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Abstract
Background  Family caregivers of psychiatric patients often experience various negative psychosocial consequences, 
with a decline in quality of life being the most prevalent. This study was conducted with the aim of evaluating the 
psychometric indices of the Persian version of the Family Caregiver-Specific Quality of Life Scale (FAMQOL).

Methods  This cross-sectional study was conducted in 400 family caregivers of patients with chronic psychiatric 
diseases in Iran in 2024 using convenience sampling. Using a forward-backward translation procedure, the face 
and content validity of the FAMQOL were assessed through both qualitative and quantitative methods. After face 
and content validity, in order to determine construct validity, exploratory (n = 200) and confirmatory (n = 200) factor 
analysis was performed. To determine reliability, internal consistency (Cronbach’s alpha coefficient and Macdonald’s 
omega coefficient) and stability (intraclass correlation coefficient) were estimated.

Results  A total of 400 participants were evaluated, comprising 184 males (46.0%) and 216 females (54.0%). In 
content validity, one item was removed and during exploratory factor analysis, the remaining 15 items were loaded 
on four factors including social, spiritual, physical and psychological, which described 61.74% of the total variance. 
Confirmatory factor analysis showed that the obtained model has a good fit. All obtained factors had convergent and 
discriminant validity. Cronbach’s alpha (0.783 to 0.932), Macdonald’s omega (0.817 to 0.934) and intraclass correlation 
coefficients (0.953 to 0.971) showed acceptable internal consistency and stability of the factors of the Persian version 
of FAMQOL.

Conclusion  Findings from this study confirm that the Persian version of the FAMQOL is a valid and reliable 
instrument for evaluating the quality of life among family caregivers of patients with chronic psychiatric disorders. This 
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Background
Today, we are witnessing an alarming rise in the inci-
dence of psychiatric disorders worldwide, driven by 
political turmoil, waves of violence, and frequent changes 
in the social fabric of countries [1]. Psychiatric disor-
ders are a major public health concern and rank among 
the top ten leading causes of disease burden worldwide 
[2]. A meta-analysis of mental health surveys conducted 
in 59 countries between 1980 and 2013 estimated the 
pooled lifetime prevalence of common psychiatric disor-
ders among adults aged 16–65 to be 29.2% [3]. In Iran, 
the prevalence of psychiatric disorders was found to be 
31.03% in studies using screening tools and 25.42% in 
studies employing clinical interviews [4]. Chronic psychi-
atric conditions significantly affect not only the patients 
but also their family caregivers [5]. Moreover, family 
caregivers play a significant role in patient care and often 
experience a heavy burden that includes emotional, phys-
ical, financial, and psychosocial challenges. These chal-
lenges ultimately reduce their quality of life [6].

Quality of life is a crucial aspect of societies, but it is 
a deeply anthropocentric and complex concept that 
attempts to encompass human needs and activities [7]. 
It’s important to remember that the interpretation of 
quality of life is highly subjective [8]. From both scientific 
and social perspectives, quality of life includes a variety 
of variables and factors that contribute to an overall sense 
of well-being [9]. It encompasses physical health, psy-
chological parameters, and social interactions [10, 11]. 
The quality of life for family caregivers of patients with 
psychiatric illnesses is typically low [12]. Lower quality 
of life scores are related to lower socioeconomic status, 
lower education levels, and unemployment or financial 
problems among caregivers of individuals with mental 
and non-mental illnesses [13]. Caregivers of individu-
als with psychiatric illnesses are susceptible to social 
consequences, including reduced social support [14], 
stigma [15], and discrimination [16], which can lead to 
high levels of depression [17], stress [18], and anxiety 
[19]. This situation can ultimately hinder their ability to 
provide adequate informal care to their patients [20]. 
Assessing the quality of life of caregivers using question-
naires is a well-established and widely accepted approach 
[21]. Evaluating the quality of life of family caregivers of 
patients with chronic psychiatric disorders is especially 
important, as these individuals often encounter substan-
tial physical, emotional, and social challenges that can 
adversely affect their well-being [22]. Gaining insight into 
their quality of life enables the identification of specific 

needs and supports the development of targeted inter-
ventions to enhance their overall health and caregiving 
experience [23].

