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The Social Functioning Scale
The Development and Validation of a New Scale of Social Adjustment
for use in Family Intervention Programmes with Schizophrenic Patients

MAX BIRCHWOOD, JO SMITH, RAY COCHRANE, SHEILA WETTON and SONJA COPESTAKE

Socialfunctioningasanoutcomevariableinfamily interventionswith schizophrenicpatients
has been a relativelyneglectedarea. The requirementsof a scale of social functioningto
measurethe efficacy of family interventionsinclude:the measurementof skill/behaviour
relevantto the impairmentsandthe demographyof thisgroup;the abilityto yieldconsiderable
informationwith an economyof clinicaltime; and the establishmentof â€˜¿�comparative'need
throughcomparisonbetweensubscalesandwith appropriatereferencegroups.Resultsfrom
threesamplesshowthat the SocialFunctioningScaleisreliable,valid,sensitiveandresponsive
to change.

Within the last ten years, significant advances in the
management of schizophrenia have come from
studies of psychosocial intervention in the family
environment in which the patient resides. These
studies have largely focused on relapse as the major
outcome variable; where social functioning has been
measured, the results are equally favourable (Falloon
et a!, 1984).

This focus on relapse is surprising since impairment
of social functioning is widespread in schizophrenia
and may reflect a primary impairment as well as a
secondary disability (Bellacketa!, 1990).Deterioration
in interpersonal relationships forms part of the
defining characteristics of the syndrome and with
drawal and impairment in life-role functioning
(social/recreation activity, independence/daily living
skills, etc.) are listed as residual symptoms in DSM
III-R (American Psychiatric Association, 1987). The
family interventions of Tarrier et a! (1988) and
Birchwood & Smith (1987) have directly targeted the
raising of social functioning. These interventions re
quire a comprehensive assessment of social functioning
in which a direct comparison is made between its
different components, and relative to established
norms, in order to identify an individual's strengths
and weaknesses.

The methods of assessing social adjustment have
been reviewed by Weissman (1975, 1981). She
indicates (1975, p. 1251) that many of the available
scales have limitations for use with chronic disorders
such as schizophrenia since this group may not be
functioning in the roles that are assessed (e.g. current

work, marital and parental roles). She advises that
assessment of social functioning in a schizophrenic
populationshouldthereforeassessmore â€˜¿�fundamental'
characteristics, such as level of independence
(competence and performance), social engagement!

withdrawal, friendships/interpersonal functioning,
and daily activities.

One particular limitation of available scales for
family intervention is that they require a normative
judgement by raters; for example, the Social
Behaviour Schedule of Sturt & Wykes (1986) rates
behaviour in terms of severity of problem. As Platt
et a! (1980) have pointed out, norms vary with
characteristics such as age, sex, employment status,
presence of disability, etc., and may lack external
validity. In the case of schizophrenic patients who
continue to live with their families, an unusual and
difficult normative judgement about social adjust
ment will be required since this will refer to a
â€˜¿�disabled'group that will be largely unemployed,
male and single. Furthermore, the judgements
required in some scales refer to the presence of
problems rather than strengths.

One further problem of many of the available
scales for family interventions is the use of what can
be a lengthy interview requiring trained raters (e.g.
the SBAS; Platt et a!, 1980). Those clinicians
interested in implementing family interventions in a
service will regard the investment of time required
as excessive in the context of what is certain to
be a treatment demanding of resources (Smith &
Birchwood, 1990).

The ideal characteristics of a social adjustment
scale for use with family interventions may therefore
be summarised as follows:

(a) comprehensive and permitting comparisons
between subscales

(b) sensitive to the likely level of impairment and
relevantto the community tenureof this group

(c) independent of the normative judgement of
â€˜¿�independent'raters
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(d) norms available for a population with a com
parable age, sex and (un)employment structure

(e) able to yield considerable information with an
economy of clinical time

(f) available in self-report or informant versions
(g) conforming to accepted criteria of reliability,

validity and sensitivity.

