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Abstract
Introduction Chronic mental diseases are enduring and recurring, and need constant care and a collaborative 
approach for management. Based on clinical guidelines, family interventions can improve the quality of care for 
individuals with chronic mental diseases.

Objective Specifically, the study examined family involvement in the care of people suffering from schizophrenia, 
major depressive disorder, and bipolar mood disorder by adapting international clinical guidelines.

Methods The resource toolkit for guideline adaptation was selected as the adaptation process. Seven databases 
were searched for international clinical guidelines. Independent reviewers utilized the Appraisal of guidelines for 
research and evaluation II tools to assess guidelines that met the inclusion and quality criteria. The recommendations 
from the guidelines were combined with those from the systematic review and qualitative research, following 
the Preferred Reporting Items for Systematic Reviews and Meta-Analyses and COnsolidated criteria for REporting 
Qualitative research checklists. Rephrased recommendations with redundant or overlapping content were excluded 
from the Iranian context due to the cultural, religious and belief changes of the people, as well as the lack of 
necessary facilities. Translations of the selected recommendations were made into Persian, along with modified 
recommendations.

Results A total of 573 recommendations from 17 books, 10 national documents, 16 guidelines, 27 articles, and 31 
English and Persian theses were identified. After the initial review (referred to as RAND/UCLA Appropriateness Method 
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Introduction
There are numerous chronic mental diseases (CMDs), 
including schizophrenia, bipolar mood disorder (BMD), 
and major depressive disorder (MDD), that affect mil-
lions of individuals globally imposing a significant burden 
on caregivers [1, 2]. A holistic approach involves address-
ing all aspects, including medications, psychological 
interventions, and, when necessary, social care, with a 
streamlined referral pathway enabling seamless transi-
tions between services. This is essential for providing 
evidence-based mental health care, especially for chronic 
conditions that require continuous monitoring by trained 
caregivers with up-to-date knowledge of current evi-
dence [1]. To effectively address CMDs, it is crucial to 
implement evidence-based and practical interventions as 
part of social initiatives. Despite ongoing national efforts 
to tackle CMDs, the implementation of these interven-
tions has often been ineffective and fragmented. This 
is concerning given the significant challenges posed by 
CMDs and the burden they place on caregivers, econo-
mies, and societies at large [1, 3].

Families and healthcare professionals can contribute 
to providing family-centered collaborative care (FCCC) 
for patients with specific conditions such as CMDs [4, 
5]. Family-centered care recognizes the central role of 
the family in individuals’ lives, acknowledges that service 
users and their families are experts on themselves, and 
involves clients and families as collaborators in all care-
providing systems [6]. Collaborative care models (CCMs) 
integrate mental health and general medical care in pri-
mary care, utilizing a team-based approach to improve 
care coordination through leadership support, evidence-
based decisions, clinical information systems, self-man-
agement support, and community linkages[7].

Families or caregivers should be actively involved in all 
aspects of healthcare whenever possible To increase and 
maintain improved patient outcomes, adequate inter-
ventions must be designed to involve families in the care 
process [6]. Improved quality of care can be achieved 
through the use of clinical practice guidelines by health-
care professionals and caregivers [8]. Clinical guide-
lines help unify practices and enhance patient outcomes 

through standardized recommendations. The quality 
of care can be significantly enhanced by utilizing these 
guidelines [9].

However, to develop an effective clinical guideline, 
it is necessary to use the evidence available in research. 
Due to the challenges associated with directly utilizing 
the best evidence, such as its difficulty, time-consuming 
nature, and resource-intensive requirements, it is rec-
ommended to carry out the process of adapting clinical 
guidelines in developing countries. This involves sys-
tematically adapting existing clinical guidelines to spe-
cific cultural conditions to create applicable clinical 
guidelines. In different cultural contexts, changes to care 
should be made by applying guideline recommendations 
to avoid duplication of efforts and unnecessary resource 
utilization, thereby enhancing the effectiveness of exist-
ing clinical guidelines.[10].

