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Abstract
Purpose  To examine personal and environmental contextual factors as mediators of functional disability on quality of life 
(QOL) in a sample of individuals with serious mental illness (SMI).
Methods  A cross-sectional analysis of 194 individuals with SMI (major depressive disorder = 38.1%; bipolar disor-
der = 35.6%; schizophrenia spectrum disorder = 25.8%) recruited from four psychosocial rehabilitation clubhouses was 
undertaken to test a multiple regression model assuming that personal (i.e., resilience, social competence, and disability 
acceptance) contextual factors and environmental (i.e., family support, support from friends, and support from significant 
others) contextual factors would mediate the relationship of functional disability on QOL. The bootstrap test for multiple 
mediators was then used to test for the significance of the indirect effects functional disability on QOL through the mediators.
Results  In the simple regression model, functional disability had a strong relationship with QOL; however, after introducing 
the potential mediators, its effect was significantly reduced indicating partial mediation effects. The final regression model 
yielded a large effect, accounting for 44% of the variance in QOL. Controlling for all other potential mediating factors, social 
competence, disability acceptance, family support, and support from friends were found to partially mediate the relationship 
between functional disability and QOL. Bias-corrected bootstrap procedure results further supported the mediation model.
Conclusions  The findings from the study provide good support for the inclusion of person–environment contextual factors 
in conceptualizing the relationship between functional disability and QOL for individuals with SMI.
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Individuals with serious mental illness (SMI) often face 
numerous barriers to quality of life (QOL). SMI has been 
defined as both a mental illness and a functional disability—
the long-term limitations resulting from a health condition 
[1]. Functioning is impacted by the interaction between the 
individual with a health condition (e.g., SMI) and personal 
and environmental (P × E) contextual factors [2]. Mental dis-
orders meeting criteria for SMI include major depressive, 
bipolar, and schizophrenia spectrum disorders [3]. Func-
tional limitations resulting from disability can adversely 
affect the QOL of individuals with SMI [4–6]. Researchers 
have found that inability to complete functional life tasks, 
such as activities of daily living (ADLs; e.g., bathing, dress-
ing) and instrumental activities of daily living (IADLs; e.g., 
driving, budgeting), is associated with lower QOL [5–8]. 
These results provide support that one’s level of functioning 
directly impacts their QOL.

Although functional disability can have adverse effects 
on QOL, some personal contextual factors have been 
found to buffer these effects. For example, resilience, or 
the ability overcome a setback in life, has been found to be 
directly related to one’s QOL [9, 10]. Social competence, 
or appropriate social skills, is often lacking or deficient 
in individuals with SMI; however, it has been found to be 
directly related to QOL [6, 11]. Similarly, acceptance of, 
or psychosocial adaptation to, one’s disability has been 
found to have a positive relationship with QOL [5, 12].

Just as personal contextual factors have been found 
to mediate the adverse effects of functional disability on 
QOL, some environmental contextual factors (e.g., social 
support) [13] have also been found to buffer such effects. 
Paramount to assisting individuals with SMI overcome 
functional limitations is receipt of social support. Natural 
support is often derived from family [14], friends [15], 
and significant others [16]. The literature is abundant with 
support for the direct relationship between adequate social 
support and QOL for individuals with SMI [5, 6, 17–24].

As stated above, the QOL of individuals with SMI can 
be impacted by functional disability. In addition, personal 
(e.g., resilience) and environmental (e.g., social support) 
contextual factors can also impact QOL. As a result of 
the evidence linking functional disability, personal con-
textual factors, and environmental contextual factors to 
QOL, researchers interested in improving the QOL of 
individuals with SMI should thoroughly understand the 
factors that influence QOL and their underlying relation-
ships. To date, no study has examined the potential media-
tors of functional disability on QOL among individuals 
with SMI. Consequently, the purpose of the current study 
was to examine P × E contextual factors as mediators of 
functional disability on QOL in a sample of individuals 
with SMI.