The Social Functioning Scale (SFS) was constructed
specifically to tap those areas of functioning that are
crucial to the community maintenance of individuals
with schizophrenia. In this respect, the content of
the SFS was informed by the areas focused on in the
successful psychosocial intervention programmes of
Hogarty et a! (1979), Paul & Lentz (1977), Stein &
Test (1980), and the impairments and disabilities
assessed by the Disability Assessment Schedule
(World Health Organization, 1980). The seven areas
selected are shown in Table IV and include:

(a) socialengagement/withdrawal (time spent alone,
initiation of conversations, social avoidance)

(b) interpersonal behaviour (number of friends!
heterosexual contact, quality of communi
cation)

(c) pro-social activities (engagement in a range of
common social activities, e.g. sport)

(d) recreation (engagement in a range of common
hobbies, interests, pastimes etc.)

(e) independence-competence (ability to perform
skills necessary for independent living

(f) independence-performance (performance of
skills necessary for independent living)

(g) employment/occupation (engagement in pro
ductive employment or structured programme
of daily activity).

The SFS was designed with two requirements in
mind. The first was to provide a detailed assessment
of strengths and weaknesses, both to guide an
intervention and to provide the clinician with some
possible specific goals, subject to negotiation with
the individual and relatives. Thus it was intended that
the SFS would establish â€˜¿�comparative'need (Bradshaw,
1972)based on comparison with reference groups as
distinct from â€˜¿�felt'or â€˜¿�expressed'need (which
requires negotiation/discussion with the individual)
or action-based needs assessment (Brewin et a!,
1987). The second requirement was the ability to
synthesise such detailed coverage into coherent,
reliable continua.

Assessing personal and social functioning is not
straightforward. Some measures have assessed role
functioning and require judgement about the extent
to which an individual fulfils a social role (e.g.
worker, parent). As indicated above, these assess
ments require a normative judgement, which may

prove unreliable. The SFS uses a different approach
by enumerating basic skills, social behaviour, etc.
which informants record as present or absent,
thereby avoiding â€˜¿�evaluative'decisions. In this
respect, the SFS has some similarities with the â€˜¿�MRC
Needs for Care Assessment' which was developed
for the long-term mentally ill in residential settings
(Brewin eta!, 1987). The SFS also distinguishes lack
of competence from lack of performance: lack of
competence refers to the absence or loss of a skill;
lack of performance refers to non-use or disuse of
an available skill. This distinction was measured
solely in relation to skills necessary for independent
living, as it was felt that informants would have
difficulty in achieving this distinction in other areas
(e.g. social skills v. social performance). The SFS was
developed by Birchwood (1983) and underwent
extensive development through psychometric analysis
before the final version was established.

The present study examined the reliability, validity,
sensitivityand utility for familyinterventionsof the SFS.

Method

Severaldistinctgroupsof subjectswererecruitedat different
stages of this study.

A sample of 334 schizophrenicout-patients (Table I) all
with a clinical diagnosis of schizophrenia and conforming
to the broad CATEGOâ€˜¿�S'class including S +, S?, P + and
O (Wing et a!, 1974) was a compendium taken from
previousand ongoing researchstudies (Birchwood,1983;
Birchwood et al, 1989; Smith & Birchwood, 1987, 1990).
Each of the samples of which this is a compendium were
defined on the same clinical criteria, had been living (or
were in daily contact) with their relative from the first or
second episode, and weredrawn from the same catchment
area. All patients were in contact with the mental health
services by virtue of their attendance at out-patient clinics,
or referralto a community psychiatricnurseor the clinical
psychology services. It should be noted that this sample was
taken during a period of investigation into families' service
needs (Smith & Birchwood, 1990), when the large majority
of patients livingwith their familiesknown to the service
were approached. In the total sample 88Â°!.were taking oral
or depot neuroleptics, and 24Â°!.were in productive paid
employment. In keeping with other studies (e.g. Tarrieret
al, 1988), the sample contained an excess of males. Two
subgroups of this sample took part in reliability analyses:
30setsof parents completedthe SFSindependentlyabout
their schizophrenic offspring; in a further 25 cases, relatives'
data were compared with the SFS completed by 25
symptom-free patients.

