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Abstract

Background: Severe mental illnesses, such as schizophrenia and affective disorders, have considerable effects on the life of not only
patients, but also their caregivers.
Objective: The aim of this study was to develop a self-administered quality of life (QoL) questionnaire for the assessment of QoL in
caregivers of patients with schizophrenia and affective disorders.
Methods: Based on a mixed method approach and purposive sampling method, a sample consisting of 196 caregivers was recruited
from 2 psychiatric hospitals in Tehran and Kerman, Iran, as well as a charity center in Kerman during 2015 - 16. A 67-item question-
naire was developed in the qualitative phase of the study, consisting of semi-structured interviews with 45 caregivers, comments
of an expert panel, and some items from other relevant questionnaires. The item reduction in the quantitative phase was based on
item distribution, missing data per item, inter-item correlation, and factor analysis. The reliability coefficient (Cronbach’s alpha)
was calculated for all the dimensions. Convergent validity was assessed by Pearson’s correlation coefficient test, and discriminant
validity was analyzed, using student’s t test and analysis of variance (ANOVA).
Results: The final version of the questionnaire included 21 items and 7 dimensions: emotional burden (5 items); dealing with patient
symptoms (3 items); relationship with the therapeutic team (3 items); relationship with family (2 items); financial burden (3 items);
relationship with the extended family and friends (2 items); and latent worry (3 items). The 7 dimensions could explain 78.45%
of the total variance. Item internal consistency was satisfactory for all the dimensions, ranging from 0.77 to 0.96 for each item.
Cronbach’s alpha coefficient ranged from 0.74 to 0.89 in the whole sample. The SAC-QoL index was significantly correlated with all
the dimensions of the world health organization QoL-BREF (WHOQoL-BREF) scale (r, 0.32 - 0.65). Also, the predefined hypotheses
confirmed the discriminant validity (P < 0.01).
Conclusions: The SAC-QoL questionnaire revealed acceptable psychometric properties. Therefore, it can be considered as a valid
and reliable measure of QoL in caregivers of patients with schizophrenia and affective disorders. Moreover, it would be useful for
clinicians and authorities to focus on caregivers who are primary providers of healthcare services.
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1. Background

The world health organization (WHO) defines quality
of life (QoL) as an individual’s perception of life in the con-
text of culture and value systems in which they live and in
relation to their goals, expectations, standards, and con-
cerns (1). Mental illnesses, especially schizophrenia and af-
fective disorders, can have detrimental effects on both pa-
tients and caregivers (2). In fact, caregivers of patients with
mental disorders experience a significant burden, includ-
ing emotional, physical, financial, and psychosocial prob-
lems, resulting in reduced QoL.

Reduced QoL of caregivers may affect their ability to
care for the patients, restrict their roles and activities, and

increase their psychosomatic symptoms, anxiety, or de-
pressive symptoms. Moreover, it can affect continuity of
care and optimal patient treatment (3-7). Since families
and friends live with about 50-90% of patients with chronic
psychiatric diseases, they are the key providers of health
care, influencing the patients’ adherence to treatment and
development and evaluation of health programs and poli-
cies (7-9).

Although in the past few years, several studies have fo-
cused on the burdens, coping strategies, QoL, and other
issues of caregivers of patients with mental disorders (2-
6), some studies have focused on stigmatization of fami-
lies of mentally ill patients (10), and only 1 study has pro-
posed a specific questionnaire for QoL evaluation in care-
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givers of schizophrenic patients (6). However, the men-
tioned study had not included a large group of caregivers
of patients with mental disorders (eg, affective disorders)
or patients’ relatives including the spouse, siblings, and
children. Therefore, the current study was performed in
a different cultural context, and the strengths and weak-
nesses of previous questionnaires, which were used by the
authors to develop the draft of the questionnaire, were
taken into account (7).

To the best of our knowledge, no QoL scale has
been specifically developed for caregivers of patients with
schizophrenia and affective disorders. There are some
generic questionnaires, including WHOQoL-BREF and 36-
item short-form health survey (SF-36), to measure QoL
in the general population, comprised of healthy and un-
healthy individuals (11). However, these measures are not
designed to assess the impact of disease on family care-
givers; therefore, they cannot measure specific dimensions
of caregivers’ QoL, which are affected by a specific disease.

Assessment of the impact of a specific disease on fam-
ily caregivers can allow comparisons between different dis-
eases in terms of the influence on family members. Also,
the affected areas of family caregivers’ lives can be identi-
fied to have a better understanding of dimensions where
more support is required (12). The tool developed in the
present study may be an improvement over the existing
measures, as it evaluates QoL in a large group of family
caregivers of patients with schizophrenia and affective dis-
orders. Moreover, this scale can be compared with other
available measures, as it was developed in a different cul-
tural and social context.

Development of an instrument for evaluating QoL in
caregivers of patients with mental disorders could be use-
ful in the assessment of caregivers’ QoL and help improve
the health of patients and their caregivers. In other words,
it helps caregivers better manage their ill relatives. In ad-
dition, managers can plan for the improvement of care-
givers’ QoL.

2. Objective

The present study aimed to develop and validate a new
specific instrument to measure QoL in caregivers of pa-
tients with schizophrenia and affective disorders.

3. Materials and Methods

Development and validation of this self-administered,
multidimensional QoL instrument were done, based on
the triangulation technique (13). We conducted face-to-
face, semi-structured interviews with 45 caregivers, used

the comments of an expert panel, utilized relevant ques-
tionnaires for both general and specific populations (eg,
WHOQoL-BREF, Schizophrenia Caregiver QoL, Caregiver
Oncology QoL Questionnaire, and QoL index), and applied
a quantitative method in this study (7, 11, 14-16).

