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Abstract

Backround: Barriers to palliative care can also be seen dutite nursing education period. Assessment is
needed to determine whether the training prograrpddiative care in nursing education is effective

Objectives: This study was conducted to determine validity egihbility of The Palliative Care Self-Reported
Practices Scale (PCPS) and The Palliative CarécDifies Scale (PCDS) in Turkey.

Methodology: This study comparative study included a corretatiomethod to evaluate the validity and
reliability of the Turkish version of PCDS and PCHA®ie sample group of the study was composed of 346
nurses and nursing students. The data were obtdpnading the Nurse/Nursing Student Informationnfor
PCDS and PCPS.

Results: The total Cronbaclh of the PDCS was .81, the total factor loading Wa84-0.92 and the total
variance was 68.8%. The total Cronbachf the PCPS was 0 .91, the total factor loading @&8-0.87, and
the total variance explained was 76.5%. As a resuthe PDCS factor analysis, we determined thesétai
Meyer-Olkin coefficient as 0.74, the Barlett tg&t as 1903.117 and as a result of the adolescemt factor
analysis, we determined the KMO as 0.89, and theBaesty2 as 3711.049.

Conclusion: This study suggests that PCDS and PCPS are vatidreliable instruments for measuring
palliative care difficulties and self-reported jettilve care practices. These are instruments daitatbe utilized

by professionals working in the field of palliaticare.

Key Words: Palliative care, difficulties of palliative carealpative care practices.
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Introduction unnecessary stays of palliative care patients in

Palliative care includes the care of the patien ntensive care units, lack of continuation of
Whol hglve ChI‘OI’IliC olIJiseases (Currow et alpz(')ogtialliative care in the home environment, having
" .tHe patient difficulty in being accepted in the

P'alllatlve care beg_ms when the illness I?amily the family incidence of acute problems,
dlag'nos'e'd and contlnugs regardiess of wheth hd legal disruptions in (Lynch et al., 2010). For
the individual has received treatment (Grant is reason, when creating programs for palliative

al., 2009). The World Health Organization are in nursing education, topics related to these

(WHO) defines palliative care as “an approacEreas should be added (Wiener et al., 2015)
that improves the quality of life of patients an ” '

their families facing the problem associated witBarriers to palliative care can also be seen during
life-threatening illness, through the preventiothe nursing education period. Assessment is
and relief of suffering by means of earlyneeded to determine whether the training
identification and impeccable assessment amogram for palliative care in nursing education
treatment of pain and other problems, physicak effective. Such assessments are important for
psychosocial and spiritual.” WHO emphasizeslentifying, re-organizing, and preparing for a
the importance of starting palliative care in theareer in nursing education (Wiener et al., 2015).
early stages of a disease (WHO, 2010). Thus, a valid and reliable instrument is needed to

Lo : .. _measure their self-esteem and the challenges of
Elimination of the problems patients and famllle§he palliative care for health care personnel. In

experience at every stage of the chronic iIInesgdclition there is a need for more valid and

and the care is focused on improving the quall%Iiable instruments to increase the number of

of life that can be achieved by palllatlv_e Calfhese studies in Turkey. This study aims to test

in which patients and health professionals Coat¥|e validity and relia_bility of the Palliative Care
with multiple symptoms during the care O$§elf'-R.eported Pract'lc'es Scale (PCPS) and the
treatment can be achieved by palliative CarPalllatlve Care Difficulties Scale (PCDS),
. 8eveloped by Nakazawa et al. in 2010, in
support aimed at symptom control (Uysal et aITurkey
2015). It has been reported that severity of '
symptoms such as pain, dyspnea, insomnia, aAins: This study comparative study included a
anxiety decreased, and the survival period amrrelational method to evaluate the validity and
psychological wellbeing increased in patientseliability of the Turkish version of PCDS and
receiving palliative care (Modonesi et al., 2005PCPS.
Temel et al., 2_0_10). Palliative care is best am”el\/lethodology
through predicting and focusmg on Comm.orlbopulaﬁonandsample
symptoms by health personnel in the palliative
care team, e.g., doctors, nurses, psychologisi® conduct the validity and reliability study of
social workers, and dietitians, as well as plannifgCDS (15 items) and PCPS (18 items), 10 nurses
patient care and directing health care need&nd or nursing students were included per item
Identification of the symptoms associated witiand 150 nurses and or nursing students for PCDS
chronic diseases and treatment of the symptoragd 180 for PCPS were calculated. A total of 200
experienced with appropriate interventions wilhurses or nursing students were planned to be
also yield beneficial results in planning healttincluded in the study to determine the stability of
staff training for symptom control. To providethe scale.There is also another method which
the most appropriate palliative care, it igvas suggested for the sample size and it included
necessary for the health personnel to be awaretbfee rules as 5s, 10s and 100s rule. It was
the level of their knowledge, skills, andemphasized that the researcher should include at
experience, to develop self-esteem, and teast five individuals for each item in order to

