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Abstract
Purpose The aim of this study was to examine the psychometric properties of the Spanish version of the Experience of 
Caregiving Inventory (ECI-S), which is designed to assess the caregiver’s appraisal of the impact of caring for a relative 
with a serious mental illness.
Methods A cross-sectional study was conducted among 320 caregivers of a relative with an eating disorder to examine: (a) 
descriptive statistics; (b) internal consistency reliability; (c) the fit of the original ten-factor structure of the ECI through 
exploratory factor analysis, using a semi-confirmatory approach, for each subscale individually, and (d) concurrent validity. 
A total of 307 caregivers completed the scale.
Results Reliability of the ECI subscales scores was acceptable (α = 0.63–0.89). Results replicated the original ten-factor 
structure of the instrument. The concurrent validity was supported by correlations of the ECI-negative subscale with psy-
chological distress (GHQ-12, 0.43), and with depression and anxiety (HADS, 0.48 and 0.49, respectively).
Conclusions The Spanish version of the ECI (ECI-S) demonstrated good psychometric properties in terms of validity and 
reliability that were similar to the original version. It is an acceptable and valid instrument for assessing the impact on fam-
ily members of caring for a relative with an eating disorder and can be recommended for use in clinical settings in Spain.
Level of evidence Level V, cross-sectional descriptive study.

Keywords Caregiver · Family measures · Eating disorders · Exploratory factor analysis · Reliability · Psychometric 
properties

Introduction

Family members caring for a relative with a mental illness 
may experience increased difficulties and stress as a result 
of their caregiving role [1, 2]. One concept that has received 
a great deal of attention in the larger caregiving literature is 
that of caregiver burden, which has been reported amongst 
those caring for a loved one with dementia [3], schizophrenia 
[1], bipolar disorder [4], eating disorders [5] and cancer [6], 
among others. Burden is usually considered to be a multidi-
mensional construct which may include physical, emotional, 
and social problems associated with the caregiving role [7]. 
However, a great deal of debate has arisen regarding the 
ideal way to operationalize and assesses this construct [8].

A systematic review published in 2003 that exam-
ined the psychometric properties of several instruments 
developed to assess caregiver burden [9] identified the 
Experience of Caregiving Inventory (ECI) [10] as one 
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of most valid and reliable self-report instruments avail-
able to measure this construct. This questionnaire intro-
duced a new approach to caregiving by rejecting the 
notion of burden and instead assesses the experience of 
caring for a relative with a serious mental illness within 
a ‘stress–appraisal–coping’ model [11] by evaluating the 
caregiver’s appraisal of how they were impacted by the 
caregiving role. Furthermore, this instrument takes into 
consideration positive aspects of the caregiving role, 
which is an often overlooked aspect of caregiving that is 
gaining increasing attention in caregiver research [12].

The ECI is comprised of 66 items grouped into two 
dimensions. The ECI-negative subscale is composed of 
eight factors (52 items, total score ranges from 0 to 208) 
that include: (1) difficult behaviors; (2) negative symp-
toms; (3) stigma; (4) problems with services; (5) effects 
on family; (6) need to backup; (4) dependency; and (8) 
loss. The ECI-positive subscale is made up of two factors 
(14 items, total score ranges from 0 to 56): (1) positive 
personal experiences and (2) good relationship with the 
patient. Responses are rated on a 5-point Likert-type scale 
ranging from 0 (never) to 4 (nearly always). The valida-
tion study of the original instrument [10] found that all 
subscales presented satisfactory reliability indexes (alphas 
ranging from 0.74 to 0.91), and that the ECI-negative 
explained 24% of the variance in psychological distress, 
thus providing robust evidence for its construct validity.