A sample of 100 normal subjects were recruited via their
relatives. Relatives were approached by interviewers in â€˜¿�key
sites' throughout the catchment area from which the patient
sample was drawn (e.g. shopping and job centres), and
requested to complete the SFS about an offspring or relative
with whom they were in close contact. Interviewers were
instructed to suggest a male relative or offspring in two out
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Schizophrenic Community MatchedgroupsSchizophrenic

SiblingsNumber

334 100 5959male
238 65 4736'female
96 35 1223Mean

age (s.d.): years 30.8 (10.1) 30.5 (8.4) 29.6 (8.4) 30.5(9.6)Parental
social class:â€˜¿�1.professional,

clerical 39 38 6868skilled
manual 33 39 2020semiskilled,

unskilled manual 15 10 77unemployed
13 13 55Mean

no. ofpreviousadmissions
(s.d.) 3.2 (3.1) â€”¿� 3.7 (2.7)â€”¿�Mean

illness duration (s.d.): years 8.8 (7.4) â€”¿� 8.2 (8.2)â€”¿�â€˜P<0.03.of

everythreeinterviews.The resultingsamplehad a similar and similar age. Table I shows that the matchedgroupssociodemographic
distribution to the schizophrenicsbut were of similar age but as the circumstancesofsamplingsomewhat

more (60Â¾)were employed, selectedfor males, the siblingshad a greaterproportionIn
a further group, 59 relatives were requested to offemales.complete

the SFS about their schizophrenic offspring. In order to studythe relationshipbetweenSFSstatusandThirty
patients conformed to the above diagnostic criteria; the presence of positive and negative symptoms,aa

further 29 had a clinical diagnosis of schizophrenia and subsample of 53 schizophrenics from the mainsamplewere
recruited through the National Schizophrenic Fellowship. (mean age: 24.2 years; mean illness duration 2.2 years)wereEach
relativecompletedthe SFS in respectof another,non- administered the Present State Examination (PSE;Wingschizophrenic

offspring, where possible of the same sex et al,1974).TABLE

IIReliabilities
and intercorrelations of theSFSFull

With- Inter- Pro- Recreation Independenceâ€”Independenceâ€”Employmentscale
drawal personal social competence performanceoccupationNo.

of constituent items 7 5 5 23 15 1313Mean
inter-itemcorrelation

0.44 0.37 0.36 0.29 0.25 0.35 0.33â€”¿�Mean
item-totalcorrelation

0.71 0.49 0.40 0.37 0.30 0.55 0.53â€”¿�Reliability:
alpha 0.80 0.72 0.71 0.82 0.69 0.87 0.85â€”¿�Inter-rater

reliability(n=30)
0.94 0.96 0.88 0.69 0.82 0.93 0.910.96Rater

self-reportcorrelation
(n= 25) 0.78 0.62 0.69 0.63 0.65 0.69 0.700.99Correlation

with:Social
engagement!withdrawal

0.67Interpersonal
0.700.39Prosocial
0.75 0.470.63Recreation
0.71 0.29 0.430.52Independence

competence 0.63 0.42 0.27 0.230.39Independence

performance 0.80 0.48 0.41 0.45 0.580.61Employment
0.72 0.46 0.38 0.48 0.42 0.33 0.61 â€”¿�
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TABLE I
Demographic characteristics of the samples
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FactorloadingAll

subjects
(n = 434)Schizophrenic

Community
(n=334) (n=1(X))Social

engagement!
withdrawal

Interpersonal
Independence

competence
Independence

performance
Recreation
Pro-social
Employment
Eigenvalue
Â°lovariance0.76

0.76

0.69

0.78
0.76
0.79
0.72
3.90

570.63

0.80
0.65 0.62

0.62 0.04

0.75 0.62
0.60 0.71
0.65 0.71
0.60 0.63
3.48 3.33

49 41
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Results

The main results of the reliability analyses are shown in
Table II.

