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Abstract

 

The purpose of the present paper was to examine the reliability and validity of the Japanese version
of the Social Adjustment Scale-Self Report (SAS-SR) and to present its normative data. The SAS-
SR was administered to a random sample of all the employees of a large general hospital, together
with the General Health Questionnaire (

 

n

 

=

 

363). It was also administered to a representative
subset of first-visit patients at 33 psychiatric hospitals and clinics from all over Japan, along with
the semistructured psychiatric interview to ascertain the patients’ diagnoses (

 

n

 

=

 

1581). For the
internal consistency reliability of the subscales and the overall scale of the SAS-SR, Cronbach’s

 

a

 

 was between 0.61 and 0.73. The Pearson product-moment correlations between the subscale and
overall scale scores with the GHQ score were mostly 

 

>

 

0.3. The scores were statistically significantly
and substantively different between the normal sample and the patient samples, and were also
meaningful, differentiating between various diagnostic subgroups. The reference ranges of the
SAS-SR scores for mentally healthy subjects were calculated as 95% prediction intervals; for
example, 1.22–2.22 for the overall score. The Japanese version of the SAS-SR has good reliability
and satisfactory validity. The present study provided reference ranges for its scores in order to
increase their interpretability. With its ease of administration and its rich subscales, the scale
promises to offer a psychometrically sound measure with which to assess social adjustment in
people with various psychiatric disorders.
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INTRODUCTION

 

The ultimate aim of any health intervention is to
improve quality of life and social functions. It is there-
fore no wonder that there has recently been increased
interest in instruments to measure these two con-
structs.

 

1,2

 

Scales that focus specifically on social functions to
perform social roles and to maintain meaningful inter-

personal relationships, apart from core symptoms of
the disorders, have been available since the 1960s.

 

3

 

 The
interest in measuring social functions is today even
increasing, particularly because of some recent cohort
studies showing discrepancies between symptomato-
logical versus functional improvements,

 

4

 

 drug trials
showing differential effects on social functioning
between classes of antidepressants,

 

5,6

 

 and psychother-
apy trials demonstrating specific effects of cognitive
behavioral techniques on social adjustment.

 

7–9

 

The Social Adjustment Scale Self-Report (SAS-SR)
is a 42-item self-report questionnaire that measures
affective or instrumental performance over the past
2 weeks in seven major areas of social functioning:
work (as a worker, housewife or student), social and
leisure activities, relationship with extended family,
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marital role as a spouse, parental role, membership in
the family unit, and economic adequacy.

 

10,11

 

 It was orig-
inally an interviewer-based scale, derived from the
then much used Structured and Scaled Interview to
Assess Maladjustment (SSIAM)

 

12,13

 

 but it was soon
converted into a self-report format because the latter
is simple to administer and inexpensive, waiving
interviewer’s time. The SAS-SR scores are highly cor-
related with those obtained with the interview form
of the scale.

 

10

 

 The SAS-SR is one of the most often used
instruments in the area of social adjustment.

 

14

 

Portuguese,

 

15

 

 French

 

16

 

 and Japanese

 

17

 

 versions are now
available.

In order for a psychometric scale to be clinically
useful, it must be reliable, valid and interpretable.

 

18

 

Although the Japanese version of the SAS-SR was
published in 1986

 

17

 

 there has been no study on its
reliability and validity, or on how to interpret the
obtained scores. The aims of the present study is to
examine the reliability of the instrument’s scales and
its validity to differentiate between general popula-
tions and various psychiatric populations, and to
present the normative data to aid in the interpretation
of its subscale scores.

 

METHODS

Subjects and instruments

 

Two datasets were used in the present study.
Normal subjects were recruited from among

employees of an 800-bed general hospital in Shizuoka,
Japan. A randomly selected half of all the employees
were invited to fill in a series of questionnaires as part
of an anonymous survey of mental health in the work-
place. The questionnaire battery contained the SAS-
SR and the 30-item General Health Questionnaire
(GHQ),

 

19

 

 which is one of the most widely used screen-
ing instruments for non-organic non-psychotic mental
disorders in the general populations. Usable data were
obtained from 363 subjects; the response rate was
85.8%. There were 289 women and 74 men. The mean
age was 33.0

 

±

 

10.3 years. A total of 193 was nurses, 32
were medical doctors, 51 were comedical professionals
such as pharmacists and radiological technicians, and
the remaining 87 included administrative staff and
others. Subjects scoring 

 

£

 

7 on the GHQ (

 

n

 

=

 

192) were
considered psychologically healthy.

