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Abstract:

Rationale: Previous reports on the 4- and 6-domain models of the WHOQOL-Bref,
did not investigate the possibility that alternative factor models may provide a better
explanation of the data. Objectives: to assess the factor structure of the WHOQOL-
Bref in a Egyptian | general oopulation sample; and use confirmatory factor analysis
(CFA) and path analysis (PA) to see how well the model thus generated fits into the
WHOQOL—Bref data of Egyptian psychiatric patients and their family caregivers; and
compares with the WHO models. Method: In factor analy's'is (FA), data from 620
general population subjects were used to generate a 5-domain model; in CFA and PA
' the model was tested on the data of 300 psych;latrlc outpatlents and their caregivers,
using four goodness of fit (GOF) mdlces in AMOS. Results: Two factors (“personal
relations” and “environment™) from our FA were similar to the WHO’s. In CFA, the
GOF criteria were met by our model, and WHO’s 4-domain model on the psychiatric

data. In PA, the two models met the GOF criteria on the general population data.

Conclusion; The findings support the credentials of WHO's 4-domain model as a
universal QOL construct; and favor the impression that analysis of WHOQOL-Bref
could benefit from mcludmg all the ltems in FA and usmg overall QOL as a

dependent variable.

- Key_words: Quahty of Life- Conﬁrmatory ~ Factor Analysns — Path Analys1s -
Egyptian.

Abbreviations: (WHO) Worid Health Qrganization's, (QOL) Quality of Life, (CFA)
Confirmatory Factor Analysis, (FA) Factor Analysis, (PA) Path Analysis, (SEM)
Structural Equation Model, (GOF) Goodness of Fit, (AMOS) Analysis of M_ornent.
Structures, (GLS) Generalized Least Squares .
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(1) Introduction:
The WHO articulated a 100-item quality of life (QOL) assessment instrument,

the WHOQOL-100 [The WHOQOL Group,1998], based on the definition of
subjective QOL as an individual's perception of life in the context of the culture and
value system in which he or she lives and in his/her relation to histher goals
expectations, standards and concerns. A 26-item version, the WHOQOL-Bref, was
derived from there [Skevington & et., 2004]. This instrument deals with subjective
QOL as distinct from objective QOL [Olusina & Ohaeri, 2003]. This is in line with
the trend in the literature, whereby in the assessment of QOL, more attention has been
focused on an individual’s subjective feelmgs on aspects of life, rather than the
traditional views of success and assessments of material well-being [Min & et.,
2002]. The instrument was developed in 2 wide range of languages in different
cultural settings and yields comparable scores across cultures [Skevington & et.,
2004]. It is made up of domains (or dimensions) and facets (or sub -domains).
Domains are broad groupings (e.g., physical, psychological health) of related fecets.
The items on “overall rating of QOL” (OQOL) and subjective satisfaction with health,
are not included in the demains, but are used to constitute the facet on OQOL and
general health. There are two models of the WHOQOL —Bref. The initial model was
fashioned in line with the WHOQOL — 100 [The WHOQOL Group,1998] to have six
domains, namely, physical health, psychological health, level of independence, social
relationships, environment, and spiritual. To derive the second (4-domaiﬁ) model, the
domain of level of independence was merged with that of physical health, while the
“spiritual” was merged with the psychological. - :

The widespread international use of the 'WHOQOL—Bref provides a
compelling rationale to assess its factor structlire across culturally diverse groups.
Although there are many reports of the 4- and 6- domain models [Skevington & et.,
2004, Min & et., 2002]], these studies did not investigate the possibility that
alternative factor models may provide a better explanation of the data. Hence, in a
Nigerian study in which all the 26 items were ehtered into factor analysis, the
resulting eight factors were found to have better structural integrity indices than the
WHO’s models in confirmatory factor analysis (CFA), and provided a more succinct
definition of QOL than could be derived from the WHO factors [Ohaeri & et., 2005,
2006]. The possibility that using all the items of the WHOQOL-Bref in factor analysis

could lead to the generation of factors from local data sets that are of comparable
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usefulness to the established WHO domains, requires further exploration. In this way,

we generate factors: that can be compared across cultures (i.e., using the WHO

.domains), while providing additional information about local QOL characteristics'

(i.e., using factors generated from local data sets). For instance, in a Korean path

analytical (PA) study, it was found that the physical and psychological domains made

- more significant contributions to explaihing the variance in QOL, while the

independence and spiritual domains made less impact. The authors interpreted this to

imply that Koreans regard independence, individualism and spirituality, the weighted
values in Western societies, to be less important [Min & et., 2002].