To date, the ECI has been translated into four lan-
guages: Italian [13], Chinese [14] Portuguese [15], and 
Hindi [16]. The Italian cross-cultural study compared 95 
Italian caregivers of relatives with a psychotic disorder 
and 69 caregivers from London [13]. The reliability of 
the Italian ECI subscales was good, ranging from 0.71 to 
0.86, and the external validity between the ECI-negative 
and the GHQ-12 score was moderate (r = 0.47). Regard-
ing the Chinese study, the ECI was examined among 129 
caregivers in schizophrenia presenting good positive and 
negative appraisals for the reliability index (0.85 and 0.91, 
respectively). However, the structural dimension varied 
significantly from the original ECI and did not replicate it, 
using a principal component analysis with Varimax rota-
tion as that applied by the original author. The correlation 
coefficient between the ECI-negative and the GHQ-12 
score was moderate (r = 0.43) [14]. The Portuguese study 
translated and examined 75 first-episode-psychosis car-
egivers’ appraisal at the initial phase of treatment in Brasil 
[15], only reliability was obtained with an ECI-negative 
score of 0.94 and an ECI-positive score of 0.81. Finally, 
the Indian study presented a cross-sectional study of 50 
caregivers in schizophrenia, the authors only translated the 
instrument into Hindi [16]. Thus, to date, a Spanish ver-
sion of the ECI has not been translated or validated. Vali-
dation studies in additional cultures are needed to further 

explore the reliability, validity and cross-cultural adequacy 
of this instrument.

The main objective of the present study was to evalu-
ate the psychometric properties of the Spanish version of 
the Experience of Caregiving Inventory (ECI-S) amongst 
a group of caregivers of a patient with an eating disorder. 
The specific aims of the study included: (a) to examine 
descriptive statistics; (b) to test the fit of the original factor 
structure of the ECI on the Spanish version of the instru-
ment via exploratory factor analysis (EFA), (c) to explore 
the internal consistency reliability of the ECI-S total score 
and subscale scores, and (d) to assess the concurrent valid-
ity of the scale.

Methods

Participants

A total of 307 caregivers of 209 patients with an eating dis-
order were included. Of these caregivers, 206 were primary 
caregivers, 180 of which were female (87.4%), and 101 were 
secondary caregivers, 13 of which were female (12.8%). Sec-
ondary caregivers were included due to the fact that pairwise 
comparisons t tests revealed significant differences between 
their scores and those of the primary caregivers on measures 
of general caregiving experience and psychological distress. 
The participants were recruited from the Eating Disorders 
Unit at Marques of Valdecilla University Hospital (n = 60), 
the Child and Adolescent Psychiatry Service at Niño Jesus 
University Hospital (n = 180) and from the Spanish Eating 
Disorders Association for Caregivers (ADANER) (n = 80). 
ADANER is a national network of families that provides 
information, education, and support groups led by expert 
caregivers.

A cross-sectional and descriptive study using self-report 
questionnaires was carried out. All the caregivers recruited 
from the hospitals had a relative who was previously diag-
nosed with an eating disorder by a mental health professional 
at the respective hospital, according to DSM-IV-TR criteria 
[17]. All of these patients received the appropriate multidis-
ciplinary treatment in specialized eating disorder units. The 
ill relatives of the caregivers recruited from ADANER had 
also previously received an eating disorder diagnosis and 
the majority had received specific treatment for their eating 
disorder through the Spanish public health care system.

Instruments

The following instruments were chosen to assess psycho-
logical distress, anxiety and depression among caregivers.
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Sociodemographic variables and patients’ clinical 
variables

Caregivers completed a questionnaire to collect informa-
tion such as gender, age, educational level, marital sta-
tus, and employment status. The clinical variables of the 
patients included gender, age, diagnosis, age of first diag-
nosis, treatment and duration of the illness. These clini-
cal variables were obtained through the patient’s medical 
records, with the exception of the ADANER associa-
tion where the diagnosis was reported by the caregivers 
themselves.

The General Health Questionnaire (GHQ‑12)

[18, 19] was used to measure the caregivers’ level of psy-
chological distress. Each item is rated on a 4-point Lik-
ert scale (ranging from 0 to 3) with total scores ranging 
from 0 to 36. The GHQ has shown high internal reliabil-
ity (α = 0.91) and high validity. The Spanish version has 
been employed with general adult samples [20], showing 
a satisfactory internal consistency (Cronbach’s alpha of 
0.76) and adequate external validity. Higher scores indi-
cate increased psychological distress.