Methods

Participants

A total of 194 individuals with SMI voluntarily partici-
pated in the study. Participants were recruited from four 
psychosocial rehabilitation clubhouses in the Southern and 
Midwestern regions of the United States. Inclusion criteria 
were self-reported: (a) age of 18 years or older; (b) pri-
mary diagnosis of SMI (e.g., major depressive disorder, 
bipolar disorder, schizophrenia spectrum disorder); and 
(c) ability to read at a 6th grade level or above. Although 
diagnosis was provided via self-report, all participants 
were clubhouse members of which having a documented 
SMI is a requirement. More than half of the participants 
identified as female (53.1%) and the majority identified 
as White/Caucasian (60.3%). See Table 1 for complete 
demographic details.

Measures

In order to measure the functional disability, personal 
contextual factors, environmental contextual factors, and 

Table 1   Participant demographic and disability characteristics 
(N = 194)

Demographic covariates n (%)

Age
 18–25 29 (14.9)
 26–37 50 (25.8)
 38–49 48 (24.7)
 50–64 60 (30.9)
 65+ 6 (3.1)

Gender
 Male 89 (45.9)
 Female 103 (53.1)
 Transgender 1 (0.5)

Race
 Caucasian/White 117 (60.3)
 African American/Black 38 (19.6)
 Native American/Alaska Native 3 (1.5)
 Asian/Pacific Islander 2 (1.0)
 Bi-racial/multi-racial 5 (2.6)

Ethnicity
 Hispanic/Latino 46 (23.7)

SMI diagnosis
 Major depressive disorder 74 (38.1)
 Bipolar disorder 69 (35.6)
 Schizophrenia spectrum disorder 50 (25.8)
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QOL constructs, we selected self-report instruments with 
well-documented reliability and validity among persons 
with SMI.

Functional disability

Functional disability was measured using the World Health 
Organization Disability Assessment Schedule 2.0 (WHO-
DAS-2) [25], a 36-item scale that measures an individual’s 
level of functioning in six major life domains: communi-
cation, mobility, self-care, interpersonal interactions and 
relationships, life activities, and participation. Following 
Sánchez’s [26] recommendation, only 19 items were used 
for this study; items that were specific to physical disability 
and the participation subscale were omitted. All items begin 
with the phrase “In the past 30 days, how much difficulty did 
you have in:” followed by specific questions (e.g., “Analyz-
ing and finding solutions to problems in day-to-day life?”). 
Items are rated on a 5-point Likert-type scale (1 = none to 
5 = extreme or cannot do); higher scores indicate greater dif-
ficulty with completing tasks. The WHODAS-2 has good 
internal consistency reliability for the total scale (α = .96) as 
well as for the individual subscales (α = .79–.98) [25]. The 
internal consistency estimate found in the current study was 
excellent (Cronbach’s α = .92).

Personal contextual factors

Personal contextual factors were measured using the Brief 
Resilience Scale (BRS) [27], the Perceived Social Self-Effi-
cacy scale (PSSE) [28], and the Adaptation to Disability 
Scale-Revised-23 (ADS-R-23) [29]. The BRS is a 6-item 
scale that assesses a person’s ability to bounce back from 
stressful situations. A typical item is “I tend to bounce back 
quickly after hard times.” Items are rated on a 5-point Lik-
ert-type scale (1 = strongly disagree to 5 = strongly agree), 
with higher scores indicating greater resilience. It has good 
internal consistency reliability, ranging from .80 to .91 [27, 
30]. The Cronbach’s alpha of the BRS for the current study 
was computed to be .85. The PSSE is a 5-item scale that 
assesses social competence. All items begin with the phrase 
“How well can you” followed by specific questions (e.g., 
“help someone new become part of a group to which you 
belong?”). Items are rated on a 5-point Likert-type scale 
(1 = not well at all to 5 = very well); higher scores indicate 
greater social competence. The PSSE has satisfactory inter-
nal consistency reliability estimates ranging from .66 to .88 
[28, 31, 32]. The Cronbach’s alpha of the PSSE for the cur-
rent study was computed to be .88.