receive appropriate education to eliminate theerform the factor analysis. There should also be
existing deficiencies (Uysal et al., 2015). 10 individuals for each item unless there is a

_ _ _ . problem about connecting with people (Sencan,
Palliative care is an important part of nur3|ng2005).

care. However, lack of knowledge and skills in

palliative care among health professionals is orhe study was conducted between April 15 and
of the most common obstacles to quality carduly 15, 2016 with a total of 346 participants,
Other obstacles to palliative care includéncluding 41 clinical nurses working in a
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university hospital, internal surgery, oncology), pain (items 7-9), delirium (items 10-12),
and pediatrics clinics, and 305 nursing studentlyspnea (items 13-15), and communication
studying at a university nursing faculty. (tems 16-18). The factor loadings in the
The inclusion criteria for participation were to besubscales range, with Cronbach alpha
over 18 years of age and to participate in theoefficients in parentheses, is 0.63-0.92, (0.90)
study voluntarily. for dying-phase care, 0.60-0.92 (0.90) for patient
and family centered care, 0.56-0.93 (0.91) for
pain, 0.48-0.82, (0.85) for delirium, 0.53-0.79
The Nursing/Nursing Student Information Form(0.89) for dyspnea and 0.43-0.68 (0.80) for
PCDS, and PCPS were used for the collection obmmunication. Test-retest values of the scale
research data. range from 0.64 to 0.74. In the scale in a five-
Nurse/Nursing Student Information Form: point Likert system, the questions are answered
This form consists of 4 descriptive question$l = Never, 5 = Always". A minimum of 18 and
asking socio-demographic characteristics: agaaximum of 90 points are scored in the scale. A
and gender (for all the participants); the clinicgninimum of 3 and a maximum of 15 points are
where they work employment periods; educatiogcored in each subscale item. The increase in the
and receiving palliative care education status (facore has resulted from the increased palliative
the nurses); the classes and receiving palliatieare practices.

care education status (for the nursing students)

Palliative Care Difficulties Scale (PCDS)This Stages of the Study

scale, a special scale developed to conceptualitge stages to be followed in PDCS and PCPS

the difficulties of palliative care, was developedjeyvelopment and the validity and reliability
by Nakazawa et al. (2010). It consists of 15 itemgnalyses are explained as follows;

defining palliative care difficulties. The subscale o

consists of 5 items: communication among thk@nguage Validity of the Scale: The most
teams (items 1-3), communication with patierPPropriate sentence structure in the target
and family (items 4—6), expert support (items 7language, the use of idiomatic expressions, and
9), reduction of symptoms (items 10-12), anée elements that are completely foreign to
communication coordination (items 13-15). Théulture should be considered when interpreting
factor loadings in the subdimension range, witf€ scale (Sencan, 2005). For this purpose,
Cronbach alpha coefficients in parentheses, V¢itten permission was obtained from Nakazawa
0.80-0.95 (0.93) for communication among thBY e'-ma|l for adaptation and use of the scales in
teams; 0.74-0.94 (0.91) for communication witH urkish.

patient and family; 0.63-0.99 (0.92) for experihe gcales were translated From English to

support;  0.67-0.95 (0.87) for ~ symptomyyqish by three linguists separately. After the
reduction; and 0.70-0.85 (0.85) forgcgles were translated into Turkish, the
communication coordination. Test-retest valuegsearchers' group work and the Turkish form of
of the scale ranged between 0.61 and 0.69. In th&y scales were rearranged and edited by an
scale prepared in the form of five-point Likerlgypert in Turkish. Both Turkish and English
system, the questions are answered "1 = nevervéfsions of the scales were edited once more by