Data were collected from 3 psychiatric centers in
Tehran and Kerman, Iran, including Shahid Beheshti hos-
pital (in Kerman with 200 psychiatric inpatient beds), Razi
hospital (Tehran), and Golestan-e Salamat charity center
(Kerman). Razi hospital is the largest psychiatric center in
the Middle East with nearly 1375 psychiatric inpatient beds,
and Golestan-e Salamat is a charity center with about 300
inpatient beds.

The inclusion criteria were as follows: (1) age range of
15 - 65 years; (2) diagnosis of schizophrenia or affective dis-
orders according to the Diagnostic and statistical manual
of mental disorders (DSM-IV); and (3) availability of care-
givers for the assessments. Disease duration of at least 1
year was required for enrollment in the study. Caregivers
(minimum age, 18 years) needed to be identified as family
caregivers of patients with either schizophrenia or an af-
fective disorder. To participate in the study, the caregivers
were required not to have any mental disorders, as con-
firmed by a psychiatrist. On the other hand, the exclusion
criterion for the caregivers was living with another family
member who suffered from a chronic non-psychiatric dis-
ease.

The ethics committee of the psychiatric hospital, affil-
iated to Kerman University of Medical Sciences, approved
the present study. All the participants were given oral and
written information regarding the purpose and relevance
of the study. Oral and written informed consents were pro-
vided by the family caregivers, and they were free to leave
the study whenever they pleased. The interviews were con-
ducted anonymously, using a number-based identification
system.

During 1 month, the researchers identified the care-
givers of patients with schizophrenia and affective disor-
ders, who played the main caring role for these patients
(identified by asking the patient or medical staff). Then,
the research group asked the patients if they could con-
tact the caregivers. After the patient’s consent was ob-
tained and the inclusion criteria were evaluated and con-
firmed among caregivers who intended to participate in
the study, information was collected via interviews and
self-report questionnaires (completed by the caregivers).
The collected data included: (1) sociodemographic charac-
teristics of the caregivers and sociodemographic and clin-
ical characteristics of the patients (Table 1); and (2) QoL
questionnaires including the self-administered SAC-QoL
and WHOQoL-BREF scales, which were completed by the
caregivers.
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WHOQoL-BREF is a validated generic QoL question-
naire, consisting of 26 items and 4 dimensions: physical
health, psychological health, social relationships, and en-
vironmental health. Each dimension is scored from 4 to
20 or 0 to 100 (17). According to a study by Yousefy et al.
(2010) on the reliability and validity of WHOQoL-BREF in
an Iranian population, consisting of 2936 clinical and 2956
nonclinical subjects, Cronbach’s alpha coefficients for the
entire study sample, clinical sample, and non-clinical sub-
jects were 0.82, 0.82, and 0.84, respectively (11).

Overall, development and validation of SAC-QoL con-
sisted of 2 phases: (1) item generation, and (2) item reduc-
tion and validation.

3.1. Phase 1: Item Generation

The content of the questionnaire was derived from
semi-structured interviews by a trained interviewer ac-
cording to a guide, previous questionnaires, and com-
ments of the expert panel. All interviews were audiotaped
and transcribed. The interviews continued until data satu-
ration; ultimately, 45 interviews, each lasting 18 to 50 min-
utes (arithmetic mean, 30.2 minutes), were conducted.

Data analysis was performed according to inductive
content analysis (18-20). In the first step of coding, cate-
gories were derived from the statements; comparison of
statements resulted in primary categories. In the second
step of coding, the primary categories were reviewed, and
categories with the same content were further classified to
obtain a set of relevant topics. Finally, 74 items were identi-
fied based on the interviews and previous questionnaires.
The items were rated, using a 6-point Likert scale: “not at
all”, “a little”, “somewhat”, “a lot”, “very much”, and “not ap-
plicable”.

Based on the experts’ and caregivers’ comments about
different aspects of the questionnaire, items, which were
ambiguous, misunderstood, or rarely answered, were re-
worded or omitted. Ultimately, this procedure led to a
primary questionnaire, comprised of 67 items. Item gen-
eration by means of interview ensured the content valid-
ity of the scale, as it reflects the concrete experience of
caregivers. Moreover, comments of experts and caregivers
about the raw content of the questionnaire, along with the
integration of some items from previously validated ques-
tionnaires, ensured the face validity of the scale.

3.2. Phase 2: Item Reduction and Validation

Item reduction and validation were accomplished
through both statistical analysis and assessment of expert
comments. To reduce the number of items (n = 67), each
item was reviewed for adverse characteristics related to
item distribution (21, 22). The first step of item reduction

was as follows: expert comments, ceiling or floor effects
> 70%, absolute skewness value > 4, and correlation coef-
ficients > 0.80 with other items. At the end of this step,
15 items were removed. In the second step of item reduc-
tion, 2 sequential factor analyses with the following fea-
tures were performed: R-type correlation matrix, princi-
pal component analysis, orthogonal method, varimax ro-
tation, eigenvalue > 1 (23), percentage of explained vari-
ance > 60, and loading factor > 0.40.

Item internal consistency (IIC) was assessed by measur-
ing the correlation of each item with its scale; a correla-
tion corrected for an overlap of at least 0.40 was recom-
mended (24). Moreover, item discriminant validity (IDV)
was assessed by the greater correlation of each item with
its scale than other scales (25). Also, internal consistency
reliability was assessed by measuring Cronbach’s alpha co-
efficient; a coefficient of at least 0.7 was expected for each
dimension. In general, Cronbach’s alpha measures the sig-
nificance of the correlation between the items of each do-
main and all items in the questionnaire (26).

3.3. Discriminant Validity

This method was applied to determine the extent to
which the questionnaire could detect different groups and
subgroups. This method evaluated the association of SAC-
QoL scores with sociodemographic variables and clinical
features to explore discrimination of respondents accord-
ing to 3 predefined hypotheses:

1) Caregiving duration is correlated with the care-
giver’s QoL. An increase in caregiving duration may de-
crease the caregiver’s QoL.

