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Abstract 

 Social role participation is a key factor contributing to the personal recovery of individuals 

with bipolar disorder (BD). Therefore, a valid and reliable instrument measuring social role 

participation is needed. The current study investigated the factor structure, internal consistency, 

convergent validity, and incremental validity of the short form of the Social Role Participation 

Questionnaire (s-SRPQ) in a sample of individuals with BD (N = 97). The factor structure was 

assessed using CFA and internal consistency was evaluated calculating the reliability coefficients 

Cronbach’s Alpha and McDonald’s Omega. Convergent validation measures were assessed 

calculating correlations between the s-SRPQ and measures of personal recovery, positive emotions, 

positive relationships, and depressive and anxiety symptoms. Incremental validity was examined by 

testing whether the two dimensions of social role participation explain additional variance in personal 

recovery above and beyond anxiety and depressive symptoms. The results of the CFA suggested a 

poor fit of the previously established two-factor structure (CFI = 0.716; TLI = 0.646; SRMR = 0.108; 

RMSEA = 0.105). When error correlations were allowed, the fit slightly improved but still no 

acceptable fit of the model could be found (CFI = 0.883; TLI = 0.848; SRMR = 0.089; RMSEA = 

0.110). Internal consistency was found to be acceptable for the Satisfaction dimension (α = 0.77 and ω 

= .78) and good for the Difficulties dimension (α = 0.81 and ω =.82). For the convergent validity 

measures, strong correlations were found between Satisfaction and personal recovery, positive 

emotions, and positive relationship, as well as strong negative between Satisfaction and depressive 

and anxiety symptoms. The opposite was true for the Difficulties dimension. Furthermore, the s-SRPQ 

explained additional variance in personal recovery above and beyond depressive and anxiety 

symptoms, indicating incremental reliability. The present findings suggest that the s-SRPQ is a 

reliable and valid measure to assess social role participation in individuals with BD, but considering 

the poor fit of the model, a revision of the questionnaire for individuals with BD seems necessary. 

These findings emphasize the importance of measuring and focusing on social role participation when 

aiming at increasing personal recovery in clinical and research practice. 
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Psychometric Properties of the Social Participation Questionnaire – Short Form (s-   

SRPQ) for Individuals with Bipolar Disorder 

Over the past two decades, the need to personalize the treatment of individuals 

experiencing serious mental health disorders and especially bipolar disorder  

(BD) has been receiving increasing attention in research (Alda & Manchia, 2018; Kasper, 

2003; Leboyer & Kupfer, 2010; Salagre et al., 2020). To adequately respond to this need, a 

broad range of questionnaires should be available to screen for the individual needs and 

wishes of individuals suffering from BD. As individuals with BD are experiencing a broad 

range of varying symptoms and are often suffering from comorbid diseases such as alcohol 

and substance abuse, the development of suitable screening instruments for this patient group 

seems to be a scientific challenge (Hirschfeld et al., 2000; Miller et al., 2004). Considering 

that one factor that seems to significantly contribute to personal recovery from several 

chronic impairments and psychiatric disorders and specifically BD is social role participation 

(Kraiss et al., 2021, Jaeger & Hoff, 2012), a valid and reliable measure of social role 

participation seems to be necessary. Therefore, the current study aims at reviewing the 

psychometric properties of the Social Role Participation Questionnaire in its short form (s-

SRPQ) in order to validate its use in clinical and research settings for the patient group of 

individuals with BD.   

BD, which was earlier also often referred to as manic-depressive illness, is a lifelong, 

episodic, often chronic disorder that is characterized by pathological disturbances in mood, 

resulting in alternating periods of depression and (hypo)mania (Goodwin & Jamison, 2007). 

The Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5) 

differentiates between bipolar I disorder (BD-I) and bipolar II disorder (BD-II). In BD-I, an 

affected person is experiencing manic episode(s) in which an extreme increase in energy or 

uncomfortable irritability in mood, as well as depressive or hypomanic episodes for some 
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individuals. Individuals with BD-II are experiencing at least one major depressive episode 

and one hypomanic episode but tend to function normally between episodes (American 

Psychiatric Association, n.d.).  

A study by Merikangas et al. (2011), in which cross-sectional face-to-face household 

surveys were conducted in 11 countries in America, Europe, and Asia, reports the estimated 

12-month prevalence of BDI to be 0.4% and of BDII to be 0.3%. The aggregate lifetime 

prevalence was reported to be 0.6% for BDI and 0.4% for BDII. BD is associated with a 

substantial economic burden especially on the health care system but also society (Kleine-

Budde et al., 2013; Kraiss et al., 2020; Leboyer & Kupfer, 2010). Next to these economic and 

societal consequences, BD also has severe personal effects. Individuals suffering from BD 

face the highest risk for suicide among all affective disorders (Gonda et al., 2012). 

Furthermore, BD is associated with poor quality of life and comorbid conditions further 

decreasing quality of life (IsHak et al., 2012), cognitive impairment resulting in poorer 

sustained attention and inhibitory control (Cotrena et al., 2016), difficulties in social 

adjustment, low self-esteem (Blairy et al., 2004), and high caregiver burden (Pompili et al., 

2014). 

Current treatment of BD has a rather strong focus on symptomatic or clinical 

recovery, which means being free from or experiencing significantly fewer symptoms, and 

functional recovery, meaning being able to fulfill social roles and functioning in society. 