= very much®”. A minimum of 15 and maximumgnqther linguist, expert in Turkish and English.
of 75 points are scored in the scale. A minimum

of 3 and maximum of 15 points are scored i®tage of Expert Opinion: It is recommended

each subscale items. The increase in the scdh@t at least three experts be consulted to
indicates that the difficulties experienced byletermine the equivalence of the items on the
palliative caregivers increase. form being translated (Akgul, 2003; Sencan,
Palliative Care Self-Reported Practices Scale 2005). Eight experts were consulted for the scale
(PCPS): This scale, developed by Nakazawa edS translated into TurkishOpinions of eight

al. (2010), is a self-report scale that assesses fipecialists were received about the scales (five
situations in which how the nurses' palliativédcademic members from the Department of
care recommendations are applied in the clini€ediatric Health and Diseases Nursing, two
The scale consists of 18 items and 6 sul@cademic members from the Department of
dimensions, including dying-phase care (item@ncology Nursing and one academic member

1-3), patient and family centered care (items 4rom the Department of Psychiatric Nursing).
The scale form was given to the specialists and

Data Collection Instruments
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they were asked to grade them between 1-4 n90), comparative fit index (CFI, normal value:
order to assess the convenience of scale item®5; Acceptable values: >.90), and normal fit
(1= Requires a great change, 4= Verindex (NFI, normal value: >.95; Acceptable
convenient). The Item Coverage Validity Indexalues: >.90) (Akgul, 2003; Sencan, 2005). The
(I-CVI) and the Scale Coverage Validity Indexgroups were compared between each other by
(S-CVI) were calculated for each item in theaising Student-t test.

scale. '_I'he compllancc_e ratio betwc_aen_ I'C.:VI am&eliability Analysis: Pearson’s correlation
S-CVI is 0.78 and higher, thus indicating the nalysis was used for the total-item score

agreement among the experts (Terwee et ai‘r'lalysis of scales and sub dimensions;
2007). Cronbach’s Alpha coefficient was used for the

Stage of Forming the Preliminary Test:As a internal consistency of scales and sub dimensions

result of opinions of specialists, the scale w O . i
applied to 10-20 individuals who had Similapitere used for reliability analysis (Akgul, 2003;

: . Sencan, 2005). In all types of analyses, 5 %
features, but were not involved in the samplgi nificance level was used
(Akgul, 2003; Sencan, 2005). The outline, which 9 '

was created by receiving the opinions of th®ata Collection

specialists, was ap_plied fo 20 individuals. _Sinc? on obtaining the signed consents, nurses and

therle \;vals no negative feedback, it was decided é)rsing students filled the Nurse/Nursing Student

apply fo larger groups. Information Form PDCS and PCPS. The data

Data Analysis collection process took approximately 10
Y

.- - minutes.
Validity of scale: Content Validity Index (CVI), In this study, the data were collected by the

explanatory factor analysis (EFA), Confirmatoryresearchers. During the data collection, each

L?)Cr:]mari:(l)nnaltézfs wge(r:eFﬁQe d ?gpt\;:ﬁé?td angglog%esearcher interviewed with the individuals. The
P y y written and oral consents of volunteer nurses and

E)fplc_)ratory factor analysis was conducted USinHursing students were obtained. Only one nurse
principal component analysis. Item-level conter]j i

A . efused to participate in the study since she
validity mde_x_(I-CVI) was u_sed to determine theworks very hard during the data collection. The
content validity of specialist. The ICVI value

A o
should be higher than 0.78 to have the harmo&;ﬁg'ﬁlﬁagr};?etewgstggézdy was 99.5% and the

between the specialists. Varimax rotation was
applied in order to obtain factors for theEthical Considerations

approximation of the simple structure. TheI'his study was approved by the Institutional

adequacy of the data for factor analysis WaReview Board of the University (IRB approval

emuoatetd tby (;‘Sigg “”t‘t‘? 'faitser'f'\"eyﬁr'Q'_‘f"number: 2551-GOA-2016/12-36). Institutional
( ) test an artietts test ot Sphericity., o missions were obtained in order to carry out