“An additional value of factor analytical studies is that, we could gain more
insight into the factor structure of the instrument across cultures, and thereby generate
factors that could be used to articulate more i'igorous definitions of QOL, from which
targets for subjective QOL interventions could be delineated.

Based on the above premises, we have collected data, using the WHOQOL~
Bref, from three segments of the Egyptian population, namely, a general populatlon
sample, community living psychiatric patients in stable condition, and the family
caregivers of the psychiatric patients.

The objectives of our study were: _

- to assess the factor structure of the WHOQOL-Bref in a Egyptian
general population sample;

- to use CFA and see how well the factors from the Egyptlan general
population fit into the WHOQOL-Bref data of Egyptian psychiatric
patients and their family caregivers; and compare the WHO models
with our own in these data;

- using PA, to compare the structural integrity of the domain
relationships generated by the WHO models, with that generated by the
model from the Egyptian general population;

- assess the_ factors that contribute to OQOL.

In other words, as recommended by the structural equation modeling (SEM)
technique [Arbuckle, 2006]; our model was developed using the general population
data as the calibration data sample, and then confirmed using the data from the
psychiatric patients and their family caregivers as the independent validation samples.
The following research questions were explored: [The WHOQOL Group,1998]. Does

exploratory FA of the Egyptian general population data generate similar factors to the
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WHO models; [Skevington & et., 2004] Does the model generated from the Egyptian
gengral population provide a superior fit to the data from the psych:atrlc patients and
their family caregivers, than the WHO models?. | .

Based on previous experience [Ohaeri & et., 2005], we hypothesized that the
Egyptian general population data would yield different factors from the WHO’s, and
that the model constituted by. these factors would have a better fit to the Egyptian
data, than the WHO models.

(2) Method:

The procedure for data collection using stratif_ied sample, the clinical and
socio-demographic - characteristics, and the QOL characteristics' of the patients,
caregivers and control group have been described in detail elsewhere [Awadalla & et.,
2005). The patients were consecutive attendees at the psychlatrlc chmcs of various

hospitals in Egyptian, with a stable and unequivocal case note diagnosis based on the

ICD -10, the official classification system of the couniry. The patients were

accompaﬁied - by family members who could independehtly complete  the
questionnaires in Arabic. Of the 300 patients {mean age 33.8, SD10.3 years),r 99 had
schizophrenia, 120 had major affective disorders, and 81 lhad non¥psyehotic
mild/moderate mental disorders. Patients and caregivers (N=300, mean age, 42.7, SD
12.9 years) each completed the WHOQOL-Bref privately, with trained research
assistants nearby to assist them. Subjects agreed to participate after the objectlves of
the study were explained to them. _ .

For the community controls, we recruited subjects in living eondltlons similar
to those of the patients. For the present report, however, we have enlarged the number
of control subjects beyond the 211 used for the previous reports, in order to fulfill the
requirement for adequate sample size in SEM [Streiner, 2005]. In doing this, we
sought to have a general population sample that would reflect the articﬁlate,
independently living, disease -free adult age group proportions in the Egyptian
general population, whereby the vast majority are in the younger age group, as in
other}developing countries. Hence, for the general population sample, age range was
15 —64 years, mean 26.1 (8D 7.96) years. The general population sample c'c'm'sisi‘ted of
620 subjects (46.5% males, 52.8% females —gender data missing for four subjects)

who volunteered to complete thc questionnaire. Since they were seiected as a

cahbratlon sample, the SEM technique dose not require that they should. be matched-

with the patients and caregivers socio-demographically.
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(3) Data analysis:

Data were analyzed by the Statistical Package for Social Sciences (SPSS)
~version 11. SEM operations (CFA, and PA), were done by Analysis of Moment
Structures (AMOS) [Arbuckle, 2006]. '

