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Abstract
Background—Social functioning impairments develop and accumulate even prior to initial
treatment-seeking for first-episode psychosis. This study, the first to examine social functioning in
low-income, urban, predominantly African American first-episode patients: (1) assesses the internal
consistency of Social Functioning Scale (SFS) subscales in this relatively unique sample; (2)
identifies demographic and clinical variables that may be predictive of poor social functioning in this
particular population; and (3) assesses changes in SFS scores in a subsample re-assessed six months
after initial hospitalization.

Methods—109 participants (age, 23.1±4.7 years; 76.1% male; 89.9% African American)
hospitalized for a first episode of nonaffective psychosis in an urban, public-sector setting were
administered the SFS along with other clinical research instruments. 34 (31.2%) returned for a follow-
up clinical research assessment six months after baseline assessment. Associations between the
variables of interest were analyzed utilizing independent samples Student’s t-tests and Pearson
correlations.

Results—Associations were observed between social functioning domains and negative symptoms
(r=−.21–−.32, p<.05), depressive symptoms (r=−.20–−.23, p<.05), and general psychopathology
symptoms (r=−.23–−.24, p<.05). No significant differences were found in SFS subscale scores
between baseline and six-month follow-up.

Conclusions—Deficits in social functioning are meaningfully related to several domains of
symptoms, and such deficits may be relatively stable in the early course of psychotic disorders. Such
findings may inform development of psychosocial interventions targeting social functioning in first-
episode patients.
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1. Introduction
Schizophrenia is commonly characterized by deficits in interpersonal communication,
employment, community functioning, and other social domains (Bellack, 2006), and such
impairments in social functioning have important implications for diverse outcomes (Couture
et al., 2006). Among first-episode patients, age-appropriate social and vocational functioning
often are not attained (Lieberman et al., 1992), as evidenced by high degrees of social
impairment and 40–63% remaining unemployed after 1–2 years (Gupta et al., 1997; Ho et al.,
1998). Despite initial symptom reduction after initiating treatment, functional recovery is often
poor following the first episode (Penn et al., 2005). Tohen and colleagues (2000) found that
77% of patients with first-episode psychosis experienced symptom remission at six months;
yet, most (79.8%) failed to display functional recovery during the same period. Functional
(e.g., social, vocational, interpersonal) recovery continues to be a major challenge given that
it does not always follow symptomatic improvement (Addington et al., 2003).

Research on early identification and intervention for psychotic disorders seeks to improve long-
term outcomes of those with new-onset schizophrenia-spectrum disorders (Penn et al., 2005).
Because most clinical and psychosocial deterioration occurs within the early course
(Lieberman et al., 2001), psychosocial treatments during the first five years of illness are
hypothesized to have greater impact than later comparable treatments (Birchwood et al.,
1994). Early psychosis programs seek to intervene and treat patients during this stage, and
many such programs address social skills, family support, and employment. Malla and
colleagues (2001) found that patients displayed a relatively good quality of life and exhibited
positive changes after one year in the Prevention and Early Intervention Program for Psychoses
(PEPP), and gainful employment increased from about 20% to 37%. Studies at the Early
Psychosis Prevention and Intervention Center (EPPIC) have revealed 23–25% functional
improvement at 3-, 6-, and 12-month follow-up (McGorry et al., 1996). Addington, Young,
and Addington (2003) found significant symptomatic and functional improvements after one
year of treatment in a comprehensive, community-wide program targeting first-episode
psychosis.

As a critical domain of psychosis in both chronic and first-episode samples, numerous scales
—many with proven reliability and validity—have been developed to measure social
functioning in these disorders, including: the Assessment of Interpersonal Problem-Solving
Skills (AIPSS; Donahoe et al., 1990), the Multnomah Community Ability Scale (MCAS;
Barker et al., 1994), the World Health Organization Disability Assessment Schedule
(WHODAS-II; Annicchiarico et al., 2004; Chisolm et al., 2005; Chopra et al., 2004), the
Community Adjustment Form (CAF; Test et al., 1991), and the Social Functioning Scale (SFS;
Birchwood et al., 1990). The latter instrument has been translated into several languages (Bora
et al., 2006; Górna et al., 2008; Nemoto et al., 2007; Torres and Olivares, 2005), though results
on its use across various ethnic and socioeconomic groups of first-episode patients are sparse.