2) Caregivers of patients with major depressive dis-
order (MDD) experience higher levels of QoL than care-
givers of patients with bipolar mood disorder (BMD) or
schizophrenia.

3) There is no significant difference in QoL between
caregivers of patients with schizophrenia and BMD.

The comparison of mean values was performed, using
student’s t test and analysis of variance (ANOVA). Data anal-
ysis was performed, using SPSS version 22 (27-30).

3.4. Convergent Validity

Convergent validity was examined by assessing the cor-
relation of questionnaire dimension scores with WHOQoL-
BREF scores. The fundamental assumption was that scores
of questionnaire dimensions would have a more signifi-
cant correlation with WHOQoL dimension scores than dis-
similar scales.
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4. Results

In order to avoid confusion, only the results of the final
factor analysis are reported.

Among 226 eligible caregivers, 18 refused to participate
in the study, and 12 did not complete the questionnaire
properly; therefore, the study sample consisted of 196 care-
givers. Among 196 caregivers, 159 (81.1%) and 36 (18.4%) were
female and male, respectively. The mean age of the subjects
was 44.42 ± 8.54 years, and 65.8% of the participants were
married. The majority of the caregivers (86.2%) resided in
urban areas, and 47% were the patients’ partners or chil-
dren. The characteristics of the caregivers and their pa-
tients are shown in Table 1. The 7-factor structure could ex-
plain 78.45% of the total variance.

4.1. Scoring System

The mean item scores in each dimension were com-
puted for each individual to obtain a score for each dimen-
sion. The scores of negatively worded items were reversed
so that lower scores indicated higher QoL. Missing value
analysis was used to substitute the missing items with the
mean of non-missing items. A global QoL index was used
to determine the mean of individual dimensions. In order
to convert the raw scores into transformed scores in all di-
mensions, a 4 - 20 scale was used; higher scores indicated
lower QoL (17).

4.2. Construct Validity

4.2.1. Factor Analysis

Following face and content validity, as mentioned
above, principal component factor analysis was employed
to design the structure of the questionnaire. Kaiser’s cri-
terion for the measurement of sample adequacy was good
(adequacy, 0.659; df, 210; P = 0.000). Factor extraction was
performed, based on Eigen values above 1. Finally, 7 factors,
explaining 78.45% of the total variance, were extracted.

Based on the item reduction and factor analysis, the fi-
nal version of SAC-QoL with 7 dimensions was developed
(cf. Appendix 1 in the supplementary file). The 7 dimen-
sions, which were named according to their constituent
items, consisted of 21 items: emotional burden (EB, 5
items); dealing with patient symptoms (DPS, 3 items); re-
lationship with the therapeutic team (RTT, 3 items); rela-
tionship with family (RF, 2 items); financial burden (FB, 3
items); relationship with the extended family and friends
(REf F, 2 items); and latent worry (LW, 3 items).

All factor loadings were within the acceptable range
(0.718 - 0.917) (Table 2). IIC was also satisfactory for all the
dimensions, ranging from 0.77 to 0.96 for each item; there-
fore, each item should have a significant correlation with

its scale. Furthermore, the items should have a greater cor-
relation with their own scale than other scales (IDV). The
scale characteristics are presented in Table 3.

4.2.2. Reliability

Cronbach’s alpha coefficient was measured to explore
the reliability of each dimension in the scale and global
index. Internal consistency reliability ranged from 0.74
to 0.89, indicating high internal consistency in the study
sample. Cronbach’s alpha coefficient of at least 0.7 was ex-
pected for each scale.

4.2.3. Convergent Validity

In order to explore the external validity of the scale,
the dimensions and global score (index) of SAC-QoL were
compared with WHOQoL-BREF dimensions. The SAC-QoL
index was significantly correlated with the scores of all
WHOQoL-BREF dimensions (r, 0.32 - 0.65). Also, the phys-
ical health dimension indicated medium to high correla-
tion with EB and FB and low correlation with RTT, RF, and
LW. Moreover, psychological dimension showed medium
to high correlation with EB and low correlation with RTT,
FB, REfF, and LW. The dimension of social relationships was
only poorly correlated with all dimensions of SAC-QoL, ex-
cept DPS and FB. In addition, environmental health showed
high to medium correlation with EB, FB, and LW and low
correlation with DPS. The results are demonstrated in Ta-
ble 4.

4.2.4. Discriminant Validity

All dimensions of SAC-QoL and the global index had
positive relationships with caregiving duration, except in
dimensions of RTT, FB, and REfF (Table 5). Since higher
scores in SAC-QoL indicated lower QoL, increased caregiv-
ing duration was associated with reduced caregiver’s QoL;
therefore, the first hypothesis was confirmed. Compari-
son of patients’ disease (schizophrenia, BMD, and MDD)
showed significant differences in the global index and all
dimensions, except EB, RTT, and RF.

Analysis of variance (ANOVA) and Scheffe’s post hoc test
indicated a significant difference in QoL among caregivers
of MDD patients and those caring for schizophrenia and
BMD patients. Also no significant difference was observed
in the QoL of caregivers of patients with schizophrenia and
BMD. Therefore, a higher QoL was reported in caregivers of
MDD patients, compared to those caring for patients with
schizophrenia or BMD; accordingly, the second and third
hypotheses were confirmed.