The original Acceptance of Disability Scale (ADS) [33] 
consisted of 50 items and was criticized for lack of ade-
quate psychometric evaluation. The ADS-R [34], a revised 
and abbreviated version of the ADS, is a 32-item scale that 

assesses the value change process a person experiences 
upon the onset of disability. For this study, an abbreviated 
and modified version of the ADS-R, the ADS-R-23 [29], 
which consists of only 23 items (i.e., items that were spe-
cific to physical disability were omitted), was used. In the 
ADS-R-23, the referent “disability” was changed to “mental 
health problems” in order to better align with current utilized 
and accepted terminology among individuals with SMI. A 
sample item is “Mental health problems or not, I am going 
to make good in life.” Items are rated on a 4-point Likert-
type scale (1 = strongly disagree to 4 = strongly agree), with 
higher scores indicating greater acceptance of a mental ill-
ness. The original and revised scales have excellent internal 
consistency reliability estimates (α = .92–.93) [29, 33, 34]. 
The internal consistency estimate found in the current study 
was excellent (Cronbach’s α = .92).

Environmental contextual factors

Environmental contextual factors were measured using 
the Multidimensional Scale of Perceived Social Support 
(MSPSS) [35]. The MSPSS is a 12-item scale that meas-
ures social support from family, friends, and significant 
others. Sample items from the subscales include “My fam-
ily really tries to help me.” (family), “I can talk about my 
problems with my friends.” (friends), and “There is a spe-
cial person who is around when I am in need.” (significant 
others). The items are rated on a 7-point Likert-type scale 
(1 = very strongly disagree to 7 = very strongly agree). The 
MSPSS has good internal consistency reliability for the 
total scale (α = .88–.92) as well as for the individual family 
(α = .87–.93), friends (α = .85–.91), and significant others 
(α = .88–.91) subscales [35, 36]. The Cronbach’s alpha of 
the MSPSS for the current study was computed to be .88 for 
the total scale and .95 for the family, .92 for the friends, and 
.95 for the significant others subscales.

Quality of life

The Satisfaction with Life Domains Scale (SLDS) [37] is a 
15-item scale that measures QOL in various domains. The 
14-item version [9] was used for this study. All items begin 
with the phrase “Which face comes closest to expressing 
how you feel about” followed by specific questions (e.g., 
“the way you spend your spare time?”). Items are rated on 
a 7-point Likert-type scale depicting faces with varying 
affect (1 = terrible to 7 = delighted); higher scores indicate 
greater QOL. The SLDS has good internal consistency reli-
ability (α = .84–.92) [9, 37]. The internal consistency esti-
mate found in the current study was excellent (Cronbach’s 
α = .90).

Utilizing both objective (e.g., records) and subjective 
(e.g., self-report) data, Baker and Intagliata [37] examined 



444	 Quality of Life Research (2019) 28:441–450

1 3

the relationships between biological, psychological, and 
social factors and QOL, and found their results aligned 
with those in the QOL literature. The SLDS has conver-
gent and divergent validity as reflected by its correlations 
with other related measures [e.g., Bradburn Affect Balance 
Scale (r = .64), Global Assessment Scale (r = .29), Alienation 
Measure (r = − .28), Brief Symptom Inventory (r = − .28), 
Personal and Social Network Adjustment Scale (r = .28), 
Rosenberg Self-Esteem Scale (r = .33)], supporting its valid-
ity to assess QOL [9, 37]. Use of a single instrument to 
measure QOL among individuals with SMI [38–40], specifi-
cally using the SLDS [6, 17, 19, 41, 42] has been shown to 
be successful. The SLDS was selected for its ability to assess 
QOL in numerous life domains as well as its focus on the 
person–environment interaction to predict QOL.

Procedures

Approval was received from the University of Wisconsin-
Madison’s Education and  Social/Behavioral Science Institu-
tional Review Board (IRB). The first author disseminated the 
study information to four psychosocial rehabilitation club-
houses in two U.S. regions (South and Midwest), was pre-
sent at each agency, and distributed all surveys to interested 
participants. All participants provided informed consent, 
completed the self-report surveys in approximately 45 min 
(on average), and received a minimal compensation for their 
time spent on the study.