In light of the relatively limited research on social functioning in patients with first-episode
psychosis in this population, and no research using the SFS in low-income, urban,
predominantly African American first-episode patients, this descriptive study had three
objectives. First, scores derived from the SFS subscales were characterized while assessing the
internal consistency of SFS subscales in this particular population. Publication of descriptive
data enables comparison across studies involving diverse samples of first-episode patients.
Second, scores on the SFS subscales were examined in relation to demographic and clinical
variables that might be predictive of poor social functioning in this particular population.
Characterizing such associations augments understandings of phenomenology, including the
pre-treatment social course of first-episode psychosis. Third, changes in social functioning
were assessed in a subsample of first-episode patients re-assessed at six months post-
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hospitalization. Longitudinal assessments of social functioning advance understandings of the
static versus dynamic nature of social deficits in the early course.

2. Methods
2.1 Setting and Sample

Data were obtained from a cross-sectional study (Compton et al., 2009a,b,c). All participants
were hospitalized for a first-episode of a schizophrenia-spectrum disorder in a large, university-
affiliated, public-sector hospital or an urban county psychiatric crisis center within the greater
Atlanta metropolitan area of the southeastern United States. Although some first-episode
patients in this setting are initially evaluated and treated in outpatient facilities, most who
present to the psychiatric emergency service are hospitalized so that a complete work-up can
be done, and due to the severity of psychosis at the time of initial presentation. Thus,
hospitalization is a common first entry to the mental health system for these first-episode
patients. Some participants returned for a follow-up assessment six months after
hospitalization.

Those between the ages of 18 and 40 years who were able to speak and read English were
eligible for participation. Exclusion criteria were: known mental retardation, Mini-Mental State
Examination (MMSE) score of <23 (indicates disorientation or cognitive impairment of degree
that could interfere with extensive clinical research assessment), a significant medical
condition that could compromise ability to participate in evaluation, prior antipsychotic
treatment lasting >3 months, previous hospitalization for psychosis >3 months before the index
hospitalization, or inability to provide written informed consent. The study was approved by
all relevant institutional review boards, and all patients gave written informed consent. As
described in detail previously (Compton et al., 2009a,b,c), of 281 patients screened between
July 2004 and June 2008, 89 were ineligible based on these exclusion criteria. Among the 192
eligible patients, the 83 who were eligible but not enrolled did not differ from the 109
participating patients in terms of age, gender, or race/ethnicity.

The mean age of the 109 participants was 23.1 ± 4.7 (range: 18–39) years and 83 (76.1%) were
male. While most participants self-identified as Black/African American (98, 89.9%), few
identified as White/Caucasian (7, 6.4%), Asian American (2, 1.8%), or African/Ethiopian (2,
1.8%). Sixty-two participants (56.9%) met diagnostic criteria, based on the Structured Clinical
Interview for DSM-IV Axis I Disorders (SCID; First et al., 1998), for schizophrenia (48 with
paranoid type, 10 with disorganized type, two with residual type, and two with undifferentiated
type); eight (7.3%) for schizoaffective disorder (five with bipolar type and three with depressive
type); 22 (20.2%) for schizophreniform disorder; 12 (11.0%) for psychotic disorder not
otherwise specified; four (3.7%) for brief psychotic disorder; and one (0.9%) for delusional
disorder. Further detailed characterization of the study sample has been provided in prior
publications (Compton et al., 2009a,b,c). This sample is characterized by high rates of school
drop-out (Goulding et al., 2009), incarceration (Ramsay et al., 2009), and substance use
(Stewart et al., 2009), and thus is considered socially disadvantaged from a number of
perspectives.