While there are several global clinical guidelines on 
schizophrenia, MDD, and BMD, the implementation of 
FCCC guidelines is not commonly observed. However, 
these guidelines contain numerous recommendations 
for FCCC in managing these three diseases, emphasizing 
the clear and justifiable need to integrate these recom-
mendations for optimal use. Therefore, guidelines must 
be adapted to regional contexts to ensure accessibility 
for healthcare providers. Utilizing specific guidelines can 
facilitate family involvement in patient care and prevent 
confusion [8]. Currently, healthcare professionals do not 
have access to a global guideline that describes how to 
involve families in their care of patients with CMDs. As 
such, this study was designed to adapt clinical practice 
guideline recommendations regarding informal caregiver 
involvement to the Iranian context for healthcare profes-
sionals caring for people with schizophrenia, MDD, and 
BMD. The adaptation aimed to determine recommenda-
tions applicable to the work of nurses, psychiatrists, psy-
chologists, social workers, and occupational therapists in 
the healthcare setting. Based on several meetings with 
specialists, the decision was made to adapt this guideline 
for these five groups of healthcare professionals because 
they have a direct impact on the care and treatment of 
these patients

1), 467 recommendations received an appropriate score, 106 had an uncertain score, and none of them received an 
inappropriate score. After merging the recommendations, they received 433 good grades and 98 uncertain grades. 
After the face-to-face meeting of the research team, 7 were merged due to similarity, and 91 recommendations 
were made in a hybrid panel of experts (RAND/UCLA Appropriateness Method 2). Finally, 524 recommendations 
were identified that applied to the psychiatric medical centers in Iran. The examined and revised recommendations 
suggest healthcare professional interventions for family involvement in the care of patients with schizophrenia, major 
depressive disorder, and bipolar mood disorder referred to medical centers in Iran. The adapted recommendations 
emphasize the need for family-centered collaborative care ( interventions which satisfy the needs of patients with 
chronic mental diseases and their caregivers, considering their preferences and capabilities.
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Methods
A focus of the ADAPTE process was to adjust guidelines 
for healthcare professionals regarding family involvement 
in the caring of patients with schizophrenia, MDD, and 
BMD (Fig. 1). The ADAPTE toolkit assesses the applica-
bility and acceptability of recommendations from exist-
ing guidelines within their healthcare environment and, 
include three steps and nine tasks [11, 12].

First step
FCCC was chosen as a topic in the first step of the initial 
stage and the feasibility of adapting guideline was done by 
research team. To provide patients with CMDs with the 
best care, recommendations were made for healthcare 
professionals (Psychiatrist, nurse, clinical psychologist, 
social worker and occupational therapist). A prelimi-
nary search was conducted regarding FCCC to identify 
the availability of guidelines. A guideline clearinghouse, 
also known as a designer’s site or specialty institution, 
is recommended by the ADAPTE method for searching 
guidelines [11]. The literature was reviewed, and guide-
lines-related websites were systematically reviewed to 
select current guidelines containing FCCC recommen-
dations for individuals with schizophrenia, BMD, and 
MDD, ensuring high-quality guidelines and gathering all 
necessary documents at this stage.

Second step
In the second step of the adaptation process, a specific 
question was asked [11]. “How healthcare professionals 
in the health care setting can involve families in the care 
of patients with disorders such as schizophrenia, MDD, 
and BMD?” An Isfahan University of Medical Sciences 
Library librarian checked the study researchers’ search 
strategies. Table 1 summarizes search strategies based on 
PRISMA guidelines [Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses] [13].