However, more recently, personal recovery is receiving increased but not sufficient scientific 

attention in association with BD (Kraiss et al., 2021). Personal recovery has been 

conceptualized as “a deeply personal, unique process of changing one’s attitudes, values, 

feelings, goals, skills and/or roles…a way of living a satisfying, hopeful and contributing life 

even with limitations caused by illness” (Anthony, 1993, p. 553). Leamy et al. (2011) have 

developed the CHIME framework for personal recovery, identifying connectedness, hope, 
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and optimism about the future, identity, meaning in life, and empowerment as the five most 

important processes of personal recovery.  

It has been shown that individuals experiencing severe mental disorders such as BD 

are increasingly dissatisfied with symptom reduction and relapse prevention being the main 

targets of treatment, emphasizing the importance of focusing on personal recovery and 

mental well-being (Jones et al., 2010; Pitt et al., 2007). According to a study by Warwick et 

al. (2019), individuals with BD identify several more factors important in their personal 

recovery, such as support, recognition of the problem, believing that things can change and 

not giving up, instinctive curiosity, medication, psychological therapy, becoming the director 

of their own life, changing how to think, accepting who they are and how they feel, and 

looking after themselves. Mezes et al. (2021) showed that for women with BD better personal 

recovery, in contrast to clinical recovery, is associated with higher adaptive coping and risk-

taking. Personal recovery and mental well-being are also of specific importance for 

individuals suffering from BD because of the possibility that increased mental well-being in 

the phases between episodes might serve as a buffer against residual symptoms possibly 

causing relapse (Judd et al., 2002; Judd et al., 2003).  As social role participation seems to be 

an important factor that can facilitate and contribute to personal recovery from several 

chronic impairments and psychiatric disorders and specifically BD, it seems very important 

to pay special attention to this concept during the treatment of BD (Kraiss et al., 2021; Jaeger 

& Hoff, 2012). 

Social role participation can be defined as being able to undertake activities in the 

larger social context like attending social events and being involved in social structures such 

as families, religion, and employment (Oude Voshaar et al., 2016). As social role 

participation is expected to play a role in building and maintaining self-esteem as well as 

personal and economic autonomy (Goordev et al., 2017), it might be of specific importance 
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for individuals suffering from BD. Furthermore, higher satisfaction with the social role taken 

on in the workplace has been found to be associated with lower depressive and anxiety 

symptoms, as well as with more social action (Nadinloyi et al., 2013), which are treatment 

goals relevant for treating BD. According to Kraiss et al. (2021), social role participation is 

an important predictor for personal recovery in persons with BD. In their study, satisfaction 

with the performance of social roles was strongly independently correlated with personal 

recovery, besides other factors like symptoms, emotion regulation, and demographics. These 

findings suggest that social role participation is a relevant and important treatment goal when 

aiming at improving personal recovery, for example by fostering intimate relationships or the 

ability to work which can increase feelings of relatedness and meaning in life (Kraiss et al., 

2021). Feelings of relatedness and meaning in life are, according to the CHIME framework, 

are two central components of personal recovery (Leamy et al., 2011), and can therefore 

support individuals suffering from BD in their recovery process. However, to make social 

role participation a measurable treatment outcome, a valid and reliable measure is needed.  

One commonly used measure of social role participation is the Social Role 

Participation Questionnaire (SRPQ). In its original form, the SRPQ measures role 

importance, satisfaction with the time spent in roles, and satisfaction with role performance 

(Oude Voshaar et al., 2016, Davis et al., 2011, Gignac et al., 2008). Oude Voshaar et al. 

(2016) developed a short form of the SRQP (s-SRQP) and suggest that the s-SRPQ retains 

reliability and validity while being significantly shorter than in its original form. The s-SRPQ 

has two subscales: Satisfaction with the Role and Experienced Difficulties with the Role. 

Currently, the s-SRPQ has only been validated for patients with Ankylosing Spondylitis 

(Oude Voshaar et al., 2016). Nevertheless, this study is not the first one using the s-SRPQ for 

individuals with BD (Frye, 2020; Kraiss et al., 2018; Kraiss et al., 2019; Kraiss et al., 2021) 

and there are more reasons to believe that this measure can also be applied for populations 
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with mental health problems and more specifically, BD. Oude Voshaar et al. (2016) 

suggested that the items represent general roles and are not limited to any Ankylosing 

Spondylitis-specific area, for which the measure was originally developed. In favour of this is 

the fact that Ankylosing Spondylitis (AS) and BD are both chronic and mostly life-long 

diseases that might restrict the ability to work and reduce the quality of life (Fagiolini et al., 

2005; Michalak et al., 2005; Sieper et al., 2002). 

As outlined above, personal recovery seems to be of specific importance in 

individuals of BD and social participation seems to significantly contribute to personal 

recovery. Considering the issues that go along with the development of suitable screening 

instruments for this patient group (Hirschfeld et al., 2000; Miller et al., 2004), a reliable and 

valid measure of social participation for the patient group of individuals with BD is needed to 

make it a measurable construct that can be used in clinical practice. The resulting research 

question is What are the psychometric properties of the s-SRPQ in individuals with BD?  

