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Abstract
Background: Informal caregivers who give regular care to their relative, needing help for a time, are at risk of many difficulties such
as financial dependency, anger, wandering, social problems and communication problems. The purpose of our study is to translate
and validate a Persian version of “burden scale for family caregivers-short (BSFC-s)” to measure the burden of informal caregivers.
Methods: The BSFC-s was translated into Farsi by the world health organization (WHO) method. Content validity was evaluated by
15 experts in the field of occupational therapy and physical therapy using Lawshe’s method. A total of 11 caregivers of stroke families’
patients scored each item for face validity.
Results: The results indicated that BSFC-s has good face validity. The impact factor was between 2.94 and 4.14. No item had a content
validity index (CVI) below 0.79 and based on the Lawshe’s method, the items’ content validity ratio (CVR) was above 0.49.
Conclusions: The BSFC-s was translated into Persian and its face as well as content validity were acceptable. Nevertheless, further
studies are needed to evaluate its reliability and validity.
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1. Background
According to the literature, over the years, family caregivers have reliably shown increased caregiver burden related to diminished mental and physical health (1, 2). Relatives of patients who are chronically ill carry a heavy burden, particularly if the patient lives at home (3). The burden of disease exists in all societies and has a great impact
on the family and health system (4). The burden of caregiving is the negative effect of the disease on caregivers and involves many mental and physical difficulties in taking care
of the patient.
Caring for the patient can lead to a range of mental
and physical symptoms for the caregiver (5-7). Some studies claim that care can cause many negative problems like
increased financial dependency, anger, wandering, fall, social problems, and decreased self-efficacy (8-10). Stroke not
only changes the affected person’s life, but also alters the
caregiver’s personal life. A caregiver of a stroke patient performs a variety of cares for his patient, ranging from physical assistance to mental support (11). According to statistics, about 80% of stroke patients return home after admission and about half of them need temporary or permanent
help at home (12).

Until lately, nearly most health care providers and policymakers had the perception that long-term care is provided in nursing homes. Nevertheless, the statistics contradict this opinion. A total of 80% of patients who receive
care rely exclusively on informal caregivers - individuals
who give routine care to closely related people needing aid
for a time and who do not provide care as an occupation(13).
One of the questionnaires that can assess the informal
caregivers’ burden is “burden scale for family caregivers”.
The questionnaire was developed in 1993 by Grasel and colleagues in Germany and is used to measure the burden of
care on the affected families (14). Burden scale for family
caregivers (BCFC) gives fundamental data about the negative aspects of providing care and how providing care influences the caregiver’s wellbeing (15). The BSFC is advantageous as it can be utilized as a clinical instrument (15)
for evaluating the care providing circumstance, recognizing regions of concern. It can also be used for research purposes (16-19) for observational investigations or as a result
measure in clinical trial studies.
This instrument has been developed by gathering information from caregivers through qualitative interviews,
followed by expert panels and pilot studies (15). In 2014,
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Graessel and colleagues developed a short version of the
burden scale for family caregivers (BSFC-s), which consists
of 10 questions with the highest discriminatory power
from the 28-item BSFC long version (20). With only 10
items, BSFC-s requires a rather short time for completion. If
we define feasibility as the ratio of unanswered questions
to answered questions and the average time for filling a
questionnaire (21), BSFC-s has good feasibility.
As the burden of caregivers has many aspects, the
burden-assessment tools have different methods for evaluating the burden. Some tools divide the burden into different subsets and measure the burden in each subset (22).
Another method is to designate one “total” score for the
burden. BSFC measures burden by a total score (15).
This study was conducted with regards to the importance of measuring caregiver burden in practice and research as well as lack of a questionnaire to assess the burden of informal caregivers in Farsi exclusively.

