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Abstract

Purpose To develop and test the Maastricht Social Par-

ticipation Profile (MSPP), an instrument measuring the

actual social participation by older adults with a chronic

physical illness, in accordance with their own definition of

social participation.

Methods The development process consisted of a number

of steps, ending with a field test in two waves (n = 412 and

n = 125) among a random sample of people older than

59 years with either COPD or diabetes mellitus. Repro-

ducibility was evaluated with intraclass correlation coeffi-

cients (ICCs) and smallest real differences at group level

(SRDsgroup). Convergent and discriminant validity were

evaluated with Pearson correlation coefficients between the

MSPP and the Frenchay Activities Index (FAI).

Results The MSPP consists of four indices: consumptive

participation, formal social participation, informal social

participation-acquaintances and informal social participa-

tion-family. Each index measured diversity and frequency

of participation. ICCs ranged between 0.63 and 0.83.

SRDsgroup ranged between 0.05 and 0.09. Convergent and

discriminant validity were supported by the correlations

between the MSPPfrequency and the FAI.

Conclusions The MSPP has good validity and acceptable

reproducibility. Its distinguishing features are its focus on

actual social participation and the possibility to calculate

both diversity and frequency scores.
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Instrument � Psychometrics

Introduction

Demographic ageing has drawn the attention of policy

makers to the negative effects that diseases and disabilities

may have on participation by older people [1, 2]. Partici-

pation is defined by the International Classification of

Functioning, Disability and Health (ICF) as ‘involvement

in life situations’ [3]. Policy makers aim to promote par-

ticipation in this group because of the expected benefits for

society and increased quality of life for the individuals

concerned [1, 2, 4]. For quality of life, research suggests

that social roles may be a more important aspect of par-

ticipation than daily activities [4, 5]. For society to func-

tion, social contact and exchange between people are

imperative. Research would therefore benefit from a mea-

surement instrument, which focuses on the social aspects

of participation. We developed such an instrument, the

Maastricht Social Participation Profile (MSPP).

The MSPP intends to measure actual social participa-

tion by older adults with a chronic physical illness. It builds
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on a definition given by older adults with a chronic phys-

ical illness themselves. They define social participation as a

positive experience having one or more of the following

three characteristics: social contact, contributing to society

(like paying a visit) or receiving from society (like

receiving a visit) [6]. This definition excludes behaviours

which do not involve an exchange between people (like

doing own household chores), which distinguishes social

participation from the broader concept of participation.

Furthermore, the definition includes behaviours which

involve receiving from society, while other definitions

of social participation tend to exclude these behaviours

[6–12].

The question of whether social participation involves

only contributing or both receiving and contributing is

particularly relevant in the case of people with a chronic

illness, because their opportunities to contribute may

diminish. In response, people may explore alternatives

[13]. If social participation involves both receiving and

contributing, there are more alternatives, making it easier

to maintain a given level of social participation (substitu-

tion). For example, instead of paying a painful or fatiguing

visit to a friend (contribute), the friend may come to visit

(receive).

The MSPP measures actual social participation, which

refers to the frequency and diversity of social participa-

tion: how often do people engage in social participation

and in how many different types of social participation do

they engage? Information about actual social participation

of people with a chronic illness is important from a

societal perspective, because it tells us to what extent

people are integrated in society. From an individual per-

spective, actual social participation may play a less

important role in quality of life than its subjective expe-

rience [5]. For people are autonomous and differ in the

frequency and types of social participation they prefer.

Nonetheless, information about actual social participation

may improve our understanding of subjective social par-

ticipation and quality of life. This requires the use of

additional instruments to measure subjective social par-

ticipation and quality of life. Are people more satisfied

about their social participation if they participate more

often or if they participate in several different ways—or

are both equally important (or unimportant)? Also, if a

measure improves people’s subjective social participation,

it is important to understand why: did the actual social

participation change or did people afterwards feel better

about the same actual social participation?

This paper addresses the development and clinimetric

properties of the MSPP. The MSPP was developed as a

self-administered generic measure for actual social partic-

ipation by older adults with a chronic physical illness with

the purpose of discrimination and evaluation.

Methods

The MSPP was developed with a sample of older adults with

either chronic obstructive pulmonary disease (COPD) or

diabetes mellitus type 2 (diabetes). COPD and diabetes both

take a gradually deteriorating course, but COPD has inter-

mittent exacerbations, while diabetes is characterized by a

long stabilization phase followed by chronic complications

[14].

The development process consisted of a number of

steps, after each of which the MSPP was revised. Figure 1

outlines the sequence and purpose of the steps. In this

section, we explain the steps. The results section will focus

on the final step, the second field test, in which we eval-

uated the reproducibility and validity of the semi-final

version in order to arrive at a final version of the MSPP.

Medical ethics committee approval was granted.