Eigen 'values greater than 1 were use_d fle study. Besides, the written and verbal
determine the factors. The value of .40 or high nsents of nurses and nursing students were

on factor loadings was chosen as the significag tained by meeting them and informing them
criteria for assigning items to factor. Validityabout the aim of the study

was examined through concordance validity,
construct validity and contrasted grougResults

comparison. Concordance validity was evaluateghe nrse students and nursing who participated
with the help of the item level-content validity;, e study had an age average of 23.32 + 4.21;

index. Construct validity was _examined througly7 9 o were female, their length of employment
explanatory  factor analysis (EFA)  andyering was 2.58 + 1.43 years, 35.1% were

confirmatory factor analysis (CFA). Contraste niversity graduates, 46.3% were employed in

group comparisons were used for validityeyiatrics clinics, and 68.3% never were
analysis. The model verification of CFlI was,q,cated in palliative care

conducted on the basis of the chi-square test, _
degree of freedom, root-mean-square error &falidity Analysis

approximation (RMSEA, normal value: <.0S\/yjidity of Content: The scores of the eight

Acceptable values: <.08), goodness of fit i”deéxperts were evaluated by content validity
(GFI, normal value: >.95; Acceptable values:
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analysis; the proportion was 0.92, indicating tha&d.59 to 0.89 and items of community
the expert scores were consistent. coordination sub-scale ranged from 0.54 to 0.81.
The model concordance indicators were found to
be RMSEA= 0.045, GFI= 0.95, CFI= 0.97, NFI=
Construct Validity of PCDS: The construct 0.94, NNFI= 0.96 and IFI= 0.97 (Figure |, Table
validity of scales is tested by several differerg).

methods. One of these methods is factor analyi'g.

Construct validity

From the factor analysis, the Kaiser-Meyer-Olki 'gure . Confl_rmato_ry Factor Analysis of
coefficient (KMO) was 0.744 and the Barlett tes alliative Care Difficulties Scalend of paper)

result was X = 1903.117, p = 0.000. FactorConfirmatory Factor Analysis of PCPS: As
loadings of the subscales were: communicatishown in Figure 2, the factor coefficients of
0.78-0.86; communication with patient andtems of dying-phase care sub-scale ranged from
family 0.64-0.92; expert support, 0.65-0.850.80 to 0.87, items of patient and family-centered
symptom reduction, 0.71-0.89; andcare sub-scale ranged from 0.83 to 0.93, items of
communication coordination, 0.72—0.79pain sub-scale ranged from 0.56 to 0.77, items of
Communication, communication with the patientlelirium sub-scale ranged from 0.82 to 0.90,
and family, expert support, symptom reductiorifems of dyspnea sub-scale ranged from 0.57 to
and communication coordination explain th&.84 and items of communication sub-scale
total variant at rates of 27.6%, 12.8%, 11.3%anged from 0.63 to 0.86. The model
9.5%, and 7.6 %, respectively. The total varianceoncordance indicators were found to be
was 68.8% (Table 1). RMSEA= 0.078, GFI= 0.89, CFI= 0.97, NFI=

Construct Validity of PCPS: From the factor %96’ NNFI=0.96 and IFI= 0.97 (Figure I, Table
analysis, the Kaiser-Meyer-Olkin coefficient™"

(KMO) was 0.892 and the Barlett test result waBigure II. Confirmatory Factor Analysis of
X? = 3711.049, p=0.000. Factor loadings of thlalliative Care Self-Reported Practices Seate
dying-phase care, patient- and family-centered paper)

care,  pain,  deliium,  dyspnea,  andraple 2. Confirmatory Factor Analysis of the
communication ~ were 0.75-0.87, 0.79-0.8%ne pglliative Care Difficulties Scale and The

0.58-0.77, 0.75-0.85, 0.24-0.83 and 0.61-0.8pg)jiative Care Self-Reported Practices Scale
respectively. Dying-phase care, patient- and

family-centered care, pain, delirium, dyspnedReliability Analyses

and communication explain the total variant aReliability coefficients of PCDS subscales were
the rates of 433%, 99%, 7.0%, 60%, 5.7%, a%mmunicaﬂon among the teams = 0.80,

4.6%, respectively. The total variance was 76.5%mmunication with patient and family= 0.81,
(Table 1). expert support = 0.69, reduction of symptonos

Table 1. Exploratory Factor Analysis of the= 0.78, and communication coordination =
Palliative Care Difficulties Scale and Palliatived-70; totale = 0.81 (Table 3).