Various tools have been validated to measure the qual-
ity of life of family caregivers of people with chronic 
diseases such as the Short Form-36 (SF-36) and WHO-
QOL BREF questionnaire. Researchers have either psy-
chometrically tested these general tools for assessing the 
quality of life in caregivers of a wide range of conditions 
[24–27] or developed specific tools tailored to the care-
givers of particular diseases such as Caregiver Quality 
of Life Index–Cancer (CQOLC), The Caregiver Oncol-
ogy Quality of Life questionnaire (CarGOQoL), the 
Caregiver Quality of Life Cystic Fibrosis (CQOLCF), the 
Schizophrenia Caregiver Quality of Life questionnaire 
(S-CGQoL) [5, 28–33]. Given the critical importance of 
quality of life in evaluating, measuring, and identifying 
areas for improvement in care outcomes, it is essential 
to use diverse and comprehensive scales. In a 2007 study 
by Nauser et al., the Family Caregiver Quality of Life 
(FAMQOL) scale was introduced to assess the quality of 
life of family caregivers. This scale includes four factors: 
spiritual, physical, psychological, and social well-being, 
with higher scores indicating a better quality of life [31]. 
It’s important to note that the FAMQOL scale contains 
general items for evaluating quality of life and has been 
translated and psychometrically tested in Turkish and 
Brazilian languages [34, 35]. This scale has a reasonable 
number of items compared to previously available tools, 
minimizing the risk of fatigue during completion and 
allowing caregivers to finish it in a shorter amount of 
time. Another strength of this scale lies in its straightfor-
ward scoring method and ease of interpretation, which 
motivated the authors to conduct its psychometric eval-
uation. Additionally, the inclusion of concepts such as 
spiritual, physical, psychological, and social well-being 
within the Iranian context further underscores its signifi-
cance [36, 37].

Given the significant need to assess the quality of life of 
family caregivers of chronic psychiatric patients in Iran 
and the limitations of available measurement tools in this 
area, this study was conducted to validate the Persian 
version of the FAMQOL. The validation of this tool is 
expected to facilitate its use in future research for evalu-
ating and identifying areas to improve the quality of life 
for family caregivers of patients with chronic psychiatric 
conditions.

scale holds significant potential for both research and clinical applications, facilitating the identification of caregivers’ 
needs and guiding the creation of targeted interventions to enhance their quality of life.

Keywords  Quality of life, Caregiver, Validity, Reliability, Psychometric
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Methods
Participants and the study setting
This methodological study was conducted using cross-
sectional design with 400 family caregivers of patients 
with chronic psychiatric diseases at Ibn Sina Psychiatric 
Hospital in Mashhad, Iran, in 2024. To achieve the goals 
of this study and conduct both exploratory factor analy-
sis (EFA) and confirmatory factor analysis (CFA), we 
aimed to include 5–10 family caregivers per item, as sug-
gested by previous studies [38]. A sample size of at least 
200 cases for psychometric studies is recommended [39]. 
A total of 400 family caregivers of patients with chronic 
psychiatric diseases were selected using a convenience 
sampling method and based on specific inclusion crite-
ria. These criteria included a definite diagnosis by a psy-
chiatrist according to the medical record, age 18 years or 
older, providing care for at least six months [40], literacy 
in reading and writing, and proficiency in the Persian 
language. Exclusion criteria included the presence of psy-
chiatric disorders or the use of neuroleptic drugs by the 
caregiver.

Scale
The FAMQOL, developed by Nauser et al. in 2011, com-
prises 16 items divided into four subscales: physical, psy-
chological, spiritual, and social well-being. Specifically, 
the subscales are as follows: physical well-being (items 
1, 5, 8, and 9; e.g., Item 1: ‘As a caregiver, I seem to get 
sick more often’), psychological well-being (items 2, 3, 4, 
and 6; e.g., Item 2: ‘As a caregiver, I am overwhelmed’), 
spiritual well-being (items 13, 14, 15, and 16; e.g., Item 
15: ‘Caregiving gives me a sense of inner peace’), and 
social well-being (items 7, 10, 11, and 12; e.g., Item 15: 
‘Because of caregiving, I am socially isolated’). Items 1 to 
7 are reverse-scored. Each item is rated on a 5-point Lik-
ert scale ranging from 1 (strongly disagree) to 5 (strongly 
agree). The total score is obtained by summing the scores 
of all 16 items, resulting in a range from 16 to 80, with 
higher scores reflecting better quality of life. Construct 
validity was evaluated through EFA. During this process, 
leaving 16 items of scale explained 41% of the variance. 
Internal consistency and stability, were measured by 
Cronbach’s alpha equal to 0.89, and the intra-cluster cor-
relation coefficient equal to 0.91, respectively. Further-
more, the FAMQOL score demonstrated a correlation of 
0.45 with the total score of the SF-36 quality of life scale 
and 0.59 with its psychological dimension [31].