The following databases were searched on January 20, 
2021: (G-I-N: Guideline International Network), (NICE: 
The National Institute For Health And Care Excellence), 
(MOH: Ministry Of Health), (SIGN: Scottish Intercolle-
giate Guidelines Network), (WHO: World Health Orga-
nization), (NIH: National Institute Of Health), and (APA: 
American Psychiatric Association ) the Clinical practices 
were included if they were published in English, recently 
designed in the range of 2000–2022 years, and provided 
explicit recommendations on at least one mental illness 
and family involvement for adults (aged 18 years) with 
schizophrenia, BMD, and MDD. The systematic review 
process involved the research team (RD, MF, MSH, and 
EM). Initially, 309 guidelines were identified through a 
systematic search conducted by RD and MF (see Table 1). 
After removing duplicates, and following two rounds of 
title screening by RD, EM, and MSH (n = 94) for accuracy, 

Fig. 1 Summary of the ADAPTE process [11]
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and abstract screening (n = 53), 40 full-text guidelines 
remained from the systematic search.

Subsequently, during several research team meetings 
(RD, MF, MSH, and EM) guidelines unrelated to the 
PIPOH Model (Population, Intervention, Professionals, 
Outcome, Health care setting) were excluded. Finally, 15 
clinical guidelines were selected and sent for appraisal 
between June 30, 2021, and August 7, 2021. These guide-
lines were primarily focused on severe and persistent 
mental disorders, common mental health problems 
(n = 5), or issues such as depression, suicidal ideation, 
violence, or attempts in patients with mental disorders 
(n = 4). Fewer guidelines were specific to schizophrenia or 
early psychosis (n = 2), bipolar mood disorder (n = 2), or 
directly addressed family and patient involvement (n = 2).

The systematic review methodology and findings from 
this research have been published in another journal [14]. 
Recently updated guidelines were reviewed for method-
ological details based on previously published versions. 
The updated history provides confidence in the guide-
line’s recommendations and supports evidence-based 
practices. This comprehensive review encompassed all 
study outcomes. Utilizing the AGREE II tool, 18 review-
ers assessed the quality, content, consistency, and appli-
cability/acceptability of the final selection of 15 clinical 
guidelines (see Table 1)[15]. These 18 specialists from five 
disciplines, including psychiatrists, mental health nurses, 
clinical psychologists, social workers, and occupational 
therapists, were involved in compiling the guideline. The 
tool comprises 23 items categorized into six domains, 
making it reliable and valid [15]. ICCs were calculated 
to determine the level of agreement, ranging from slight 
to virtually perfect, between appraisers for each range: 
0.21–0.40, 0.41–0.60, and 0.61–0.80. Calculations were 
performed to assess the overall quality of each clinical 
guideline, and the final score within each domain were 

determined with a threshold of 60% to determine accept-
able quality [15, 16].

The quality of guidelines was defined based on achiev-
ing scores above 60% in five or more domains, moder-
ate quality in three or four domains, and poor quality in 
two or fewer domains. Furthermore, the overall quality 
was calculated by assessing the mean score and stan-
dard deviation.In the guidelines, recommendations are 
expressed as “recommended”, “recommended with modi-
fications”, and “not recommended”. The previous articles 
categorized the domain scores as good (more than 80%), 
acceptable (60 − 79%), low (40 − 59%), and very low 
(below 40%) [17, 18].

To assess methodological transparency and rigor of 
guideline development, the AGREE II tool is widely used 
to evaluate clinical guidelines. An explicit approach to 
assessing guideline quality in 6 standardized domains, 
as well as a methodology for guideline development, has 
been tested and validated for high trustworthiness [15].

95% of appraisers considered this instrument useful 
for the appraisal of clinical guidelines as an international 
recognized tool for evaluating the quality of guidelines. 
The recognized components demonstrated a reliability 
score ranging from 64 − 88%, and were deemed satisfac-
tory for the intended purpose [15]. A collaboration panel 
of the Tehran University of Medical Sciences validated 
the validity of the AGREE tool translated into Persian by 
Rashidian and Yousefi-Nooraie. In addition, the reliabil-
ity of the Persian version of the instrument and its Eng-
lish version was not found to be significantly varied after 
being compared with each other [19].