Care Self-Reported Practices Scale Reliability coefficient of PCPS dying-phase care
Confirmatory Factor Analysis waso = 0.85, patient- and family-centered care

] ) =0.91, paimy = 0.72, deliriuno = 0.89, dyspnea
Confirmatory Factor Analysis of PDCS: As = 071 and communication =0.78: totala =

?Ilustrated in Figure. 1, 'the factor cqgffiqients 0f0.91 (Table 3).

items of communication in multidisciplinary o

teams sub-scale ranged from 0.67 to 0.81, iterd@Ple 3. Cronbach Alpha Coefficient and
Of Communication W|th pa‘[ient and famlly SubRe“abmty AnaIyS|S of The Palliative Care Self'
scale ranged from 0.43 to 0.99, items of expeﬁeported Practices Scale and The Palliative Care
support sub-scale ranged from 0.64 to 0.68, iterfifficulties Scale

of alleviating symptoms sub-scale ranged from
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Table 1. Exploratory Factor Analysis of the Pallidive Care Difficulties Scale and Palliative

Care Self-Reported Practices Scale

PALLIATIVE CARE DIFFICULTIES SCALE

PALLIATIVE CARE SELF-REPORTED PRACTICES SCALE

Scale Items Factor  Explained Scale Items Factor  Explained
Loading Variance Loading Variance
% %

Communication in multidisciplinary Dying-phase care

teams

1. The method of evaluating symptoms 0.78 1. | routinely inquire about the family’s concerns 0.84 43.3
is not consistent in multiprofessional in the dying phase.
teams. 276

2. ltis difficult to have a common goal 0.86 2. | evaluate physical discomfort regularly in the 0.87
toward alleviating symptoms in dying phase.
multiprofessional teams.

3. It is difficult to communicate about 0.81 3. | evaluate the appropriateness of caregiven in0.75
alleviating symptoms in the dying phase (e.g.,positioning, suctioning,
multiprofessional teams. physical restriction, blood tests, measurement

of urine, infusions).

Communication with patient and family Patient and family-centered care

4. When a patient expresses anxiety, it 0.92 128 4. |try to find out what is important to the patient 0.87
is difficult to respond. and family. 9.9

5. When a family expresses anxiety, it 0.92 5. I try to understand the wishes of the patient and0.84
is difficult to respond. family.

6. After a patient is informed of bad 0.64 6. | try to understand the suffering of the patient 0.79
news, it is difficult to talk and family.

Expert support Pain

7. It is difficult to get support from 0.73 113 7. | evaluate the effectiveness of rescue doses.  0.58
experts about alleviating symptoms. 7.0

8. There is no expert whom | can 085 8. | understand the situation of the patient 0.63
consult with about alleviating experiencing pain.
symptoms.

9. There are no facilities that can be 0.65 9. To evaluate pain, | ask the patient directly 0.77
consulted for alleviating the regarding pain intensity or use the pain
symptoms of home-care patients. intensity scale when the patient cannot reply.

Alleviating symptoms Delirium

10. There is a lack of knowledge about 0.85 9.5 10. | help patient’'s orientation with clock and 0.83
alleviating cancer pain. calendar to prevent and improve delirium. 6.0

11. There is a lack of knowledge about 0.89 11. 1 evaluate discomfort from deteriorating 0.85 '
alleviating dyspnea and digestive delirium (e.g.,urination, defecation, pain,
symptoms. anxiety).

12. Necessary training is not received 0.71 12. | inquire about the family’s concerns about 0.75
about palliative care. delirium.

Community coordination Dyspnea

13. There is no meeting between 0.74 76 13. To evaluate dyspnea, | ask the patient directly0.24 5.7
facilities when the cancer patient ' about dyspnea intensity or use the dyspnea
moves from hospital to home care. scale when the patient cannot reply.

14. 1t is difficult to get information 0.72 14. 1 understand the situation of the patient 0.83
about home care for cancer patients. experiencing dyspnea.