The results of student’s t test and ANOVA showed no sig-
nificant difference between males and females in terms of
SAC-QoL dimensions. Educated caregivers had higher QoL
in dimensions of DPS and FB. Conversely, they experienced
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Table 2. Factor Loadings for 7 Extracted Subscales after Varimax Rotation

Items Dimensions

EB DPS RTT RF FB REfF LW

1) Have you felt sad or depressed? 0.832

2) Have you felt exhausted? 0.828

3) Have you run out of energy? 0.803

4) Have you felt helpless? 0.718

5) Have you felt hopeless? 0.804

6) Have you been able to understand your patient’s behaviors? 0.823

7) Have you been able to manage bizarre and disruptive behaviors of your patient? 0.896

8) Do you have enough information about the disease and process of treatment? 0.823

9) Have you been understood by doctors and nurses? 0.886

10) Have you been helped and supported by doctors and nurses? 0.888

11) Have you been satisfied with the information given by doctors and nurses? 0.775

12) Have you been understood by your family? 0.899

13) Have you been helped and supported by your family? 0.917

14) Have you had financial difficulties in facing your family member’s illness? 0.804

15) Have you had housing difficulties? 0.847

16) Have you had transportation difficulties? 0.819

17) Have you been understood by your extended family and friends? 0.881

18) Have you been supported by your extended family and friends? 0.839

19) Are you worried about your patient living independently without daily family support? 0.823

20) Are you worried about regular financial support for your patient? 0.796

21) Are you worried about who should be in charge of your patient if you are not available? 0.856

Abbreviations: DPS, dealing with patient symptoms (3 items); EB, emotional burden (5 items); FB, financial burden (3 items); LW, latent worry (3 items); REf F, relationship with the extended family and friends (2 items); RF, relationship
with family (2 items); RTT, relationship with the therapeutic team (3 items).

Table 3. Characteristics of the Dimensions of the Final Version of 21-Item SAC-QoL

SAC-QoL IIC, Min-Max IDV, Min-Max MV, % Floor, % Ceiling, % Cronbach’s Alpha Mean (SD)

EB 0.77 - 0.87 0.03 - 0.31 2 1 1 0.88 12.32 (2.32)

DPS 0.82 - 0.92 0.10 - 0.39 0 1 9.2 0.87 15.14 (2.94)

RTT 0.83 - 0.89 0.001 - 0.27 0 2 2.5 0.83 11.72 (2.72)

RF 0.95 - 0.96 0.03 - 0.25 0 13.3 3 0.89 8.75 (3.16)

FB 0.83 - 0.92 0.05 - 0.50 0 2 42.9 0.85 17.22 (3.37)

REfF 0.88 - 0.90 0.02 - 0.27 0.5 1.5 3.6 0.74 13.12 (2.55)

LW 0.87 - 0.92 0.003 - 0.49 0 0.5 24.5 0.87 16.07 (3.17)

Index Not applicable Not applicable 2 0 1 0.76 13.53 (1.28)

Abbreviations: IDV, item discriminant validity; IIC, item internal consistency; MV, missing value.

lower QoL in dimensions of RF and REFF. Caregivers who
lived in rural areas showed higher QoL in DPS and FB and
lower QoL in RF dimension. However, no significant dif-
ference was observed between employed and unemployed
caregivers in terms of QoL, except EB dimension in which
employed caregivers perceived lower emotional burden.
The scores of SAC-QoL dimensions (ie, EB, DPS, FB, and LW)
had a significant positive correlation with the age of the
caregiver; therefore, advancing age was associated with re-

duced QoL.

4.2.5. Acceptability

The average time required for completing the ques-
tionnaire was about 4 minutes. The proportion of missing
data was very low and never exceeded 2% per dimension
and global index.
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Table 4. Correlations Between SAC-QoL and WHOQoL-BREF Scores

EB DPS RTT RF FB REfF LW Index

Physical health 0.46a 0.12 0.16b 0.16b 0.42a 0.10 0.27a 0.49a

Psychological health 0.56a 0.14 0.21a 0.14 0.38a 0.16b 0.36a 0.54a

Social relationships 0.28a 0.04 0.17b 0.21a 0.10 0.34a 0.16b 0.32a

Environmental health 0.54a 0.38a 0.11 0.01 0.63a 0.006 0.45a 0.65a

aCorrelation is significant at 0.01 (2-tailed).
bCorrelation is significant at 0.05 (2-tailed).

Table 5. Comparison (mean ± SD) and Correlation (r) of SAC-QoL Scores According to Caregivers’ Characteristics and Patients’ Disease

EB DPS RTT RF FB REfF LW Index

Gender of the caregiver

Female 12.38 (2.14) 15.19 (2.90) 11.64 (2.61) 8.68 (3.03) 17.37 (3.16) 13.02 (2.45) 16.17 (3.08) 13.53 (1.20)

Male 12.07 (3.00) 14.85 (3.16) 12.07 (3.22) 9.11 (3.75) 16.48 (4.16) 13.50 (2.96) 15.67 (3.58) 13.51 (1.60)

P value 0.565 0.530 0.389 0.522 0.232 0.315 0.441 0.935

T 0.57 0.63 0.86 0.73 1.21 1.00 0.85 0.68

Education

Elementary 12.57 (1.70) 16.08 (2.55) 12.06 (2.50) 8.20 (2.40) 17.89 (2.57) 12.72 (1.90) 16.63 (2.35) 13.74 (0.99)

Secondary 12.22 (2.51) 15.32 (2.71) 11.47 (2.69) 8.57 (2.82) 17.30 (3.32) 13.06 (2.17) 15.88 (3.26) 13.47 (1.07)

University 12.05 (2.83) 12.64 (3.00) 11.72 (3.23) 10.42 (4.68) 15.60 (4.39) 14.18 (4.14) 15.45 (4.18) 13.25 (2.10)

P value 0.487 0.000 0.404 0.003 0.005 0.025 0.150 0.170

F 0.72 18.29 0.91 6.09 5.48 3.75 1.91 1.78

Place of residence

Urban regions 12.38 (2.31) 15.39 (2.80) 11.78 (2.72) 8.45 (2.78) 17.67 (2.82) 13.20 (2.50) 16.18 (2.91) 13.60 (1.21)

Rural regions 11.93 (2.45) 13.49 (3.47) 11.36 (2.83) 10.64 (4.71) 14.19 (4.99) 12.56 (2.86) 15.17 (4.55) 12.99 (1.67)