The Hospital Anxiety and Depression Scale (HADS)

[21, 22] is designed to detect the presence and severity of 
anxiety and depression. It consists of 14 questions, 7 for 
anxiety and 7 for depression, assessed on a 4-point Likert 
scale (ranging from 0 to 3). Previous research has shown 
an acceptable Cronbach’s alpha coefficient of 0.86 for each 
of the two subscales. The Spanish version was validated in 
a general population sample with similar reliability values 
[23]. Furthermore, it has demonstrated high concurrent 
validity through correlations between the depression sub-
scale and the Beck Depression Inventory, and the anxiety 
subscale with the State-Trait Anxiety Inventory [22].

Procedure

Participants were recruited over a period of 2 years (from 
January 2007 to January 2009). Caregivers were recruited 
from consecutive admissions or outpatient services at the 
hospitals and from ADANER. Non-probability sampling 
was used [24]. Family members were provided with an 
information sheet about the study, a consent form, and the 
questionnaires. To be eligible for this study, the caregiv-
ers had to be currently living with, or caring for, a family 
member with an eating disorder. Participation was volun-
tary and no incentives were offered for participation. The 

hospitals granted ethical committee approval for this study 
(Reference Number: R-009/10).

Of the 320 relatives that were collected, only 307 car-
egivers were included in the statistical analyses, due to the 
exclusion of caregivers who did not properly complete the 
ECI questionnaire (n = 13; 4.2% of the sample had three or 
more incomplete items).

Translation

The translation of the ECI was carried out using a back 
translation procedure following the international guidelines 
proposed by Muñiz and Bartram [25]: (a) two independent 
translations were made of the original English version to 
Spanish by two expert translators with knowledge of psy-
chology and psychopathology; (b) these versions were com-
pared to identify the points of disagreement between them 
and were consolidated into one version; (c) this version was 
translated back into English by another expert translator; 
(d) the direct and back-translated versions were compared 
by a qualified translator, as well as the researchers, to verify 
the conceptual and semantic equivalence; (e) after this, the 
scale was administered to ten caregivers from ADANER to 
identify terminology that may be subject to confusion and as 
well as possible difficulties in the instrument’s application; 
and (f), pertinent adjustments were made to the wording 
of the questionnaire. The definitive version that was gener-
ated is presented in this article (see supplementary material 
file). The translation of the instrument was approved by the 
authors of the original English version of the instrument.

Statistical analysis

Data from the same family have been analyzed separately by 
classifying into primary and secondary caregivers (101 were 
secondary caregivers) as if they were independent samples 
or not, and Mann–Whitney test-yielded differences were 
statistically significant between the two samples (p < 0.01), 
so both parents were included as independent informants. 
A series of analyses were conducted to test the psychomet-
ric properties of the ECI scale using the statistical software 
packages SPSS version 19.0 [26] and FACTOR 9.2 [27, 
28]. The FACTOR program provides a semi-confirmatory 
approach to the analysis of an instrument’s structure and its 
use has been recommended to improve EFA practices [29].

Descriptive statistics and reliability

Descriptive statistics for the ECI subscales scores were 
examined. To determine the internal consistency reliabil-
ity of the ECI total scale and subscale scores, Cronbach’s 
alpha coefficients were calculated and item-total correlations 
were examined. For the alpha to be acceptable it must be at 
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or above 0.70 and item-total correlations should exceed the 
minimum acceptable level of 0.30 [30].

Factor structure

An initial confirmatory factor analysis (CFA) of the ECI-S 
was carried out. However, a CFA of a model with such a 
large number of items and latent factors was very complex. 
Indications regarding the number of underlying factors for 
the ECI-S total scores were obtained from a parallel analysis 
(PA) based on minimum rank factor analysis [31], minimum 
average partial (MAP) test [32], and HULL [33] yielding 
contradictory indications of retaining 5, 3 and 1 factors, 
respectively.