2. Methods
Before starting the process, a written permission was
taken from the developer to start the process. After taking
the permission, the ethics code was taken from the Ethics
Committee of Iran University of Medical Sciences to begin
the study.
The BSFC-s is available in 20 languages including
French, Finnish, Greek, English, Chinese, German etc. We
had access to a skilled English translator; the translation
was based on the English version, which was approved by
the original author.
2.1. Translation
According to the original developer’s recommendation, the WHO methodology (23) was used to translate the
questionnaire.
In the first stage, 2 translators who were fluent in Farsi
translated the questionnaire. They translated the questionnaire from English to Farsi. They had a history of questionnaire translation, however, they did not have a familiarity with this questionnaire. The translators were asked
to avoid word-by-word translating and rely more on the
conceptual translation. In addition, they tried to make the
concepts as simple, clear, and concise as possible. Given
that the target audience of the tool is ordinary people, not
professionals, they avoided using specialized terms. The
translators tried to avoid the use of sensitive sentences
as much as possible. In the next step, a bilingual (in English and Persian) expert panel convened. The expert panel
questioned some phrases and words, with some alternative words suggested. In addition, inadequate expressions
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of the translation and deviations between the translation
and original text were resolved.
2.2. Face Validity
At this point, a questionnaire was given to 11 caregivers
of stroke patients to evaluate the face validity. Before starting the process, they signed informed consent. They had
no cognitive problems and were fluent in reading and writing in Farsi. The subjects were chosen from 3 different
clinics from 3 different areas of Tehran. The caregivers answered each of the 10 questionnaire items based on relevancy, clarity, and simplicity on a five-scale Likert form.
The impact score was used to evaluate the face validity.
As mentioned previously, the participants could give each
item a score between 1 to 5. First, the mean score for each
item was calculated by summing up all participant scores
to an item and then dividing the result to the participants’
number, which was 11. Second, each items’ mean score was
multiplied by the percentage of participants who gave 4 or
5 to each item. For example, if the mean score for an item
was 4.1 and the percentage of participants who gave 4 or 5
to that item was 80%, the impact score would be 4.1 × 0.8 =
3.28. If the impact score of an item was equal or more than
1.5, that item was acceptable (24).
2.3. Content Validity
The content validity was calculated based on content validity index (CVI) and content validity ratio (CVR)
method. CVR or Lawshe’s method is a quantitative method
for determining the content validity and is widely accepted. In this method, a group of experts is asked to comment on the importance and necessity of each question.
CVI or Waltz and Bausell method is an approach to assess
validity. In this method, each item needs a score more than
0.79 to be accepted (25).
To this end, the questionnaire was provided to 13 occupational therapists and 2 physiotherapists who preferably
had 5 years of experience in evaluating and treating patients. From these 15 experts, 8 were the PHD faculty members, 4 were PhD students, and 3 had a master’s degree.
3. Results
There was a good agreement for translation of items
2, 6, 7, 9, and 10 between translators and expert panel. In
other questions, some changes were made based on caregivers’ comments, expert panel, and translators’ opinions.
The caregivers’ demographic information is presented in
Table 1.
The result of face validity is shown in Table 2. Caregivers who consist of 6 males and 5 females scored each
Middle East J Rehabil Health Stud. 2018; 5(1):e62424.
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Table 1. Demographic Information of the Caregivers

Variables

No.