Questionnaire appraisal by authors 
Content validity 
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Fig. 1 Development of the Maastricht Social Participation Profile
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Development of the semi-final version

Initially, we conducted a qualitative study [6]: a literature

search and ten individual interviews resulted in a list of

social participation examples, which was used in two

focus group sessions. The discussion focused on partici-

pants’ reasons for classifying certain items as social

participation while rejecting others. This resulted in the

definition of social participation already presented in the

introduction.

Next, following guidelines about questionnaire design

[15–19], we constructed three indices, based on the pre-

sented definition and using items from the list of social

participation examples [6]. We deviated from the definition

in two ways. First, we did not operationalize that social

participation should be a positive experience, because this

involves subjective evaluation, while we wanted to develop

a measure for actual social participation. Second, we

treated ‘social contact’ as a necessary characteristic to

focus the content of the MSPP. Consequently, all three

indices included only participation behaviours involving

social contact. The first index concerns consumptive par-

ticipation (CP, nine items), which is characterized as ben-

efiting from society (for example taking a course or visiting

a restaurant). The second index concerns formal social

participation (FSP, two items), which is characterized as

contributing to society (participation in clubs and volunteer

work). The third index concerns informal social partici-

pation (ISP, nine items), which is characterized as con-

tributing to society, receiving or both (contact with family,

friends and acquaintances).

The response format referred to the number of times

something was done in the last 4 weeks, but the response

key indicated with how often a week this corresponds. The

former is easier to answer when counting (rare and salient

behaviours), while the latter is easier when estimating

(frequent and mundane behaviours) [20]. The MSPP

includes both.

The authors GM, GK, IP, IM and JvE systematically

evaluated response accuracy and content validity [21].

Content validity refers to ‘the extent to which an empir-

ical measurement reflects a specific domain of content’

[22: 20]. The ISP was split into separate indices for

acquaintances (ISP-A) and family (ISP-F) (identical

items).

Next, we conducted ten cognitive interviews to test

whether items were interpreted as intended (content

validity). Participants were one man and two women with

COPD and six men and one woman with diabetes, ranging

in age between 65 and 83 years. Participants were asked to

formulate retrospectively (or concurrently if they pre-

ferred) how they had interpreted items and decided on their

answers [23, 24]. Probing techniques were used to check

feasibility and response accuracy. Although revisions were

made, the main result of the interviews was that items had

been interpreted as intended.

The first field test involved a random sample of adults

older than 59 years with either COPD (n = 71) or diabetes

(n = 75) (May 2004). We analysed missing value patterns,

frequency distributions, inter-item correlations and com-

ments written on questionnaires. All statistical analyses in

this study were done with the SPSS computer program

version 12.0.1 [25]. The two highest response categories

were combined.

Parallel to the first field test, content validity was

assessed by six Dutch experts in the area of participation

research, who had not been involved in the project so far.

The experts received the MSPP, a schematic representa-

tion of its operationalization, and the argumentation

behind it. They were asked to comment on both the

operationalization and the underlying conceptualization

and could freely structure their response or follow a more

detailed list of questions which was provided. Generally,

the experts were positive about the conceptualization and

operationalization, but they also made some critical

remarks. In response, items were added, removed and

rephrased. Not all issues raised by the experts resulted in

revisions, however, either because we could not (item

overlap) or would not (for reasons of feasibility and

conceptual choices).

In the second assessment of content validity, three col-

league researchers not involved in the project sorted,

independently of each other, the items of the MSPP to the

hypothesized indices. The sortings were compared, and the

intended ordering and differences discussed. No revisions

were necessary.

Semi-final version of the MSPP

The semi-final version of the MSPP consisted of 26 social

participation items in four indices: CP (seven items), FSP

(three items), ISP-A (eight items) and ISP-F (eight items).

All items had the same response format: did not do this in

last 4 weeks (zero times), did this less than once a week

(one to three times), did this once to twice a week (four to

eight times), did this more than twice a week (nine times or

more). Two types of scores could be calculated for each

index: diversity and frequency. Diversity scores refer to the

number of items on which a respondent had a score of at

least one. Frequency scores reflect the mean score of the

items. In addition, the total diversity score refers to the

number of indices on which a respondent had a score of at

least one. Higher scores indicate more diverse or more

frequent social participation. In the present study, scores

were only calculated if there were no missing values in a

given index. The MSPP is included in Appendix.
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Methods of the second field test

Sample and data collection

The semi-final version of the MSPP was sent out in two

waves to a new random selection of people older than

59 years with either COPD or diabetes. They had previ-

ously been screened for a study about chronic illness and

depression carried out by the School for Public Health and

Primary Care of Maastricht University, the Netherlands

(Delta study) [26], which had also asked consent to par-

ticipate in the present study. Those included in the Delta

study (criterion: minor or mild to moderate depression)

were not invited to participate in the present study to pre-

vent high respondent burden. The Delta study recruited

participants through 89 family practices in the south of the

Netherlands.