Data analysis

Problems of missing data were minimal, as most of the 
measures in this study had < 5% missing values. For indi-
vidual items missing on scale scores, a simple imputation 
method using regression was selected for handling missing 
data. In simple imputation, computation estimates are based 
on the values of other related items in the same scale in order 
to replace missing data. Simple imputation is preferred over 
case deletion, since it will not decrease the sample size (i.e., 
no statistical power loss) or affect the representativeness 
of the sample. Simple imputation will yield similar results 
when the missing data are < 5% [43].

To test the analysis that the association between func-
tional disability and QOL is mediated by P × E contextual 
factors, several simple and a multiple regression analysis 
(MRA) were conducted along with the bootstrap test for 
multiple mediators [44]. In order to determine the sample 
size for a mediation analysis, we conducted an a priori power 
analysis using G*Power [45, 46], a software tool for gen-
eral power analysis. The analysis was based on the multi-
ple linear regression that will be used for this study, as it 
is the most involved analysis in the study. With a medium 
effect size (f2) of .15 [47], an alpha of .05, a standard power 

level of .80, and a total of seven predictors, the results of the 
power analysis showed that a minimum of 103 participants 
would be needed to achieve an appropriate power level for 
this study. Our sample of 194 is more than adequate for this 
study. MRA was used to test the hypothesis that the asso-
ciation between functional disability [independent variable 
(IV)] and QOL [dependent variable (DV)] is mediated by 
resilience [mediator 1 (M1)], social competence (M2), dis-
ability acceptance (M3), family support (M4), support from 
friends (M5), and support from significant others (M6). In 
addition, the bootstrap method was used to test the signifi-
cance of the indirect effects of the IV (functional disability) 
on the DV (QOL) through the mediators. The Statistical 
Package for the Social Sciences (SPSS, version 25.0 for 
Windows) was used to perform the computations and the 
significance was set at .05.

Mediator analysis

Baron and Kenny’s [48] three-step approach to mediation 
using multiple regression was applied:

1.	 Regress the M onto the IV to show that it is possible that 
the two variables can be causally linked.

2.	 Regress the DV onto the IV to show a causal relation is 
also possible.

3.	 Regress the DV simultaneously onto the IV and the M to 
show that the M is significantly related to the DV, even 
when the IV is statistically controlled.

A mediator hypothesis is supported if the regression 
coefficients for Steps 1 and 2 are significant, and the par-
tial regression coefficient for predicting the DV from the 
mediator is significant in the third step [48]. In this study, 
a mediational hypothesis of the relationship between func-
tional disability and QOL was tested.

The relevant analysis was a simultaneous regression of 
QOL onto functional disability, and the P × E contextual fac-
tors. The motive for including all six mediators and the IV 
in the regression equation is based on the hypothesized path 
model presented in Fig. 1, which implies that each mediator 
is uniquely related to QOL (DV) controlling for the other 
mediators (M1–M6) and functional disability (IV). It was 
hypothesized that the association between functional disabil-
ity and QOL is mediated by resilience, social competence, 
disability acceptance, family support, support from friends, 
and support from significant others.

Test of indirect effect

To complement the approach outlined by Baron and 
Kenny [48], the bootstrap test for multiple mediators 
developed by Preacher and Hayes [44] was used to test 
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the significance of the indirect effects of the IV (func-
tional disability) on the DV (QOL) through the mediators. 
Numerically, this indirect effect is equal to the product of 
the two path coefficients that compose the indirect path 
from the predictor (X) to the outcome variable (Y). There 
have been some valid concerns regarding the assumption 
that the sampling distribution of the product of the path 
coefficients used to calculate indirect effects are normal 
distributions; therefore, several alternative tests have 
been proposed [49], and a consensus is emerging that 
the bootstrap test offers one statistically strong approach 
to addressing this bias [50]. The PROCESS macro for 
SPSS (version 2.16) for conducting multiple mediation 
sessions was downloaded from Andrew Hayes’ website 
(http://www.afhay​es.com/) to test the mediation model’s 
indirect effects [51].