Factor analysis (FA) was done with the general population data by Principal
Component Analysis, with Varimax rotation for factors with Eigen values above one.
In the first FA operation, all the. 26 items of the WHOQOL-Bref were utilized (e,
including “overall rating of QOL” — OQOL). In the second FA operation, only 24
. items were used (il.'e., excluding OQOL and health satisfaction — as in the WHO's
-approach). However, the factors resulting from the later FA were not conceptually
meaningful; and hence all subsequent analyses were based on the factors from the first
FA operation. For each of the three populations, QOL domain scores were generated
by summing up the items of the WHOQOL-Bref in each of the domains of the WHO
models, as well as the 5 and 6 domains resulting from our FA operation [Qhaeri & et.,
2005]). The internal consistency of each domain was assessed by Cronbach’s alpha
values, in which the acceptable level was at lcast 0.7, following standard guide- lines.
Cronbach’s alpha values for the résponses of all subjects were high: 0.88, 0.93, 0,92,
- respectively, for the general population, psychiatric patients and caregivers.

CFA was then used to compare the “goodness of fit” (GOF) of the model
resulting from our FA operation, with the WHO models for each of the three
~ populations. The GOF of the Nigerian model [Ohaeri & et., 2005] was tested for the
psychiatric population only, because the data for that model were generated-from a
 psychiatric population. Using a series of multiple regression analyses and Pearson’s
correlations (with OQOL as dependent variable and the factors from"fhe general
population FA as independent variables), we generated a model of relationships
am'ong the factors (using the general pophlation data), and then tested the structural
ihtegrity of this model in PA [Arbuckle, 2006], for each of the three pdpu;lations. We
analyzed separately, the model resulting from our original six factors (our 6- domain
model) and that resulting from combining our fifth and sixth factors (our 5-domain
'model). A similar PA was done for the WHO models (using a path model generated
from the general population data), but using the general facet on health and QOL as

the dependent variable. PA for the Nigerian model was done using only the
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psychiatric population data. Our estimation method was the generalized least squares

method (GLS).

(4) Goodness of fit indices:

There are varying opinion in the literature about the number, type and cut-pff
values for GOF required to be reportéd [Marsh & et, 2004]. A popular
recommendation is to present three or four indices from different areas. Accordingly,
we report the following fit indices because of their popularity in the literature:
- Relative chi-square (X*/df), is. the chi-square fit index divided by
degrees of freédom,' in an éttefnpt to make it less dependent on sample
size. (Cut —off values for good fit: <2 -5).

- Goodness-of —fit index (GFI) and adjusted GFI (AGFI) are chi- square <
based calculations independent of degrees of freedom (Cut-dff value >
0.9). | |

- Root mean square error of apprbximation (RMSEA); is based on
predicted versus observed covariances but penalizing for lack of
parsimony, in assessing a model’s amount of error. It is popular
because it does not require comparison with a null model (Cut-off
values: 0.05 -0.08). '

- Akaike Information Criteria (AIC), is based on information theory. It is

used to compare non-hierarchical and hierarchical (nested) models.
AlC close to zero reflects good fit; and between two AIC measures, the
lower one reflects the model with thé better fit.
In summary, wé had four models that were all compa'red'by CFA and PA in the
three distinct populatidns (620 general population subjééts, 300 psychiatric patients,
and caregivers of psychiatric patiénts), viz: |
- Our six-domain model resulting from our FA operation on the data
from 620 general population subjects;

- bur 5-domain model resuiting from combining the fifth and sixth
factors from |
the above FA operation,

- WHO’s 4-domain model;

-  WHO’s 6-domain model.
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five-domain model on the psychiatric patients, and 'WHO’s 4-domain model on the
psychiatric patients. It is noteworthy - that the Nigerian model performed
comparatively well in its application to the data from the psychiatric patients (Table
2. | |

(7) Path analysis (Table 5 and Fig_1):

As earlier indicated, the path models were generated using the general

population data, except in the case of the Nigerian model, where the psychiatric data™"

was used. In step-wise multiple regression analysis, using the factors derived from our
general population data as the independent (predictor) variables, and the ttem of
. OQOL as the dependent variable, the only direct predictors of OOQL were “life
satisfaction” (factor 1) (standardized 3 = 0.82) and “ sense of enjoyment” (factor 2) (B
= 0.74). The remaining factors made their contribution on QOL through their impact
on these two factors. For the WHO 6-domain model, the direct predictors of the
general facet on health and QOL were, “environment” (8 = 0.32), “physical health” (8
= 0.26) and “independence” (B = 0.18), with the remaining factors making their iﬁput
on QOL -through their impact on the three factors. .Surprisingly for this conservative
culture, the “spiritual” factor was not a direct predictor of QOL. For the WHO 4-
domain model, the direct predictors of QOL were “physical health” (3 = 0.39) and
~ “environment” (B = 0.32).