Four aspects of reliability were studied. The coefficient
alpha (Guttman, 1945) is based on a single administration
of the test and rules out the possibility that any real changes
in social functioning appear as low reliability, as might
occur with the testâ€”retestmethod. The alpha coefficients
in Table II are uniformly high (a reliability coefficient when
multiplied by 100 expresses directly the percentage of test
score variance attributable to â€˜¿�true'variance in the
characteristicbeing measured). Inter-rater and rater self
report reliabilitiesconfirmthis impressionand suggestthat
the SFSis measuringcharacteristicsabout whichboth the
individualand relativesconcur.No differencein SFSscores
betweenrater and self-reportwas observed.Finally, since
the SFS scales are obtained through summation of
constituent items, it is desirable that part of the variance
in response to individual items should be determined by
the characteristic measured by the total scale (Cochrane,
1980). Item-total correlations for the scales show there is
a high levelof internal consistencyin the SFS scales.The
pro-social and recreation scales are somewhat weaker in
this respect as might be anticipated, as these are not â€˜¿�traits'
in the usual sense but a compendium of activities.

Validity

Two methodsof establishingvaliditywereused:construct
validity and the criterion group method.

With regardto constructvalidity, the questionposed was
whether the SFS scales were connected via a common factor
or construct (â€˜socialadjustment'). Accordingly, a factor
analysis was performed using the alpha method of factoring
(Harman, 1967). This method was chosen as the variables
were considered a sample from the universe of variables
which might conceivably relate to the concept â€˜¿�social
adjustment'. After iterations, one single factor was
extractedwith an eigenvalueof 3.96, accountingfor 57Â°!.
of the variance. The factor loadings (Table III) represent
the actual correlation between each item and factor scores;
these are both uniform and high. Since this was undertaken
with the schizophrenic (n= 334) and normals (n=100)
combined, and since it is possible that these two groups
are at least quantitativelydifferent in social functioning,
this factor structuremightbe distorted.Two further factor
analyses were undertaken within these two groups (Table
III). These revealed a similar although marginally weaker
factorstructure.Interestingly,withinthe communitygroup,
therewas no loadingon independence(competence)as there
waslittlevariationon this scalefor this group. This result,
together with the high intercorrelation between the SFS
scales,suggeststhat it isappropriateto obtaina meanscore
of the SFS scales (â€˜fullscale' in Table I).

As the scales have differing means and variances, each
scale was standardised and normalised using a â€˜¿�T'
transformationto a mean of 100, standarddeviationof 15,
using the unemployed schizophrenic group as the reference

TABLE III
Factor analysis of the SFS scales

Reliability

population (seebelow).The reliabilitiesfor the â€˜¿�fullscale'
(constructedafter the transformation) are shownin Table
II. Theconstructionof the â€˜¿�fullscale' after transformation
in effectassignsthe subscalesequal importance.Although
there was no reason a priori to assumethat they werenot
of equal importance, the substantial intercorrelation
between subscales, the high average (corrected) subscale
full-scale correlation, and the extraction of a single strong
factor loading uniformly across subscales all suggest that
they are. There may of course be compelling clinical reasons
to â€˜¿�weight'certain subscales in the light of individual
circumstances; in this sense the SFS requires careful
interpretation, in keeping with other scales.

The criteriongroupswereas follows.The schizophrenic
group wascontrastedwith the communitysampleas it was
anticipated that the schizophrenics should have lower scores
in viewof theirwelldocumentedsocialimpairments(World
Health Organization, 1980). As these groups showed
different frequencies of unemployment, employment!
unemployment was extracted as a factor in a groupx
employment factorial ANOVA. The results (Table IV)
revealed that these criterion groups are distinguished to a
highly significant degree across all SFS scales.