Thus, to examine the underlying dimensional structure 
of the ECI-S scores, exploratory factor analyses (EFA) were 
conducted, one per subscale. That is, we examined whether 
the ECI-S subscales were essentially one-dimensional tak-
ing into account the information provided by the parallel 
analyses [31]. In terms of the univariate descriptive sta-
tistics, several items had values of absolute skewness or 
kurtosis greater than 1, and the tests of multivariate kur-
tosis were significant. EFA used the polychoric correlation 
matrix, which is particularly robust for Likert-type items 
[34, 35]. The method for factor extraction was unweighted 
least squares (ULS), which does not require the assumption 
of normality to be met. Other indicators provided by the 
program FACTOR were examined for each subscale indi-
vidually, such as the suitability of the correlation matrix by 
Bartlett’s Sphericity test and Kaiser–Meyer–Olkin (KMO) 
index, model data fit by Goodness of Fit Index (GFI), and 
root mean square of residuals (RMSR). We considered GFI 
values appropriate if they were above 0.95 [36]. The Pearson 
correlations between the ten subscales of the ECI-S were 
also analyzed.

Concurrent validity

Kolmogorov–Smirnov tests were first carried out to check 
for the homogeneity of the variance and normal distribution 
of the data and based on the results, non-parametric statisti-
cal tests were used. The concurrent validity was examined 
using Spearman correlations between the subscale scores of 
the ECI-S and psychological distress (GHQ-12), and levels 
of anxiety and depression (HADS). Concurrent validity was 
also explored by examining the association between patients’ 
age, type of diagnosis, duration of illness, and the ECI-S-
negative and ECI-S-positive scores. Cohen [37] suggested 
the following guidelines to interpret correlations: 0.10–0.29 
as small, 0.30–0.49 as moderate, and higher than 0.50 as 
large.

Results

Sample characteristics

The mean age of the caregivers was 48.8 years (SD = 7.3; 
range: 20–75). The majority of the caregivers were mar-
ried or living together (n = 260; 85%), 12% were divorced or 
separated (n = 37) and 3% were widowed (n = 10). A total of 
173 caregivers (58.4%) reported secondary school as their 
highest level of education, and 123 (41.6%) had completed 
higher education. Most of the caregivers (n = 298; 97%) 
were parents, and 3% were sisters or spouses. A total of 
198 (65.3%) had a full- or part-time job. The majority of 
the caregivers (90%) were currently living with the patient. 
Of the 202 patients, the majority (94%) were female. Their 
mean age was 19.3 years (SD = 5.5; range 12–34). A total of 
146 patients had a diagnosis of anorexia nervosa (70%) and 
63 had bulimia nervosa (30%). The mean duration of their 
illnesses was 4 years (SD = 4.6) and the mean numbers of 
months they had been in treatment was 12.2 (SD = 12.0). 
The majority of the patients were currently in treatment 
(85.4%).

Descriptive statistics and reliability

Distribution of the means and standard deviations of the 
items for the subscales and the two dimensions and the cor-
rected item-total correlations ranges are shown in Table 1. 
The mean scores ranged from 0.41 (SD = 0.88; Item 42) to 
3.54 (SD = 0.82; Item 4). The corrected item-total correla-
tion values of items for the corresponding subscales were 
above the 0.30 criterion in all cases, with the exception of 
item 4 (rc

iX = 0.17) and item 41 (rc
iX = 0.27). The internal 

consistency reliability of the ECI-S total score was high 
(α = 0.93) and was adequate for the subscales scores as well.

Factor structure

The internal structure was examined for each subscale. 
The Bartlett’s Sphericity tests (all p < 0.001) and the Kai-
ser–Meyer–Olkin index values (KMO ranging from 0.68 
to 0.88), supported the factorability of the data matrices 
(Table 1).