Unlike in the CFA data, most path model relationships (except our 5-domain
‘model on the géner’al population, 0.03; and the WHO 4-domain model on the general
‘population, 0.0_7)' had RMSEA values over 0.08, indicating significant levels of error;
and the X%/df value was below five for only our 5-domain model applied on the
gqheral population, and the WHO 4-domain model applied on the general population
(3.9) (Table 5). However, the GFI values were impressive, with virtually all of them
over the recjuired_ 0.9 threshold (i.c., except the Nigeria'n model, 0.86; and our 6-
domain model 'on‘thé psychiatric patierits, 0.88). The AGFI values reached 0.9 level
or t'hrée path models applied on the geherali_population data, namely, the WHO 4-
domain mddel, and:‘ our tWQ models. Uéing the AIC index, the three most plausible
models were, the WHO 4 Ador_nai'n model on the general popuiation (35.8), our 5-
domain model on the general population (39.3), an-d-the WHO 4-domain model on the
psychiatric patients (56.1). Combining the four GOF indices, the path models that met
all the criteria of “good fit” were, our 5-domain model on the genlieral population, and

the WHO 4-domain model on the general population.

oy
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(5) Results:
Factor analysis (Tables 1 and 2): In FA, six conceptually meaningful factors

emerged, accounting for 54.5 % of the variance. Of these, the first four had at least
three items each, and were thus stable. In order to enhance stability and conceptual
meaning, the fifth factor (with two items) and sixth (with one item) were merged to
produce a conceptually meaningful factor of “physical and mental health”. Parsimony
was observed, as each item loaded on only one factor, with a minimum item loading
of 0.45. In view of the constituent items of the remaining factors (Table 1), they were
labeled, successively (factors 1-4), “life satisfaction”, “sense of enjoyment”,
“environment”, and “social relations”. It is noteworthy that, our “social relations”
domain was defined by the same three items by which the WHO model of the same
label was defined. In addition, our “environment” domain appears to be a tighter
definition of the WHO domain of same label (with five of the eight items that define
the WHO domain) (Table 1). The internal consistency values of the 'domains are
shown in Table 2. While an appreciable number of our domains {from our 5-domain
model) and the WHO 4-domain model reached the 0.7 level, none of the three
domains that distinguish the WHO 6-domain model reached the 0.7 level. In other
words, the domains of our 5-domain model and WHQ’s 4-domain model had
appreciable internal consistency, while the domains of the WHO 6-domain model had
rather low internal consistenicy in our general population data.

(6) Confirmatory factor analysis (Tables 3 & 4) :

All the models had RMSEA values less than 0.08 (Table 3), an indication that
they did not have too much error. All the models performed well for the fit index of
X%df, with values that ranged from 2.09 (data from application of our general
population 5-domain model on psychiatric patients) to 3.81 (data frdm application of
WHOQ 6-domain model on the general population sample), well below the
recommended cut-off value of 5. Although the GFI values were less than the required
0.9, they were appreciably high, being above 0.8. The AGFI values were mostly
similar}, with the least being 0.78. Using the AIC values, the best performing models
were: application of the WHO 4-domain model on the psychiatric patients (650.9),
application of the WHO 4-domain model on the family caregivers (715.9), and
application of our 5-domain model on the psychiatric patients (737.4). Combining the
four criteria for good fit earlier highlighted, the two most fitting models were, our

five-domain model on the psychiatric patients, and WHOQO’s 4-domain model on the
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psychiatric patients. It. is notewort-hy that the Nigerian model performed
comparatively well in its Eipplication to thé'data from the psychiatric pétients (Table
9. | |

