https://jpalliativecare.com/

Indian Journal of Palliative Care
Article in Press
Original Article

Psychometric Properties of the ‘Patients’ Perspective of the Quality of
Palliative Care Scale’
Shohreh Kolagari1 , Homeira Khoddam1 , Frédéric Guirimand2 , Leila Teymouri Yeganeh1 , Amaneh Mahmoudian3
Nursing Research Center, Golestan University of Medical Sciences, Gorgan, Iran, 2Pôle Recherche et Enseignement Universitaire, Soins Palliatifs en Société,
Maison MédicaleJeanne-Garnier, Paris, France, 3School of Nursing, Golestan University of Medical Sciences, Gorgan, Iran.
1

ABSTRACT
Objectives: Palliative care is a basic human right for all patients suffering from progressive and excruciating pain, limitations in daily activities as well as
requiring constant care. The development of palliative care is always associated with the physical, psychological, social and spiritual care quality level and
requires continuous evaluation by the care-receiving patients. This study aimed to determine the psychometric properties of the patients’ perspective of
the quality of palliative care scale.
Materials and Methods: This methodological study was conducted on 500 patients with chronic diseases admitted to the hospitals affiliated in Golestan
University of Medical Sciences, between 2019 and 2020. Participants were selected through stratified sampling through proportional allocation as well
as considering the bed occupancy rate in the two referral hospitals of the university. According to Wild approach, we translated the original version of
the scale the patients’ perspectives of the quality of the palliative care scale with 35 items and eight subscales. Using exploratory and confirmatory factor
analysis, the psychometric properties of the scale (i.e., initial reliability and face, content, convergent and construct validities) were assessed. The reliability
of the scale was calculated by applying Cronbach’s alpha coefficient, McDonald’s omega coefficient and the Intraclass correlation coefficient (ICC). SPSS16 and AMOS-24 software programs were used to analyse the data.
Results: Three items were omitted after assessing the initial reliability of the translated version of the perspectives of the quality of the palliative care scale
using adjusted Cronbach’s alpha. The qualitative face validity and impact score of the remaining items of the scale were confirmed by the target group.
Meanwhile, a panel of experts confirmed the content validity ratio and content validity index. Convergent validity was approved by calculating the average
variance extracted >0.5. Performing EFA led to the extraction of 7 subscales with 32 items. CFA and goodness of fit indices such as GFI = 0.98, CFI =
0.91, RMSEA = 0.048 and GFI = 0.97 confirmed the construct model by omitting three items. Hence, the Persian version of the patient’s perspective of the
quality of palliative care scale was finalised, including seven subscales with 29 items. ICC of >0.7 represented good reliability. Moreover, Cronbach’s alpha
and McDonald’s omega coefficient confirmed the internal consistency of the scale.
Conclusion: Based on the findings of this study, the Persian version of the patients’ perspective of the quality of palliative care scale is introduced as a valid
and reliable scale. It can accurately indicate and predict the meticulous quality of such care in hospitalised patients and can be used in the cure and care
assessments in the health system.
Keywords: Psychometrics, Patients’ perspective, Quality, Palliative care

INTRODUCTION
Caregiving is one of the fundamental components of
health system services[1] and providing good quality care,
which is constantly evolving, is a priority in every health
system.[2] Palliative care is one of the care types in the clinical
setting.[3] It is a basic human right for all patients, especially
those requiring constant care due to chronic, progressive
and excruciating pains caused by chronic malignant and