To be able to assess the psychometric properties, the underlying factor structure, and 

the reliability, as well as the convergent and incremental validity of the s-SRPQ for 

individuals with BD will be examined. It is expected that the Satisfaction with the Role 

dimension moderately positively correlates with positive relationships, positive emotions, and 

personal recovery. While the positive association between social role participation and 

personal recovery already has been established in a previous study (Kraiss et al., 2019), up to 

date, there is no clear evidence for the relationship between the satisfaction with a social role 

and positive relationships and positive emotions. As higher satisfaction with the social role in 

the workplace is associated with lower depressive and anxiety symptoms (Nadinloyi et al., 

2013), a moderate negative correlation between Satisfaction with Social Roles and the 

symptom measures of anxiety and depression is expected. Furthermore, it is hypothesized 

that the Experienced Difficulty with Social Roles behaves opposite to satisfaction with the 
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social role dimension. Therefore, it is expected that this dimension moderately negatively 

correlates with positive relationships, positive emotions, and personal recovery and 

moderately positively correlates with the symptom measures of anxiety and depression. 

Method 

Participants and Procedure  

The data used for this study was obtained during a randomized controlled trial of a 

multicomponent positive psychology intervention for euthymic patients with BD by Kraiss et 

al. (2018). Measurements took place at baseline, post-intervention, and follow-up six and 

twelve months from baseline. The current study uses the baseline data from this trial. The aim 

of this RCT was to assess whether the positive psychology intervention offered to BD 

patients in an addition to usual care (CAU) is more effective in improving mental well-being 

and personal recovery compared to CAU alone. The inclusion criteria were that participants 

have been diagnosed with either BD-I or BD-II, were between the ages of 18-65, have had 

four or more supportive sessions in the last year, and only have had residual depressive or 

manic symptoms. Exclusion criteria were if patients were in a depressive or manic episode or 

have had current additional mental health problems. This resulted in a sample size of 97 

patients that were diagnosed with BD-I or BD-II and are in the euthymic phase. The 

participants were randomized to either the experimental condition that received the 

intervention in addition to CAU or the control condition that only received CAU. Not only 

social participation was measured to assess the effectiveness of the intervention, but also 

global illness severity, well-being, personal recovery, manic, depression and anxiety 

symptoms, positive emotions, self-compassion, positive relationships, dampening of positive 

affect, relapse, and quality of life (Kraiss et al., 2018).  
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Study Measures 

From the randomized controlled trial conducted by Kraiss et al. (2018), the 

Questionnaire about the Process of Recovery (QPR), Positive and Negative Affect Schedule 

(PANAS), Scales of Psychological Well-Being (SPWB), Hospital Anxiety and Depression 

Scale (HADS), and the Quick Inventory of Depressive Symptomatology (QIDS-SR) were 

selected because of the previously elaborated expected relationships with social role 

participation with the aim of establishing convergent and incremental validity.   

Social Role Participation  

The s-SRPQ was developed drawing on the three chapters representing social role 

participation of the International Classification of Functioning, Disability, and Health (ICF) 

in order to explore the diversity of the social roles represented by the SRPQ and explore 

where there might be conceptual redundancy. For that, the SRPQ roles were linked to the 

different ICF chapters (Oude Voshaar et al., 2016). Oude Voshaar et al. (2016) aimed at 

preserving the reliability of the SRPQ by evaluating to what extent the individual role scores 

contribute to the measurement precision of the scores for the three original SRPQ dimensions 

with the statistical Item Response Theory framework. 

The resulting s-SRPQ consists of six social roles (intimate relationship, employment, 

planning/engaging social, relationship with family, traveling/vacationing, and education) 

along two dimensions (satisfaction with role performance and experienced difficulties). The 

items are scored on a 5-point Likert scale, reaching from 0 (not satisfied at all/no difficulties 

at all) to 4 (very much satisfied/not possible). In this study, the sixth and the twelfth item only 

had to be answered when they were applicable as they ask about intimate relationships. As 

the sum score would not be very representative if it was including an extra item only for 

some participants, the mean instead of the sum score was calculated. When it was answered 
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that the items six and/or twelve were not applicable, the mean score of the dimension was 

calculated with five instead of six items.  

According to Oude Voshaar et al. (2016), the s-SRPQ retains the reliability and 

construct validity of the original version while being much shorter (α = .86). In addition, it is 

suggested that the items represent general roles and are not limited to any Ankylosing 

Spondylitis-specific area, for which the measure was originally developed (Oude Voshaar et 

al., 2016).  

Personal Recovery  

To assess personal recovery, the 15-item version of the Questionnaire about the 

Process of Recovery (QPR; Neil et al., 2009; Law et al., 2014) was used, measuring personal 

recovery at the present time. The items are scored on a 5-point Likert Scale which ranges 

from 0 (disagree strongly) to 4 (agree strongly) where higher scores indicate higher personal 

recovery. Kraiss et al. (2019), translated the QPR into Dutch via forward and backward 

translation and assessed the psychometric properties of the Dutch QPR in BD, for which they 

found excellent internal consistency (α = .92). In its English version, the psychometric 

qualities of the QPR were found to be good (α = .89; Williams et al., 2015). For the current 

study, also an excellent Cronbach’s Alpha was found (α = .91).  

Positive Relationships 

To measure positive relationships, the subscale positive relations of the Scales of 

Psychological Well-Being (SPWB; Ryff & Keyes, 1995) was used. This scale measures the 

extent to which an individual experiences meaningful intrapersonal relationships with other 

people. In the 9-item version, which was used for the current study, items are scored on a 

scale ranging from 1 (strongly disagree) to 6 (strongly agree) where higher scores indicate 

more positive relationships with others. There is no recall period specified in which the 

positive relationships have taken place. Acceptable internal consistency was found for the 
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Dutch translation of the positive relations subscale in two studies with samples of 

undergraduate psychology students and adults from a diverse occupational background (α = 

.77; van Dierendonck, 2004). In the current study, the internal consistency of the SPWB was 

found to be good (α = .81). 