The overall evaluation scores were further ana-
lyzed, and members who assigned a “Strongly Rec-
ommend” score were asked to discuss the reasons for 
their selection. None of the 8 finalized guidelines were 
removed. Nearly all the guidelines were updated, and the 

Table 1 PRISMA table
Clinical practice guideline databases All the guidelines obtained Screening in the title Screening introduction /

language criteria
Du-
pli-
ca-
tion

G-I-N 118 33 13 10
NICE 31 31 16 14
MOH 61 2 2 2
SIGN 4 4 4 1
WHO All title of guidelines were 

reviewed 0
6 6 3

Canadian Psychiatric Association 1 1 1 1
NIH 0 0 0 0
APA 10 6 0 0
ALL After systematic review 12 7 7 7
Guidelines mentioned in the text of related articles 5 5 5 2
ALL 309 94 53 40
Reducing the number of guidelines 15
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unchanged recommendations underwent a more thor-
ough examination. The appraisers also noted that given 
the high quality of the recommendations, their validity 
can be enhanced by incorporating evidence obtained in 
a systematic review based on PRISMA guidelines and a 
qualitative study adhering to the COREQ (COnsolidated 
criteria for REporting Qualitative research) checklist[13, 
20].

The two clinical guidelines ( NO. 2 and 3) received the 
highest standardized score during the evaluation using 
the AGREE tool and were considered of the basic clini-
cal guidelines [21, 22]. Only some recommendations of 
guidelines 1 and 4 to 8 were related to FCCC of chronic 
mental patients and were functional, so the complemen-
tarity of these guidelines was determined [20, 23–26] 
(Table  2). Moreover, to obtain the country’s indigenous 
evidence for enhancing the adaptation process, qualita-
tive content analysis was utilized in this area. Semi-struc-
tured interviews were conducted with 34 participants, 
including patients, families, and healthcare professionals, 
from 30 December 2020 to 25 August 2021. The inter-
views were conducted until data saturation was achieved. 
Then, the data were analyzed by conventional content 
analysis. MAXQDA software (2018) was used for coding 
and managing the data [27].

The complete results of the qualitative research as well 
as the screening of clinical guidelines have been pub-
lished in other journals [28, 29].

Paying attention to the opinions of stakeholders, audi-
ences, and the target community increases acceptance 
of the guideline, thereby increasing its practical applica-
tion. The review of the country’s upstream programs and 
documents concerning FCCC of patients with CMDs 
will be conducted concurrently with the previous stage. 

Finally, the recommendations were merged by expert 
panel, and those that were not suitable for the Iranian 
context were excluded. The recommendations extracted 
from clinical guidelines numbered 1 to 8, with a stronger 
focus on the guidelines that received the highest scores 
(No. 2 and 3), as well as articles, books, qualitative stud-
ies, and upstream documents, were reviewed, evaluated, 
read, and scored.

Third step
Recommendations extracted from 8 final clinical guide-
lines, placing emphasis on two high-scoring guidelines, 
along with finding from literature reviews (n: 385), and 
qualitative research (n: 188) (Total n: 573) underwent 
external review and discussion with the panel of experts 
using RAM I (RAND/UCLA Appropriateness Method). 
This method combines the best clinical evidence with 
expert judgment to assess the appropriateness of thera-
peutic care methods[30]. The themes extracted from 
the qualitative study were discussed with the expert 
panel and the research team, and relevant recommenda-
tions were formulated. Recommendations related to the 
study’s objectives were identified in the literature review, 
discussed with the research team, and subsequently with 
the expert panel.

The panel of experts comprised academic staff mem-
bers from the university specializing in five key disci-
plines related to the care of CMD patients, none of whom 
were involved in any stages of the guideline development 
process.