(7) Path analysis (Table 5 and Fig 1): |

As earlier indicated, the path models were generated using the genera
population data, exéépt in the case of the Nigerian model, where the psychiatric data
was used. In step-wise inultiple regression analysis, using the faétors derived from our
gcneial population data as the independent (predictor) variables, and the item of
OQOL as the dependent variable, the only direct predictors of OOQL were “life
~ satisfaction” (factor 1) (standardized B =0.82) and “ sense of enjoyment” (factor 2} (B
= 0.74). The remaining factors made their contribution on QOL through their irhpact
: on.'these two _factors. For the WHO 6-d'o'm_ain, model, the 'directl prredictors_ of the
general facet on health and QOL were, “environment” (3 = 0.32), “physical heaith” (B
= 0.26) and “independence” (B = 0.18), with the reniaining factors makiilg their input
on QOL through their impaét on the three factors. Surprisingly for this cdnservative
~culture, the “spiritual” factor was not a direct predictor of QOL. For the WHO 4-
domain model, the direct predictors of QOL were “physical health” (B = 0.39) and
“environment” (f3 = 0.32).

Unlike 'in the CFA data, most path model relationships (except our 5-domain
model on the general population, 0.03; and the WHO 4-domain model on the general
‘population, 0.07) had RMSEA values over 0,08, indicating significant levels of error;
and the XP/df value was .below ﬁ_y"e for only our 5-domain model applied on the
g'ené.ral' popuiation, and the WHO 4-domain model applied on the geneial population
(3.9) (Table 5) HoWeyer, the GFI values were imp'ressive, with virtuaily all of them
over the required .0.9.‘thre_shold (ie., except the Nigerian model, 0.86; and our 6-
domain i‘nodel on the psychiatric patients, 0.88). The AGFI values reached 0,9 leyel or
three path models applie'd on the general population daté., namely, the WHO _4-domain'
model, an.d our two models. Using the AIC index, the three most plausible models
‘were, the WHO 4- domain model on the general population. (35.8), our 5-domain
model on the general population (39.3), and the WHO 4-domain model on the
psychi_atric patients (56.1). Combining the four GOF indices, the path models that met
all the criteriei of “good fit” were, our 5-domain model on the general population, and

the WHO 4-domain_mode1 on the general population,

10
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(8) Discussion;

Our study shared the same limitations as similar studies [The WHOQOL
Group, 1998, Skevington & et., 2004, Min & et., 2002] in the sense that the subjects
weie not repre:s. atative of the Egyptian géneral population. However, our data
fulfilled the conditions for SEM, by the fact that our sample sizes werc adequate with
respect to a 26-item questionnaire [Streiner, 2005], and we generated our models from
an appropriate calibration data sample, and tested them in two independent validation
data samples. Another strength of our study is that we compared locally generated
models with ot only the WHO models, but also the model from another
(neighboring; ountry (Nigeria). The robustness of our findings is shown by the fact
that they werc based on four GOF indices and applied on three different population
groups. But our findings should be interpreted in the light of the knowledge that PA
cannot be used to establish causality or even to determine whether a spepiﬁc model is
correct; it can only determinc whether the data arc consistent with the model
[Arbuckle, 2006]9]. |

With respect to our research questions and hypothesis, the highlights of our
findings are that, exploratory FA of our general population data generated a domain
structure that included two factors (“personal relations” and “environment”) which are
similar to those of the WHO’s; our 5-domain model and WHO’s 4-domain mqdel had
similar fit indices in CFA in the three population groups; and in PA, the validity or
structural integrity of these domains in the general population data was proven by the
faét_ that the relationships within these domains adequately fulfilled the four GOF
criteria. These findings indicate the cross-cultural salience of the dimensions of
“personal relations” and “environment” in the definition of subjective QOL, and add
robustness to the credentials of WHO’s 4-domain model as a universal construct of
subjective QOL. The finding about the structural integrity of our 5-domain model
indicates that it is valid to analyze the WHOQOL-Bref by factor analysis using all the
items, and that the item OQOL can also be used as a dependent variable. The
theoretical support for our recommendation of OQOL as a dependent variable is as
follows. In a critical appraisal of QOL instruments, Gill and Feinstein [Giil, 2004]
highlighted the need for two global ratings, one on OQOL and the other on health —
related QOL, but recommended that the item on OQOL be analyzed separately,
instead of being combined with that on health — related QOL (as in the WHOQOL-