Of the 109 participants, 34 (31.2%) returned for a follow-up assessment six months after
hospitalization. Limited retention for the follow-up assessment—despite a relatively
aggressive attempt to encourage participants to return—was likely driven by numerous
complex factors, such as frequent changes in phone numbers, moving from one family member
to the next, and other indicators of social fragmentation and psychosocial disruption (e.g.,
incarceration, substance abuse). Comparisons on 12 sociodemographic and 15 clinical
variables between those patients who returned and those who did not revealed that the two
groups differed only with respect to two variables—those who did not return were more likely
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to have been incarcerated prior to their first hospitalization (χ2=5.01, df=1, p=0.02) and had
significantly lower scores on the Social and Occupational Functioning Assessment Scale
(SOFAS; Goldman et al., 1992) than those who did return for the 6-month assessment (median
of 35.0 versus 38.5 years, z=1.96, p=0.05). Of note, those who did and did not return for follow-
up did not differ on any of the baseline SFS subscale scores.

2.2 Materials
The SFS is a reliable, valid, and sensitive measure responsive to change resulting from
interventions (Birchwood et al., 1990) that measures areas of functioning essential to the
successful community maintenance of individuals with schizophrenia, including: social
engagement/withdrawal (e.g., How often will you start a conversation at home?); interpersonal
communication (e.g., How easy or difficult do you find talking to people at present?);
independence/performance (e.g., How often do you prepare and cook a meal?); recreation
(e.g., How often do you play a sport?); prosocial activities (e.g., How often do you visit
friends?); independence/competence (e.g., How able are you to budget?); and employment/
occupation (e.g., When were you last employed?). This 79-item questionnaire can be
completed by the patient or by an interviewer using direct questioning, as was done in the
present study. Most items are rated on a 4-point scale of frequency or ability, with higher scores
indicating greater competency. Internal consistency coefficients for SFS subscales are
presented below in section 3.1.

The SOFAS (Goldman et al., 1992) uses a 100-point continuum divided into 10-point intervals
with descriptive anchors with higher scores indicating greater competence. Unlike the Global
Assessment of Functioning Scale (GAF), a counterpart to the SOFAS, social and occupational
functioning is measured in a way that is not directly influenced by the severity of psychiatric
symptoms (American Psychiatric Association, 2000; Hilsenroth et al., 2000; Saraswat et al.,
2006).

The Positive and Negative Syndrome Scale (PANSS; Kay et al., 1987), used for rating severity
of symptoms in schizophrenia-spectrum illnesses, is a 30-item scale utilizing a 7-point rating
scheme with higher scores indicating greater severity. Items are grouped into positive (7 items),
negative (7 items), and general psychopathology symptoms (16 items). Prior research has
demonstrated good concurrent, criterion-related, and predictive validity (American Psychiatric
Association, 2000; Kay et al., 1987).

The Calgary Depression Scale for Schizophrenia (CDSS; Addington et al., 1990) is a reliable
and valid questionnaire designed to rate depressive symptomatology in patients with
schizophrenia. It is composed of nine items defined according to operational criteria and rated
on a 4-point scale ranging from 0=absent to 3=severe. The internal consistency coefficient for
the CDSS was α=0.76.

The Birchwood Insight Scale (BIS; Birchwood et al., 1998), a widely-used measure of insight,
is comprised of eight items to which the participant responds “agree,” “disagree,” or “unsure.”
Items are summed for a total score, with higher scores indicating greater insight. Previous
research has indicated satisfactory internal consistency, test-retest reliability, and construct and
concurrent validity (Birchwood et al., 1998). The internal consistency coefficient was α=0.82.

2.3 Data Analyses
Basic descriptive statistics were calculated for the seven SFS subscales, including Cronbach’s
alpha where relevant. Associations between select sociodemographic and clinical variables
and SFS subscale scores were examined using independent samples Student’s t-tests and
Pearson correlations. Changes in SFS subscale scores from initial hospitalization to six-month
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follow-up were assessed using paired samples Student’s t-tests. Imputation methods were not
used for sparse missing data, p<.05 was used as the criterion for determining significance, and
all analyses were conducted using SPSS 15.0.

3. Results
3.1 Descriptive Statistics Pertaining to SFS Subscale Scores

Possible ranges, observed ranges, and mean (±standard deviation) scores for the seven SFS
subscales are shown in Table 1. Cronbach’s α internal consistency reliability coefficients for
the independence/performance, recreation, prosocial activities, and independence/
competence subscales were .83, .76, .88, and .90, respectively, indicating an adequate level of
internal consistency (the other subscales do not have response formats that are readily amenable
to Cronbach’s α calculations). Four of the seven SFS subscales were significantly correlated
with the SOFAS score (Table 1). As shown in Table 2, inter-correlations among SFS subscales
were generally in the modest to moderate range (average correlation of r=.30).