In wave one (October 2004), 600 questionnaires were

sent out to people with either diabetes (N = 300) or COPD

(N = 300). To increase response, a telephone reminder was

issued after 2 weeks. Respondents who returned question-

naires with missing values were also followed up by tele-

phone. One-third of the participants who returned the

questionnaire (random selection stratified by disease)

received the questionnaire again 4 weeks after their first

response to assess reproducibility (wave two). A period of

4 weeks was chosen, because the time frame of the items

was ‘last 4 weeks’ and we wanted to avoid partially

overlapping time frames. We considered 4 weeks long

enough to prevent recall bias.

Instruments

Besides the MSPP and questions about background char-

acteristics (socio-demographics and health), the question-

naire included parts of the RAND-36 [27, 28] to measure

general health perception and physical functioning. The

Frenchay Activities Index (FAI) [29, 30] was included to

assess construct validity. It consists of fifteen activities

(scored on a four-point scale) in three subscales: leisure/

work, outdoors and domestic domain. Higher scores indi-

cate that people are more active. The FAI has been vali-

dated in a Dutch sample of stroke patients and a control

group of older adults. Construct validity was acceptable

and Cronbach’s alpha [ 0.60 in both groups for all three

subscales [29].

Analyses

Reproducibility Reproducibility of the MSPP was eval-

uated with intraclass correlation coefficients (ICCs) [31]

and with smallest real differences at group level

(SRDsgroup) [32]. ICCs were computed for each index and

each item separately using a two-way random effects

model with absolute agreement between the scores of wave

one and two [33]. ICCs are relevant if the MSPP is used for

discrimination purposes and should be at least 0.70 [34].

SRDsgroup were computed for each index according to the

following formula [35]:

SRDgroup ¼
SDwave2�1

ffiffiffi

n
p � 1:96

SRDgroup is relevant if the MSPP is used for evaluation

purposes, because it indicates the magnitude of difference

that may, with 95% confidence, be expected between two

measurements on the same, stable group of participants

(‘noise’). The SRD is expressed in the same units as the

indices and should be smaller than the minimal amount of

change that is considered to be important (MIC) [34]. As

we do not know yet which amount of change researchers

and/or patients may consider important, readers should

judge the SRD levels for themselves. To facilitate

interpretation, we here define the MIC as the amount of

change in the mean scores if half of the sample remains

stable and the other half scores one point higher on one

item (frequency scores) or scores on one item more

(diversity scores).

Convergent and discriminant validity To evaluate con-

vergent and discriminant validity of the MSPP, we used the

FAI [29, 30], because it is a measure for actual participa-

tion, like the MSPP. To our knowledge, the FAI is the only

concise instrument for actual participation validated in a

Dutch sample. The FAI measures the broad concept of

participation, rather than social participation and could,

therefore, be used for convergent as well as discriminant

validation.

The FAI domestic domain (preparing meals, washing

up, washing clothes, light housework, heavy housework)

does not measure social participation, but only activities

which do not involve an exchange between people (not

related to MSPP indices). By contrast, the FAI leisure/

work domain (social outings, pursuing hobby, outings/car

rides, house/car maintenance, gainful work) covers all

three characteristics of social participation: social contact,

contributing to society and receiving from society (posi-

tively related to all four MSPP indices). Finally, the FAI

outdoors domain (local shopping, walking outdoors,

driving/bus travel, gardening, reading books) includes

items which may involve social contact and receiving

from society, but not contributing (positively related to

MSPP consumptive participation and MSPP informal

social participation, not related to MSPP formal social

participation).
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We hypothesized that MSPP CPfrequency should correlate

positively (Pearson correlation coefficient) with FAI lei-

sure/work and outdoors (convergent validity), and those

correlations should be higher than the correlation with FAI

domestic (discriminant validity) [36], tested with Steiger’s

[37] (four hypotheses). The correlation with FAI domestic

should be lower rather than absent, because the MSPP and

FAI might correlate for other reasons, like physical func-

tioning. We hypothesized the same for MSPP ISP-Afrequency

and ISP-Ffrequency (eight hypotheses). MSPP FSPfrequency

should correlate positively with FAI leisure/work, and this

correlation should be higher than the correlations with FAI

outdoors and domestic (three hypotheses). Twelve of the

fifteen hypotheses should find empirical support [34].

Comparison between COPD and diabetes Reproducibil-

ity and validity analyses were carried out for COPD and

diabetes separately.

Results of the second field test

Response and sample characteristics

Of the 600 questionnaires sent out in wave one, 412 (69%)

were returned (206 COPD and 206 diabetes). Four weeks

later, in wave two, 125 of 137 questionnaires were returned

(91%). The percentage of respondents in wave one without

missing values on an index was 93% for CP, 97% for FSP,

91% for ISP-A and 91% for ISP-F (before telephone fol-

low-up). Mean age was 70 (range 60–87). More men than

women participated, as a result of a skewed sex distribution

in the sampling frame. General health perception and

physical functioning [27, 28] were significantly worse in

participants with COPD than in participants with diabetes.

Co-morbidity was common in both. Table 1 presents var-

ious characteristics of participants.