Positive Emotions 

Positive emotions were assessed using the Positive and Negative Affect Schedule 

(PANAS; Watson et al., 1988), which measures current emotions with 20 items on the two 

dimensions positive and negative affect. For this study, only the positive affect scale was 

used, and the participants rate the extent to which they have experienced emotional states on 

a scale reaching from 1 (very slightly or not at all) to 5 (extremely). Respondents indicate for 

the ten items whether they have experienced the described positive in the past week. Higher 

sum scores indicate more positive emotions. The Dutch version of this subscale showed good 

reliability (α = .79; Engelen et al., 2006). In the current sample, an excellent internal 

consistency was found (α = .91). 

Depressive Symptoms  

In order to assess depressive symptoms, the Quick Inventory of Depressive 

Symptomatology (QIDS-SR; Rush et al., 2003) was used. The self-report version measures 

depressive symptoms of the last seven days with 16 items, which participants score on a 4-

point Likert Scale on different depressive symptoms such as sleep disturbance, sad mood, 

decrease/increase in appetite/weight, concentration, self-criticism, or suicidal ideation (Rush 

et al., 2003; Wardenaar et al., 2010). The QIDS-SR showed high internal consistency (α = 

.86) in a study by Rush et al. (2003) and acceptable internal consistency in the current study 

(α = .75).  
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Anxiety Symptoms  

Anxiety symptoms are assessed using the anxiety subscale of the Hospital Anxiety 

and Depression Scale (HADS-A; Zigmond & Snaith, 1983). The HADS-A includes seven 

items and participants rate the frequency of symptoms on a scale from 0 (not at all) to 3 (very 

often). The higher the sum score, the higher are the experienced anxiety symptoms. Its Dutch 

version showed good internal consistency (α = .84; Spinhoven et al., 1997), which was 

confirmed with the current sample (α = .86).  

Statistical Analysis  

Statistical analyses were performed using IBM SPSS Statistics version 27.0 (IBM 

Corp., 2020) and R (R Core Team, 2018). A confirmatory factor analysis (CFA) was 

conducted in R with the package lavaan (Rosseel, 2012) to confirm the previously established 

factor structure of the two underlying latent factors Satisfaction with Social Role and 

Experienced Difficulties with the Social Role (Oude Voshaar et al., 2017). Items one to six 

are expected to be indicators of the latent factor Satisfaction with Social Role, and items 

seven to twelve are expected to be indicators of the latent factor Experienced Difficulties with 

Social Role. A strict two-factor solution was fitted to check whether the twelve indicators 

load on the two latent factors as expected with maximum likelihood estimation. Factor 

loadings are considered to be meaningful when they exceed the threshold of .4 (Floyd & 

Widaman, 1995). To test the fit of the model, the comparative fit index (CFI), Tucker Lewis 

Index (TLI), standardized root square mean residual (SRMR), and root-mean-square error 

approximation (RMSEA) were calculated. CFI and TLI values >.90 are seen as acceptable 

(Hu & Bentler, 1998). Furthermore, SRMR values <.08 were seen as indicating a good fit of 

the model, as well as RMSEA values >.06 (Hu & Bentler, 1998). Furthermore, chi-square 

(𝑥2) was used to assess the fit of the model. A non-significant, smaller 𝑥2 indicates a better 

fit of the model and the 𝑥2 value divided by the degrees of freedom (df) should be <2 for a 
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good model fit (Kline, 1998). Firstly, the model was evaluated based on assuming 

uncorrelated errors between items. In order to explore whether allowing error correlations 

between items would improve the fit of the model, modification indices were calculated using 

lavaan. To test whether the fit of the model has improved significantly after allowing for error 

correlations, an 𝑥2 difference test was conducted, in which significant results indicate a 

significant difference in fit between competing models (Werner & Schermelleh-Engel, 2010).  

The internal consistency of the s-SRPQ was evaluated with the Cronbach’s Alpha 

Coefficient (α) and McDonald’s Omega (ω). McDonald’s Omega was calculated because if 

the assumption of tau-equivalence is not met, omega is the more accurate estimate of internal 

consistency (Dunn et al., 2013).  The assumption of tau-equivalence entails that all items in 

the factorial model have equal factor loadings (Rönkkö & Cho, 2020). McDonald’s Omega 

was calculated in SPSS using Hayes Omega Macro (Hayes & Coutts, 2020).  

Convergent validity of the s-SRPQ was determined by calculating bivariate Pearson’s 

correlation coefficients between the subscale scores of the s-SRPQ, the QPR, the PANAS, 

and the SPWB scores with SPSS. Values between 0.1 and 0.3 were considered as weak, 

between 0.3 and 0.5 as moderate, and values larger than 0.5 as strong correlation (de Vaus, 

2002).  

Incremental validity was estimated by conducting hierarchical multiple regression 

analyses to assess whether the two dimensions of social role participation explain additional 

variance in personal recovery above and beyond anxiety and depressive symptoms. 

Therefore, two separate hierarchical multiple regression models were conducted. The first 

regression contained personal recovery as a dependent variable and anxiety symptoms as the 

independent variable in the first step. In a second step, the social role participation 

dimensions were added to the model. The second hierarchical multiple regression model also 

contained personal recovery as a dependent variable but depressive symptoms as the 
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independent variable in the first step. In a second step, the social role participation 

dimensions were again added to the model.  