3.2 Associations between SFS Subscale Scores and Demographic and Clinical Variables
Gender was significantly associated with only one SFS subscale—females had a higher mean
interpersonal communication score (7.56±1.64) than males (6.22±1.94; t=3.09, df=99, p=.
003). Age was significantly correlated with only one subscale—older age was associated with
a higher employment/occupation score (r=.22, p=.03).

Correlations between SFS subscale scores and symptom domains, as well as insight, are shown
in Table 3. The PANSS positive symptom score was significantly associated only with
employment/occupation (r=−.24, p=.01). The PANSS negative symptom score was associated
with social engagement/withdrawal, interpersonal communication, and employment/
occupation scores (r=−.21–−.32, all p<.05). The PANSS general psychopathology symptom
score was associated with social engagement/withdrawal and interpersonal communication
scores (r=−.24 and r=−.23, both p<.05). Three SFS subscales were significantly correlated
with CDSS scores: prosocial activities, recreation, and independence/performance scores (r=
−.20–−.23, all p<.05). The BIS score was significantly associated only with independence/
competence (r=−.19, p=.05). Associations between SFS scores and duration of untreated
psychosis are presented elsewhere (Compton et al., 2009a).

Given that each of these SFS subscale scores significantly correlated with two symptom scores,
use of three linear regression models assessed independent effects of symptom domains while
treating the other symptom domain as a covariate. For social engagement/withdrawal, negative
symptoms remained a significant correlate while controlling for general psychopathology
symptoms (F(2,102)=6.20, p=.003, R2=.11). Regarding interpersonal communication, neither
negative symptoms nor general psychopathology symptoms remained a significant correlate
while controlling for the effects of the other (F(2,98)=4.26, p=.02, R2=.08). For the
employment/occupation subscale, positive symptoms remained a significant correlate while
controlling for negative symptoms (F(2,97)=4.66, p=.01, R2=.09).

3.3 Changes in SFS Subscale Scores from Initial Hospitalization to Six-Month Follow-Up
As shown in Table 4, all SFS subscale scores remained relatively stable from baseline to 6-
month follow-up among the 34 patients with available data. On the other hand, positive
symptoms, negative symptoms, and general psychopathology symptoms improved during the
six months after initial hospitalization (24.3±4.5 to 20.1±8.5, p=.03; 20.8±7.3 to 17.9±5.1,
p=.04; 41.7±9.8 to 35.4±9.6, p=.01, respectively).
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4. Discussion
This detailed description of social functioning, operationalized using SFS scores, in a unique
first-episode sample allows for comparisons with prior studies conducted in other settings. Five
of the mean SFS subscale scores in the current sample were generally comparable to those
from a study involving 50 first-episode patients in Canada (Addington et al., 2008). However,
it is noteworthy that the mean prosocial score in the present sample (21.17±11.44) was
substantially lower (36.16±3.64), while the mean independence/competence score was higher
(34.88±5.64 compared to 20.54±6.55). The former finding might be driven by a true difference
in engagement in social activities across the two samples or by the non-applicability of items
within the prosocial subscale to particular populations. That is, the apparent low mean score
in the present sample could be a function of some prosocial items (e.g., art gallery/museum,
exhibition, formal occasions) not resonating with the normative social experiences in this
population. Regarding the higher independence/competence scores, it is likely that a greater
level of independence (e.g., using public transport, cooking for oneself, doing weekly shopping,
leaving the house alone) is unavoidable for low-income, socially disadvantaged first-episode
patients who are often alienated from family and living with limited social assistance. Ongoing
detailed description of social functioning in first-episode samples will further clarify true
differences across studies versus those tied to wording (and cultural sensitivity) of particular
rating scales, and will provide a more thorough understanding that can inform tailoring of
psychosocial treatments to particular groups of patients.