 

20

 

Psychiatric patients were recruited in the screening
phase of the nationwide follow-up study of affective
disorders by the Group for Longitudinal Affective Dis-
orders Study (GLADS). The details of this recruitment
phase are reported elsewhere

 

21,22

 

 and are briefly sum-
marized here. Psychiatrists at 34 hospitals and clinics

from all over Japan screened the representative subset
of their first-visit patients with a semistructured inter-
view named the Psychiatric Initial Screening for
Affective disorders (PISA).

 

23

 

 After obtaining the basic
sociodemographic variables including the marital, edu-
cational, and employment statuses, the PISA probes
for the presence/absence of 33 psychiatric symptoms
and signs to arrive at the 

 

Diagnostic and Statistical
Manual of Mental Disorders

 

 (3rd edn, revised; DSM-
III-R) diagnoses. The employment status was recorded
for the past 3 years in seven grades, from 1 (no employ-
ment) to 7 (full employment) throughout 3 years. The
interrater reliability of this interview schedule has been
found to be satisfactory.

 

24

 

 The patients were also asked
to fill in the questionnaire battery containing the SAS-
SR. The protocol for the present study was approved
by the institutional review board of the respective par-
ticipating centers where such was available and overall
by the institutional review board of the National Cen-
ter of Neurology and Psychiatry. After oral consent,
usable data were obtained from 1581 patients. Their
mean age was 41.3

 

±

 

17.2 years. There were 749 men
and 832 women.

Each item in the SAS-SR is scored on a five-point
scale, the higher scores being indicative of greater
impairment. Each subscale of the SAS-SR has between
three and 11 items, except for the economy subscale,
which has only one item. When the subject answered
at least half of the required item for the subscale,
the subscale score was computed by averaging the
answered items. The overall score was computed by
averaging the nine subscales. Therefore, for all the
subscale scores and overall score, the score ranges
between 1 (normal functioning) and 5 (severe
maladjustment).

 

Analyses

 

The internal consistency reliability of the SAS-SR was
assessed by means of Cronbach’s 

 

a

 

.
The validity of the SAS-SR was examined in view of

the following a priori hypotheses.
(1) Among the non-clinical subjects, the overall

score and subscale scores would correlate with the
GHQ score, which reflects the overall severity of psy-
chopathology.

 

25

 

(2) Among the patients, their work subscale score
would depend on their employment status.

(3) The patients’ overall score and subscale scores
would show meaningful differences according to their
diagnoses, and these would all be differentiable from
the normal sample.

We used univariate general linear model to estimate
the scale means and their 95% confidence intervals
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(CI), adjusted for sex and age. We used Bonferroni
correction when comparing scale scores across differ-
ent diagnostic groups.

After all these validity assets were confirmed, we
went on to present the normative data of the SAS-SR
overall and subscale scores for the normal subjects.
The reference ranges were defined as 95% prediction
interval,

 

26

 

 in which 95% of the population values are
estimated to exist.

 

RESULTS

Reliability

 

Table 1 presents the internal consistency reliability
coefficients of the nine subscales and the overall score
of the SAS-SR. Although Cronbach’s 

 

a

 

 was somewhat
lower for the marital role and family unit subscales,
they were all in the acceptable range.

 

Validity

 

Table 2 shows the Pearson product-moment correla-
tions between the SAS-SR scores and the GHQ score
among the non-clinical sample. The overall score and
all the subscale scores, except for the parental subscale,
had statistically significant correlations with the GHQ
score.

Among the patients, the correlation between the
work subscale and the job time for the past 3 years was

 

-

 

0.23 (95%CI: 

 

-

 

0.17 to 

 

-

 

0.30, 

 

P

 

<

 

0.001). All these cor-
relations were in the expected direction.

Among the 1581 patients who constituted the clini-
cal sample, we calculated the means and 95%CI,
adjusted for age and sex, of the SAS-SR subscale and

total scores for the following diagnostic subgroups:
schizophrenia, mood disorders, anxiety disorders,
somatoform disorders, eating disorders, adjustment
disorders, psychoactive substance use disorders, sleep
disorders, and personality disorders (Table 3). Scores
for patients with organic mental disorders were also
available but were not reported in Table 3 because
their validity was questionable (some of them were
apparently completed by relatives but the validity of
relative rating is a separate issue to be considered with
a different study design).