Translation process
After obtaining written permission from the scale’s cre-
ator, Professor Nauser, the FAMQOL was translated into 
Persian following Gudmundsson’s translation protocol 
[41]. Two professional translators, one with expertise in 
the medical sciences field and the other in non-medical 

sciences fields, independently translated the scale into 
Persian. The authors carefully reviewed and merged 
these translations to produce the initial Persian version 
of the FAMQOL. Feedback was incorporated, and nec-
essary revisions were made to refine the initial version. 
This revised Persian version was then back-translated 
into English by another two independent translators with 
similar qualifications to the previous translators. Finally, 
the research team reviewed and approved the final ver-
sion of the scale.

Face validity
This stage included both qualitative and quantitative 
assessments of face validity. Initially, to evaluate the qual-
itative face validity, 10 family caregivers of patients with 
chronic psychiatric diseases were interviewed in person 
to gather their opinions on the appropriateness, difficulty, 
relevance, and clarity of the items. After analyzing and 
summarizing their feedback, modifications were made 
to the items to enhance their clarity and comprehension 
[42].

Additionally, to assess quantitative face validity, the 
importance of each item was evaluated using a 5-point 
Likert scale (very important = 5, important = 4, moder-
ately important = 3, slightly important = 2, not impor-
tant = 1) by the same group of ten family caregivers. The 
impact score for each item was calculated using the for-
mula: Impact score = Frequency (%) × Importance. Fre-
quency refers to the percentage of respondents who rated 
the item as 4 or 5, and Importance represents the aver-
age importance score based on the Likert scale. An item 
was considered suitable for further analysis and retained 
if its impact score was greater than 1.5, based on an aver-
age rating of 3 and a frequency of 50%. Items with an 
impact score of less than 1.5 were not removed but were 
reviewed and revised [43].

Content validity
Content validity was assessed both qualitatively and 
quantitatively. The qualitative evaluation involved 12 
experts (five in mental health, five in nursing, and two 
in instrument design/psychometric evaluation). These 
experts reviewed the grammatical accuracy, appropriate-
ness of terms, necessity of items, placement of items, and 
scoring of the items. The content validity ratio (CVR) and 
content validity index (CVI) were calculated to quantify 
the scale’s content validity. The experts rated the neces-
sity of each item using the criteria: not necessary (1), 
useful but not necessary (2), and necessary (3). The CVR 
was calculated using the formula: CVR = (ne– [N / 2]) / 
(N / 2). Where N is the total number of experts and ne 
is the number of experts who rated the item as “neces-
sary.” According to Lawshe’s table, the minimum accept-
able CVR for a panel of 12 experts is 0.56 [44]. The CVI, 
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reflecting the relevance of the scale items to the overall 
concept, was also evaluated. Experts rated each item as 
“not relevant” (1), “somewhat relevant” (2), “relevant but 
needs revision” (3), or “completely relevant” (4). The CVI 
for each item was determined by dividing the number of 
experts who rated the item as 3 or 4 by the total number 
of experts. An item was considered acceptable if it had 
a CVI score greater than 0.79. Scores between 0.79 and 
0.70 were deemed questionable and subject to revision, 
while items with scores below 0.70 were considered for 
removal. The scale-level content validity index (S-CVI) 
and scale-level content validity ratio (S-CVR) were calcu-
lated as the average values of CVI and CVR, respectively, 
with an S-CVI > 0.9 deemed acceptable [43].

Additionally, the modified Kappa statistic was cal-
culated for each item to account for the chance agree-
ment among experts. Items with a Kappa value of 0.74 or 
higher were considered excellent [45]. The Kappa (K) sta-
tistic was computed using the formula: K = (I-CVI - Pc) 
/ (1 - Pc). Where I-CVI is the item-level content validity 
index and Pc is the probability of chance agreement.