Recommendations were translated from English to 
Persian by an experienced translator. A panel of experts 
assessed the average scores for clarity, usefulness, rel-
evance, and applicability of each recommendation using 

Table 2 Characteristics of guidelines
NO Title publisher Country, 

language
Publica-
tion date

Up-
date

1 Bipolar disorder in adults Quality standard National institute for health and care 
excellence

UK, English 23 July 
2015

2020

2 Supporting adult carers National Guideline Alliance part of the Royal 
College of Obstetricians and Gynaecologists

England, 
English

January 
2020

-

3 Service user experience in adult mental health: improving 
the experience of care for people using adult NHS mental 
health services

National Collaborating Centre for Mental 
Health Commissioned by the National Insti-
tute for Health and Clinical Excellence

England, 
English

December 
2011

Feb-
ruary 
2021

4 Violence and aggression: short-term management in 
mental health, health and community settings NICE 
guideline

The British Psychological Society and The 
Royal College of Psychiatrists

England, 
English

2005 2015

5 Assessment and Care of Adults at Risk for Suicidal Ideation 
and Behaviour

Registered Nurses’ Association of Ontario Canada, 
English

January 
2009

-

6 Australian Clinical Guidelines for Early Psychosis The national centere of excellence in youth 
mental health

Australia, 
English

2010 June 
2016

7 Coexisting severe mental illness and substance misuse: 
community health and social care services

National Collaborating Centre for Mental 
Health

UK, English 30 Novem-
ber 2016

March 
2020

8 The American psychiatric association practice guideline 
for the treatement of patients with with schizophrenia

American Psychiatric Association Publishing USA, English 2021 2021
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the RAM method. Following the merging of recom-
mendations (N: 7), they received 433 good grades and 
98 uncertain grades. During a three-hour face-to-face 
meeting, the research team (Authors) discussed and 
reviewed recommendations with uncertain scores. 
Seven recommendations with unclear clarity scores were 
adjusted based on feedback from the RAM I panel and 
the research team using the Delphi method.

Subsequently, 91 recommendations were evaluated and 
graded by the RAM II panel of experts using a hybrid 
(face-to-face and virtual) approach. One recommenda-
tion was removed due to redundancy, and the remain-
ing 90 were refined, categorized, and finalized with input 
from the panel members.

The classification of the chapters of adapted family 
centered collaborative care clinical guideline was done 
based on the two basic guidelines with the highest score 
according to AGREE tool and the opinion of the panel of 
experts. Consensus was reached and the panel of experts 
agreed to accept the guideline.

Results
Due to the absence of a specific guideline for health sys-
tem employees on involving families in systematic care, 
the aim of the present study was to adapt an existing 
guideline for Family-Centered Care (FCCC). Fifteen final 
clinical guidelines, specifically related to the research 
aim, were assessed using the AGREE II tool. Table 3 dis-
plays the obtained scores of these guidelines. There were 
7 high-quality guidelines, 6 low-quality guidelines, and 3 
medium-quality guidelines (High quality means: >60% in 
5 fields or more, average quality means: >60% in 3 or 4 

fields, and low quality: >60% in 5 fields or less). The low-
est mean quality score was in stakeholder involvement 
(20/37%), while the highest scores were in clarity of pre-
sentation (98/14%) and scope and purpose (96/21%).

Over half of the guidelines (n = 8, 60%) met the qual-
ity threshold with domain scores of 60% for the gen-
eral guideline review (Table  3). These guidelines had a 
mean overall quality score of 58/29% [25, 31–33], and 
were about schizophrenia and psychosis (n = 3)[24, 34, 
35], depression (n = 1)[36] and BMD (n = 2)[23, 37]. The 
remaining five guidelines focused on violence and aggres-
sion (n = 2)[38, 39], and the topics ranged from suicide 
care and assessment (n = 1)[20] to caring of patients with 
mental disorders and supporting caregivers (n = 2)[21, 
22].

In the content evaluation of guidelines in the second 
step, the matrix of recommendations was drawn for eas-
ier comparison, and the recommendations obtained from 
all eight guidelines were written. To evaluate the stability 
of the clinical guidelines and the acceptability and appli-
cability of the recommendations, the ADAPT-suggested 
tools were used [11]. A total of 573 recommendations 
were identified from books (n: 17), national documents 
(n: 10), clinical practice guidelines (n: 16), articles (n: 27), 
and English and Persian thesis (n: 31). The recommenda-
tions in RAM I were given to 18 experts from different 
professions, including psychiatric nursing, psychiatry, 
psychology, social work, and occupational therapy, using 
the Delphi method [30].