Bref). In advancing this position, they noted that, OQOL may encompass not only

11
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health — related factors, but also many non - medical phenomena, such as
employment, family relationships and spmtuahty
The high GOF performance of our 5-domain model and WHO § 4-domajn

model in the general population data, 1mphes that the predictors of QOL that we
derived from these models in multiple regressxon analysis are worthy of note,

Accordmg to the WHO model, the direct predictors of QOL are “physical health” and

“environment”, while ¢ psychologlcal health” and “social relations” play a secondary
role. When the WHO 6- domam model was consndered we were surprised that, for
such a conservative and rehglous culture, the “spiritual”, psychological and social

relations domams did not have a direct impact on QOL. On the other hand, the direct
predictors of QOL in our S-domain model were “life satisfaction” and “sense of
enjoyment”, with social relations, environment, and physical/mental health playing
secondary roles. These are not necessarily conflicting views, in the sense that the one
model’s views compliments that of the other, and this is in linc with the undel standing
in SEM, that many models can exist it one data set. For instance, the WHO domain’s
emphasis on material circumstances s an indication that, in the poor
material/economic circumstances of the people (as shown by the country’s low
GDP), the fulfillment of material needs is a highly important contributor to the
people’s QOL. On the other hand, our 5-domain model’s emphasis on “life
satisfaction” (which 1ncludes the item, “life ~meaningful” that defines the “si)iritual”
domam) and “sense of enjoyment”, recogmzes the cultural emphasis on spiritual
matters and the outwardly suppressed individual innate urge for openness. In other
words, the dlfferent valid models that exist in the WHOQOL-Bref' can help us to
understand the QOL characterlstxcs of particular cultures or groups. In this instance,

while the WHO model helps to define the group’s main concerns of QOL from the _
comparatwe global perspective, the locally generated model gives us the more
intimate local situation [Min & et. , 2002].

- The ﬁndmg,s add robustness to the credentxals of WHO’s 4- domain model as a
universal QOL construct; while supporting the ‘mpression that analysis of WHOQOL-
Bref will benefit from mcludmg all the items in FA and using overall QOL as a
dependent variable [Ohaen& et., 2005, Gill, 2004]. -

12
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FAMILY PLANNING REVIEW
ISSR,CATRO UNIV. Vol 39,Ne.2,2606

Table 3: Confirmatory factor analysis results: estimated by generalized least squares (GLS)

Structural fit indices* Using 6F & 5F models from 620 Egyptian general popn subjects d&um WHO 4- & 6- domain models
Gen popn subjects Psychiatric patients Family carers Gen popn subjects Psychiat patients Family carers
6F model SF model 6F model sFmodel 6Fmod 5Fmod 4F mod 6F mod_4F mod 6F mod 4F mod 6F mod

No of parameters 57 56 58 57 57 57 s 5431 53 53 sy

Discrepancy(X2) 9366 9258 6384 6234 - 6880 7174 8303 947.6 548.9 556.4 6119 6644
DF 295 297 299 297 298 300 250 249 252 253 351 930
Discrepancy/DF 318 312 214 209 231 239 344 381 218 219 244 266
GFI 0.88 0.89 084 084 082 082 08 087 085 084 083 081
Adjusted GFI 086  0.86 0.81 0.81 079 078 086 085 082 og 0.79 0.78
AIC 1050.6 103738 7514 1374 8020 8314 9633 10556 6509 6624 7159 1724
RMSEA 0059  0.058 0.062  0.061 0066 0.068 0063 0.067 0.063 0.063 0.069 0.075

NOTES: DF = degrees of freedom; 6F mod = 6-factor model; 5F mod = 5-factor model; GFI = goodness of fit index; FI = fit index; RMSEA = [oot mean square error; AIC = Akaike
index; Gen POpn = general population

* Ideal fit indices are: Discrepancy/DF < 5, GFI, AGFL >/= 0.9; RMSEA =0.05 — 0.08; lower AIC
Table 4: Confirmato factor analysis and path analysis results: a

Structural fit indices

No of parameters

Discrepancy(3)

DF 26
Discrepancy/DF 2.39 - 74
Goodness of fit index (GFI) 0.82 0.86
Adjusted GFI 0.78 0,75
AlC 828.03 . 230.45
RMSEA 0.068 0.147