15. It is difficult to share information 0.79 15. | help the patient become comfortable to 0.67
between hospital and facilities that alleviate dyspnea.
provide home care. Communication

16. | confirm understanding of conditions by 0.61 4.6
eliciting questions from the patient and family.
17. | talk with the patient and family in a quiet and 0.81
private place.
18. | use open-ended questions for the patient and.75
family.
Total variance 68.8 Total variance 76.5
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Table 2. Confirmatory Factor Analysis of the Pallidive Care Difficulties Scale and Palliative
Care Self-Reported Practices Scale

X? df  x%df  GFI CFI NFI  NNFI (TLI) IFI RMSEA
The Palliative Care 13595 80 1.699 095  0.97 0.94 0.96 0.97 0.045
Difficulties Scale
The Palliative Care Self- 37482 120 3.123 0.89  0.97 0.96 0.96 0.97 0.078

Reported Practices Scale

Table 3. Cronbach Alpha Coefficient and Reliability Analysis of the Palliative Care
Self-Reported Practices Scale and Palliative Careifficulties Scale

Cronbach Mean SD

Alpha (o)
The Palliative Care Difficulties Scale 0.81 45.60 7.13
1. Communication in multidisciplinary teams sub-scale 0.80 8.59 2.40
2. Communication with patient and family sub-scale 10.8 9.85 2.46
3. Expert support sub-scale 0.69 7.51 2.05
4. Alleviating symptoms sub-scale 0.78 10.65 2.26
5. Community coordination sub-scale 0.70 9.00 2.02
The Palliative Care Self-Reported Practices Scale 0.91 75.42 8.99
1. Dying-phase care sub-scale 0.85 11.33 2.65
2. Patient- and family-centered care sub-scale 0.91 2113  1.56
3. Pain sub-scale 0.72 12.88 1.70
4. Delirium sub-scale 0.89 12.41 2.29
5. Dyspnea sub-scale 0.71 12.69 1.90
6. Communication sub-scale 0.78 12.87 3.01
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Table 4.

Difficulties Scale and Palliative Care Self-Reporté Practices Scale

ltem-Total Score and Item of the Test-Rest Analysis of the Palliative Care

The Palliative Care

Difficulties Scale

The Palliative Care Self-

Reported Practices Scale

Sub- ltems Item-Total Test-Re test Item-Total Test-Re test
Scale Score Correlations  Sub- Score Correlations
Correlations of ltems Scale Items Correlations of ltems
(n=346) (n=46) (n=346) (n=46)
r p r p r p r p

o 1 0.55 0.000 0.98 0.000 _, 1 0.57 0.000 1.00 0.000
g 2 0.56 0.000 1.00 0.000 g 2 0.61 0.000 1.00 0.000
i 3 0.63 0.000 1.00 0.000 & 3 0.70 0.000 1.00 0.000

o 4 049 0.000 1.00 0.000 4, 4 0.64 0.000 1.00 0.000
g 5 0.56 0.000 1.00 0.000 g 5 0.70 0.000 1.00 0.000
& 6 0.46 0.000 0.84 0.000 i 6 0.67 0.000 1.00 0.000

™ 7 0.55 0.000 0.82 0.000 ., 7 0.69 0.000 1.00 0.000
g 8 0.50 0.000 0.98 0.000 g 8 0.64 0.000 1.00 0.000
i 9 054 0000 009 0.000 & 9 054 0000 1.00 0.000

< 10 0.45 0.000 0.93 0.000 4 10 0.70 0.000 1.00 0.000
g 11 0.47 0.000 0.98 0.000 g 11 0.73 0.000 1.00 0.000
i 12 0.50 0.000 1.00 0.000 & 12 0.76 0.000 0.99 0.000

13 0.45 0.000 1.00 0.000 13 0.63 0.000 0.99 0.000
g 14 0.54 0.000 1.00 0.000 g 14 0.63 0.000 1.00 0.000

Q Q

b 15 0.59 0.000 1.00 0.000 i 15 0.712 0.000 0.98 0.000

16 0.68 0.000 0.98 0.000

© 17 0.56 0.000 0.98 0.000

E 18 0.58 0.000 0.97 0.000
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Table 5. Test-Retest Score Averages Obtained frorhd Palliative Care Self-Reported Practices
Scale and Palliative Care Difficulties Scale and Téir Comparison (n=46 )

Scale Score Mean

Analysis Results

Scales

First Second t

Implementation Implementation P P

X+SS X+SS
The Palliative Care 44.69 + 6.47 4450+ 5.76 <0001 051 0.614
Difficulties Scale
The Palliative Care

73.71 + 10.85 73.34 + 10.73 <0.001 1.95 0.058

Self-Reported Practices

Scale

Item Total Score Correlations of PCDS and After PCPS was applied twice at three-week
PCPS and Test-Re-Test Correlations of the intervals, its invariance, that is, the test-retest
reliability coefficient was assessed using the

Items:

= 0.000).