%

Male

6

54

Female

5

46

Gender

Marital status
Single

4

36

Married

7

64

Elementary

2

22

High school

5

45

Academic

4

36

Wife

2

22

Husband

3

33

Brother

1

11

Son

2

22

Daughter

3

33

Education

Family relation

item for its face validity. Based on our method, for accepting an item, its score should have been being higher than
1.5.
Table 3 represents the CVR and CVI method. Our sample included 15 individuals, therefore, based on Lawshe’s
method, a score of 0.49 or above is needed to verify each
item’s CVR, while 0.79 or more is required for CVI.
4. Discussion
The burden of care is one of the factors that affect the
patient and his or her family at various stages of life. Notably, it is better for the therapist not to focus on his interventions only on the patient (26). Given the importance
of family in the treatment process (27), it is better to hold
a holistic approach and consider the negative factors that
affect the patients’ family. Due to the lack of a scale in
Farsi that measures the burden of informal caregivers exclusively, the purpose of this study was to translate BSFC-s
questionnaire into Farsi and examine its face and content
validity.
Brogaard and colleagues translated and validated BSFC
into Danish in 2013. They found conceptual differences owing to the terms ‘caregiving’, ‘caregiver’, and ‘care’. As these
words had no direct translation into Danish, they used the
conceptual translation for these words. After qualitative
face validity discussion, some changes were made and the
Danish version was approved (28).
Middle East J Rehabil Health Stud. 2018; 5(1):e62424.

The translation process was carried out based on the
WHO protocol. The translation was completed successfully. Most of the conceptual differences in the translation
were due to the presence of words such as ‘Burden’ and
‘Care’. It seems that the word ‘Burden’ has no exact synonym in Persian. For this reason, translators used a twoword expression to convey its meaning. Due to the importance of conceptual translation and avoiding literal translation, some terms such as “I feel torn between” and “feel
like myself” were translated into synonymous Farsi expressions.
In assessing the face validity, all items received an acceptable score. This means that for the majority of the sample group, the items were simple and important. One of
the reasons that can be mentioned for accepting all the
questions is that the burden of responsibility is a universal issue (29). In every society, people with disabilities need
care and attention; this care brings pressure to the family.
Among the questions, the 5th question, which was about financial issues, got a lower score than the other items. One
reason can be the existence of a belief in some caregivers
that financial issues should not affect the care of the patient.
Content validity results indicated that all items had
high content validity and there was no item that did not
obtain the required score. This could be expected, as the
translated questionnaire was a short version, and these 10
items were selected by the factor analysis of 28 items of
the original questionnaire. These 10 items had more distinguishing power than other items.
Study limitations include lack of cooperation of some
of the caregivers and difficulty in coordinating the time of
meetings. It is recommended for future studies to validate
the scale in other populations and compare the results.
4.1. Conclusion
In general, this questionnaire has a proper face and
content validity. To our knowledge, there is no similar test
in Farsi that can measure the burden of care on the informal caregivers exclusively. Therefore, the use of the Farsi
version of the BCFC-s is recommended as a valid tool. This
tool will be able to meet the clinical and research needs of
researchers, professionals, and therapists.
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Table 2. Face Validity Results

Question

Impact Score

My life satisfaction has suffered because of the care.

3.12

I often feel physically exhausted.

4.14

From time to time I wish I could “run away” from the situation I am in.

3.47

Sometimes I don’t really feel like “myself” as before.

3.12

Since I have been a caregiver my financial situation has decreased.

2.94

My health is affected by the care situation.

4.14

The care takes a lot of my own strength.

3.32

I feel torn between the demands of my environment (such as family) and the demands of the care.

3.12

I am worried about my future because of the care I give.

3.64

My relationships with other family members, relatives, friends, and acquaintances are suffering as a result of the care.

3.44

Table 3. Content validity Index (CVI) and Content Validity Ratio (CVR)

Questions

CVR

CVI

My life satisfaction has suffered because of the care.

1

0.93

I often feel physically exhausted.

1

0.93

From time to time I wish I could “run away” from the situation I am in.
Sometimes I don’t really feel like “myself” as before.

1
0.86

Since I have been a caregiver my financial situation has decreased.

1

0.93

My health is affected by the care situation.

1

0.86

0.73

0.86

1

0.86

I am worried about my future because of the care I give.

0.73

0.93

My relationships with other family members, relatives, friends, and acquaintances are suffering as a result of the care.

0.86

1

The care takes a lot of my own strength.
I feel torn between the demands of my environment (such as family) and the demands of the care.
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