Of particular interest was that the interaction of
schizophreniaand unemploymentis not a perniciousone
in terms of social functioning (Table IV column 3). The
significant interaction on the recreation variable was due
to an elevation in recreation scores among the employed
normals (P<0.01). The significant interaction on the
employmentscalearisesbecauseunemployednormalswere
rated as being in more active pursuit of work compared
with unemployed schizophrenics (P<z0.05).

The contrast betweenschizophrenicsand their siblings
provides a further validity check (but keeps â€˜¿�rater'and
â€˜¿�environment'constant).TableIVshowsthat thegroupsare
discriminated on all SFS scales to a highly significant degree.

Descriptive statistics for the criterion groups on the full
scale SFS (Table V) show the high degree of discrimination
achieved.
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Schizophrenic v. Employed v. Interaction:Schizophrenicnormal
(d.f. unemployed schizophrenicx v.sibling1,406)

(d.f. 1,406) employment (d.f.1,117)(d.f.
1,406)F

F FFSocial

engagement/withdrawal 37.5Â° 58.8' <196.0Â°Interpersonal
52.5' 27.3' <181.4'Pro-social
98.8' 37.9' 2.064.3'Recreation
60.5' 48.2Â° 11.5' 84.3'

Independenceâ€”competence 54.6' 6.6Â°â€• 2.9Â°â€• 68.5'
Independenceâ€”performance 31.3' 18.5' <178.7'Employment

<1 118.4Â° 5.0Â°'86.8Â°Full
scale 95.6' 100.6' <1119.3'â€˜P<0.OOl,

â€œ¿�P<0.025,â€œ¿�P<0.05,â€œ¿�P<0.l.TABLE

VMeans,
s.d. â€˜¿�sand confidence intervals of the main contrast groups on the meanSFSSchizophrenic

Non-schizophrenic MatchedgroupsEmployed
Unemployed Employed Unemployed SchizophrenicSiblingsNo.

of subjects 80 254 60 40 5959Mean
full-scale SFS score 111.3 100.0 124.6 112.2 102.2123.8s.d.

9.1 10.0 5.0 7.6 12.56.695Â¾
CI 109â€”114 98â€”102 123â€”126 110â€”115 99â€”106 122â€”126

SFS scoreSchizophrenics
(n=334)Community(n=100)55â€”

650.3066â€”750.3076â€”855.0086â€”9521196-105306106â€”1152919116â€”1251342126â€”1351.432
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TABLE IV
ANOVAS for the main groups on the eight SFS scales

The relationshipbetweensocialfunctioningand positive!
negative symptoms was studied in the subsample of 53
patientsreferredto above.Patientswereassignedto a â€˜¿�non
negative'group if they scoredâ€˜¿�0'on â€˜¿�bluntedaffect', â€˜¿�loss
of interest' and â€˜¿�withdrawal'.Subjects scoring 1or more
on one or more of theseitemswereassignedto a â€˜¿�negative'
group. The point-biserial correlation coefficientbetween
presence!absenceof negativesymptomsand full-scaleSFS
was r=0.44 (P<0.Ol). A â€˜¿�positive'and â€˜¿�non-positive'
group was similarly identified based on the presenceof
hallucinations, delusions and disorders of thinking (thought
insertion, echo, etc.). The point-biserial correlation with
meanSFSwasr= -0.46(P<0.01). Themultiplecorrelation
of positive and negativesymptoms with SFS was R = 0.55.

Sensitivity

Sensitivity refers in part to the extent to which a scale can
respondto differencesin the characteristicbeingmeasured.
This is an important feature of the SFS since it is designed
to be used as a continuous measure(as opposed to a way
of identifyingâ€˜¿�cases').One indirect method of assessing
sensitivity is via the distribution and range of scores on the
SFS. Table VI shows the distribution of scores for the
community sample and the schizophrenic main sample. This
showsa considerablerange for the schizophrenicgroup;
thecommunitygroupshoweda distributionarounda higher
mean with a moderate positive skew (both groups passed
the Kolmogorovâ€”Smirnovâ€˜¿�goodness-of-fit'test for a

normal distribution). It is of interest to note that scores
in excess of 115 are occupied by 74Â¾of the community
sample in contrast to 14.4Â°!.of the schizophrenics.