Construct validity
The construct validity of the FAMQOL was assessed 
using Maximum Likelihood Exploratory Factor Analy-
sis (MLEFA) with Promax rotation on the first set of 
200 responses. The Kaiser-Meyer-Olkin (KMO) test and 
Bartlett’s test were used to measure sampling adequacy. 
KMO values between 0.7 and 0.8 were considered good, 
and values between 0.8 and 0.9 were considered excellent. 
An item’s presence in a latent factor was determined by a 
factor loading threshold of approximately 0.33, calculated 
using the formula: CV = 5.152 / √(n − 2), where CV rep-
resents the critical value and n is the sample size. Items 
with communalities less than 0.3 were removed from the 
EFA [46]. Eigenvalues (λ) are calculated by adding up the 
squared factor loadings (SSL) for all items (k) within each 
factor. This number shows how much of the variance in 
each item can be explained by the analysis. To find out 
the percentage of total variance explained by a factor, the 
Eigenvalue is divided by the total number of items [47].

Following this, the CFA was conducted. The goal of 
CFA is to verify that the proposed model corresponds to 
the actual model in the study population by assessing the 
goodness of fit. In other words, CFA aims to confirm the 
factor structure identified through EFA. Various model 
fit indices were used to evaluate the model fit, including 
Comparative Fit Index (CFI), Normed Fit Index (NFI), 
Goodness of Fit Index (GFI), Relative Fit Index (RFI), and 
Incremental Fit Index (IFI) all above 0.9. The Root Mean 
Square Error of Approximation (RMSEA) was below 
0.08, and the Minimum Discrepancy Function divided by 
degrees of freedom (CMIN/DF) was less than 3, indicat-
ing good model fit [48].

Convergent and discriminant validity
In order to assess convergent validity and discriminant 
validity, specific criteria were utilized. For convergent 
validity, the composite reliability (CR) should be higher 
than 0.7, and the average variance extracted (AVE) 
should be higher than 0.5 for each construct. Fornell and 
Larcker (1981) proposed that if the AVE is below 0.5 for 
a psychological construct, but the CR is above 0.7, the 
convergent validity can still be deemed acceptable [49]. 
The study used the Heterotrait-Monotrait Ratio (HTMT) 
correlation criterion to determine discriminant validity. 
According to this criterion, the HTMT ratio between all 
constructs should be less than 0.85 [50].

Reliability
To evaluate the internal consistency of the FAMQOL, 
Cronbach’s alpha and McDonald’s omega coefficients 
were calculated for all four extracted factors. A mini-
mum value of 0.7 for both alpha and omega coefficients 
was considered acceptable, indicating good internal con-
sistency. The CR was also assessed for each factor, with 
CR values greater than 0.7 indicating good reliability 
[51]. The stability of the FAMQOL was evaluated using 
the intraclass correlation coefficient (ICC), with an index 
above 0.8 considered to indicate satisfactory stability 
[52]. For this assessment, a sample of 30 family caregivers 
completed the scale twice with a two-week interval.

Normality, outliers and missing data
Univariate and multivariate outliers were assessed using 
distribution charts and Mahalanobis distance (with 
Mahalanobis distance p < 0.001). Univariate normality 
was evaluated considering skewness (values within ± 3) 
and kurtosis (values within ± 7), and multivariate nor-
mality was assessed using the Mardia coefficient (< 8) 
[53]. The data did not significantly deviate from a normal 
distribution. Listwise deletion was used to handle miss-
ing data for CFA, as it was preferred over imputation due 
to the association of non-response with incomplete ques-
tionnaires. Statistical analysis was conducted using SPSS 
and AMOS version 26.0.

Results
A total of 400 caregivers of patients with chronic psychi-
atric disorders participated in this study. Among them, 
183 caregivers (45.8%) were the patients’ children and 
provided direct care for an average of 7.05 (SD = 13.05) 
hours per day. Of the patients, 210 (52.5%) were diag-
nosed with bipolar disorder type I, with an average ill-
ness duration of 10.16 (SD = 10.12) years. The majority 
of caregivers were female (54.0%) and married (83.0%). 
Additionally, 224 caregivers (56.0%) had only a primary 
education, and 156 caregivers (39.0%) were housewives. 
Regarding the patients, approximately two-thirds (65.5%) 
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were male, and more than half (59.8%) were single. The 
majority of patients (64.3%) had primary school educa-
tion as their highest level of schooling. The mean age 
of the caregivers was 48.29 (SD = 12.55) years, while the 
mean age of the patients was 38.33 (SD = 14.08) years.