In comparison with the normal subjects, all the
patient groups had a statistically significant and sub-
stantive difference in SAS-SR overall score. With
regard to subscale scores, the economy subscale tended
not to show any statistical difference, except for the
psychoactive substance use disorders and personality
disorders. This is very understandable because the eco-
nomic status depends not only on the patient him/
herself but often on his/her parents or partner. The
work as a housewife scale and the parental subscale
also tended to be least able to differentiate between
psychiatric patients and normal controls.

Among the diagnostic subgroups, personality disor-
der patients tended to show the worst social adjust-
ment, followed by mood disorder patients. Because the
sample size for the former subgroup was modest, we
compared the latter against the remaining subgroups.
Mood disorder patients tended to be more severely
disturbed than anxiety disorder patients or sleep disor-
der patients. Patients with psychoactive substance use
disorders were also severely disturbed, especially with
regard to work roles; this was a very understandable
result.

 

Table 1.

 

Reliability of SAS-SR subscale scores and overall
score

SAS-SR subscale Cronbach’s 

 

a

 

Work as a worker 0.72 (0.69–0.75)
Work as a housewife 0.69 (0.65–0.72)
Work as a student 0.65 (0.53–0.76)
Social and leisure 0.68 (0.64–0.72)
Extended family 0.66 (0.63–0.69)
Marital 0.61 (0.55–0.66)
Parental 0.68 (0.63–0.72)
Family unit 0.62 (0.57–0.66)
Economy –

 

†

 

Overall 0.73 (0.68–0.77)

 

†

 

Cronbach’s 

 

a

 

 cannot be calculated for the economy sub-
scale because this has only one item.

SAS-SR, Social Adjustment Scale-Self Report.

 

Table 2.

 

Correlations of the SAS-SR scores and the GHQ
among the non-clinical sample (95% CI)

SAS-SR subscale
Pearson’s 

correlations

Work as a worker 0.63 (0.56–0.69)**
Work as a housewife 0.32 (0.16–0.46)**
Social and leisure 0.39 (0.30–0.47)**
Extended family 0.34 (0.24–0.43)*
Marital 0.29 (0.15–0.42)*
Parental 0.11 (

 

-

 

0.16–0.27)
Family unit 0.34 (0.21–0.46)*
Economy 0.17 (0.07–0.27)*

Overall 0.56 (0.48–0.63)**

*Correlation is significant at the 0.05 level (two-tailed).
**Correlation is significant at the 0.01 level (two-tailed).
SAS-SR, Social Adjustment Scale-Self Report; GHQ,

General Health Questionnaire; CI, confidence interval.
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Standardization

 

In order to make the scale interpretable, we need a
‘reference range’ for the scale scores. Table 4 presents
the reference range as defined in the Analyses section.

 

DISCUSSION

 

The present study is the first to report on the psycho-
metric properties of the SAS-SR among Japanese sub-
jects.

The scale proved to have good reliability and satis-
factory construct validity. The scores correlated with
severity of psychopathology as measured with the
GHQ and were statistically significantly and substan-
tively different between psychiatric patients and
normal controls. Among the psychiatric patients, the
scores were higher among those with personality dis-
orders, mood disorders and schizophrenia and lower
among those with anxiety disorders, somatoform dis-
orders and sleep disorders. It is curious at first sight
that it was not patients with schizophrenia who showed
highest social maladjustment among the diagnostic
subgroups we examined. However, we must keep in
mind that these patients with schizophrenia were first-
visit patients who could fill in a self-report question-
naire themselves. It is quite conceivable that many
patients with schizophrenia, especially those in chronic
stages, would be more severely disturbed than our cur-
rent study suggests. Otherwise the observed differ-
ences according to the diagnostic subgroups and/or the
subscale role areas were in the expected directions.

We also presented the reference range for the scale’s
overall score and subscale scores in order to make the
interpretation of the obtained results easy and clini-
cally comprehensible. There is one caveat, however, to
the interpretation of these reference ranges. These val-
ues derive from those first-visit patients who could and
would fill in at least half the self-report questionnaire

items; they would therefore not apply to all patients at
all stages of their illnesses. The reference ranges, how-
ever, would certainly aid in the interpretation of the
scores obtained with any patient.