All of the parallel analyses applied to the items, compris-
ing each of the ten ECI-S subscales, suggested one-factor 
solutions, thus supporting their unidimensionality. Total 
variance explained by these extracted single-factors ranged 
from 37.72% (“need to backup”) to 59.68% (“negative 
symptoms”). The factor loadings for the one-factor solu-
tions, shown in Table 1, were above 0.40 in all cases except 
for item 65 (0.37) and item 4 (0.07). Values of GFI showed 
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a good fit of data for the ten subscales (from 0.95 to 1.00). 
RMSR values ranged from 0.035 to 0.129. Although RMSR 
values for five subscales (“problems with services,” “effects 
on family,” “loss,”“stigma,” and “negative symptoms”) were 
somewhat high, with respect to residuals for these subscales, 
means were close to zero (range: 0.0001–0.0020) and vari-
ances were low (range: 0.0093–.0167). Overall, the data 
supported the unidimensionality of each subscale and the 
statistics indicated a reasonable fit.

Scoring the ECI‑S scale

Given that the original items and ten-factor structure were 
maintained, the ECI-S scale is scored in the same way as 
the original scale. The mean ECI-S-negative total for the 
307 caregivers was 84.2 (SD = 31.0; Range: 0–208) and the 
ECI-S-positive total score was 29.5 (SD = 9.6; Range 0–56).

Subscale intercorrelations

The correlations between the factors ranged from 0.23 to 
0.71 (p < 0.01) and are presented in Table 2. Most of the 
correlations between factors ranged from moderate to large. 
Table 3 demonstrates that all eight factors of the ECI-S-neg-
ative were highly correlated with the ECI-S negative score 
(rs = 0.59−0.77, p < 0.01). The ECI-S-positive dimension 
score was highly correlated with the two factors compris-
ing this dimension, “positive personal experiences” and 
“good aspects of relationship” (0.90 and 0.79, respectively, 
p < 0.01). Moreover, the association between the positive 
and negative dimensions was low (rs = 0.26, p < 0.01), indi-
cating they measure different constructs of the caregiving 
experience.

Concurrent validity

Concurrent validity was determined according to the corre-
lations between the ECI-S-negative total and ECI-S-positive 
total, and the GHQ-12 and HADS subscales (Table 3). The 
highest positive correlation for the ECI-S negative dimen-
sion occurred with anxiety (rs = 0.49, p < 0.01), and depres-
sion (rs = 0.48, p < 0.01). The positive dimension of the 
ECI-S did not correlate with the overall GHQ or HADS 
scores. Regarding the subscales of ECI-S, the highest posi-
tive correlation for psychological distress (measured by the 
GHQ-12) was with the “difficult behavior” scale (rs = 0.40, 
p < 0.01). The highest correlation with the HADS depression 
subscale occurred with the “dependency” scale (rs = 0.45, 
p < 0.01), whereas the highest correlation with the HADS 
anxiety subscale occurred with “loss” and “difficult behav-
ior” (rs = 0.44, p < 0.01).

Contrary to our hypotheses, there were no associations 
between the patients’ age, type of diagnosis or duration Ta

bl
e 

1 
 D

es
cr

ip
tiv

e 
st

at
ist

ic
s a

nd
 in

te
rn

al
 st

ru
ct

ur
e 

(E
FA

) o
f t

he
 E

C
I-

S 
su

bs
ca

le
s

N
 =

 30
7;

 n
 =

 nu
m

be
r o

f i
te

m
s;

 rc iX
 =

 c
or

re
ct

ed
 it

em
-to

ta
l c

or
re

la
tio

n;
 λ

i1
 =

 it
em

’s
 fa

ct
or

 lo
ad

in
gs

Su
bs

ca
le

s
n

M
 (S

D
)

r r
an

ge
A

lp
ha

B
ar

tle
tt’

s s
ta

tis
tic

 (d
f)

, p
 v

al
ue

K
M

O
 te

st
λ 

ra
ng

e
C

um
ul

at
iv

e 
pr

op
or

tio
n 

of
 e

xp
la

in
ed

 v
ar

ia
nc

e
G

FI
R

M
SR

EC
I-

N
eg

at
iv

e
52

1.
63

 (0
.6

0)
0.