Results

Bivariate correlations

Bivariate correlations among the different variables were 
performed. Table 2 presents the correlation matrix values, 
means, and standard deviations for the study variables. Save 
for support from significant others, all variables were sig-
nificantly correlated with one another. Correlations ranged 
from small (r = .14 for social competence and support from 
significant others) to large (r = .77 for family support and 
support from friends).

Mediational analysis

The association between the IV (functional disability) and 
each of the mediators (Step 1) was assessed. Functional 

Fig. 1   Proposed P × E mediation 
model of functional disability 
on QOL

Table 2   Correlations, means, 
and standard deviations for 
variables used in multiple 
regression and mediation 
analyses (N = 194)

*p < 0.05

Variables 1 2 3 4 5 6 7 8

1. Functional disability –
2. Resilience –.472* –
3. Social competence –.348* .412* –
4. Disability acceptance –.507* .472* .428* –
5. Family support –.166* .216* .205* .180* –
6. Support from friends –.327* .390* .301* .311* .766* –
7. Support from significant others –.056 –.104 –.144* .099 .091 .182* –
8. Quality of life –.456* .401* .396* .447* .465* .539* .244* –
Mean 44.02 18.97 18.48 62.04 18.85 19.81 16.82 66.87
SD 15.33 6.14 4.91 13.06 7.91 6.46 8.59 16.13

http://www.afhayes.com/
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disability was significantly related to resilience (M1), social 
competence (M2), disability acceptance (M3), family support 
(M4), and support from friends (M5): β [95% CIs] = − 0.47 
[− 0.60, − 0.35], − 0.35 [− 0.48, − 0.22], − 0.51 [− 0.63, 
− 0.39], − 0.17 [− 0.31, − 0.03], and − 0.33 [− 0.46, − 0.19], 
respectively. These 95% confidence intervals do not include 
zero, demonstrating that the relationships are significant 
(p < 0.05) for each of the mediators. However, functional 
disability was not significantly related to support from sig-
nificant others (M6): β [95% CI] = − 0.06 [− 0.19, 0.08]. In 
addition, the association between functional disability and 
QOL (Step 2) was significant: β [95% CI] = − 0.46 [− 0.58, 
− 0.33]. In the final regression model, four of the five remain-
ing mediators were found to be significantly associated with 
QOL, while controlling for functional disability (Step 3); β 
[95% CIs] = 0.13 [0.01, 0.26] for social competence, 0.16 
[0.03, 0.30] for disability acceptance, 0.21 [0.04, 0.38] for 
family support, and 0.20 [0.05, 0.91] for support from friends. 
Finally, the association between functional disability and QOL 
in the final regression equation was significantly reduced 

(β = − 0.20) after controlling for the effect of the mediators. 
The final model accounted for 44% of the variance in QOL, 
R = .67, R2 = 0.44, F(6, 187) = 24.90, p < 0.001, which is 
considered a large effect size according to Cohen’s standards 
for the behavioral sciences research [47]. Table 3 presents a 
summary of the mediation analysis. In summary, all three 
steps detailed by Baron and Kenney [48] were found to be 
significant for five of the hypothesized mediators (M1–M5). 
However, the findings only support four of the mediators 
(M2–M5). Specifically, the findings conform to the predic-
tions in the model that functional disability is associated with 
QOL through its association with social competence, disabil-
ity acceptance, family support, and support from friends, each 
of which is a unique contributor to QOL.

Indirect effects

The relationship between functional disability and QOL was 
reduced after controlling for the mediating variables social 

Table 3   Steps in testing personal (resilience, social competence, and disability acceptance) and environmental (social support from family, 
friends, and significant others) contextual factors as mediators between functional disability and QOL

CI confidence interval
*p < 0.05

Variable β 95% CI for β R2 F

Step 1
 Regression 1 (path a1): functional disability predicting resilience
  Functional disability − .472* [− 0.597, − 0.347] 0.22 54.958

 Regression 2 (path a2): functional disability predicting social competence
  Functional disability − .348* [− 0.482, − 0.216] 0.12 26.399