Sensitivity to change cannot be inferred from sensitivity
to individual differences however. Evidence for sensitivityto
changecomesfrom a studyof expressedemotion(EE)and
family intervention, by Barrowclough& Tarries (1990).
They report significant elevations in SFS scores in their high
EE interventiongroup and low-EEcontrol group but not
the high-EEcontrolgroup. Thesechangeswerein linewith
changes in relapse. They also report that the 64 patients
from the high-EEgroup had significantlylowerscoreson

TABLE VI
Frequency (%) of scores on the mean SFS scale for

schizophrenics and non-schizophrenics
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The SF5 is intended to measure a continuous
characteristic; it is clearly able to discriminate
criterion groups but its ability to discriminate lesser
differences is crucial. In other words, are two
individuals with different SFS scores of differing
social adjustment? The wide range of (normally
distributed) scores and the observation that individuals
and informants are clearly making reliable and fine
discriminations in their social behaviour (about
which they concur) would indicate that different SFS
scores are associated with perceived differences in
social behaviour and skill.

The SFS has certain advantages for the clinical
setting in that it requires little professional time,
it is acceptable to patients and their families, and it
yields a great deal of information about an
individual's abilities and activities which can be
summarised and interpreted through the derivation
of the scales. Comparisons may be made between
the scales and relative to the norms of a comparable
community group, to identify strengths and weak
nesses. The SFS has been employed in this way by
the authors in their family intervention study
(Birchwood & Smith, 1987) and also by Barrowdough
& Tarrier (1990). As indicated above, Barrowclough &
Tarrier (1990) found that the SFS was responsive to
change (in line with improvements in relapse) and
discriminated the EE groups.

It is concluded that the SFS is a reliable, valid and
sensitive measure of social functioning relevant to
the impairments and needs of individuals with
schizophrenia and of use to researchers and clinicians
concerned with this variable in family (or indeed
other psychosocial) interventions.

Acknowledgements

We wish to acknowledgethe help and support providedby the
managementandmembersof theNationalSchizophreniaFellowship
and the sufferers and relatives who took part in the family
intervention programmes at All Saints' Hospital. Wethank Dr Fiona
MacMillanforreviewingadraftof thispaper,ChristineBarrowclough
and Dr Nick Tamer for supplying data on the SF5 from their family
intervention, and Jacqueline Tame and Beverley Silvera for their
assistancein the preparation of the manuscript. The research
reportedin this paper wassupportedin part by a grant from the
Mental Health Foundation.

References

AMERICAN PSYCHIATRIC ASSOCIATION (1987) Diagnostic and Statistical

Manualof MentalDisorders(3rdedn, revised)(DSMâ€”IIIâ€”R).
Washington, DC: APA.

BAJROWCLOUGH,C. & T@'utaIER,N. (1990) The effects of expressed
emotion and family intervention on the social functioning of
schizophrenic patients. Social Psychiatry and Psychiatric
Epidemiology (in press).

the SFS than the 19 in the low-EE group on the two
independencescales, the recreationscale, and the full-scale
score. Similar differences have been reported elsewhere
(Brown ci al, 1972).

Discussion

The study has provided strong support for the
reliability and validity of the SFS. In terms of reliability,
the SF5 itself gives rise to minimal measurement
error as shown by the high internal reliabilities
(coefficient alpha) and that both informants and
patients concur in their observations. Regarding
validity, the criterion groups were strongly
differentiated and SFS scores correlated with the
presence of both negative (r= â€”¿�0.44) and positive
(r= â€”¿�0.46) symptoms. It is generally accepted that
negative symptoms contribute to deficits in social
functioning (e.g. Wing & Brown, 1990; Bellack et
a!, 1990); however, the correlation with positive
symptoms was considered unusual. Data from two
well known follow-up studies seem in fact to confirm
this finding. Strauss & Carpenter (1977) in their five
year follow-up of schizophrenics in the International
Pilot Study of Schizophrenia (World Health
Organization, 1979) report a significant correlation
between positive symptoms and quantity and quality
of social contacts (r=0.62) and employment (r=0.47).
Shepherd eta! (1989) report that the presence of first
rank symptoms after five years was strongly
associated with depressed social outcome using a x2
analysis (P<0.00l).