94
 1

. D
iffi

cu
lt 

be
ha

vi
or

s
8

1.
95

 (0
.9

2)
0.

33
–0

.7
3

0.
89

10
24

.8
 (2

8)
, 0

.0
00

0.
88

0.
37

–0
.0

83
0.

57
0.

99
0.

06
0

 2
. N

eg
at

iv
e 

sy
m

pt
om

s
6

1.
89

 (0
.9

5)
0.

57
–0

.7
2

0.
86

69
1.

2 
(1

5)
, 0

.0
00

0.
82

0.
66

–0
.8

5
0.

60
0.

98
0.

09
6

 3
. S

tig
m

a
5

1.
08

 (0
.8

5)
0.

38
–0

.5
3

0.
77

28
5.

8 
(1

0)
, 0

.0
00

0.
68

0.
53

–0
.7

7
0.

52
0.

98
0.

10
1

 4
. P

ro
bl

em
s w

ith
 se

rv
ic

es
8

1.
26

 (0
.7

6)
0.

38
–0

.5
7

0.
83

66
1.

0 
(2

8)
, 0

.0
00

0.
76

0.
46

–0
.7

2
0.

46
0.

95
0.

12
9

 5
. E

ffe
ct

s o
n 

fa
m

ily
7

1.
28

 (0
.7

7)
0.

31
–0

.4
7

0.
76

36
5.

8 
(2

1)
, 0

.0
00

0.
71

0.
44

–0
.6

4
0.

41
0.

96
0.

10
9

 6
. N

ee
d 

to
 b

ac
ku

p
6

1.
49

 (0
.7

0)
0.

17
–0

.4
7

0.
63

14
0.

8 
(1

5)
, 0

.0
00

0.
68

0.
07

–0
.7

9
0.

38
0.

98
0.

06
6

 7
. D

ep
en

de
nc

y
5

2.
27

 (0
.8

4)
0.

32
–0

.5
6

0.
73

23
6.

4 
(1

0)
, 0

.0
00

0.
75

0.
41

–0
.7

6
0.

49
1.

00
0.

03
5

 8
. L

os
s

7
1.

82
 (0

.8
3)

0.
36

–0
.5

9
0.

80
50

2.
8 

(2
1)

, 0
.0

00
0.

79
0.

40
–0

.7
1

0.
46

0.
97

0.
10

5
EC

I-
Po

si
tiv

e
14

2.
13

 (0
.6

8)
0.

84
 9

. P
os

iti
ve

 p
er

so
na

l e
xp

er
ie

nc
es

8
2.

02
 (0

.8
0)

0.
44

–0
.6

1
0.

83
60

7.
5 

(2
8)

, 0
.0

00
0.

83
0.

55
–0

.7
1

0.
46

0.
98

0.
07

2
 1

0.
 G

oo
d 

as
pe

ct
s o

f r
el

at
io

ns
hi

p
6

2.
24

 (0
.7

8)
0.

36
–0

.5
7

0.
77

30
6.

0 
(1

5)
, 0

.0
00

0.
81

0.
45

–0
.7

2
0.

47
1.

00
0.

03
8



304 Eating and Weight Disorders - Studies on Anorexia, Bulimia and Obesity (2020) 25:299–307

1 3

of illness, and the ECI-S negative total or ECI-S positive 
total score. Only a small negative correlation was found 
between caregivers’ age and the ECI-S negative (rs = − 0.21, 
p < 0.05).

Discussion

Cross-cultural adaptation of instruments that allow for the 
assessment of how caretakers are affected by the task of 
caring for a loved one with a mental illness is essential. 
Such instruments provide important information that can 
aid in the development and evaluation of caregiver inter-
ventions aimed at lessening the negative consequences of 

the caregiving experience. The primary aim of the current 
study was to validate the Experience of Caregiving Inven-
tory (ECI) in a sample of Spanish caregivers of patients 
with an eating disorder. An examination of the appropriate-
ness of the structure proposed by the authors of the origi-
nal instrument [10] amongst a sample of 307 caregivers in 
Spain revealed that the ten-factor solution is appropriate for 
the ECI-S as it presents fit values that are consistent with 
standards of acceptance. An additional benefit of the ECI in 
particular is its ability to shed light on possible benefits that 
caregivers may take away from their caretaking role.