 Regression 3 (path a3): functional disability predicting disability acceptance
  Functional disability − .507* [− 0.630, − 0.385] 0.26 66.564

 Regression 4 (path a4): functional disability predicting family support
  Functional disability − .166* [− 0.305, − 0.025] 0.03 5.426

 Regression 5 (path a5): functional disability predicting support from friends
  Functional disability − .327* [− 0.462, − 0.192] 0.11 23.055

 Regression 6 (path a6): functional disability predicting support from significant others
  Functional disability − .056 [− 0.194, 0.084] 0.00 0.610

Step 2
 Regression 7 (path c): functional disability predicting quality of life
  Functional disability − .456* [− 0.584, − 0.329] 0.21 50.304

Step 3
 Regression 8 (paths b1, b2, b3, b4, b5, and c′): functional disability predicting quality of life controlling for resilience, social competence, 

disability acceptance, family support, and support from friends
  Resilience .050 [− 0.085, 0.185] 0.44 24.899
  Social competence .132* [0.007, 0.257]
  Disability acceptance .163* [0.028, 0.298]
  Family support .210* [0.040, 0.380]
  Support from friends .202* [0.046, 0.912]
  Functional disability − .202* [− 0.335, − 0.069]
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competence, disability acceptance, family support, and sup-
port from friends, which is indicative of significant indirect 
effects through one or more mediators and a case of par-
tial mediation. Bias-corrected bootstrap procedure results 
further supported the mediation model. The standardized 
indirect effects (products ‘ab’) and 95% confidence intervals 
were − 0.05 [− 0.13, − 0.01], − 0.09 [− 0.18, − 0.03], − 0.04 
[− 0.10, − 0.01], and − 0.07 [− 0.18, − 0.01] for functional 
disability’s indirect paths through social competence, dis-
ability acceptance, family support, and support from friends, 
respectively. The 95% confidence intervals do not include 
zero, demonstrating that the indirect effects (paths a and b) 
are significant (p < 0.05) for the four significant mediators 
(M2–M5). See Fig. 2 for the revised model.

Discussion

QOL is the ultimate life goal for everyone, including people 
with SMI. In the current study, we investigated the interme-
diary role of P × E contextual factors in reducing the nega-
tive effect of functional disability on QOL for people with 
SMI. The full model accounted for 44% of the variance in 
levels of QOL and provided strong support for social com-
petence, disability acceptance, family support, and support 
from friends as mediators between functional disability and 
QOL. In fact, when these mediators were included in the 
model, functional disability’s effect on QOL was signifi-
cantly reduced from − 0.46 (Step 2) to − 0.20 (Step 3), indi-
cating partial mediation [48].

The environmental contextual factors of family support 
followed by support from friends were the most significant 
mediators between functional disability and QOL. Family 
support [21, 52] and support from friends [53] have consist-
ently been associated with QOL in the literature. However, 
individuals with SMI may have few, if any, family or friends 
whom they can trust or rely on [54, 55], which could nega-
tively impact their QOL. Conversely, positive relationships 

have been found to be the most important aspect of happi-
ness, well-being, and QOL [5, 27, 28, 56–58]. However, 
positive relationships are influenced by effectiveness in 
social communication and interpersonal interactions, which 
individuals with SMI often have difficulty. Helping individu-
als with SMI build positive relationships may reduce social 
isolation and improve QOL.

Social competence, a personal contextual factor, was 
also an influential mediator in the model. Social compe-
tence was a positive predictor of QOL, which is consistent 
with findings in the literature [6, 9]. However, individuals 
with SMI who reported lower levels of social competence 
also reported lower levels of social functioning, social sup-
port, and QOL. Thus, social support, social competence, and 
ultimately having skills and capacity to build positive rela-
tionships are some of the very important factors of QOL of 
individuals with SMI. Therefore, helping people with SMI 
develop social competence could help them develop positive 
relationships and perceive higher levels of support from such 
relationships (e.g., friends), which would also increase their 
QOL. In addition, social skills and empathic self-efficacy 
training may improve interpersonal skills to expand social 
networks that can help individuals with SMI have positive 
relationships [59].