Scores on the MSPP

Table 2 presents the scores on the MSPP for participants

with COPD and diabetes separately. Observed scores on

the MSPP covered the entire range of theoretically possible

scores for all indices except CPfrequency, ISP-Afrequency and

total diversity. On this last score, the observed score range

reveals that all participants engaged in at least one type of

social participation as measured by the MSPP. The results

further suggest that people with diabetes tended towards a

more diverse and more frequent social participation than

people with COPD, but differences were small. Only total

diversity (P = 0.02) and FSPfrequency (P = 0.02) were

significant at 0.05 level.

Reproducibility

Tables 3 and 4 show reproducibility results. Index ICCs

ranged from 0.63 for CPfrequency to 0.83 for FSPdiversity

(should be 0.70). Item ICCs were partly low, except in

FSP. One might expect low ICCs to be found in particular

in items referring to irregular types of participation, but this

was not evident. SRDsgroup were smaller than the MICs

(as they should), except for ISP-Afrequency and ISP-Ffrequency.

Convergent and discriminant validity

Convergent and discriminant validity of the MSPP were

supported by the correlations between the MSPPfrequency

and the FAI, which Table 5 shows. Convergent correla-

tions were higher than discriminant correlations, but not

very high. Differences between correlations were signifi-

cant except for one, which means that 14 of 15 hypotheses

found significant empirical support.

Reproducibility and validity for COPD and diabetes

separately

Separate analyses for COPD and diabetes suggested better

reproducibility of CPdiversity, CPfrequency, ISP-Adiversity and

ISP-Afrequency in diabetes than in COPD (e.g. ISP-Afre-

quency: ICC diabetes = 0.80, ICC COPD = 0.64), while

Table 1 Characteristics of the study population in the validation

study (as measured in wave 1)

COPD

(n = 206)

Diabetes

(n = 206)

Mean age (SD) 70.5 (6.6) 70.0 (6.2)

Sex (%)

Male 67.5 68.4

Female 32.5 31.6

Education level (%) * *

Primary 28.4 18.6

Secondary 61.3 63.7

Tertiary 10.3 17.6

Paid employment (%) 3.9 4.4

Living together with partner

or other person(s) (%)

75.1 73.2

RAND-36 (scale 0–100, higher is better)

Mean general health perception (SD) 46.0 (18.7)* 50.1 (18.1)*

Mean physical functioning (SD) 55.7 (27.1)* 62.6 (28.9)*

Mean duration of disease in years (SD) 18.9 (18.1)* 9.6 (8.6)*

Duration of disease in years (min–max) 0–79 0–44

Mean number of chronic conditions (SD) 2.8 (2.1) 3.0 (2.0)

* Significant difference between COPD and diabetes at 0.05 level

(Pearson chi-square or one-way analysis of variance)
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ISP-Fdiversity and ISP-Ffrequency yielded worse reproduc-

ibility results in diabetes than in COPD (e.g. ISP-Fdiversity:

ICC diabetes = 0.62, ICC COPD = 0.79). For FSP, results

were similar in diabetes and COPD.

Regarding convergent and discriminant validity, analy-

ses for COPD and diabetes separately yielded similar

results, except that fewer differences between correlations

were significant due to a lower power (data not shown).

Final version of the MSPP

The results of the second field test did not cause us to change

the MSPP. The final version of the MSPP is, therefore,

identical to the semi-final version (see Appendix).

Conclusion and discussion

Existing instruments for participation (in the broad sense)

in the field of health and disability measure its performance

[38–41], frequency [30, 42] or subjective experience [42,

43]. The MSPP also measures frequency of participation,

but distinguishes itself, because it can yield both frequency

and diversity scores and focuses on the social aspects of

participation. Furthermore, it builds on a definition of

social participation of older adults with a chronic illness

themselves. We first discuss the development, validity and

reproducibility of the MSPP and then compare with the

development and validation of two other instruments

measuring frequency of participation (in the broad sense),

Table 2 Scores on the MSPP by disease

Number of cases Theoretical score range Observed score range COPD mean (SD) Diabetes mean (SD)

Total diversitya 382 0–4 1–4 3.29 (0.80)* 3.47 (0.73)*

Diversityb

CP 410 0–7 0–7 2.40 (1.61) 2.63 (1.57)

FSP 410 0–3 0–3 0.81 (0.96) 1.00 (0.99)

ISP-A 394 0–8 0–8 4.83 (2.28) 4.90 (2.14)

ISP-F 398 0–8 0–8 4.50 (2.18) 4.72 (2.08)

Frequencyc

CP 410 0–3 0–1.86 0.45 (0.34) 0.51 (0.37)

FSP 410 0–3 0–3 0.44 (0.61)* 0.60 (0.70)*

ISP-A 394 0–3 0–2.75 0.94 (0.61) 1.00 (0.56)

ISP-F 398 0–3 0–3 0.88 (0.57) 0.95 (0.56)