non-malignant diseases.[4] Palliative care is comprehensive
and holistic care provided to patients by an interdisciplinary
team of physicians, health-care providers, nurses,
psychologists and social workers during hospitalisation and
even after discharge.[5] Palliative care is aimed to provide
physical, psychological, social and spiritual support to
patients with chronic diseases and those in the end stages
of life as well as their families through the prevention of
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suffering.[6] Such care is always required by patients with
chronic progressive diseases, limitation in daily activities,
uncertain course of the disease, instability in symptoms and
disruptions in the process of life.[7]
Reports reveal that about 40 million chronic patients in the
world with cardiovascular disease (38.5%), chronic lung
disease (10.3%), AIDS (5.7%), diabetes (4.6%) and cancer
(37%) annually receive palliative care.[8] Providing palliative
care has positive consequences such as an increase in the
patient’s energy, pain relief, dealing with the disease taboo,
changing the lifestyle[9] and promoting the patient knowledge
and awareness.[10] However, it can be impaired by challenging
factors, including inefficient performance, poor or nonquality care or care that does not meet the standards,[11]
progression of the destructive power of disease,[12] progressive
dysfunction of daily function,[13] heterogeneous coverage and
improper level of services[14] and inadequate access to care
services.[15]
Meier (2011) showed that chronic patients hospitalised in
different wards do not receive optimal-quality palliative
care services. This is manifested by untreated symptoms and
unmet social, psychological and physical needs, gradually
resulting in increased caregiver burden and decreased
patient satisfaction.[16] The results of the qualitative research
conducted by Ansari et al. also revealed that the quality of
palliative care has some challenges in Iran and needs to be
constantly evaluated.[17]
According to the National Institute of Health Care Quality,
evaluation and monitoring strategies should be considered
to achieve high-quality care in the community.[18] Evaluating
the quality level of care programs regarding the opinions
of stakeholders and care receivers is an efficient strategy.[19]
Furthermore, research shows that developing palliative care
always depends on understanding the patients’ needs and
their perspectives on the physical, psychological, social,
spiritual and cultural quality of care and continuous
evaluation of the process.[20] In other words, an adequate
insight and clear picture of palliative care quality will be
achieved through getting the patients’ opinions and their real
experiences.[21]
Various palliative care quality assessment instruments have
been developed throughout the world to gather the patients’
perspectives on the quality level of palliative care. For
instance, Yun et al. developed a questionnaire to assess the
quality of palliative care in cancer patients in Korea,[22] and
Guirimand et al. devised and validated a questionnaire on
the patients’ perspectives of the quality of palliative care in
France.[20] Moreover, Buzgova et al. designed an instrument
to assess the patients’ needs in palliative care and levels
of care.[23] By the same token, Lyons et al. validated the
Functional Assessment of Chronic Illness Therapy-Palliative
care scale to appropriately assess the quality of existing
care.[24]
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However, there is no instrument in Iran to assess the quality
of palliative care provided to patients. Thus, considering
the progressive trend of providing palliative care, local and
specialised instruments is required for assessing its quality.
Such instruments must follow the cultural factors, facilities
and conditions of care provider organisations, treatment and
care team skills in this field. Using such instruments provides
the opportunity to accurately evaluate various dimensions of
the quality of palliative care in patients while addressing its
shortcomings and challenges. Hence, the present study was
developed and conducted to determine the psychometric
properties of the patients’ perspectives of the quality of the
palliative care scale.

MATERIALS AND METHODS
Ethical considerations
This study is based on the first part of the Ph.D. dissertation
with the ethics code of (IR.GOUMS.REC.1398.374),
approved by Research Ethic Committee, Golestan University
of Medical Sciences. First, the research objectives were
explained to the participants and informed consent to
participate in the study was obtained. The participants were
assured that the information would remain confidential and
that they had the right to withdraw from the study whenever
they wanted.
This cross-sectional methodological study was conducted
during 2019–2020 in the hospitals affiliated to Golestan
University of Medical Sciences. The evaluation process of the
psychometric properties included translating the patients’
perspectives of the quality of the palliative care scale,
calculating the initial reliability, evaluating the face, content,
convergent and construct validities and the reliability of the
scale. The original ‘patients’ perspectives of the palliative
care quality scale’ was developed by Guirimand et al. in
France.[20] This scale has eight subscales with 35 items,
including the availability of caregivers to satisfy patient’s
needs (9 items), serenity (4 items), quality of information
(four items), pain management (three items), caregivers’
listening skills (five items), psychosocial and spiritual aspects
(four items), the possibility to refuse (care or volunteers)
(two items) and respect for the patient (four items). These
subscales were scored in the Likert scale as ‘no, not at all,’ ‘not
really,’ ‘almost,’ ‘yes exactly’ and ‘does not apply to me.’
Translation of the scale
After corresponding with the scale developer, prof.
Guirimand and receiving written permission, the translation
and psychometric steps were initiated. The approach
presented by Wild et al. was used for translating the scale in
this study.[25]
First, the original version of the patients’ perspectives of
the quality of the palliative care scale was translated from
French to Persian by two translators fluent in French (one
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of the translators was familiar with the field of study). Then,
the translations were reviewed in terms of semantic clarity
by the research team and the differences and conflicts
between the translation texts were resolved. Ultimately, by
integrating the original translations and the final version,
the translation of the patients’ perspectives of the quality
of the palliative care scale was confirmed. In the review
and synchronisation stage, the translated sentences and the
corresponding Persian translations were compared. The
final Persian version was then translated into French by
another translator not participating in the previous stage. The
original version and the version translated into French were
sent to the scale developer. This version was examined and
approved by the scale developer in terms of conceptual and
linguistic comprehension. During a meeting, the research
team approved and applied the changes he proposed. Then,
the Persian translated version, named Qualitative-PalliativePatient (Quali-Palli-P), entered the phase of assessing
psychometric properties.