Results 

Description of the sample  

The mean age of the 97 respondents collected for the study by Kraiss et al. (2018) was 

47 years (SD = 10.33, range 24-66). More than two-thirds of the participants were female and 

slightly less than one-third male. Most participants were married or in a registered 

relationship, but also many were never married or divorced. With regards to the employment 

status, most participants were unable to work or had a paid job 

The sum score of Satisfaction with Social Role dimension of the s-SRPQ in this 

sample was 13.76 (N = 97, SD = 4.61) and for the dimension Experienced Difficulties with 

Social Role 14.93 (N = 95, SD = 4.36). These results are slightly lower compared to a prior 

study by Kraiss et al. (2019) in which they included a comparable sample of individuals with 

BD and found an s-SRPQ score of 14.62 (SD = 5.41) for the satisfaction dimension and 16.77 

(SD = 5.41) for the difficulty dimension. However, this difference can be explained 

considering that the sixth and twelfth items only had to be answered if they were applicable 

in the current study.  
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Table 1  

Sample characteristics (N= 97) 

  N % 

Gender Female 

Male 

69 

28 

71 

29 

Marital Status A married or registered relationship 

Never married 

Divorced 

Other 

33 

25 

23 

16 

34.0 

25.8 

23.7 

16.5 

Employment 

Status 

Unable to work 

Paid work 

Unpaid work 

Unemployed 

Student 

35 

28 

26 

6 

2 

36.1 

28.9 

26.8 

6.2 

2.1 

Education Low 

Moderate 

High 

44 

38 

14 

45.3 

39.3 

14.4 

Note: Variations in N due to missing data  

Factor Structure and Internal Consistency 

With regards to the factor structure, the CFA demonstrated poor fit of the two-factor 

model (CFI = 0.716; TLI = 0.646; SRMR = 0.108; RMSEA = 0.105). Also, the chi-square 

test of model fit was significant (𝑥2 (53) = 163.07; p < .001), indicating a poor fit of the 

model. Furthermore, the ratio between 𝑥2 and the degrees of freedom was found to be 3.08, 

indicating a poor fit of the model.  

The standardized factor loadings for Factor 1 (Satisfaction with Social Role) and 

Factor 2 (Experienced Difficulties), as well as the corrected item-total correlations, can be 

found in Table 2. Almost all items showed satisfactory factor loadings. Only item 6 and item 

12 were found to be below the previously identified threshold of .4 and therefore have 

unsatisfactory factor loadings.  
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The internal consistency of the s-SRPQ for the Satisfaction with Social Role 

dimension was found to be acceptable (α = 0.77 and ω = .78) and the internal consistency of 

the Difficulties with Social Role dimension was found to be good (α = 0.81 and ω =.82). 

However, the internal consistency of the satisfaction and difficulty dimension could be 

increased by excluding the sixth and the twelfth item to a Cronbach’s alpha of 0.79 and 0.84 

respectively. Nevertheless, it was decided that due to the only slight increase in reliability if 

the two items would be removed, both items were retained for further analyses.  

Table 2 

Standardized factor loadings for the two latent factors and corrected item-total correlations 

Item 

 

Factor Loading Corrected 

item-total 

correlation 

 Factor 1: 

Satisfaction with 

Role 

Factor 2: 

Experienced 

Difficulty 

 

Item 1: Satisfaction with planning/engaging social .70 - .51 

Item 2: Satisfaction with traveling/vacationing  .66 - .57 

Item 3: Satisfaction with employment .72 - .48 

Item 4: Satisfaction with education .71 - .50 

Item 5: Satisfaction with relationship with family .61 - .62 

Item 6 (if applicable): Satisfaction with an intimate 

relationship  

.36 - .87 

Item 7: Difficulty with planning/engaging social - .82 .34 

Item 8: Difficulty with traveling/vacationing  - .83 .31 

Item 9 Difficulty with employment - .65 .58 

Item 10: Difficulty with education - .62 .62 

Item 11: Difficulty with relationship with family - .65 .57 

Item 12 (if applicable): Difficulty with an intimate 

relationship  

- .29 .92 
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After having examined the modification indices, an error correlation was allowed 

between items 4 and 10, as well as items 6 and 12, which led to an improvement of the fit 

(CFI = 0.883; TLI = 0.848; SRMR = 0.089; RMSEA = 0.110). All fit indices showed a 

slightly better fit of the model. The SRMR has decreased compared with the original model 

and now indicates a good fit of the model in which error correlations are allowed. The CFI 

and TLI have increased, showing a better but still questionable fit of the model. Lastly, also 

the 𝑥2/𝑑𝑓 ratio was found below 2, indicating a good fit. However, the chi-square test of 

model fit was still significant (𝑥2 (51) = 96.379; p < .001). A comparison between fit indices 

of the original model and the model in which the error correlations were allowed can be 

found in Table 3. The difference between the two models was found to be significant, based 

on a chi-square difference test (𝑥2 = 66.69; df = 2, p < .001).  