* Difference between COPD and diabetes significant at 0.05 level (one-way analysis of variance)
a Number of indices on which respondents had a score of at least one
b Number of items in the index on which respondents had a score of at least one
c Mean score on the items in the index

Table 3 Reproducibility of the MSPP indices

Index ICC (95% confidence interval) Mean item ICC Range item ICC SRD groupa Minimal important changeb

Diversity

Total 0.74 (0.65–0.82)

CP 0.68 (0.58–0.77) – – 0.22 0.5

FSP 0.83 (0.76–0.87) – – 0.11 0.5

ISP-A 0.72 (0.62–0.80) – – 0.28 0.5

ISP-F 0.71 (0.61–0.79) – – 0.30 0.5

Frequency

CP 0.63 (0.51–0.73) 0.58 0.38–0.76 0.05 0.07

FSP 0.81 (0.74–0.86) 0.72 0.61–0.79 0.08 0.17

ISP-A 0.72 (0.62–0.79) 0.52 0.37–0.61 0.07 0.06

ISP-F 0.64 (0.52–0.73) 0.46 0.31–0.62 0.09 0.06

a The SRDs are expressed in observed units and should be interpreted against the theoretical score ranges: 0–3 for the frequency scores, 0–7 for

CP diversity, 0–3 for FSP diversity and 0–8 for ISP-A and ISP-F
b The minimal important change (MIC) is here defined as the amount of change if half of the sample remains stable and the other half scores one

point higher on one item (frequency scores) or scores on one item more (diversity scores)
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namely the FAI [30] and (the objective part of) the Par-

ticipation Objective Participation Subjective (POPS) [42].

The development process of the MSPP did not include

the use of standard techniques based on associations

between items, like internal consistency and factor analysis.

We decided against these techniques because the items of

the MSPP are causal variables rather than indicator vari-

ables [44]. Indicator variables reflect an underlying concept,

which completely explains the correlations between the

indicator variables. In this case, techniques based on asso-

ciations between items are appropriate. In contrast, causal

variables ‘are part of the definition of what the concept

being measured means. (…) if they are present (…) then the

concept in question is present.’ [44: 237] There is, for

instance, no underlying degree of consumptive participa-

tion, which instigates people to go to the cinema. Rather,

people engage in consumptive participation because they

go to the cinema. Causal variables may be associated irre-

spective of the relationship with the concept they are

measuring (e.g. social participation items that are impeded

by fatigue). This makes techniques based on associations

inappropriate, because these techniques may suggest

removing items at the cost of content validity [45], or may

suggest grouping items together based on other factors (e.g.

fatigue) than the concept in question (social participation).

We, therefore, decided not to use these techniques and

instead paid close attention to content validity. The results

from the first field test show that inter-item Pearson corre-

lations were partly low or even negative, which supports our

decision not to use techniques based on associations.

Content validity of the MSPP was scrutinized by experts

in the area of participation research and, after amendments,

tested again by other researchers. Convergent and dis-

criminant validity were supported by correlations between

the indices of the MSPP and the Frenchay Activities Index,

but differences between convergent and discriminant cor-

relations were small. One reason might be that the FAI is

not an optimal match for convergent validation. The social

activities in the FAI are spread in the subscales that also

include daily activities. Another reason might be that cir-

cumstances like physical functioning produced correlations

between the MSPP and FAI indices (convergent and

discriminant).

Reproducibility of the MSPP is moderate rather than

good for the purpose of discrimination, because two of nine

ICCs were lower than the threshold of 0.70 (seven if using

lower limit of the 95% confidence intervals). Reproduc-

ibility is good for the purpose of evaluation (SRDgroup), but

it is a limitation of the present study that the MIC was

rather arbitrarily defined.

Furthermore, reproducibility of the MSPP differs for

COPD and diabetes. It is unclear whether this is a limita-

tion of the MSPP or rather a limitation of the present study.

As the MSPP measures actual social participation in the

last 4 weeks and the interval between waves one and two in

our study was likewise 4 weeks, social participation may

really have been different between waves one and two.

This is not unlikely, considering that reproducibility results

Table 4 Reproducibility of the MSPP items

ICC

CP

Organised sport or physical activity 0.69

Cultural or educational event 0.53

Eaten out 0.58

Pub, café or tearoom 0.63

Public event 0.38

Organised games afternoon or evening 0.76

Organised day trip 0.52

FSP

Club or similar activity 0.61

Committee work 0.79

Organised voluntary work 0.77

ISP-A

Phoned, written, e-mailed or chatted 0.60

They called in to see you 0.50

You called in to see them 0.57

Away from home, considerable physical effort 0.51

Away from home, little physical effort 0.49

Offered practical help 0.37

Given advice or tips 0.61

Someone to talk to 0.53

ISP-F

Phoned, written, e-mailed or chatted 0.62

They called in to see you 0.59

You called in to see them 0.52

Away from home, considerable physical effort 0.50

Away from home, little physical effort 0.40

Offered practical help 0.37

Given advice or tips 0.31

Someone to talk to 0.39

Table 5 Convergent and discriminant validity of the MSPP (Pearson

correlations with FAI)