These results then show that the SF5 fulfil essential
psychometric criteria (Weissman, 1981). These data
notwithstanding, what assurance is there that the SFS
is measuring the human characteristics it purports to?

First, each scale has overwhelming face validity:
the recreation scale inquiries about common re
creations; the independence scale inquiries about the
ability/opportunity to perform daily living skills; the
social engagement/withdrawal scale inquiries about
social avoidance, and so on. The scales themselves are
detailed and sample widely within each characteristic.
Second, the high internal coherence of these scales
(item-total correlations) suggests that the scale totals
reliably summarise the concepts contained in each.
Third, the factor analysis yielded a single, powerful
factor accounting for nearly 60Â°!.of the variance.
This factor loaded uniformly and strongly across the
constituent scales. It is concluded, therefore, that this
factor corresponds to a generalised construct best
described as â€˜¿�psychosocialfunctioning'. The overall
full-scale score, which gives equal weight to con
stituent scales, has a close correspondence with this
statistical factor, thereby adding weight to its
validity.

https://doi.org/10.1192/bjp.157.6.853 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.157.6.853


859THE SOCIAL FUNCTIONING SCALE

BELLACK,A. S., MORRISON,R. L., WXTRD, J. T., et al(1990) An
analysisof socialcompetencein schizophrenia.BritishJournal
of Psychiatry (in press).

Bijtaiwooo, M. J. (1983)Family Coping Behaviour and the Course
of Schizophrenia. Unpublished PhD thesis, University of
Birmingham.

â€”¿� & SMITH, J. (1987) Schizophrenia and the family. In Coping

with Disorder in the Family (ed. J. Orford). Beckenham:
Croom-Helm.

â€”¿�, â€”¿�, MACMILLAN, F., et al (1989) Predicting relapse in

schizophrenia: the development and implementation of an early
signs monitoring system using patients and families as observers.
PsychologicalMedicine,19, 649-656.

â€”¿� & â€”¿�(1990) Specific and non-specific effects of educational

intervention with families of schizophrenic patients: a comparison
of three methods. In submission.

Ba@nsIs4@w,J. (1972)A taxonomyof socialneed.In Problemsand
Progress in Medical Care, 7th series (ed. 0. McLachlan),
pp. 71-82. London:Oxford UniversityPress.

BanwiN,C. R., WINo,J. K., MMiorei,S. P., et al(1987)Principles
and practiceof measuringneedsin the long-termmentallyill:
the MRCâ€˜¿�Needsfor Care' assessment.PsychologicalMedicine,
17, 971â€”981.

BROWN,0. W., Biiu.ay, J. L. T. & WINo, J. K. (1972) Influence
of family life on the course of schizophrenicdisorders: a
replication. British Journal of Psychiatry, 121, 241-258.

COCHRANE,R. (1980) A comparative evaluation of the symptom
rating test and the Langner 22-item index for use in epidetni
ological surveys. Psychological Medicine, 10, 115-124.

F4'UÂ±OON,1. R. H., BOYD,J. L. & MCGILL,C. N. (1984) Family
Care of Schizophrenia. New York: Guildford Press.

GvrrMAN, L. (1945) A basis for analysing testâ€”retest reliability.
Psychometrica, 10, 255â€”282.

HAutMAN,H. H. (1967)Modern FactorAnalysis. Chicago: University
Press.