Out of 573 recommendations, 467 had an appropriate 
score, 106 had an uncertain score, none of them received 
an inappropriate score, and 42 recommendations were 

Table 3 AGREE II domain and overall quality scores of included guidelines
number The title of the clinical guideline Scope and 

purpose %
Stakeholder 
involvement %

Rigour of de-
velopment %

Clarity of pre-
sentation %

Applica-
bility %

Editorial 
indepen-
dence %

1 NICE (2015).[23] 91/6 80/5 69/7 72/2 64/5 54/16
2 NICE (2011) [31]. 40/2 40/2 30/20 31/19 31/21 56/25
3 NICE (2020) [21]. 96/29 90/74 83/33 98/14 83/33 86/11
4 Crawford, M et al. (2021) [22] 88/88 81/94 85/41 90/27 66/66 68/75
5 NICE. (2009) [36]. 40/27 52/77 39/58 51/38 37/5 64/58
6 NICE. (2015) [38]. 94/44 86/11 80/20 65/27 57/29 83/33
7 NICE. (2017) [39]. 33/33 20/37 24/52 38/88 25 38/88
8 Thornicroft, G et al. (2018) [32]. 61/11 71/92 61/80 50 45/83 61/11
9 MOH. (2014)[37] 41/66 45/83 45/31 72/22 45/83 56/25
10 Santa Mina, E et al. (2009) [20]. 64/81 62/96 70/83 79/62 63/88 61/11
11 Couroupis, A et al. [24] 76/38 72/22 63/54 50 44/79 54/16
12 NICE. (2016) [25]. 91/66 81/94 64/06 75 46/87 66/66
13 de la Cámara Izquierdo, C et al. 

(2009).[33]
50 48/61 57/29 65/27 68/75 68/75

14 Addington, Donald et al. (2017) 
[34].

41/42 33/33 39/06 48/61 32/29 64/58

15 A. Keepers, G et al. [35] 70/37 61/11 76/38 79/62 68/05 72/22
Mean scores 65/49 62/03 59/41 64/51 52/11 63/79
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merged due to similarity and duplicate concepts. After 
merging the recommendations, 433 had good grades 
and 98 had uncertain grade recommendations. After the 
face-to-face meeting of the research team, out of 98 rec-
ommendations, 7 were merged due to similarity, and 91 
were given to a hybrid (face-to-face and virtual) panel of 
12 experts (RAM II) who participated in the first stage, 
provided critiques, and remained engaged [30] A deci-
sion was made about keeping or removing the recom-
mendations by giving a solution.

Finally, the topics of the 524 included recommenda-
tions were categorized as follows: Giving information to 
caregivers (n = 91), Identification of caregivers (n = 10), 
Assessment of caregivers’ needs(n = 29 ), Social support 
for caregivers (n = 18 ), Training caregivers to provide 
care and support to the patient (n = 30 ), Psychologi-
cal and emotional support for caregivers (by health care 
professionals) (n = 26 ), assessment (non-acute) (n = 67 ), 
Community care (n = 47), Assessment and referral in cri-
sis (n = 17 ), Hospital care (n = 144 ), and Discharge and 
transfer of care (n = 47 ).The title of the first chapter of 
the guideline was “Family-Centered Collaborative Care 
“which includes the sub-headings of “Family-Centered 
Collaborative Care of Patients with Chronic Mental Dis-
orders”, “Family-Centered Collaborative Care Policies of 
Patients with Chronic Mental Disorders in Iran”, “Barri-
ers and Background Factors in the Provision of Family-
Centered Collaborative Care” and “A Framework for 
Family-Centered Collaborative Care”. The title of the sec-
ond chapter of the current guideline was “Generalities of 
Clinical Guideline Development”, which includes subti-
tles such as “What is a Clinical Guideline?“, “Overview of 
Clinical Guideline”, “Clinical Guideline Mission”, “Clini-
cal Guideline Perspective”, “Clinical Guideline Applica-
tion”, “Target users of the clinical guide”, “Objectives of 
the Clinical Guideline”, “The Importance and Necessity 
of Compiling and adapting the Clinical Guideline”, “How 
to compile and Adapt the clinical guideline”, “Concepts 
related to the clinical Guideline” and “The Structure and 
Content of the Clinical Guideline”. From the third to the 
thirteenth chapter, which includes the recommendations, 
there were sub-headings: “Introduction”, “Recommen-
dations or Clinical Measures”, “The Reason for Writing 
These Recommendations” and “The Effect of These Rec-
ommendations on Clinical Practice”. Examples of Recom-
mendations from the third to the thirteenth chapter can 
be seen in Table 4.