MSPP FAI Leisure/work FAI Domestic FAI Outdoors

CPfrequency 0.41* >* 0.15* <* 0.31*
FSPfrequency 0.40* >* 0.01 - 0.22*

>*
ISP-
Afrequency 0.48* >* 0.14* <* 0.30*
ISP-
Ffrequency 0.39* >* 0.22* < 0.29*

* Correlation or difference between correlations significant at 0.01

level
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of CPdiversity, CPfrequency, ISP-Adiversity and ISP-Afrequency

were worse in COPD, which is characterized by intermit-

tent exacerbations. In times of exacerbations, people may

be forced to, or choose to, restrict social participation,

causing social participation to fluctuate more in COPD than

in diabetes. To test whether reproducibility really differs

for COPD and diabetes, waves one and two would have to

take place within the closest possible time, for example on

the same day or on two consecutive days.

There might be reservations about the sample used,

because the MSPP is intended to be a generic instrument

for older adults with a chronic physical illness, but the

development process involved only two types of chronic

disease. By using only two types, we could compare

measurement properties. A generic instrument should be

robust across different types of disease, meaning that

scores may differ, but measurement properties should be

the same.

Comparison with the development of the FAI and the

objective part of the POPS shows that the former was

developed using factor analysis [30], while the latter, like

the MSPP, was developed using methods for causal vari-

ables. These seem more appropriate for measures of

observable activity, like frequency of participation [42].

Particularly, validity of the POPS was explored by com-

paring results with expectations about differences between

groups and correlations between subscale scores. Results

and expectations did not match well [42].

Regarding reproducibility, ICCs of the FAI, POPS and

MSPP are similar [42, 46]. The ICCs of the POPS sub-

scales vary considerably. The POPS authors suggest as an

explanation that participation behaviours that are ‘not

scheduled into an invariant behaviour’ may vary between

measurements [42]. Likewise, we suggested true variability

as an explanation for the differences between COPD and

diabetes in reproducibility of the MSPP.

Future research should try to establish the minimal

change in MSPP scores deemed important by people with a

chronic illness to facilitate the evaluation of reproducibil-

ity. This would also allow the assessment of responsive-

ness, which is important for evaluation purposes.

Furthermore, the MSPP still needs to be tested in other

patient groups. Since the items are not specific to people

with COPD or diabetes, it might also be worthwhile to test

the MSPP in a general population of older adults and to use

it to compare healthy older adults with those with a chronic

illness. Given the social participation behaviours it covers,

the MSPP does not appear to be valid for use in younger

age groups.

Although there are some unresolved issues, we con-

clude that the Maastricht Social Participation Profile is a

measure for actual social participation by older adults

with a chronic physical illness, which appears to have

good validity and acceptable reproducibility for discrim-

ination purposes.
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Appendix

Below is the English version of the MSPP. It was translated

in a translation - back translation procedure involving two

professional translators (one native English and one native

Dutch) and authors GM and JvE. The Dutch version is

available from the authors.

Consumptive Participation: items A1, A3-8

Formal Social Participation: items A2, A9, A10

Informal Social Participation—Acquaintances: items

B1-8

Informal Social Participation—Family: items C1-8
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A. UNDERTAKING ACTIVITIES

The following questions are about things you have undertaken in the past four weeks. 

If a question refers to several activities, you can say how often you have done these things 
in total. 

How to answer
Not done in the past four weeks = 0

Done 1, 2 or 3 times (less than once a week) = 1-3
Done 4 to 8 times (once or twice a week) = 4-8

Done 9 times or more (more than twice a week) = 9+

Please circle one answer for each question
Number of times done 
in the past four weeks 

HOW OFTEN IN THE PAST FOUR WEEKS… Not at all

Less than 
once a 
week

Once or 
twice a 
week

More than 
twice a 
week

1. have you taken part in organised sport or 
physical activity such as an exercise class or 
swimming session at local pool? 0 1-3 4-8 9+

2. have you taken part in a club, interest group or 
activity group, church or other similar activity? 0 1-3 4-8 9+

3. have you been to a cultural or educational 
event such as the cinema, theatre, museum, 
talk or course. 0 1-3 4-8 9+

4. have you eaten out? 0 1-3 4-8 9+

5. have you been out to a pub, café or tearoom? 0 1-3 4-8 9+

6. have you been to a public event? 0 1-3 4-8 9+

7. have you taken part in an organised games 
afternoon or evening? For instance, bingo, quiz 
or card games. 0 1-3 4-8 9+

8. have you been on a day trip organised by a 
club or society? 0 1-3 4-8 9+

9. have you carried out committee work for a 
club, society or other group? 0 1-3 4-8 9+

10.have you done any organised voluntary work? 0 1-3 4-8 9+

B. CONTACT WITH FRIENDS AND ACQUAINTANCES 

These questions are about how often you do things with people you know. By people you know 
we mean friends, acquaintances, (ex) colleagues and neighbours, people who do not live with 
you.