The ECI is a well-known instrument that assesses the 
experience of caregivers of patients with psychiatric condi-
tions with a protracted course. However, the majority of the 

Table 2  Correlations between subscale scores of the ECI-S (N = 307)

*Correlation is significant at the 0.05 level (two tailed)
**Correlation is significant at the 0.01 level (two tailed)

1 2 3 4 5 6 7 8 9 10

1. Difficult behaviors – 0.71** 0.34** 0.35** 0.51** 0.44** 0.42** 0.51** 0.22** − 0.12*
2. Negative symptoms – 0.29** 0.39** 0.39** 0.42** 0.42** 0.46** 0.23** − 0.15*
3. Stigma – 0.43** 0.44** 0.39** 0.38** 0.36** 0.23** 0.05
4. Problems with services – 0.40** 0.40** 0.38** 0.36** 0.39** 0.18**
5. Effect on family – 0.52** 0.44** 0.53** 0.32** 0.05
6. Need to backup – 0.43** 0.53** 0.28** 0.03
7. Dependency – 0.47** 0.38** 0.21**
8. Loss – 0.27** 0.01
9. Positive personal experiences – 0.46**
10. Good aspects of relationship –

Table 3  Correlations (Spearman’s rho) between the ECI-S subscale scores and HADS and GHQ-12 (N = 307)

*Correlation is significant at the 0.05 level (two tailed)
**Correlation is significant at the 0.01 level (two tailed)

ECI-S positive ECI-S negative GHQ total HADS-depression HADS-anxiety
Mean (SD) (Range) Mean (SD) (Range) Mean (SD) (Range) Mean (SD) (Range) Mean (SD) (Range)

29.5 (9.6) (2–56) 84.2 (31) (5-173) 15.4 (5.7) (3–33) 7.1 (4.0) (0–20) 9.4 (4.1) (0–20)

ECI-S subscales
Difficult behaviors 0.08 0.77** 0.40** 0.40** 0.44**
Negative symptoms 0.07 0.71** 0.35** 0.35** 0.37**
Stigma 0.18** 0.59** 0.26** 0.30** 0.26**
Problem with services 0.35** 0.64** 0.28** 0.32** 0.34**
Effects on family 0.23** 0.73** 0.35** 0.36** 0.39**
Need to backup 0.20** 0.70** 0.27** 0.30** 0.35**
Dependency 0.36** 0.64** 0.39** 0.45** 0.43**
Loss 0.18** 0.76** 0.35** 0.40** 0.44**
Positive personal experiences 0.90** 0.38** 0.05 0.11* 0.17**
Good aspects of relationship 0.79** 0.01 − 0.08 − 0.09 − 0.02
ECI-S negative 0.26** – 0.43** 0.48** 0.49**
ECI-S positive – − 0.01 0.03 0.09
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studies have used this instrument with caregivers of patients 
with schizophrenia [13, 15], or a heterogeneous group of 
caregivers of patients with a severe mental illness [14]. 
Unlike these studies, the current study employed a sample 
of caregivers of patients who had all received a diagnosis of 
an eating disorder. Another strength of the current study is 
that, in comparison with the other studies assessing the fac-
tor structure of the ECI, it used a notably larger sample size, 
which was acceptable for this type of analysis.