Face and content validity
The results of face validity indicated that all items of the 
tool were deemed appropriate, clear, and important, with 
all scores exceeding 1.5. For qualitative content valid-
ity, some items were revised based on the suggestions of 
12 experts. In terms of quantitative content validity, the 
CVR and CVI were calculated for each item. Item num-
ber 13, which had a CVR lower than the cut-off point of 
0.56, was removed, reducing the number of scale items 
to 15. The S-CVI and S-CVR were obtained as 0.99 and 
0.73, respectively.

Construct validity
In the MLEFA, the KMO value was 0.859, and Bartlett’s 
test of sphericity yielded a value of Chi-square = 
4027.694 (P < 0.001). Four factors were extracted based 
on eigenvalues greater than one and scree plot (Fig. 1). As 
shown in Table 1, these four factors collectively explained 
61.74% of the total variance. None of the items were 
removed at this stage, as all had factor loadings greater 
than 0.3.

The CFA model (Fig.  2) findings confirmed all good-
ness-of-fit indices for the final model: χ² = 234.695; DF 
= 84, P < 0.001, CMIN/DF = 2.793, PCFI = 0.730, PNFI 
= 0.715, RMSEA = 0.068 (90% CI: 0.063, 0.075), IFI = 
0.912, CFI = 0.912, GFI = 0.878, AGFI = 0.826, and PGFI 
= 0.615.

Convergent and discriminant validity
Since the AVE values for all factors were greater than 0.5, 
this indicates adequate convergent validity. Additionally, 
because the AVE values were higher than the MSV val-
ues, discriminant validity was confirmed for all subscales 
(Table  2). Also, the results of the Heterotrait-Monotrait 
(HTMT) ratio were below 0.85, indicating good discrimi-
nant validity for all factors.

Reliability
Cronbach’s alpha, McDonald’s omega, and the ICC for 
the four factors extracted from the FAMQOL were all 
evaluated at favorable levels (Table  2). The ICC for all 
items was calculated as 0.986. Additionally, CR val-
ues above 0.7 for all factors demonstrated appropriate 
reliability.

Discussion
Based on the results of this study the FAMQOL consists 
of four factors and 15 items. Consistent with these find-
ings, the original version of the FAMQOL included 16 

Table 1  Exploratory factors analysis of the Persian version of the FAMQOL (N = 200)
Facto Indices

CR AVE MSV MaxR (H) α Ω ICC
Social 0.893 0.631 0.447 0.937 0.892 0.901 0.971
Spiritual 0.933 0.823 0.242 0.948 0.932 0.934 0.965
Psychological 0.820 0.535 0.447 0.834 0.816 0.817 0.953
Physical 0.808 0.603 0.216 0.894 0.783 0.861 0.953
Abbreviations: h2: Item Communalities, λ: Eigenvalue

Fig. 1  Scree Plot for Exploratory Factor Analysis of the FAMQOL: Eigenvalues and Factor Retention
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items and a four-factor structure comprising social, spiri-
tual, physical, and psychological factors [31]. Addition-
ally, the FAMQOL scale was validated in Turkey, where 
it revealed a three-factor structure (social, spiritual, 
and psychological) [34]. In Iran, a similar questionnaire 
designed to measure the quality of life for caregivers 
of patients with schizophrenia and affective disorders 
(SAC-QoL) included seven dimensions: emotional bur-
den, managing patient symptoms, relationship with the 
therapeutic team, relationship with family, financial bur-
den, relationship with extended family and friends, and 
latent worry [5]. Another scale introduced in Saudi Ara-
bia to evaluate the quality of life and self-stigma in care-
givers of patients with schizophrenia included 25 items 
and seven factors: psychological well-being, self-stigma, 
relationships with family and relatives, relationships with 
the psychiatric health team, physical health, psychologi-
cal burden, and financial burden [33]. Additionally, the 
Schizophrenia Caregiver Quality of Life questionnaire 
(S-CGQoL), designed with 25 items and seven subscales, 
includes psychological and physical well-being, psycho-
logical burden and daily life, relationships with a spouse, 
relationships with the psychiatric team, relationships 
with friends, and material burden [32].