Discussion
This study aimed to adapt the clinical practice guide-
lines and their recommendations to the Iranian context 
regarding the involvement of family in the care of people 
living with schizophrenia, MDD, and BMD in medical 
centers.

Many global guidelines about CMDs and recommenda-
tions about collaboration of families in the care of these 
patients exist, but they cannot be used verbatim in every 
nation because some recommendations do not fit in the 
regional or national context. An adaptation of interna-
tional guidelines is a useful way to reproduce the effects 
of existing guidelines. Differences between the evidence 
for efficacy and stakeholders’ and clinicians’ experience 
highlight a gap in the understanding why, how, and for 
whom FCCC is beneficial, and how this can be addressed. 
Towards this end, this article suggests that exploring the 
effectiveness of FCCC is important to gain stakeholder 
support due to preventing relapse rates and re-hospital-
ization. Qualitative research methods show how people 
are involved in caring and whether FCCC can sustain 
caregivers, identify the lived experiences of stakeholders, 
and guide the process of engaging caregivers in caring for 
others [40]. In this study, qualitative content analysis was 
used to examine the views of stakeholders. The themes 
extracted from the qualitative study were discussed by 
the research team and related recommendations were 
written. An interpretation of how collaborative care may 
improve the theoretical knowledge of this kind of care 
and guide controlled research.

The related guidelines recommend that healthcare 
professionals should perform family-centered collabora-
tive care. However, it is possible that they feel unable to 
involve families in the care and treatment of patients 
diagnosed with schizophrenia, MDD, and BMD. In the 
qualitative study resulting from this research, barriers to 
family-centered collaborative care have been discussed 
[41].

Tools exist that could be helpful in these cases, includ-
ing recommendations such as “Giving information to 
caregivers and supporting them” or “Identification of 
caregivers”. Furthermore, these recommendations involve 
strategies and interventions that are not extremely time-
consuming, such as identifying caregivers or providing 
information. The topic “Giving information to caregiv-
ers and supporting them” was identified as central topic 
based on the extracted recommendations.

The guidelines recommend that patients with chronic 
mental disorders and their caregivers should receive 
written and verbal information in an accessible format, 
such as using their preferred language or a form that 
suits their level of literacy. Results of systematic review 
have shown that information material given to patients 
in written form should be evidence and theory-based 
and documented by quality managers at a national level 
[42–44] [45] [46]. Furthermore, involving users in the 
evaluation of the information material is helpful, as it 
makes the information easier to understand and sup-
pose their needs [45, 47–56]. The development of stan-
dardized, evidence-based, and documented information 



Page 8 of 10Dehbozorgi et al. BMC Palliative Care           (2025) 24:69 

could aid healthcare professionals in delivering counsel-
ing and information management in medical centers. In 
the adapted guidelines, the recommendations include all 
stages of the disease course, from hospitalization to dis-
charge and aftercare.