If a question refers to different activities, you can say how often you have done these things 
in total. 

How to answer
Not done in the past four weeks = 0

Done 1, 2 or 3 times (less than once a week) = 1-3
Done 4 to 8 times (once or twice a week) = 4-8

Done 9 times or more often (more than twice a week) = 9+

Please circle one answer for each question
Number of times done
in the past four weeks 

HOW OFTEN IN THE PAST FOUR WEEKS… Not at all

Less than 
once a 
week

Once or 
twice a 
week

More than 
twice a 
week

1. have you phoned, written, e-mailed or chatted 
to friends or acquaintances? 0 1-3 4-8 9+

Qual Life Res (2009) 18:1207–1218 1215

123



2. have any friends or acquaintances called in to 
see you? 0 1-3 4-8 9+

3. have you called in to see any friends or 
acquaintances? 0 1-3 4-8 9+

4. have you done something away from home 
with friends or acquaintances that required 
considerable physical effort, such as walking 
or cycling? 0 1-3 4-8 9+

5. have you done something away from home 
with friends or acquaintances that required 
little physical effort, such as taking a car trip or 
going out for a cup of tea or drink? 0 1-3 4-8 9+

6. have you offered any of your friends or 
acquaintances practical help, such as doing the 
shopping, giving them a lift, doing odd jobs or 
filling in forms? 0 1-3 4-8 9+

7. have you given any of your friends or 
acquaintances advice or tips? 0 1-3 4-8 9+

8. have you supported a friend or acquaintance 
when they needed someone to talk to? 0 1-3 4-8 9+

C. CONTACT WITH FAMILY

Perhaps you do things with the family as well as friends and acquaintances. In these questions, 
when we refer to family we mean all members of your family who do not live with you. 

If a question refers to different activities, you can say how often you have done these things 
in total. 

How to answer
Not done in the past four weeks = 0

Done 1, 2 or 3 times (less than once a week) = 1-3
Done 4 to 8 times (once or twice a week) = 4-8

Done 9 times or more often (more than twice a week) = 9+

Please circle one answer for every question
Number of times done 
in the past four weeks

HOW OFTEN IN THE PAST FOUR WEEKS … Not at all

Less than 
once a 
week

Once or 
twice a 
week

More than 
twice a 
week

1. have you phoned, written, e-mailed or chatted 
to family? 0 1-3 4-8 9+

2. have any of your family called in to see you? 0 1-3 4-8 9+

3. have you called in to see anyone from your 
family? 0 1-3 4-8 9+

4. have you done something away from home 
with a family member that required 
considerable physical effort, such as walking 
or cycling? 0 1-3 4-8 9+

5. have you done something away from home 
with a family member that required little 
physical effort, such as taking a car trip or 
going out for a cup of tea or drink? 0 1-3 4-8 9+

6. have you offered any of your family practical 
help, such as doing the shopping, giving them 
a lift, doing odd jobs, or filling in forms. 0 1-3 4-8 9+

7. have you given a family member advice or 
tips? 0 1-3 4-8 9+

8. have you supported a family member when 
they needed someone to talk to? 0 1-3 4-8 9+
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24. Kurz, K., Prüfer, P., & Rexroth, M. (1999). Zur Validität von

Fragen in standardisierten Erhebungen. Ergebnisse des Einsatzes

eines kognitiven Pretestinterviews (On the validity of questions in

standardised surveys. Results of a cognitive pretest interview).

ZUMA-Nachrichten, 44(23), 83–107.

25. SPSS for Windows, Rel. 12.0.1. (2003). SPSS Inc: Chicago.

26. Lamers, F., Jonkers, C. C., Bosma, H., Diederiks, J. P., & Van

Eijk, J. T. M. (2006). Effectiveness and cost-effectiveness of a

minimal psychological intervention to reduce non-severe

depression in chronically ill elderly patients: the design of a

randomised controlled trial [ISRCTN92331982]. BMC Public
Health, 6, 161.

27. Ware, J. E., Jr., & Sherbourne, C. D. (1992). The MOS 36-item

short-form health survey (SF-36): I. Conceptual framework and

item selection. Medical Care, 30(6), 473–483.

28. Van der Zee, K. I., & Sanderman, R. Het meten van de algemene

gezondheidstoestand met de RAND-36: Een handleiding [Mea-

suring general health with the RAND-36: a manual], Noordelijk

Centrum voor Gezondheidsvraagstukken: Groningen.

29. Schuling, J., De Haan, R., Limburg, M., & Groenier, K. H.

(1993). The Frenchay activities index; assessment of functional

status in stroke patients. Stroke, 24(8), 1173–1177.

30. Holbrook, M., & Skilbeck, C. E. (1983). An activities index for

use with stroke patients. Age and Ageing, 12(2), 166–170.