The current study is further strengthened by the appropri-
ate levels of internal consistency that were observed. The 
ECI-S-negative had an alpha of 0.93, whereas the ECI-S-
positive presented an alpha of 0.84. These values are similar, 
or slightly higher, than the other published versions of the 
ECI [10, 13–15]. A total of eight subscales presented alphas 
that were considerably greater than 0.70, which is compara-
ble to the original version and to the Italian and Portuguese 
versions [10, 13, 15]. However, consistent with the Chinese 
version [14], we obtained coefficients that were lower than 
0.70 for the “need to backup” (0.58) and “dependency” 
(0.69) subscales. The low alphas for these two subscales 
may be explained by the different sociocultural context of 
the Spanish sample. Young adults in Spain tend to remain 
at their parent’s home for longer than in other cultures, and 
in our sample the mean age of the patients was 19 years 
and 90% of them were living at home. Therefore, this kind 
of “dependence” and “need to backup” may not have been 
perceived in the same way by their caregiver, and may have 
not been appraised as a negative experience, but rather a part 
of normal parenting within most Spanish families.

Item-total subscale correlations showed that the majority 
of the items for each of the subscales were highly correlated, 
and with the exception of two items, were above the recom-
mended minimum of 0.30. In regards to the factor loadings, 
only two items were below the recommended level of 0.40. 
Given the relevance of this instrument when applied to fami-
lies of patients with varying mental disorders, we decided to 
maintain a conservative attitude in retaining the items and 
the original factors. Exhaustive data and factor loadings for 
each item can be requested from the first author.

In regard to external validity, a moderate correlation was 
observed between the ECI-S negative and the total GHQ-12 
and the HADS anxiety and depression, indicating higher 
psychological distress in caregivers who reported more neg-
ative aspects of the caregiving experience, a finding which 
mirrors those of previous studies [10, 13–16]. Also simi-
lar to previous research [13–15], the positive dimension of 
the ECI-S did not correlate with the overall GHQ or HADS 
scores.

In the present study, a low positive correlation between 
the ECI-S negative and ECI-S positive was found, which 
suggests that the caregiving experience has two clearly sepa-
rated dimensions. This finding is in contrast to the study 

by Aggarwal et al. [16] which found a correlation of 0.54 
between both dimensions. Furthermore, a small negative 
correlation was observed between caregivers´ age and the 
ECI-S negative, which suggests that older caregivers may 
be impacted less by the caregiving experience.

Our findings regarding the caregiving experience in eat-
ing disorders appear to be similar to studies of other psy-
chiatric conditions with a protracted course. The means of 
the ECI-S negative (84.2) and positive (29.5) subscales are 
similar to findings by the instrument’s original authors [10] 
and those of the Brazilian sample [15]. However, they are 
in contrast to findings from other studies which reported 
lower scores for both dimensions [13, 14, 16]. Although 
the sociodemographic profile of caregivers and patients are 
not quite comparable among samples, it seems that the ECI 
instrument is capable of describing the general caregiving 
experience in eating disorders. Likewise, very few have been 
very limited research exploring caregivers’ burden in eating 
disorders [38–40].

Limitations

The current study is not without its limitations. First, the 
results of this study require replication, ideally with a larger 
and more diverse sample of caregivers. Second, additional 
attention should also be given to assessing test–retest reli-
ability or discriminant validity that are two properties that 
were not assessed in the current study. Future studies should 
complement the data with family interviews and data col-
lected from the patients, such as their perception of bur-
den, so as to overcome the limitation of using only ques-
tionnaires. The majority of diagnoses and clinical variables 
(e.g., illness duration) were established by medical reports, 
thus limiting the potential bias related to this data to only the 
ADANER sample. Furthermore, all of the patients who were 
relatives of the ADANER members had been diagnosed and 
had received (or were receiving) treatment for their eating 
disorder. Future studies should continue assessing the factor 
structure of the Spanish version of the ECI.

Implications and conclusions

One of the crucial research aims in clinical psychology is to 
collect empirical findings on the psychometric properties of 
psychological assessment and/or screening instruments. The 
results from this study on the psychometric properties of the 
Spanish version of the ECI suggest that it is a valid tool for 
assessing the general caregiving experience in eating disor-
ders. The ability to properly assess the key patient–caregiver 
variables related to the maintenance of eating disorders is 
critical to decreasing the negative physical and psychologi-
cal health outcomes for caregivers and patients alike [41]. 
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Appropriately tailored interventions can improve the health 
and well-being of both caregiver and patient [42].
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