*Eo&mﬁg&oommnﬂ UWQ.%E@BWAHQM L AGFI> 0.9; RMSEA = 0.05 - 0.08; lower AIC
** Estimated by generalized least'squares
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Table 5: Path analvsis results; estimations by generalized least squares (GLS)

Structural fit indices  Using 6F & 5F models from 620 Egyptian Gen popn subjects Using WHO 4- & 6- domain models

Gen popn subjects Psychiatric patients  Family carers  Gen popn subjects Psychiat patients Family carers

6F model 5F model 6F model 5F model G6F mod 5F mod 4F mod 6F mod 4F mod 6F mod 4F mod 6F mod

No of parameters 16 13 15 16 16 15 12 21 12 21 12 21
Discrepancy(3®) 62.42 9.26 82.69 63.19 63.24 4608 11.82 12151 3212 9572 3627 96.28
DF 12 6 12 6 12 6 3 7 3 7 3 7
Discrepancy/DF 5.2 1.54 6.89 8.7 537  7.68 391 1736 1071 13.67 1209 13796
GF1 0.97 0.99 0.88 0.94 0.94 0.95 099 094 0.96 0.91 095 09
Adjusted GFI 0.93 0.98 0.72 0.79 0.86 0.82 0.96 0.78 0.78 0.63 0.76 0.63
AIC 944 393 114.7 825 95.2 76.1 358 1635 56.1 137.7 60.3 1383
RMSEA 0.08 0.03 0.14 0.16 0.12 0.13 0.07 016 0.18 0.21 022 021

NOTES: DF = degrees of freedom; 6F mod = 6-factor model; 3F mod = 5-factor model;, GFI = goodaess of fit index: RMSEA = root mean square etror; AlC = Akaike index; Gen

popn = general population
# Ideal fit indices are: Discrepancy/DF < 5; GFI, Adjusted GFI = 0.9; RMSEA = 0.05 — 0.08; lower AIC

Figure 1: Path's 5- domain model:
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Table 6. Pearson correlations Bmﬁw between WHOQOL —Bref items

T DR g o MO i

RATEQOL

HLTSATIS

PAIN

MEDRX

APPEAR

SELFSAT

RELSAT

RATEQOL

1.000

-0.061

-0.039] 0.064

0123

-0.085

HLTSATIS

-0.061

1.000

0.262|-0.216

0.246

0.424

PAIN

-0.039

0.262

1.000(-0.038

0.151

0.416

MEDRX

0.064

-0.216

-00.038] 1.000

-0.168

-0.239

ENJOYLIF

-0.193

0.000

-0.15610.119

0.126

-0.036

MEANIN

-0.130

0.449

0.317|-0.113

0.480

0.405

ICONCE

-0.036

0.346

0.151]-0.088

0.138

0.063

SAFE

-0.149

0.436

0.218-0.258

0.422

0.366

ENVIRHLT

-0.133

0.179

0.128]0.053

0.180

0.115

DLYENGY

0.086

0.354

0.115]0.017

0.110

0.181

WPPEAR

0123

0.246

0.151}-0.168

1.000

0.280

MONEY

0.060

0.275

0.329|-0.131

0.249

0.389

NFO

-0.027

0.050

0.144|-0.177

0.076

0.154

1 EISURE

0.026

0.356

0.2250.008

0.115

0.226

JARCUND

-0.035

0.323

0.033|-0.030

0.213

0.130

ISLEEP

-0.032

0.362

0.108|-0.282

0.402

0.244

ADL

-0.057

0170

0.184[-0.1786

0.264

0.552

M/ORKCP

-0.058

0.280

0.3691-0.193

06.415

05N

SELFSAT

-0.208

0.328

0.2891-0.086

0.332

0.531

RELSAT

-0.085

0.424

0.416]-0.238

0.280

1.000

SEXLIFE

0.032

0.357

0.234-0.176

0.159

0.356

FRSUP

-0.274

0215

0.189]0.005

0.189

0.246

LIVCON

-0.079

0.187

0.040-0.081

0.136

0.252

HLTACC

-0.091

0.279

0.098}-0.092

0.119

0.271

ITRANSP

01471

0.380

0.086-0.152

0.154

0.475

EEL

-0.010

0.207

0.2481-0.097

0.256

0.402