31. Shrout, P. E., & Fleiss, J. L. (1979). Intraclass correlations: Uses in

assessing rater reliability. Psychological Bulletin, 86(2), 420–428.

32. De Vet, H. C. W., Bouter, L. M., Bezemer, P. D., & Beurskens,

A. J. H. M. (2001). Reproducibility and responsiveness of eval-

uative outcome measures: Theoretical considerations illustrated

by an empirical example. International Journal of Technology
Assessment in Health Care, 17(4), 479–487.

33. Nichols, D. P. (1998). Choosing an intraclass correlation coeffi-

cient. SPSS Keywords, 67.

34. Terwee, C. B., Bot, S. D. M., De Boer, M. R., Van der Windt, D.

A. W. M., Knol, D. L., Dekker, J., et al. (2007). Quality criteria

were proposed for measurement properties of health status

questionnaires. Journal of Clinical Epidemiology, 60(1), 34–42.

35. Bland, J. M., & Altman, D. G. (1986). Statistical methods for

assessing agreement between two methods of clinical measure-

ment. The Lancet, 327(8476), 307–310.

36. Trochim, W. M. (2005). The research methods knowledge base.

Online document. http://www.socialresearchmethods.net/kb/con

vdisc.htm. Accessed 4 May 2006.

Qual Life Res (2009) 18:1207–1218 1217

123

http://dx.doi.org/10.2466/PMS.87.7.787-793
http://www.socialresearchmethods.net/kb/convdisc.htm
http://www.socialresearchmethods.net/kb/convdisc.htm


37. Meng, X.-L., Rosenthal, R., & Rubin, D. B. (1992). Comparing

correlated correlation coefficients. Psychological Bulletin,
111(1), 172–175.

38. Post, M. W. M., de Witte, L. P., Reichrath, E., Verdonschot, M.

M., Wijlhuizen, G. J., & Perenboom, R. J. M. (2008). Develop-

ment and validation of IMPACT-S, an ICF-based questionnaire to

measure activities and participation. Journal of Rehabilitation
Medicine, 40(8), 620–627.

39. Van Brakel, W. H., Anderson, A. M., Mutatkar, R. K., Bakirtzief,

Z., Nicholls, P. G., Raju, M. S., et al. (2006). The participation

scale: Measuring a key concept in public health. Disability and
Rehabilitation, 28(4), 193–203.

40. Wilkie, R., Peat, G., Thomas, E., Hooper, H., & Croft, P. R.

(2005). The Keele assessment of participation: A new instrument

to measure participation restriction in population studies. Com-

bined qualitative and quantitative examination of its psycho-

metric properties. Quality of Life Research, 14(8), 1889–1899.

41. Noreau, L., Desrosiers, J., Robicaud, L., Fougeyrollas, P.,

Rochette, A., & Viscogliosi, C. (2004). Measuring social partic-

ipation: Reliability of the LIFE-H in older adults with disabilities.

Disability and Rehabilitation, 26(6), 346–352.

42. Brown, M., Dijkers, M. P., Gordon, W. A., Ashman, T., Charatz,

H., & Cheng, Z. (2004). Participation objective, participation

subjective: A measure of participation combining outsider and

insider perspectives. The Journal of Head Trauma Rehabilitation,
19(6), 459–481.

43. Cardol, M., De Haan, R. J., de Jong, B. A., Van den Bos, G. A.

M., & De Groot, I. J. M. (2001). Psychometric properties of the

‘Impact on Participation and Autonomy’ (IPA) questionnaire.

Archives of Physical medicine and Rehabilitation, 82(2), 210–

216.

44. Fayers, P. M., & Hand, D. J. (2002). Causal variables, indicator

variables and measurement scales: An example from quality of

life. Journal of the Royal Statistical Society. Series A (Statistics in
Society), 165(2), 233–261.

45. Streiner, D. L., & Norman, G. R. (1995). Health measurement
scales: A practical guide to their development and use. New

York: Oxford University Press.

46. Turnbull, J. C., Kersten, P., Habib, M., McLellan, L., Mullee, M.

A., & George, S. (2000). Validation of the Frenchay activities

index in a general population aged 16 years and older. Archives
of Physical medicine and Rehabilitation, 81(8), 1034–1038.

1218 Qual Life Res (2009) 18:1207–1218

123


	The Maastricht social participation profile: development�and clinimetric properties in older adults with a chronic�physical illness
	Abstract
	Purpose
	Methods
	Results
	Conclusions

	Introduction
	Methods
	Development of the semi-final version
	Semi-final version of the MSPP

	Methods of the second field test
	Sample and data collection
	Instruments
	Analyses
	Reproducibility
	Convergent and discriminant validity
	Comparison between COPD and diabetes



	Results of the second field test
	Response and sample characteristics
	Scores on the MSPP
	Reproducibility
	Convergent and discriminant validity
	Reproducibility and validity for COPD and diabetes separately
	Final version of the MSPP

	Conclusion and discussion
	Acknowledgments
	Appendix
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