P value 0.388 0.014 0.476 0.032 0.002 0.242 0.290 0.104

t 0.86 2.61 0.71 2.26 3.41 1.17 1.08 2.14

Type of disease

BMD 12.08 (2.18) 14.64 (3.39) 12.23 (2.96) 9.06 (3.41) 17.62 (3.44) 13.49 (2.59) 16.72 (2.89) 13.70 (1.43)

Schizophrenia 12.50 (2.37) 15.74 (2.33) 11.42 (2.54) 8.53 (2.66) 17.72 (2.76) 12.78 (2.17) 16.70 (2.74) 13.63 (1.12)

MDD 11.84 (2.28) 13.42 (3.63) 12.14 (2.97) 9.17 (4.45) 14.53 (4.30) 14.00 (3.61) 12.44 (2.88) 12.79 (1.48)

P value 0.313 0.000 0.153 0.465 0.000 0.040 0.000 0.006

F 1.16 8.79 1.89 0.76 12.16 3.27 28.78 5.30

Occupational status

Unemployed 12.72 (2.10) 15.21 (3.07) 11.99 (2.68) 8.98 (3.49) 17.04 (3.37) 13.19 (2.42) 16.28 (3.14) 13.70 (1.24)

Employed 11.85 (2.45) 15.06 (2.87) 11.49 (2.80) 8.44 (2.82) 17.35 (3.93) 13.13 (2.74) 15.85 (3.25) 13.35 (1.31)

P value 0.010 0.730 0.217 0.244 0.535 0.873 0.351 0.058

t 2.59 0.34 1.24 1.16 0.62 0.15 0.93 1.90

Caregiving duration (r) 0.17a 0.159a 0.022 0.148a 0.067 -0.049 0.174a 0.162a

Caregiver’s age (r) 0.227b 0.227b 0.032 -0.07 0.197b -0.036 0.221b 0.205b

a Correlation is significant at 0.05 (2-tailed).
b Correlation is significant at 0.01 (2-tailed).

5. Discussion

The self-administered instrument developed in the
present study is an innovative tool for QoL assessment in
caregivers of patients with schizophrenia and affective dis-
orders. This questionnaire, which was developed based on
qualitative interviews with caregivers, comments of the ex-
pert panel, and previous relevant questionnaires, showed

acceptable face and content validity. Considering the dis-
crepancies in the opinions of involved caregivers and the
expert panel, content of QoL measures should be derived
from their points of view (31).

Correlations between WHOQoL-BREF and SAC-QoL
showed that the scores of some dimensions, such as EB,
LW, FB, and REf F, have medium or high correlations,
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whereas dimensions, including DPS and RTT, indicated
specific burdens of caregivers of patients with schizophre-
nia and affective disorders. In concordance with previous
studies on the QoL of caregivers of chronic diseases,
“relationship with the healthcare system” and “coping
with patients” were the main specific dimensions of such
instruments (14, 32).

As the results showed, the psychometric properties of
the questionnaire, including reliability and validity, were
acceptable. The instrument could explain 78.45% of total
variance, thus showing good internal consistency. The in-
ternal consistency reliabilities for the 7 dimensions were
high (Cronbach’s alpha > 0.70). In addition, the hypothe-
ses, which aimed to explore IDV, were confirmed. The re-
sults indicated that caregivers who cared for their patients
for longer periods had lower QoL, except in dimensions
of RTT, FB, and REfF (no significant correlation). This find-
ing is consistent with some previous studies (33, 34), which
showed that longer duration of caregiving is equivalent
to lower QoL. One explanation is that managing patient
symptoms for a long period results in frustration, helpless-
ness, and other emotional burdens and leads to less profes-
sional or social support.

The present results showed a negative relationship be-
tween QoL and caregivers’ age, except in RTT, RF, and REfF
dimensions (no significant correlation). This result is in
contrast to previous studies, which showed that older care-
givers perceive fewer burdens (7, 35). One reason is that
in the present study there was a positive relationship be-
tween age and caregiving duration. Therefore, older care-
givers tolerated more difficulties because of having pa-
tients with severe symptoms, less improvement, long-term
care, and insufficient support by family or government (as
the main coping strategy).

In the current study, there was no significant difference
between females and males in terms of QoL dimensions,
which is consistent with some previous studies (36, 37) and
in contrast with some others (9, 38). Since our study sam-
ple consisted of fewer mothers in comparison with other
kinship bonds, it is not surprising to find no major differ-
ence between males and females in terms of QoL. Moth-
ers are generally the primary caregivers and experience the
greatest burden, as they feel more responsible and com-
mitted to most aspects of the patient’s daily care.

As expected, caregivers with higher education had
higher QoL than those with lower educational levels in DPS
and FB dimensions. Most previous studies have indicated
that educated caregivers have adequate information about
the disease, which helps them adopt better strategies to
cope with the patient’s symptoms; also, it is not surpris-
ing that higher education is equal to lower financial bur-
den (39-41). In addition, an interesting finding was that ed-

ucated caregivers had lower QoL in dimensions of RF and
REfF.

According to Scheffe post hoc test, patient’s progress is
mostly associated with the help and support of family and
friends rather than being only understood by them. One
explanation is that families and friends do not pay enough
attention to educated caregivers, since they normally have
better financial conditions; however, it should not be for-
gotten that these individuals need assistance, besides fi-
nancial support. This problem is also true for caregivers
who live in rural areas despite having better financial con-
ditions, given the support provided by the government,
lower costs of living in rural areas, and fewer expectations
in comparison with city dwellers; in fact, these caregivers
do not receive enough support by their families. Another
explanation may be that educated caregivers and those liv-
ing in rural areas less frequently ask their family or friends
for help.