The first factor extracted in the Persian version of the 
FAMQOL was the Social factor, comprising five items. 
This factor primarily reflects the caregiving person’s rela-
tionship with those around them and their involvement 
in various social activities, such as enjoyable, religious, 
and sports activities. It explained the highest percentage 
of caregivers’ quality of life, highlighting its importance 
in shaping caregivers’ overall quality of life. This factor 
corresponds to the social factor in the original version of 

Table 2  Convergent and discriminant validity, and reliability of the FAMQOL-Persian version
Factors Qn. Item Factor 

loading
h2 λ %Vari-

ance
Social	 10. Even though I am a caregiver, I can participate in enjoyable activities. 0.958 0.901 3.04 20.28

8. Even though I am a caregiver, I can still exercise as much as I want. 0.833 0.791
12. Even though I am a caregiver, I can do religious activities if I want to. 0.804 0.575
9. Even though I am a caregiver, I can be check by doctors, dentists, and other health 
care providers.

0.631 0.395

11. Although I am a caregiver, I can maintain personal relationships with others. 0.621 0.584
Spiritual 14. Providing care to my patient increases my sense of inner strength. 0.944 0.890 2.49 16.63

16. Providing care to my patient gives meaning to my life. 0.928 0.885
15. Providing care to my patient gives me inner peace. 0.861 0.818

Psychological 6. As a caregiver, I am emotionally strained. 0.797 0.582 2.00 13.35
4. As a caregiver, I am tired. 0.768 0.687
2. As a caregiver, I feel overwhelmed. 0.689 0.438
7. As a caregiver, I am socially isolated. 0.550 0.523

Physical 1. As a caregiver, I think I get sick more often. 0.886 0.822 1.72 11.48
5. As a caregiver, my physical health has suffered. 0.848 0.789
3. As a caregiver, I feel selfish when I consider my own needs. 0.466 0.210

Abbreviations: FAMQOL: Family Caregiver-Specific Quality of Life Scale; CR: Composite Reliability; AVE: Average Variance Extracted; MSV: Maximum Shared Squared 
Variance; α: Cronbach’s alpha; Ω: McDonald’s omega; ICC: Intraclass Correlation Coefficients

Fig. 2  The final model of the FAMQOL- Persian version (N = 200). The 
mean of FAMQOL was 51.18 (SD = 11.69)
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the scale [31]. Similarly, the Turkish version of FAMQOL 
introduced a latent factor called social well-being, which 
aligns with the current factor [34]. A review of 30 qual-
ity of life scales indicates that the social dimension is a 
crucial component in measuring quality of life [54]. This 
factor underscores that families of patients with chronic 
psychiatric disorders benefit from support and interac-
tion with others, which helps them manage their daily 
lives during caregiving. Thus, social health is a significant 
component of quality of life [55]. Previous research also 
identified two dimensions in the SAC-QoL: relation-
ship with family and relationship with extended family 
and friends, consistent with the current study’s findings 
[5]. Supporting these findings, a study by Richieri et al. 
(2011) in France developed a 25-item quality of life scale 
for caregivers of patients with schizophrenia, revealing 
seven factors. Four of these factors—Relationships with 
Spouse, Relationships with Psychiatric Team, Relation-
ships with Family, and Relationships with Friends—are 
related to the social aspect of caregivers’ lives [32]. Social 
health is a key predictor of quality of life for family care-
givers of patients with chronic psychiatric disorders. It 
encompasses the strength and quality of social support 
networks, including emotional, practical, and informa-
tional support. Caregivers with robust social connections 
experience reduced feelings of isolation, improved emo-
tional well-being, and greater resilience against stress and 
caregiving burdens [56, 57]. Access to support groups 
and community resources provides caregivers with 
essential knowledge and assistance, enhancing their abil-
ity to manage caregiving responsibilities. Consequently, 
strong social health not only alleviates the physical and 
emotional burdens of caregiving but also fosters a sense 
of belonging and purpose, leading to significant improve-
ments in quality of life [58, 59].

The second factor extracted in the current version 
of the scale was the Spiritual factor, consisting of three 
items. This factor primarily focuses on enhancing the 
caregiver’s sense of strength and inner peace, as well as 
imbuing their life with meaning through the act of caring 
for the patient. In the original version of this scale, a simi-
lar factor was identified, which corresponds to the Spiri-
tual factor found in the Persian version [31]. Similarly, the 
current factor aligns with the Spiritual Well-Being factor 
in the Turkish version of FAMQOL [34]. A comparable 
scale developed for family caregivers of cancer patients 
in Taiwan also identified a factor equivalent to the one 
in this study, measuring the spiritual dimension as part 
of caregivers’ overall quality of life [60]. It is important to 
recognize that, when classifying different types of health, 
spiritual health is considered a significant component of 
quality of life. Spiritual well-being is viewed as a crucial 
aspect of quality of life, distinct yet related to the tradi-
tional domains of physical, mental, and social health [61]. 