The use of the ADAPTE toolkit is one strength of this 
study because the toolkit provides a structured and easy 
to follow framework

Conclusion
The examined and revised recommendations suggest 
healthcare professional interventions for family involve-
ment in the care of patients with schizophrenia, MDD, 
and BMD referred to medical centers in Iran. These rec-
ommendations are easy to understand and align well 
with the expectations of healthcare professionals for 
their implementation. They can also be effectively used 
by professionals in their interventions. The adapted 

recommendations emphasize the need for family-cen-
tered collaborative care to meet the needs of patients 
with common mental disorders and their caregivers, tak-
ing into account their preferences and capabilities.

Future directions
In Iran, healthcare professionals in medical centers 
should be enabled to implement these recommendations 
to enhance the quality of care and patient outcomes. The 
guideline extracted from the current research received 
approval from the Technological Committee of Isfahan 
University of Medical Sciences and was forwarded to the 
Guideline Committee of Isfahan University of Medical 
Sciences for implementation. This guideline underwent 
review by a team of experts in seven face-to-face ses-
sions, who were not involved in its compilation and eval-
uation. It is now prepared to be submitted to the Ministry 
of Health for final approval. Upon approval, it will be 

Table 4 Examples of recommendations from the third to the thirteenth chapter
Row chapter Examples of recommendations Source of 

adaption
Executives

1 Giving informa-
tion to caregivers 
and supporting 
them

Make sure that the patient’s caregivers have acquired sufficient information 
about the nature of the disease and participate in decision-making and treat-
ment planning.

Guideline 
NO. 1

Psychiatrist, nurse, clinical 
psychologist, social worker 
and occupational therapist

2 Identification of 
caregivers

Proactively seek to identify caregivers and ensure caregivers have the neces-
sary information about:
• Their right to be evaluated, how the process of care and its benefits
• How to evaluate caregivers
• How to evaluate support
• Access to community support

Guideline 
NO. 2

Psychiatrist, nurse, clinical 
psychologist, social worker 
and occupational therapist

3 Assessment of 
caregivers’ needs

Ensure staff carrying out or participating in carer assessments are trained and 
skilled in this role and have access to specialist advice

Guideline 
NO. 2

Psychiatrist, nurse, clinical 
psychologist, social worker 
and occupational therapist

4 Social support for 
caregivers

During caregiving, consider times for caregivers to rest and provide the neces-
sary support according to caregivers’ needs.

Guideline 
NO. 2

social worker

5 Training caregiv-
ers to provide 
care and support 
to the patient

Empower patients and their caregivers to anticipate and reduce the risk of 
violence and aggression, as well as reduce the use of restrictive interventions.

Guideline 
NO. 4

Psychiatrist, nurse, clinical 
psychologist

6 Psychological 
and emotional 
support for 
caregivers

Provide psychosocial support and psycho-education to caregivers in groups Guideline 
NO. 2

Psychiatrist, nurse, clinical 
psychologist

7 assessment 
(non-acute)

Ask patients who should receive the information and, if they are incapacitated, 
who should make decisions on their behalf.

Guideline 
NO. 1

Psychiatrist, nurse, clinical 
psychologist, social worker 
and occupational therapist

8 Community care Be responsible for increasing knowledge and reducing the stigma associated 
with psychotic disorders at the community level

Guideline 
NO. 6

Psychiatrist, nurse, clinical 
psychologist, social worker 
and occupational therapist

9 Assessment and 
referral in crisis

Engage users of the Services in a supportive and respectful manner; Provide 
clear information about the care process according to the individual needs of 
service users and provide appropriate emotional support

Guideline 
NO. 3

Psychiatrist, nurse, clinical 
psychologist, social worker

10 Hospital care Share the results of the assessment of violence and aggression with other 
health care services, social care, and related organizations, including the police, 
and also with caregivers if there is a risk for them.

Guideline 
NO. 4

Psychiatrist, nurse, clinical 
psychologist

11 Discharge and 
transfer of care

Based on the needs of the individual, schedule meetings with the service user 
once in a while

Guideline 
NO. 6

Psychiatrist, nurse, clinical 
psychologist, social worker
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disseminated to medical sciences universities nationwide 
for implementation by healthcare professionals.
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