Characterization of relations between social functioning and symptomatology revealed several
associations of interest, that, in addition to findings from other sites, indicate that negative and
depressive/anxiety/general psychopathology symptoms are intimately related to social
functioning. For example, PANSS negative symptom scores were found to predict SFS scores
in 60 first-episode patients in Canada (Voges and Addington, 2005). Furthermore, negative
and depressive/anxiety symptoms were also predictive of SFS scores in 74 first-episode
patients assessed during hospitalization and at 1- and 4–6-years follow-up (Górna et al.,
2008). Efforts to ameliorate such symptoms may improve patients’ social adjustment and
effectiveness of psychosocial interventions may be compromised if such key symptoms are
not adequately addressed concurrently.

Longitudinal assessment of social functioning in a subset of the study sample allowed for an
examination of intransigence versus improvement in social deficits in the early course. There
were no significant differences in SFS subscales scores between baseline and follow-up at six
months, suggesting that deficits in social functioning are relatively stable. Even after resolution
of acute psychotic symptoms, independent living, social interactions, and productivity often
remain compromised for prolonged periods after the first episode (Tohen et al., 2000).
Consistent with that observation, the present findings demonstrate persistent social dysfunction
despite significant improvements in positive, negative, and general psychopathology
symptoms. As some prior research has demonstrated little difference in SFS scores between
first-episode and chronic patients (Addington et al., 2008; Grant et al., 2001), the apparent lack
of improvement is especially interesting given that impaired social functioning appears to
accumulate before initial treatment seeking. Deficits in social functioning have been shown to
be present by the time of the first-episode (Drake et all., 2007; Górna et al., 2008; Grant et al.,
2001; Voges and Addington, 2005) and are even detectable in clinical high-risk (i.e., putatively
prodromal) samples (Addington et al., 2008). Interventions that improve performance skills
while enhancing environmental supports (Beale and Lambric, 1995), allowing the patient to
assume more personal responsibility through social competence (Jacobson and Greenley,
2001), are seriously needed. Such interventions should embrace the recovery model,
emphasizing both responsibility for and control of the recovery process through the assumption
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that all have the capacity to improve and develop a life distinct from their illness (Bellack et
al., 1990).

Several methodological limitations should be noted. First, given the unique sociodemographic
characteristics of this sample, caution should be taken in generalizing the present findings to
dissimilar populations. However, given the lack of research in this unique, homogenous,
understudied population, the present findings provide a foundation for future studies examining
social functioning in similar samples. Second, related to the prior limitation, the study did not
permit addressing whether there are differences in social functioning between African
American first-episode patients and those from other racial/ethnic groups. Third, while 6-
month longitudinal data were available for some participants, it is important to note that less
than one-third returned for that assessment, and this limited sample size clearly affects power
to detect changes in scores. While attrition was quite substantial, the fact that there were only
two significant differences among 27 key baseline sociodemographic and clinical variables
between those who did and did not return for a follow-up assessment suggests that the influence
of selection bias was likely minimal. Furthermore, they did not differ on any of the baseline
SFS subscales scores, ruling out a bias based on social functioning itself. Nonetheless, those
who could not be followed may have differed in important ways that were not captured at the
baseline assessment. For example, they may have had less family encouragement to continue
participation, more relocation to pursue college or work, poorer insight and engagement with
treatment and research, or lesser altruistic drives related to the research goals. Furthermore,
although 27 baseline characteristics could be compared, differences in clinical characteristics
at six months post-hospitalization obviously could not be assessed.

Despite some inherent limitations, prior research and this study illuminate important
relationships between symptomatology and SFS scores, and give evidence for a relative
intransigence of social impairment in the early course of psychotic disorders. Further research
should inform the development of appropriate social functioning interventions in the early
course of such disorders.
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Table 4

Changes in SFS Subscale Scores from Initial Hospitalization to Six-Month Follow-Up (n=34)

Mean±SD at Initial Hospitalization Mean±SD at 6-Month Follow-Up

Social Engagement/Withdrawal 8.84±3.17 9.16±3.03

Interpersonal Communication 6.72±1.97 7.24±1.89

Independence/Performance 28.22±7.93 26.03±7.76

Recreation 21.62±6.91 19.24±5.71

Prosocial Activities 22.78±11.09 19.91±12.80

Independence/Competence 34.25±7.65 35.82±3.95

Employment/Occupation 5.63±2.93 5.12±2.60
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