HooARr@,G. E., ScHoowt, N. R., ULRICH,R., et al (1979)
Fluphenazine and social therapy lathe after care of schizophrenic
patients. Archives of General Psychiatry, 36, 1283-1294.

PAUL, 0. L. & Lasrrz, R. J. (1977) Psychological Treatment of

Ch,OniCMe,ItaIPIstIeJItS.Milieu versusSocial-LearningPrograms.
Cambridge: Harvard University Press.

PLItTr, S., WEYMAN, A., HIR5CI1, S., et al (1980) The social

behaviourassessmentschedule(SBAS).SocialPsychiatry,15,
43â€”55.

SHEpHERD, M., WArr, D., F.tuooN, 1., et al (1989) The natural
history of schizophrenia: a five year follow-up study of outcome
and prediction in a representativesampleof schizophrenics.
Psychological Medicine (monograph suppl. 15).

SHIm, J. & ButaiwooD, M. (1987)Specific and non-specific effects
of educational intervention with families living with a schizo
phrenic relative. British Journal of Psychiatry, 150, 645-652.

â€”¿� & â€”¿� (1990) Relatives and patients as partners in the

management of schizophrenia: the development of a service
model. British Journal of Psychiatry, 156, 654-660.

â€”¿�, â€”¿� & HADDRELL, A. (1990) Challenging schizophrenic

patients construction and understanding of their illness: the effect
of levelof persistingsymptomatology.In submission.

STEIN, L. I. & Tasi@,M. (1980) Alternatives to mental hospital
treatment. 1. Conceptual model, treatment program and clinical
evaluation. Archives of General Psychiatry, 37,392-397.

STRAuss,J. & CARPENTER,W. T. (1977) The prediction of outcome
in schizophrenia III: five year outcome and its predictors.
Archives of General Psychiatry, 34, 159-163.

SWRT, E. & Wvsas, T. (1986) The measurement of social behaviour
in psychiatricpatients:an assessmentof thereliabilityandvalidity
of the SBSschedule.BritishJournal of Psychiatry,148, 1-11.

TARRIER, N., BARROWCLOUGH,C., VAUGHN,C., et al (1988) The
community management of schizophrenia: a controlled trial of
behavioural interventions with families to reduce relapse. British
Journal of Psychiatry, 153, 532-542.

WEISSMAN,M. M. (1975) The assessment of social adjustment:
review of techniques. Archives General Psychiatry, 32, 357-365.

â€”¿� (1981) The assessment of social adjustment: an update.

Archives of General Psychiatry, 38, 1250â€”1258.
WING, J. & BROWN, 0. N. (1970) Institutionaliszn and Schizophrenia.

London: Cambridge University Press.
â€”¿�â€˜ COOPER, J. & SARTORIUS, N. (1974) The Description and

Classification of Psychiatric Symptomatology: An Instruction
Manual for the PSE and CATEGO. London: Cambridge
University Press.

WoRw Hn@m Oawaz@'rnoN(l979)Sftophrenla.@An International
Follow-Up Study. New York: Wiley.

â€”¿�(1980) International Classification of Impairments, Disabilities
and Handicaps. Geneva: WHO.

Â°MaxBirchwood, BSc,MSC,PhD, Top Grade Clinical Psycho!ogist, District Psycho!ogy Department, All
Saints' Hospital, Lodge Road, Winson Green, Birmingham B18 SSD; Jo Smith, BSc,MSc,Principal C!inica!
Psychologist, Department of Psychology, Barns!ey Hall Hospita!, Bromsgrove, Worcestershire; Ray
Cochrane, BSc, Phi), Professor of Psychology, Schoo! of Psychology, University of Birmingham,
Edgbaston,BirminghamBiS 217';SheilaWetton,ResearchAssistant;SonjaCopestake,ResearchAssistant,
DistrictPsycho!ogyDepartment,All Saints'Hospital,LodgeRoad, WinsonGreen,BirminghamB18SSD

Â°Correspondence

https://doi.org/10.1192/bjp.157.6.853 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.157.6.853