Table 3 

Comparison between the fit indices of the original model and the model in which error 

correlations were allowed 

 𝑥2 df 𝑥2/𝑑𝑓 CFI TLI SRMR RMSEA 

Original model 163.07*** 53 3.08 0.716 0.646 0.108 0.105 

Model with error 

correlations 

96.38*** 51 1.89 0.883 0.848 0.089 0.110 

***p < .001. 

Convergent Validity  

An overview of the descriptive statistics of the validation measures and their 

correlations with the s-SRPQ can be found in Table 4. All relationships are correlated in the 

hypothesized direction. The Satisfaction with Social Role scores strongly positively 

correlated with Personal Recovery (r = .61), Positive Emotions (r = .67), and Positive 

Relationships scores (r = .54). The Satisfaction with Social Role scores correlated strongly 

negatively with Depressive Symptoms (r = -.53) and moderately negatively with Anxiety 

Symptoms (r = .39). Further, a strong negative association was found between the 
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Experienced Difficulties with Social Role scores and the Positive Emotions measure (r = -

.50). A moderate negative association was found between the scores of Experienced 

Difficulties with Social Role and Personal Recovery (r = -.49), as well as between 

Experienced Difficulties with Social Role and Positive Relationship scores (r = -.36). As 

hypothesized, Experienced Difficulties with Social Role scores correlated moderately 

positively with Anxiety Symptoms (r = .37). Finally, a strong positive relationship was found 

between scores of Experienced Difficulties with Social Role and Depressive Symptoms (r = 

.56). All correlations were found to be significant. 

Table 4 

Descriptive statistics and bivariate Pearson’s Correlations between the s-SRPQ and criterion 

measures  

Measure M (SD) s-SRPQ 

  Satisfaction with 

Role 

Experienced 

Difficulties 

s-SRPQ 

Satisfaction with role (N = 97) 

Experienced difficulty (N = 95) 

 

2.37 (0.77) 

2.58 (0.73) 

 

- 

-.60** 

 

-.60** 

- 

QPR (N = 95) 33.24 (9.81) .61** -.49** 

PANAS (N = 95) 28.12 (8.10) .67** -.50** 

SPWB (N =95) 36.22 (8.10) .54** -.36** 

HADS (N = 95) 8.01 (4.70) -.39** .37** 

QIDS-SR (N = 96) 13.02 (6.30) -.53** .56** 

Note: Variations in N due to missing data  

Abbreviations: QPR, Questionnaire about the Process of Recovery; PANAS, Positive and Negative 

Affect Schedule; SPWB, Scales of Psychological Well-Being; HADS, Hospital Anxiety and 

Depression Scale; QIDS-SR, Quick Inventory of Depressive Symptomatology 

**p < .01. 

Incremental Validity  

To determine the incremental validity of the s-SRPQ, it was tested whether the scores 

of the s-SRPQ explained a significant amount of variability in personal recovery above and 
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beyond the scores of depressive and anxiety symptoms. In the first hierarchical multiple 

regression model, the HADS scores were entered in the first step. In the second step, scores 

of both s-SRPQ dimensions were included. It became apparent that the scores of the s-SRPQ 

explained 18% additional variance in personal recovery above and beyond anxiety symptoms 

(p < .001), and social role participation significantly explained personal recovery above and 

beyond anxiety symptoms. An overview of the first hierarchical regression analysis can be 

found in Table 5.  

In order to test whether social role participation also significantly explained personal 

recovery above and beyond depressive symptoms, a second hierarchical multiple regression 

analysis was conducted. In the first step, the QIDS scores were entered and the s-SRPQ 

dimensions in the second step. As a result, the s-SRPQ scores explained 13% additional 

variance in personal recovery above and beyond depressive symptoms (p < .001), and social 

role participation significantly explained personal recovery above and beyond depressive 

symptoms. A detailed overview of the second model can be found in Table 6. 

Table 5 

Summary of hierarchical regression analysis for personal recovery (QPR) and the two 

dimensions of social role participation (s-SRPQ) and the depression subscale of the Hospital 

Anxiety and Depression Scale (HADS) 

Variable B SE  t 𝑅2 𝑅2 

Step 1 

Constant  43.21 1.70  25.51*** .34***  

Anxiety Symptoms (HADS) -1.23 0.21 -.36 -6.78***   

Step 2  

Constant 31.51 5.55  5.68*** .52*** .18*** 

Anxiety Symptoms (HADS) -0.83 0.17 -.39 -4.83***   

Satisfaction with Role (s-SRPQ) 5.13 1.21 .40 4.26***   

Experienced Difficulties (s-SRPQ) -1.45 1.25 -.11 -1.16   

**p < .05, ***p < .001. 
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Table 6 

Summary of hierarchical regression analysis for personal recovery (QPR) and the 

dimensions of social role participation (s-SRPQ) and the Quick Inventory of Depressive 

Symptomatology (QIDS) 

Variable B SE  t 𝑅2 𝑅2 

Step 1 

Constant  45.14 1.93  23.36*** .34***  

Depressive Symptoms (QIDS) -0.91 0.13 -.579 -6.81***   

Step 2  

Constant 30.61 5.84  5.25*** .47*** .13*** 

Depressive Symptoms (QIDS) -0.53 0.15 -.34 -3.51***   

Satisfaction with Role (s-SRPQ) 5.04 1.28 .39 3.93***   

Experienced Difficulties (s-

SRPQ) 

-0.92 1.38 -.07 -0.67   

**p < .05, ***p ≤ .001. 

 Discussion 

The present study is the first to assess the psychometric properties of the s-SRPQ in a 

sample of individuals with BD, as well as to evaluate the relationship of the s-SRPQ with 

personal recovery, positive emotions, positive relationships, and depressive and anxiety 

symptom measures. Of all existing measures of social role participation, the SRPQ is one of 

the most common and prominent ones existing in current literature. In its original version, the 

SRPQ encompasses 36 items and a study by Davis et al. (2011) demonstrated its reliability 

and validity in patients with AS. As the length of the SRPQ might inhibit its common use in 

clinical practice as well as research settings, a short form was developed by Oude Voshaar et 

al. (2016). Nevertheless, the s-SRPQ has also been used for patients with BD (Frye, 2020; 

Kraiss et al., 2018; Kraiss et al., 2019; Kraiss et al., 2021) but to date, has not been validated 

for this patient group.  