Based on the findings, type of disease was signifi-
cantly associated with QoL. The results showed that care-
givers of MDD patients had higher QoL than caregivers
of schizophrenia and BMD patients, which is concordant
with previous studies (42, 43). One explanation is that care-
givers, who have patients with schizophrenia or BMD, have
more trouble handling bizarre and disturbing behaviors
of the patients and managing their fluctuating emotions.

5.1. Limitations

Lack of information on the clinical severity of mental
disorders was one of the limitations of the present study;
in fact, such information could be useful in the analysis of
construct validity. In addition, the present instrument was
developed with respect to the main burdens and problems
of Iranians, affecting their QoL. Therefore, further studies
are needed to investigate the validity and reliability of this
instrument in different cultural contexts with larger sam-
ple sizes. Also, reproducibility and sensitivity to change
should be explored in ongoing research studies.

5.2. Conclusions

The SAC-QoL revealed acceptable psychometric proper-
ties. Therefore, it can facilitate a valid and reliable assess-
ment of QoL in caregivers of patients with schizophrenia
and affective disorders. Moreover, this scale can be use-
ful for clinicians and authorities to determine the need
for assistance (including personal counseling, financial
support, or community-based assistance) in this specific
group of caregivers. Furthermore, measurement of care-
givers’ QoL is important for preventive strategies, as care-
givers are the primary care providers for their ill relatives
over long periods (even lifelong sometimes).

Iran J Psychiatry Behav Sci. 2017; 11(2):e9195. 7

http://ijpsychiatrybs.com/en/index.html


Soltaninejad A et al.

Supplementary Material

Supplementary material(s) is available here.

Acknowledgments

We would like to thank Mohammad Azizi for his con-
tribution to the study. Moreover, the authors extend their
gratitude to all caregivers and patients for their participa-
tion in the study.

Footnotes

Authors’ Contribution: Ali Soltaninejad, Ernst von Kar-
dorff, and Mohammad Kamali conceived and designed
the study. Ali Soltaninejad collected the clinical data.
Mahin Eslami Shahrbabaki interpreted the clinical data.
Ali Soltaninejad performed statistical analysis and drafted
the manuscript. Ernst von Kardorff revised the manuscript
critically for important intellectual content. All the au-
thors read and approved the final manuscript.

Declaration of Interest: The authors report no conflicts
of interest.

Funding/Support: None.

References

1. Group W . Study protocol for the World Health Organization project
to develop a Quality of Life assessment instrument (WHOQOL). Qual
Life Res. 1993;2(2):153–9. [PubMed: 8518769].

2. Vella SL, Pai N. The measurement of burden of care in serious mental
illness: a qualitative review. Aust N Z J Psychiatry. 2013;47(3):222–34. doi:
10.1177/0004867412468494. [PubMed: 23172654].

3. von Kardorff E, Soltaninejad A, Kamali M, Eslami Shahrbabaki M.
Family caregiver burden in mental illnesses: The case of affective
disorders and schizophrenia - a qualitative exploratory study. Nord
J Psychiatry. 2016;70(4):248–54. doi: 10.3109/08039488.2015.1084372.
[PubMed: 26524243].

4. Chan S, Yu Iu W. Quality of life of clients with schizophrenia. J Adv Nurs.
2004;45(1):72–83. [PubMed: 14675303].

5. Martire LM, Hinrichsen GA, Morse JQ, Reynolds C3, Gildengers
AG, Mulsant BH, et al. The Mood Disorder Burden Index: a scale
for assessing the burden of caregivers to adults with unipo-
lar or bipolar disorder. Psychiatry Res. 2009;168(1):67–77. doi:
10.1016/j.psychres.2008.04.010. [PubMed: 19427705].

6. Wong DF, Lam AY, Chan SK, Chan SF. Quality of life of caregivers
with relatives suffering from mental illness in Hong Kong: roles
of caregiver characteristics, caregiving burdens, and satisfaction
with psychiatric services. Health Qual Life Outcomes. 2012;10:15. doi:
10.1186/1477-7525-10-15. [PubMed: 22289443].

7. Richieri R, Boyer L, Reine G, Loundou A, Auquier P, Lancon C, et al.
The Schizophrenia Caregiver Quality of Life questionnaire (S-CGQoL):
development and validation of an instrument to measure quality
of life of caregivers of individuals with schizophrenia. Schizophr
Res. 2011;126(1-3):192–201. doi: 10.1016/j.schres.2010.08.037. [PubMed:
20850951].

8. Gater A, Rofail D, Tolley C, Marshall C, Abetz-Webb L, Zarit SH, et al.
"Sometimes It’s Difficult to Have a Normal Life": Results from a Qual-
itative Study Exploring Caregiver Burden in Schizophrenia. Schizophr
Res Treatment. 2014;2014:368215. doi: 10.1155/2014/368215. [PubMed:
24864209].

9. Caqueo-Urizar A, Gutierrez-Maldonado J, Miranda-Castillo C. Quality
of life in caregivers of patients with schizophrenia: a literature re-
view. Health Qual Life Outcomes. 2009;7:84. doi: 10.1186/1477-7525-7-84.
[PubMed: 19747384].

10. Angermeyer MC, Schulze B, Dietrich S. Courtesy stigma–a focus group
study of relatives of schizophrenia patients. Soc Psychiatry Psychi-
atr Epidemiol. 2003;38(10):593–602. doi: 10.1007/s00127-003-0680-x.
[PubMed: 14564387].

11. Yousefy AR, Ghassemi GR, Sarrafzadegan N, Mallik S, Baghaei AM,
Rabiei K. Psychometric properties of the WHOQOL-BREF in an Ira-
nian adult sample. Community Ment Health J. 2010;46(2):139–47. doi:
10.1007/s10597-009-9282-8. [PubMed: 20063062].

12. Golics C. The conceptualisation, development and validation of a
generic health-related family quality of life measure. Cardiff Univer-
sity; 2013.

