, and, in some cases, limited understanding of the goals 2 

and methods of the intervention. 3 

• Measurement of outcomes remains methodologically difficult, as many 4 

available assessment tools rely heavily on informant report rather than 5 

direct observation of behavior in naturalistic settings, introducing 6 

potential bias into evaluations of program effectiveness. 7 

 8 

Addressing these challenges requires coordinated action at the level of 9 

policy, professional training, and service design, rather than reliance on the 10 

efforts of individual practitioners or institutions alone. 11 

 12 

 13 

Future Directions 14 

 15 

Several directions appear particularly promising for the future development 16 

of SST as a component of social rehabilitation. The integration of digital 17 

technologies, including virtual reality and interactive software, offers the 18 

potential to provide more engaging, scalable, and individually adaptable training 19 

environments, while also allowing for more precise and objective measurement 20 

of participant performance over time. Continued development of individualized, 21 

profile-based programming – tailoring the content, pace, and intensity of training 22 

to the specific cognitive, communicative, and emotional profile of each 23 

participant – is likely to improve both engagement and outcomes relative to 24 

standardized, one-size-fits-all curricula. 25 

Strengthening the systematic involvement of family members, educators, 26 

and employers within SST programs represents a further priority, given the 27 

consistent finding that environmental engagement is among the strongest 28 

predictors of durable skill generalization. Finally, an interdisciplinary approach 29 

that integrates the contributions of psychology, special education, speech and 30 

language therapy, occupational therapy, and medicine is likely to yield more 31 

comprehensive and sustainable rehabilitation outcomes than approaches 32 

confined to a single professional discipline. 33 

 34 

 35 

Conclusions 36 
 37 

Social Skills Training constitutes one of the most extensively researched and 38 

practically significant elements of social rehabilitation for individuals with 39 

disabilities. Grounded in well-established psychological theory – particularly 40 

social learning theory (Bandura, 1977) and sociocultural models of guided 41 

learning (Vygotsky, 1978) – and operationalized through a coherent set of 42 

techniques including modeling, role-play, feedback, reinforcement, and 43 

generalization training, SST provides a structured pathway toward improved 44 

communication, emotional regulation, cooperation, and interpersonal 45 

relationship-building. 46 
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The practice-based observations presented in this paper, considered 1 

alongside the wider empirical literature, indicate that systematic, individualized, 2 

and adequately resourced SST programs contribute meaningfully to participants' 3 

social participation, self-confidence, and adaptive functioning across 4 

educational, family, and vocational contexts. At the same time, persistent 5 

challenges related to access, standardization, facilitator training, and skill 6 

generalization continue to limit the full realization of SST's rehabilitative 7 

potential. Addressing these challenges through investment in specialized 8 

services, standardized and evidence-based curricula, and stronger integration 9 

with family and community environments should be regarded as a priority for 10 

social policy and rehabilitation systems seeking to support the fuller inclusion of 11 

individuals with disabilities in social, educational, and occupational life. 12 

 13 
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