In general, the current findings suggest that the s-SRPQ is a reliable and valid 

measure to assess social role participation in individuals with BD. However, the previously 

established factor structure could not be confirmed, indicating that redesigning the scale 
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might be necessary. Even though acceptable factor loadings were found for most items, the 

factor structure seems to be questionable as the two-factor model revealed a poor fit. These 

findings seem contradictory to earlier findings as both, Oude Voshaar et al. (2016) for the 

Dutch version, and Akyol et al. (2018) for the Turkish version found a good fit of the two-

factor model. However, these conclusions were drawn based on Lagrange multiplier statistics 

(Oude Voshaar et al., 2016) and the Kaiser-Meyer-Olkin test (Akyol et al., 2018) instead of 

fit measures. Considering that the modification indices suggested error correlations between 

items 4 and 10, as well as items 6 and 12, these items are discussed more in detail. The 

negative error correlations seem explicable by their similarity as items 4 and 10 measure 

satisfaction and experienced difficulty with education and item 6 and 12 measure satisfaction 

and difficulty with intimate relationships, respectively. Therefore, individuals tended to 

describe experiencing less satisfaction with education and intimate relationships and 

education at the same time as more difficulties. Gerbing and Anderson (1984) suggest that if 

allowing for correlations results in an improvement of the fit of the model, observed 

covariation between the indicators have not sufficiently been regarded during the 

development of the measure. This also means that this covariance is caused by at least one 

source that was not accounted for, indicating that an exploratory rather than a confirmatory 

factor analysis might be preferable (Gerbing & Hamilton, 1996), indicating that redesigning 

the questionnaire might be necessary for the patient group of BD. 

In its original form, the correlations between the three role dimensions role 

importance, satisfaction with time spent in role, and satisfaction with their role performance 

and salience were found to be low, which was interpreted as these dimensions being distinct 

(Gignac et al., 2008). However, the two dimensions of satisfaction with time spent in role and 

satisfaction with their role performance were highly correlated and Gignac et al. (2008) 

suggested that further research is needed to test whether these two dimensions are too similar 
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and should be combined. Oude Voshaar et al. (2016) picked up this issue and removed the 

satisfaction with time spent dimension and replaced it with the experienced difficulties 

dimension due to the high correlations. It is scientific consent that a scale can be invalidated 

if there are too high correlations with other scales that aim at measuring (slightly) different 

constructs (Boateng et al., 2018; Campbell & Fiske, 1959; Messick, 1995). Additional 

research is needed to examine whether the two dimensions of the s-SRPQ are too similar and 

therefore, instead of measuring two facets of social role participation are rather measuring 

opposites of the same facet. Based on such findings, the design of the s-SRPQ can be revised 

resulting in a potentially better model fit.  

Cronbach’s Alpha and McDonald’s Omega indicate acceptable internal consistency of 

the Satisfaction with Social Role dimension. For the Difficulties with Social Role dimension, 

good internal consistency was found, which is slightly lower compared to the Cronbach’s 

Alpha in earlier studies conducted with AS patients (Akyol et al., 2018; Oude Voshaar et al., 

2016). If taking into account that Cronbach’s Alpha is sensitive to sample sizes (Bujang, 

2018) and also the McDonald’s Omega attesting good internal consistency, it can be 

concluded that the s-SRPQ is an internally consistent measure when used for individuals with 

BD.  

The s-SRPQ scores were significantly related to all validation measures: personal 

recovery, positive emotions, positive relationships, depressive and anxiety symptoms. All 

relationships were in line with the previously developed hypotheses. As expected, a strong 

relationship was found between the Satisfaction with Social Role dimension and personal 

recovery. This finding coincides with an earlier study (Kraiss et al., 2019) and supports the 

earlier established hypothesis that social role participation significantly contributes to 

personal recovery from severe mental health disorders such as BD (Jaeger & Hoff, 2012; 

Kraiss et al., 2021). When designing interventions to help individuals with BD increase their 
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participation in different social roles, such as by fostering intimate relationships or the ability 

to work, feelings of relatedness and meaning in life can be created (Kraiss et al., 2021). 

Therefore, making increasing social role participation a treatment goal for patients with BD 

might significantly contribute to their personal recovery. Another strong relationship was 

found between the Satisfaction with Social Role dimension and positive emotions, indicating 

that respondents who were highly satisfied with their role were also likely to experience 

positive emotions. These findings are in line with Fredrickson’s (2003) Broaden-and-Build 

Theory which entails that positive emotions can broaden the mindset and therefore lead to the 

discovery of novel ideas and especially social bonds. At the same time, positive emotions are 

also building physical, intellectual, and social resources which are more lasting and 

permanent than the positive emotions themselves (Cohn & Fredrickson, 2009; Fredrickson, 

1998). Therefore, experiencing more positive emotions is hypothesized to build social 

resources which facilitate and support social role participation. 

The relationship between the s-SRPQ and measures of depression and anxiety indicate 

that more satisfaction with the social roles is associated with fewer symptoms and greater 

difficulty with social roles is associated with the experience of more depressive and anxiety 

symptoms. Similar results could be found for personal recovery in a study by Kraiss et al. 