13. Yeasmin S, Rahman KF. Triangulation’research method as the tool of
social science research. Bup J. 2012;1(1):154–63.

14. Minaya P, Baumstarck K, Berbis J, Goncalves A, Barlesi F, Michel G,
et al. The CareGiver Oncology Quality of Life questionnaire (CarGO-
QoL): development and validation of an instrument to measure the
quality of life of the caregivers of patients with cancer. Eur J Cancer.
2012;48(6):904–11. doi: 10.1016/j.ejca.2011.09.010. [PubMed: 22033328].

15. Schene AH, Tessler RC, Gamache GM. Instruments measuring family
or caregiver burden in severe mental illness. Soc Psychiatr Psychiatr
Epidemiol. 1994;29(5):228–40.

16. Ferrans CE, Powers MJ. Psychometric assessment of the Quality of Life
Index. Res Nurs Health. 1992;15(1):29–38. [PubMed: 1579648].

17. Organization WH . WHOQOL-BREF: introduction, administration,
scoring and generic version of the assessment: field trial version. ;
1996.

18. Strauss A, Corbin J. Basics of qualitative research. 15. Newbury Park,
CA: Sage; 1990.

19. Schreier M. Qualitative content analysis in practice. Sage Publica-
tions; 2012.

20. Polit-O’Hara D, Beck CT. Essentials of nursing research: Methods, ap-
praisal, and utilization. 1. Lippincott Williams & Wilkins; 2006.

21. Crocker L, Algina J. Introduction to classical and modern test theory.
ERIC; 1986.

22. IH NJB . Psychometric theory. New York: McGraw-Hill; 1994.
23. Kaiser HF, Caffrey J. Alpha Factor Analysis. Psychometrika. 1965;30:1–14.

[PubMed: 14293189].
24. Carey RG, Seibert JH. A patient survey system to measure qual-

ity improvement: questionnaire reliability and validity. Med Care.
1993;31(9):834–45. [PubMed: 8366685].

25. Campbell DT, Fiske DW. Convergent and discriminant validation by
the multitrait-multimethod matrix. Psychol Bull. 1959;56(2):81–105.
[PubMed: 13634291].

26. Cronbach LJ. Coefficient alpha and the internal structure of tests. Psy-
chometrika. 1951;16(3):297–334. doi: 10.1007/bf02310555.

27. Brace N, Snelgar R, Kemp R. SPSS for Psychologists. Palgrave Macmil-
lan; 2012.

28. Kalantari K. Data processing and analysis in socio-economic research.
Tehran: Farhang Saba Publisher; 2008.

29. Pashasharifi H. The fundamentals of psychometry and the assess-
ment of psychology [In Persian]. Tehran: Nour Hekmat; 1995.

30. Kline P. An easy guide to factor analysis. Routledge; 2014.
31. Slevin ML, Plant H, Lynch D, Drinkwater J, Gregory WM. Who should

measure quality of life, the doctor or the patient? Br J Cancer.
1988;57(1):109–12. [PubMed: 3348942].

32. Aghili R, Khamseh ME, Malek M, Banikarimi AS, Baradaran HR,
Ebrahim Valojerdi A. Development and validation of diabetes em-
powerment questionnaire in Iranian people with type 2 diabetes. Int
Nurs Rev. 2013;60(2):267–73. doi: 10.1111/inr.12007. [PubMed: 23692012].

8 Iran J Psychiatry Behav Sci. 2017; 11(2):e9195.

http://cdn.neoscriber.org/cdn/serve/89/7e/897eb29aa4bac2876e6eb8bd01c49d765fac0db6/ijpbs-inpress-inpress-9195-Supplementary-File.pdf
http://www.ncbi.nlm.nih.gov/pubmed/8518769
http://dx.doi.org/10.1177/0004867412468494
http://www.ncbi.nlm.nih.gov/pubmed/23172654
http://dx.doi.org/10.3109/08039488.2015.1084372
http://www.ncbi.nlm.nih.gov/pubmed/26524243
http://www.ncbi.nlm.nih.gov/pubmed/14675303
http://dx.doi.org/10.1016/j.psychres.2008.04.010
http://www.ncbi.nlm.nih.gov/pubmed/19427705
http://dx.doi.org/10.1186/1477-7525-10-15
http://www.ncbi.nlm.nih.gov/pubmed/22289443
http://dx.doi.org/10.1016/j.schres.2010.08.037
http://www.ncbi.nlm.nih.gov/pubmed/20850951
http://dx.doi.org/10.1155/2014/368215
http://www.ncbi.nlm.nih.gov/pubmed/24864209
http://dx.doi.org/10.1186/1477-7525-7-84
http://www.ncbi.nlm.nih.gov/pubmed/19747384
http://dx.doi.org/10.1007/s00127-003-0680-x
http://www.ncbi.nlm.nih.gov/pubmed/14564387
http://dx.doi.org/10.1007/s10597-009-9282-8
http://www.ncbi.nlm.nih.gov/pubmed/20063062
http://dx.doi.org/10.1016/j.ejca.2011.09.010
http://www.ncbi.nlm.nih.gov/pubmed/22033328
http://www.ncbi.nlm.nih.gov/pubmed/1579648
http://www.ncbi.nlm.nih.gov/pubmed/14293189
http://www.ncbi.nlm.nih.gov/pubmed/8366685
http://www.ncbi.nlm.nih.gov/pubmed/13634291
http://dx.doi.org/10.1007/bf02310555
http://www.ncbi.nlm.nih.gov/pubmed/3348942
http://dx.doi.org/10.1111/inr.12007
http://www.ncbi.nlm.nih.gov/pubmed/23692012
http://ijpsychiatrybs.com/en/index.html


Soltaninejad A et al.

33. Canam C, Acorn S. Quality of life for family caregivers of people with
chronic health problems. Rehabil Nurs. 1999;24(5):192–6. [PubMed:
10754909] 200.