Another personal contextual factor that significantly 
mediated the effect between functional disability and QOL 
was disability acceptance. Disability acceptance has been 
found to be a positive predictor of QOL [6, 11]. Additionally, 
disability acceptance has been shown to be associated with 
various factors of QOL, including functional independence 
[60], employment [34], and self-esteem [11]. In fact, dis-
ability acceptance has even been shown to be a significant 
predictor of social competence in adults with SMI [61]. 
Thus, incorporating disability acceptance factors into case 
conceptualization, treatment planning, and clinical practice 
for individuals with SMI could serve to increase their QOL. 
Research has shown Acceptance and Commitment Therapy 
(ACT) [62] to be successful in aiding individuals with SMI 

Fig. 2   Final P × E mediation 
model of functional disability 
on QOL
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accept their disability, cope with their accompanying mental 
health problems, and even decrease hospitalizations.

Our findings further indicate that functional disability 
was a prominent factor negatively affecting QOL and could 
not be completely mediated by the P × E contextual fac-
tors. In our study, higher levels of functional disability were 
associated with lower levels of QOL; therefore, reducing 
functional disability is very important to increase QOL for 
individuals with SMI. Specifically, difficulties in communi-
cation and interpersonal interactions as well as impairments 
in ADLs and IADLs are associated with relatively lower 
levels of QOL [5, 7, 8]. The current and previous research 
findings stress the importance of interventions to help indi-
viduals with SMI reach optimal functioning, independence, 
and QOL, which will also positively contribute to treatment 
adherence such as medication compliance and treatment 
engagement [63, 64]. For example, cognitive remediation 
interventions to improve concentration, attention, and mem-
ory, and skills training to improve ADLs and IADLs could 
increase functioning of individuals with SMI, and possibly 
thereby improve their QOL.

Overall, the findings from this study support the P × E 
contextual factors as mediators of the relationship between 
functional disability and QOL for individuals with SMI. 
QOL interventions should focus on the complex interac-
tions between disability-related factors and P × E contex-
tual factors. Therefore, it is imperative to investigate the 
underlying mechanism for QOL of individuals with SMI 
by investigating how P × E contextual factors may interact 
with each other to affect QOL for individuals with SMI. The 
inclusion of the person–environment perspective is useful 
for making empirical research more comprehensive, as a 
person’s functioning is highly associated with the person’s 
personal qualities and surrounding environment [2]. There-
fore, interventions focused on P × E contextual factors may 
help reduce the negative effects of functional disability on 
QOL for people with SMI.

Limitations

There are some limitations that should be considered when 
interpreting the results of the current study. First, the causal-
ity of the relationships between predictor and outcome vari-
ables could not be verified, as a descriptive, correlational, 
cross-sectional design was utilized in this study. Second, it is 
possible that there are feedback loops between the predictor 
(i.e., functional disability), outcome (i.e., QOL), and media-
tor (i.e., social competence, disability acceptance, family 
support, and support from friends) variables we investigated, 
which may affect the estimates in a cross-sectional study 
[65], such as this one. Third, generalizability of the findings 
is limited by the use of a nonrandom convenience sample 

through psychosocial rehabilitation clubhouses. Finally, the 
use of self-report data, including SMI diagnosis, reading 
level, and selected measures may pose a challenge to inter-
pretation of findings, as results from self-report measures 
are vulnerable to affective bias and recent life events; such 
response errors might have a negative impact on data quality 
[66]. However, self-report measures were found to be use-
ful in predicting functional outcomes for individuals with 
SMI [67].

Conclusions

The findings from the study provide good support for the 
inclusions of the P × E contextual factors in conceptualizing 
the relationship between functional disability and QOL for 
individuals with SMI. The inclusion of such person–envi-
ronment aspects provides a more holistic perspective in 
conceptualizing a construct of interest. QOL is a subjec-
tive human life experience. Individuals’ experiences are 
impacted by biological, psychological, and social aspects, 
which underscores the crucial component of person–envi-
ronment interactions.
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