It is interesting to note that the SAS-SR overall
scores were very comparable between the Japanese,
American and Brazilian normal populations as
reported in previous studies (Table 5).

 

11,15

 

 Because it is
meaningless to statistically compare these differently
sampled populations, we did not attempt mathematical
comparisons but if we look at individual subscale
scores, we note some interesting tendencies. Extended
family and family unit subscales tend to be lower and
the marital subscale tends to be higher among the Jap-
anese than among the other populations. Likewise, the
work subscale and the social and leisure subscale tend
to be higher among the Japanese. Although these dif-
ferences may reflect subtle nuances of translation, they
are in concert with the preconceived cultural differ-
ences: the Japanese tend to place more value on family
affairs than on marital relationships and to feel more
pressure in work matters than their American or Bra-
zilian counterparts.

One additional great of the SAS-SR that we noticed
in the course of the present study is the fine differen-
tiation of several social function areas as reflected in
the seven subscales of the measure. The comparisons
between different diagnostic subgroups or between dif-
ferent cultures illustrates the usefulness of looking at
these subscales. They can thus highlight for each indi-
vidual patient where his/her role dysfunction lies and
may enable individually tailored psychotherapeutic
and rehabilitative intervention.

As more and more emphasis is placed on improve-
ment in quality of life and social adjustment of people
with mental disorders, it is imperative that we measure

 

Table 4.

 

Reference range for the SAS-SR scores

SAS-SR subscale 95% prediction interval

Work as a worker 1.00–2.41
Work as a housewife 1.00–2.54
Social and leisure 1.10–2.86
Extended family 1.00–2.13
Marital 1.21–2.94
Parental 1.00–2.71
Family unit 1.00–2.74
Economy 1.00–3.05

Overall 1.22–2.22

SAS-SR, Social Adjustment Scale-Self Report.

 

Table 5.

 

International comparison of the normal samples

SAS-SR scores
Present study

(

 

n

 

=

 

192)
USA

 

11

 

(

 

n

 

=

 

399)
Brazil

 

15

 

 
(

 

n

 

=

 

61)

Work as a worker 1.63 1.40 1.24
Work as a housewife 1.62 – –
Work as a student – – –
Social and leisure 1.99 1.83 1.77
Extended family 1.32 1.34 1.46
Marital 2.05 1.75 1.59
Parental 1.62 1.40 1.64
Family unit 1.44 1.46 1.57
Economy 1.52 – 1.64

Overall 1.68 1.59 1.56

–, data not presented in the original reports.
SAS-SR, Social Adjustment Scale-Self Report.
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them reliably and validly. With its good reliability, its
satisfactory validity, its ease of administration and its
richly differentiated subscale scores, the SAS-SR prom-
ises to offer a psychometrically sound measure for this
purpose. We recommend that the SAS-SR be incorpo-
rated, whenever possible and feasible, in future clinical
trials and cohort studies of psychiatric disorders.

 

ACKNOWLEDGMENTS

 

This paper was prepared on behalf of the Group for
Longitudinal Affective Disorders Study (GLADS).
This study was supported by the Research Grants
3A-6, 6A-4, 8B-2, 11A-5 and 14A-3 for Nervous and
Mental Disorders from the Ministry of Health, Labour
and Welfare, Japan.

 

REFERENCES

 

1. Guyatt GH, Feeny DH, Patrick DL. Measuring health-
related quality of life. 

 

Ann. Intern. Med. 1993; 118: 622–
629.

2. Guyatt GH, Naylor CD, Juniper E, Heyland DK, Jae-
schke R, Cook DJ. Users’ Guides to the Medical Liter-
ature XII. How to use articles about health-related
quality of life. JAMA 1997; 277: 1232–1237.

3. Weissman MM, Sholomskas D, John K. The assessment
of social adjustment: An update. Arch. Gen. Psychiatry
1981; 38: 1250–1258.

4. Furukawa TA, Takeuchi H, Hiroe T et al. Symptomatic
recovery and social functioning in major depression.
Acta Psychiatr. Scand. 2001; 103: 257–261.

5. Gorenstein C, Andrade L, Moreno RA, Artes R. Social
adjustment in depressed patients treated with venlafax-
ine and amitriptyline. Int. Clin. Psychopharmacol. 2002;
17: 171–175.

6. Dubini A, Bosc M, Polin V. Noradrenaline-selective ver-
sus serotonin-selective antidepressant therapy: Differen-
tial effects on social functioning. J. Psychopharmacol.
1997; 11 (Suppl. 4): S17–S23.