In healthcare settings or among patients with serious ill-
nesses, spiritual well-being can provide a sense of hope 
and peace, even amidst severe health challenges [62, 63].

The third factor identified was Psychological Health, 
comprising four items. This factor generally addresses 
aspects such as emotional burden, confusion, social iso-
lation, and psychological stress. It corresponds to the 
Psychological factor in the original version of FAMQOL 
[31]. Similarly, in a study evaluating the psychometrics of 
the Turkish version of FAMQOL, the second factor iden-
tified was termed Psychological Well-Being [34]. How-
ever, consistent with the current findings, a dimension 
titled Psychological Well-Being was included in a quality 
of life scale for caregivers of patients with schizophrenia 
in Saudi Arabia [33]. Additionally, Psychological Health 
is one of the subscales of the 26-question WHOQOL-
BREF instrument [64]. Psychological Health is a crucial 
component in determining the quality of life for caregiv-
ers. The World Health Organization defines quality of life 
as a multidimensional construct encompassing mental, 
physical, and social health areas [65]. Traditionally, psy-
chological well-being has been considered as the absence 
of psychiatric illness. However, subjective quality of life 
encompasses a broader construct, reflecting general and 
self-perceived satisfaction with significant life domains 
such as work, friendships, leisure, creativity, and oppor-
tunities for learning [66].

Finally, the last factor identified by MLEFA is called 
Physical, comprising three items. This factor highlights 
aspects such as illness, physical health deterioration, 
and the caregiver’s personal physical needs amid patient 
care. Like the previously identified factors, this one cor-
responds to the Physical Well-Being factor in the origi-
nal version of FAMQOL [31]. Similar factors have been 
observed in scales measuring the quality of life of care-
givers for patients with schizophrenia in previous stud-
ies [32, 33]. Consistent with these findings, physical 
health was identified as one of the factors in the Qual-
ity of Life Inventory-Disability, a tool designed to mea-
sure the quality of life of primary caregivers of children 
with intellectual disabilities [67]. Additionally, the dimen-
sion of physical health appears in the 26-question World 
Health Organization Quality of Life Tool (WHOQOL-
BREF) [64]. Family caregivers often face a higher risk of 
depression and anxiety, which can lead to physical health 
issues due to the demands of caregiving. Consequently, 
the quality of life from their perspective typically encom-
passes both physical and mental dimensions [68]. Various 
factors influence the physical dimension of caregivers’ 
quality of life, including chronic physical complications, 
psychological distress, and educational status [69].

Based on the results of the current study, all fit indices 
in the CFA were within the acceptable range, indicating 
a good fit of the model with the data. This finding aligns 
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with results from a previous study, which showed that 
the three-factor model obtained in the Turkish version 
of FAMQOL also had an acceptable fit [34]. The original 
FAMQOL scale and its Brazilian version were not evalu-
ated through CFA [31, 35]. Furthermore, CFA was not 
used in earlier studies focused on the development or 
validation of tools measuring the quality of life of caregiv-
ers of patients with schizophrenia [5, 21, 32], highlight-
ing the strength of the present study. In a similar study in 
the field of cancer, the validation of the Caregiver Qual-
ity of Life Index-Cancer (CQOLC) in caregivers of cancer 
patients in China also indicated a good fit of the model 
through CFA [70]. Similarly, another study by Cheung et 
al. (2019) found that their instrument model fit well with 
five factors (physical well-being, mental well-being, expe-
rience & meaning, impact on daily living, and financial 
well-being) [71].