34. Grover S, Dutt A. Perceived burden and quality of life of care-
givers in obsessive-compulsive disorder. Psychiatry Clin Neurosci.
2011;65(5):416–22. doi: 10.1111/j.1440-1819.2011.02240.x. [PubMed:
21851450].

35. Gutierrez-Maldonado J, Caqueo-Urizar A, Kavanagh DJ. Burden of care
and general health in families of patients with schizophrenia. Soc Psy-
chiatry Psychiatr Epidemiol. 2005;40(11):899–904. doi: 10.1007/s00127-
005-0963-5. [PubMed: 16245190].

36. Dimitriou P, Anthony D, Dyson S. Quality of life for patients with
schizophrenia living in the community in Greece. J Psychiatr Ment
Health Nurs. 2009;16(6):546–52. doi: 10.1111/j.1365-2850.2009.01413.x.
[PubMed: 19594677].

37. Bengtsson-Tops A, Hansson L. Subjective quality of life in
schizophrenic patients living in the community. Relationship to
clinical and social characteristics. Eur Psychiatry. 1999;14(5):256–63.
[PubMed: 10572355].

38. Narvaez JM, Twamley EW, McKibbin CL, Heaton RK, Patterson TL.
Subjective and objective quality of life in schizophrenia. Schizophr
Res. 2008;98(1-3):201–8. doi: 10.1016/j.schres.2007.09.001. [PubMed:
17919890].

39. Cardoso CS, Caiaffa WT, Bandeira M, Siqueira AL, Abreu MN, Fonseca
JO. Factors associated with low quality of life in schizophrenia. Cad
Saude Publica. 2005;21(5):1338–40. [PubMed: 16158138].

40. Caron J, Mercier C, Diaz P, Martin A. Socio-demographic and clin-
ical predictors of quality of life in patients with schizophrenia
or schizo-affective disorder. Psychiatry Res. 2005;137(3):203–13. doi:
10.1016/j.psychres.2005.07.002. [PubMed: 16298428].

41. White Y, Curtis J, Alshowkan A. Quality of life for people with
schizophrenia: a literature review. Arab J Psychiatr. 2012;23(2):122–31.

42. Zendjidjian X, Richieri R, Adida M, Limousin S, Gaubert N, Parola N, et
al. Quality of life among caregivers of individuals with affective dis-
orders. J Affect Disord. 2012;136(3):660–5. doi: 10.1016/j.jad.2011.10.011.
[PubMed: 22100129].

43. Narasipuram S, Kasimahanti S. Quality of life and perception of bur-
den among caregivers of persons with mental illness. Life. 2012;21:23.

Iran J Psychiatry Behav Sci. 2017; 11(2):e9195. 9

http://www.ncbi.nlm.nih.gov/pubmed/10754909
http://dx.doi.org/10.1111/j.1440-1819.2011.02240.x
http://www.ncbi.nlm.nih.gov/pubmed/21851450
http://dx.doi.org/10.1007/s00127-005-0963-5
http://dx.doi.org/10.1007/s00127-005-0963-5
http://www.ncbi.nlm.nih.gov/pubmed/16245190
http://dx.doi.org/10.1111/j.1365-2850.2009.01413.x
http://www.ncbi.nlm.nih.gov/pubmed/19594677
http://www.ncbi.nlm.nih.gov/pubmed/10572355
http://dx.doi.org/10.1016/j.schres.2007.09.001
http://www.ncbi.nlm.nih.gov/pubmed/17919890
http://www.ncbi.nlm.nih.gov/pubmed/16158138
http://dx.doi.org/10.1016/j.psychres.2005.07.002
http://www.ncbi.nlm.nih.gov/pubmed/16298428
http://dx.doi.org/10.1016/j.jad.2011.10.011
http://www.ncbi.nlm.nih.gov/pubmed/22100129
http://ijpsychiatrybs.com/en/index.html


Soltaninejad A et al.

Table 1. Characteristics of the Caregivers and Their Patients

Statistics No. (%)

Caregivers

Sex

Female 159 (81.1)

Male 36 (18.4)

Missing 1 (0.5)

Marital status

Married 129 (65.8)

Single 32 (16.3)

Divorced 28 (14.3)

Widowed 5 (2.6)

Missing 2 (1)

Relationship with the patient

Spouse 46 (23.5)

Father 10 (5.1)

Mother 7 (3.6)

Sister 35 (17.9)

Brother 39 (19.9)

Child 46 (23.5)

Others 13 (6.6)

Occupational status

Unemployed 86 (43.9)

Part-time 71 (36.2)

Full-time 24 (12.2)

Retired 10 (5.1)

Missing 5 (2.6)

Place of residence

Urban 169 (86.2)

Rural 25 (12.8)

Missing 2 (1)

Educational level

Elementary 69 (35.2)

Secondary 94 (48)

University 33 (16.8)

Mean age 44.42 ± 8.54

Patients

Sex

Female 56 (28.6)

Male 138 (70.4)

Missing 2 (1)
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Marital status

Married 63 (32.1)

Single 117 (59.7)

Divorced 8 (4.1)

Widowed 6 (3.1)

Missing 2 (1)

Occupational status

Unemployed 173 (88.3)

Part-time 9 (4.6)

Retired 3 (1.5)

Early retired 10 (5.1)

Missing 1 (0.5)

Place of residence

Urban 169 (86.2)

Rural 25 (12.8)

Missing 2 (1)

Educational level

Elementary 94 (48)

Secondary 94 (48)

University 7 (3.5)

Missing 1 (0.5)

Urban 169 (86.2)

Rural 25 (12.8)

Missing 2 (1)

Type of disease

Schizophrenia 120 (61.2)

BMD 47 (24)

MDD 29 (14.8)

Mean age 39.49 ± 11.47

Abbreviations: BMD, bipolar mood disorder; MDD, major depressive disorder.
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