In addition, the test-retest reliability coefficten
of the items were statistically significant (r =
0.82-1.00; p = 0.000) in the correlation betwee
the first and second application scores of ea

item.

statistically significant between 0.54 and 0.76 (Biscussion

For PDCS, the item-total score correlations Jrearson Moments Multiplication Correlation. A

the 15-item scale for the reliability study wer
statistically significant between 0.45 and 0.63 (

Statistically significant positive correlation was
ound between the test-retest scores of the scale
r=0.99, p = 0.000) (Table 5).

In addition, a Student’s test was performed in
_dependent groups to determine whether there

as a difference between the mean scores of the
WO measurement results obtained at three-week
intervals from the sub-dimensions. There was no

statistically significant difference between the
For PCPS, the item-total score correlations weraean scores (p> 0.05) (Table 5).

= 0.000) in the 18-item scale.

In addition, the test-retest reliability coefficten

of the items were statistically significant (r =
0.97-1.00; p = 0.000) in the correlation betweel:
the first and second application scores of ea%{

item.

(Stability)

After PCDS was applied twice at three-week/alidity Analysis
intervals, its invariance, that is, the test-rete
reliability coefficient, was assessed using th

If an instrument will be used in a different

language it is necessary to show that it has the
me validity and reliability as the instrument’s
iginal format ( Gozum and Aksayan, 2003;
encan, 2005). Therefore, it was necessary to

evaluate the validity and reliability of the PDCS
Test-Retest Reliability of PCDS and PCPS and PCPS, which will be used in a Turkish

sample.

ontent Validity of the Scale

Pearson Moments Multiplication Correlation. AThe scale prepared to determine the validity of
statistically significant positive correlation wasits content is reviewed by experts and reviewed
found between the test-retest scores of the scalece more in line with criticism (Sencan, 2005).

(r=0.92; p = 0.000) (Table 5).

A form that allows experts to assess the

appropriateness of the materials through rating
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can be used. When most of the experts agree, thisalysis of Reliability

is considered an indicator of the validity of thqnternal Consistency Analysis of the Scale
content ( Gozum and Aksayan, 2003; Sencan,

2005). In the present study, five experts weréronbach's alpha coefficient is calculated as a
consulted to evaluate the appropriateness of theeasure of homogeneity in Likert-type attitude
PCDS and PCPS items in terms of language asdales where responses given to the items are
culture. In the analysis of the scope validity, thgraded. This test, indicating internal consistency,
minimum values for the number of experts alsehows whether the items measure the same
provide the statistical significance of the itemquality and whether the items are related to the
The minimum value at a p=0.05 significanceubject to be measured. To be considered
level was 0.78 for the eight experts (Yurdugulsufficient in a measurement, the reliability
2005). The scores of the eight experts weigoefficient should be as close to 1 as possible
evaluated by content validity analysis; thgTavsanel, 2002, Gozum and Aksayan, 2003,
proportion was 0.92. Expert scores wer&encan, 2005). The reliability coefficient of
consistent. Considering these results, the itemsBEDS wasy = 0.81, and that of PCPS was=
PCDS and PCPS were suitable for TurkisR.91. The internal consistency of scales and
culture; they reflected the field to be measuresubscales was at a high level of reliability (Table
and that its content was valid. 4). That the Cronbach alpha coefficient of both
the scale and its subscales is higher than 0.70
indicates that the reliability of the scale is gqod
Factor and Factor Analysis Gozum and Aksayan, 2003).