(2019), where a strong negative relationship between personal recovery and anxiety and 

depressive symptoms was found, indicating that both social role participation and personal 

recovery have a positive effect on fewer symptoms. These results are in line with the findings 

of Nadinloyi et al. (2013), who have shown that higher satisfaction with the social role in the 

workplace is associated with lower depressive and anxiety symptoms. All relationships were 

found to be in the previously established direction. Taking into account that convergent 

validity is established when the scale is relating to measures of the same or similar constructs 

(Krabbe, 2017), such as personal recovery, positive emotions, and positive relationships, it 
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can be concluded that the current findings imply convergent validity. Furthermore, it can be 

concluded that social participation does not only seem to be relevant in the context of 

personal recovery but considering its association with anxiety and depressive symptoms, also 

when aiming at increasing clinical recovery.  

 The results of the multiple hierarchical regression analyses propose incremental 

validity of the s-SRPQ. According to Haynes and Lench (2003), incremental validation can 

indicate that more than one measure is necessary to adequately assess a concept, which seems 

to be the case for personal recovery, based on the current findings. The s-SRPQ explained a 

significant amount of additional variance in personal recovery above and beyond depressive 

and anxiety symptoms. Therefore, these results emphasize the importance of measuring and 

focusing on social role participation in clinical practice next to depressive and anxiety 

symptoms when aiming at improving the personal recovery of individuals with BD. 

Furthermore, these findings also accentuate the need for interventions specifically aiming at 

social role participation, rather than only decreasing symptoms when aiming at increasing 

personal recovery. According to a review of social participation interventions for individuals 

with mental health issues, such interventions can support employment, community 

engagement, building supporting and trusting relationships (Webber & Fendt-Newlin, 2017), 

which seems of specific importance for individuals with BD, considering the impoverishment 

of social relationships that often goes along with the disease (Kulhara et al., 1999; Romans & 

McPherson, 1992). 

Limitations, Future Research, and Implications 

 There are several limitations to this research that need to be considered when 

discussing the findings of the current study. Firstly, a relatively small sample size was used 

for the current study. MacCallum et al. (1999) suggest that a good sample size for conducting 

factor analyses is between 500 and 1000. For the multivariate regression analysis conducted, 
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however, it is recommended to include at least 10 participants per parameter in the model (Hu 

& Bentler, 1999), implying that this limitation mostly applies to the factor analysis. 

Nevertheless, the current study contains a rather rare clinical group of individuals diagnosed 

with BD and therefore gives a good first insight into the psychometric properties of the s-

SRPQ in patients with BD. Future research is recommended to evaluate its psychometric 

properties in a larger clinical sample of patients with BD. Secondly, a cross-sectional design 

was used and therefore, no inferences can be made about the longitudinal relationship and 

causality of the analysed constructs. Furthermore, other psychometric properties such as test-

retest reliability of the s-SRPQ could not be investigated. Lastly, even though the s-SRPQ is 

supposed to be a global measure, the possibility of certain items being inappropriate for 

clinical populations and especially populations with BD, cannot be ruled out. Therefore, 

future research should examine this questionnaire qualitatively in order to evaluate its effect 

on patients with BD.  

Despite the established limitations, the results of the current study give an indication 

that the s-SRPQ is a valid and reliable tool for measuring social role participation in 

individuals with BD but that the factor structure could not be confirmed. Considering that 

patients with mental illnesses have indicated across various studies that there is a high need 

for a focus on personal recovery in clinical treatment (Jones et al., 2012; Pitt et al., 2007; 

Slade, 2009) and that social role participation contributes to personal recovery from several 

chronic impairments and psychiatric disorders such as BD (Kraiss et al., 2021, Jaeger & Hoff, 

2012), it seems essential to monitor and actively target social role participation when trying 

to improve personal recovery. The finding that social role participation explained variance in 

personal recovery above and beyond anxiety and depressive symptoms emphasizes this need 

of not only focussing on decreasing symptoms but also on supporting and facilitating social 

role participation. In clinical practice, monitoring social role participation can give 
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professionals the opportunity to identify deficiencies with regard to social roles and design 

interventions targeted at combating these deficiencies. When screening for social 

participation at the start of clinical treatment, resources relating to participation in different 

social groups can be identified. Throughout treatment, professionals can make use of this 

strength-based approach as these resources can protect patients from negative bias and 

therefore build social buffers (Rashid & Ostermann, 2009). It is hypothesized that identifying 

the social roles patients are already satisfied with can facilitate looking for social support in 

these social contexts. Considering that lower levels of social support predict the recurrence of 

a depressive episode in patients with BD (Cohen et al., 2004), identifying such roles with the 

aim of increasing participation and receiving social support may contribute to the recovery 

from BD. 

Conclusion 

The present findings suggest that the s-SRPQ is a reliable and valid measure to assess social 

role participation in individuals with BD, based on the internal consistency, convergent 

validity, and incremental validity. However, considering the poor fit of the previously 

established factor structure, redesigning the questionnaire for individuals with BD seems to 

be necessary. One of the main findings next to the psychometric properties is that social role 

participation does not only seem to be relevant in the context of personal recovery but 

considering its association with anxiety and depressive symptoms, also when aiming at 

increasing clinical recovery. Based on the current results, the s-SRPQ can be used in research 

settings as well as in clinical settings with the aim of designing interventions targeting social 

participation and therefore supporting personal and clinical recovery from BD.  
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