According to the results of the present study, the 
FAMQOL items in the final model demonstrated good 
convergent and discriminant validity. The original ver-
sion of FAMQOL was also assessed in this regard. Spe-
cifically, the total score and the scores of each subscale 
of the original FAMQOL were analyzed separately in a 
regression model. Similarly, the mean score of the physi-
cal well-being subscale showed a significant inverse rela-
tionship with depression symptoms and caregiving task 
difficulty. The psychological well-being subscale exhib-
ited a negative and significant relationship with care-
giving task difficulty, threat appraisal, and depression 
symptoms. Additionally, a significant inverse relation-
ship was observed between the social well-being subscale 
scores and social support, uncertainty, and caregiving 
task difficulty. Finally, the scores of the spiritual well-
being subscale had a significant and inverse relationship 
with threat appraisal. These findings indicate the pres-
ence of discriminant validity in the psychological, spiri-
tual, and physical health subscales, and both convergent 
and discriminant validity in the social well-being factor 
[31]. Furthermore, the score of the Turkish version of 
FAMQOL showed a significant and direct relationship 
with the general health and mental health subscales of 
the SF-36. Similarly, the psychological and social well-
being subscales also had a positive and significant cor-
relation with the general health and mental health 
subscales of the SF-36, aligning with the current findings 
[34]. Additionally, the QLSSoSPC and SAC-QoL indices 
were significantly correlated with all dimensions of the 
WHOQoL-BREF [5, 33]. While these results are consis-
tent with the current study, none of the previous studies 
employed the Fornell and Larcker approach, which was 
used to determine the psychometrics of the Persian ver-
sion of FAMQOL. The Brazilian version of FAMQOL 
was also not evaluated in terms of convergent or discrim-
inant validity [35].

In the current study, Cronbach’s alpha and McDonald’s 
omega coefficients for all factors were above 0.7, indicat-
ing desirable internal consistency for the Persian version 
of FAMQOL. Additionally, CFA revealed that the com-
posite reliability (CR) was above 0.7 for all factors, dem-
onstrating good reliability. A key advantage of CR is that 
it is not influenced by the number of scale items or sam-
ple size [72]. Consistent with these findings, the original 
version of FAMQOL also exhibited acceptable reliability, 
with Cronbach’s alpha coefficients for its subscales rang-
ing from 0.80 to 0.91 [31]. Similarly, the internal consis-
tency of the Turkish version of FAMQOL was reported 
as favorable (above 0.7) through Cronbach’s alpha, align-
ing with the current study’s results [34]. Comparable sub-
scales for measuring the quality of life of caregivers in the 
context of schizophrenia also demonstrated acceptable 
reliability [5, 21, 32, 33]. While previous studies primarily 
reported Cronbach’s alpha coefficients, this study’s inclu-
sion of McDonald’s Omega and CR coefficients, in addi-
tion to Cronbach’s alpha, represents a notable strength of 
the present research.

The results indicated that the Persian version of the 
FAMQOL exhibits acceptable stability based on the 
ICC. The stability of the original FAMQOL version was 
reported as ranging from 0.70 to 0.76 for all subscales 
and 0.83 for the entire scale, which aligns with the cur-
rent study’s findings [31]. Similarly, the stability of the 
Turkish version of FAMQOL was reported as between 
0.86 and 0.93 for the subscales and 0.91 for the overall 
scale, reflecting an acceptable level of stability [34]. Addi-
tionally, the results of other studies showed that similar 
tools also demonstrated acceptable coefficients for mea-
surement stability [73–75].

Following the removal of the 13th item from the Per-
sian version of the FAMQOL, the scale now comprises 15 
items. The total score ranges from 15 to 75, with higher 
scores reflecting better quality of life for caregivers. The 
Persian version of the FAMQOL is structured into four 
factors: social (5 items; score range: 5–25), spiritual (3 
items; score range: 3–15), psychological (4 items; score 
range: 4–20), and physical (3 items; score range: 3–15).

The current study has some limitations. As caregivers 
completed the scale via self-report, there is a potential 
for response bias. Additionally, since the validation of 
FAMQOL was conducted within the Iranian context and 
culture, its findings may not be generalizable to other set-
tings. Future studies are encouraged to conduct psycho-
metric validations of this scale in other languages.

Conclusions
The results of this study indicate that the FAMQOL 
scale for family caregivers of patients with chronic psy-
chiatric disorders comprises 15 items grouped into four 
factors, accounting for more than half of the variance in 
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caregivers’ quality of life. The scale exhibits robust valid-
ity, reliability, and stability, establishing it as an effective 
tool for evaluating and improving the quality of life in 
this population.

Clinical implications
The Persian version of FAMQOL serves as a valid tool 
for evaluating the quality of life among family caregiv-
ers of individuals with chronic psychiatric disorders. By 
addressing its four dimensions (social, spiritual, psycho-
logical, and physical well-being) the scale identifies criti-
cal areas for intervention. Healthcare professionals can 
leverage this tool to assess caregivers’ needs and develop 
targeted support programs, including counseling, social 
support networks, and health promotion strategies, 
aimed at easing caregiving burdens.
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