Construct validity

One of the main objectives of factor analysis is them-Total Score Analysis of the Scale

assess some new structures by 'gaklng advantalgr%m are different ways to select items in scale
of the relationships between variables. In othe

words. it is aimed to form common factors bd'evelopment studies. One of these ways is to
N . ) . yevaluate the item total score correlations of the
grouping variables in factor analysis ( .GOZU cales and to remove the low correlation items
o oot aivsis found! . Katsor Meyer. Olifom the scale. It has been suggested that the
coefficient (KMO) of PCDS was 0.744 and thevalue that can be used in selecting the substance

_ is 0.20 to 0.25 and higher. A high correlation
Barlett test result was“ 1903.117 (p = 0.000). coefficient is a sign that the item is appropriate

-eri(taaSk()elgigjre?ai?(;)rwazh;;;?se %n;bfzggrﬁig&lfgf& the theoretical structure being measured
of the scale were between 0.64 and 0.92. T erkus, 2008, Gozum and Aksayan, 2003).
total variance was 68.8% (Table 1). For PDCS, in examining the item-total score
In this study, Kaiser-Meyer-Olkin coefficientcorre'ations of the 15item scale for the
Y, Y reliability study, these scores were statistically
(KMO) of PCPS was 0.892 and the Barlett test: ificant bet 0.45 and 0.63 — 0000
result was X = 3711.049 (p = 0.000) through they Jnimeant between ©.25 and o. (p = 0.000).
. ' ' For PDCS, in examining the item-total score
factor analysis. These values show that the

number of samples is suitable for factor anal Sicorrelations of the 18dtem scale for the
b Y ?eliability study, these scores were statistically

oy, o oaings o ane ome were 2enwelonicant between 054 and 0.16 (p = 0000,
('I.'able 1) T "“The items in the scale are therefore compatible

' with the theoretical structure of the scale and
The higher the variance rate, the stronger th@ovide sufficient correlation. The item-total
factor structure of the scale. Variance ratioscore analysis is considered to be valid as well as
between 40% and 60% are accepted as adequatiéable (internally consistent) and reflects the
in the studies (Tavsenel, 2002; Sencan, 2005). validity of the scale as well (Erkus, 2003).

the present study, 60% variance in both Scal‘E,Sorrelation Analysis between Test-Repeat

was obtained, which is a sufficient level
. . - est Score Averages of the Scale and the
Through this analysis, the construct validity o . :

orrelation Analysis t Test

PCDS and PCPS was found to be appropriaté

(Table 1). Test-retest measurements are the most commonly
used reliability analyses for evaluating the
invariant quality of the instrument. This is
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usually evaluated by Pearson Momentgems in both scales give a similar result in both
Multiplication correlation analysis ( Gozum andmeasurements indicated that the expressions
Aksayan, 2003; Sencan, 2005). It is assumed thaere understandable and consistent.

the closer the correlation coefficient calculated t

determine that a measurement instrument (éonclusion
immutable (stable) against time is to +1, th or palliative care to be best applied to an ilines

. o e ) e difficulties experienced in palliative care and
higher is its reliability. It is recommended that, If-reporting—based practices should be known.

the correlation coefficient between the test-reteﬁerefore, reliable and valid instruments specific

scores of the instruments be 0.70 at minimum (() o .
this field are needed. This study suggests that
Gozum and Aksayan, 2003; Sencan, 2005). CDS and PCPS are valid yandgg reliable

this study, the invariance coefficient of tWOinstruments for measuring palliaive care

applications of PCDS, which was conducted e& N L

. " ifficulties and self-reported palliative care
ghrele-wzz[}lntet[\r/]als_, was 0.92 (p—ﬁQ.QOOt) (;I'?hbl ractices. These are instruments suitable to be
)- Ina dition, the Invariance coetiicient o utilized by professionals working in the field of
two a_ppllcanon_s Of. PCPS, performed at thre jalliative care. Professionals can develop
week intervals in this study, was 0.99 (p—O.OOI itiatives specific to palliative care patients

(Table 5). Both scales had a high degree : . .
reliability; the results in the first measurementg garding the results they obtain from this scale.

and those in repeated measurements wdranitations

similar. Although one-half of the participants to be

Even when the test-retest correlation coefficienncluded in the sampling of the study were
is sufficient, it is recommended that the mean gflanned to be nurses, some of them either did not
the two measurement results and the standasgnt to participate in the study or failed in filj
deviations be investigated, and that botthe scales out completely.
measurement results be similar ( Gozum ar]g

. eferences
Aksayan, 2003; Sencan, 2005).ooking at o _ .
whether there was a difference between thkgul A. (2003) Statistical analysis techniques:
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Figure 1. Confirmatory Factor Analysis of Palliative Care Difficulties Scale
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