7. Ito S, Takeuchi H, Furukawa TA. Cognitive therapy and
social functioning in chronic depression. Br. J. Psyhchi-
atry 2001; 178: 477.

8. Keller MB, McCullough JP, Klein DN et al. A compari-
son of nefazodone, the cognitive behavioral-analysis sys-
tem of psychotherapy, and their combination for the
treatment of chronic depression. N. Engl. J. Med. 2000;
342: 1462–1470.

9. Hirschfeld RM, Dunner DL, Keitner G et al. Does psy-
chosocial functioning improve independent of depressive
symptoms? A comparison of nefazodone, psychotherapy,
and their combination. Biol. Psychiatry 2002; 51: 123–133.

10. Weissman MM, Bothwell S. Assessment of social adjust-
ment by patient self-report. Arch. Gen. Psychiatry 1976;
33: 1111–1115.

11. Weissman MM, Prusoff BA, Thompson WD, Harding
PS. Social adjustment by self-report in a community sam-
ple and in psychiatric outpatients. J. Nerv. Ment. Dis.
1978; 166: 317–326.

12. Gurland BJ, Goldberg K, Fleiss JL, Sloane RB, Cristol
AH. The Structured and Scaled Interview to Assess Mal-
adjustment (SSIAM): II. Factor analysis, reliability, and
validity. Arch. Gen. Psychiatry 1972; 27: 264–267.

13. Gurland BJ, Stone AR, Frank JD, Fleiss JL. The Struc-
tured and Scaled Interview to Assess Maladjustment
(SSIAM): I. Description, rationale, and development.
Arch. Gen. Psychiatry 1972; 27: 259–264.

14. Goldman HH, Skodol AE, Lave TR. Revising axis V for
DSM-IV: A review of measures of social functioning.
Am. J. Psychiatry 1992; 149: 1148–1156.

15. Gorenstein C, Moreno RA, Bernik MA et al. Validation
of the Portuguese version of the Social Adjustment Scale
on Brazilian samples. J. Affect. Disord. 2002; 69: 167–175.

16. Achard S, Chignon JM, Poirier-Littre MF et al. [Social
adjustment and depression: Value of the SAS-SR (Social
Adjustment Scale Self-Report)]. Encéphale 1995; 21:
107–116.

17. Nakao T, Kitamura T. [Social Adjustment Scale (SAS).]
Seishin-Eisei-Kenkyu 1986 33: 67–119 (in Japanese).

18. Guyatt GH, Osoba D, Wu AW, Wyrwich KW, Norman
GR. Methods to explain the clinical significance of health
status measures. Mayo Clin. Proc. 2002; 77: 371–383.

19. Goldberg D, Williams P. A User’s Guide to the General
Health Questionnaire. NFER-Nelson, Berkshire, 1988.

20. Kitamura T, Sugawara M, Aoki M, Shima S. Validity of
the Japanese version of the GHQ among antenatal clinic
attendants. Psychol. Med. 1989; 19: 507–511.

21. Furukawa T, Hirai T, Kitamura T, Takahashi K. Appli-
cation of the Center for Epidemiologic Studies Depres-
sion Scale among first-visit psychiatric patients: A new
approach to improve its performance. J. Affect. Disord.
1997; 46: 1–13.

22. Furukawa TA, Kitamura T, Takahashi K. Time to recov-
ery of an inception cohort with hitherto untreated uni-
polar major depressive episodes. Br. J. Psychiatry 2000;
177: 331–335.

23. Kitamura T. Psychiatric Initial Screening for Affective
Disorders (PISA) (in Japanese). National Institute of
Mental Health National Center for Neurology and Psy-
chiatry, Ichikawa, 1992.

24. Furukawa T, Takahashi K, Kitamura T et al. The Com-
prehensive Assessment List for Affective Disorders
(COALA): A polydiagnostic, comprehensive, and serial
semistructured interview system for affective and
related disorders. Acta Psychiatr. Scand. Suppl. 1995;
387: 1–36.

25. Andrews G, Henderson S, Hall W. Prevalence, comor-
bidity, disability and service utilisation. Overview of the
Australian National Mental Health Survey. Br. J. Psychi-
atry 2001; 178: 145–153.

26. Motulsky H. Intuitive Biostatistics. Oxford University
Press, Oxford, 1995.