(seven people), clinical nurses working in chronic patients’
wards (two people) and one psychologist.
Quantitative content validity was evaluated by calculating
content validity ratio (CVR) based on the Lawshe model.
The experts were asked to express their ideas about the
necessity of the items in the three-item Likert scale (not
necessary = 1, useful but not necessary = 2 and necessary = 3).
The minimum acceptable value for CVR with ten specialists
was 0.62 in the Lawshe table.[28]
To calculate the content validity index (CVI), after analysing
the CVR results, the panel of experts was asked to evaluate
each item based on the Waltz and Bausell criterion in terms
of relevancy on a four-item Likert scale ranging from not
related = 1, slightly related = 2, needs to be revised = 3 and to
completely related = 4.
Kappa measure (K*) or modified statistic was also calculated.
K* scores higher than 0.74 are excellent, between 0.6 and 0.74
are considered good and the scores between 0.4 and 0.59 are
relatively good.[29]

Psychometrics of the scale

Construct validity assessment

Initial reliability assessment

Exploratory factor analysis (EFA)
Confirmatory factor analysis (CFA)
To evaluate the construct validity of the Quali-Palli-P, EFA
was used to extract the existing construct model among the
studied variables. Then, the model was confirmed in the
Golestan University of Medical Sciences research community
using the CFA. Construct validity examines the efficiency of
the scale in terms of measuring the existing constructs and
factor analysis is one of the important steps in the design and
psychometrics of new instruments.[30] As a rule of thumb,
there should be 10–20 samples per item in EFA.[31] Thus, a
maximum of 500 samples (32 × 15) was estimated for 32
items.
Sampling was performed through the stratified method
by proportional allocation of chronic malignant and nonmalignant patients considering the bed occupancy rate in
the two referral hospitals. The sample size was estimated to
be 115 malignant chronic patients and 385 non-malignant
chronic patients who entered the study based on the inclusion
criteria after obtaining written informed consent.
The inclusion criteria were the age ≤18 years and willingness
to participate in the study. Moreover, the patients had
been hospitalised for 48 h before the study while receiving
palliative care.
After data collection, Kaiser–Meyer-Olkin (KMO) was
employed to determine the adequacy of the sample size
and Bartlett’s Test of Sphericity was used to determine the
correlation in the data matrix. EFA was performed in SPSS-16
after determining the appropriate factor loading, Eigenvalue
and the maximum likelihood with varimax rotation.
After extracting the main components of the construct
model in EFA, the CFA method in AMOS 24 was utilised to

The initial reliability was calculated through internal
consistency; that is, Quali-Palli-P was completed by 30
hospitalised chronic patients and Cronbach’s alpha was
calculated after entering the data into SPSS-16.[26] The
Cronbach’s alpha of >0.70 is an acceptable value for the scale.
Face validity assessment
The face validity of Quali-Palli-P was evaluated both
quantitatively and qualitatively. In the qualitative face
validity, the researchers had a face-to-face interview with 12
chronic patients (six females and six males) hospitalised in
university-affiliated hospitals. They were asked to evaluate the
items in the scale in terms of any ambiguity, comprehension
difficulty, wording and understanding of the concepts.
To quantitatively evaluate the face validity, they were asked
to score the Quali-Palli-P in a 5-item Likert-scale ranging
from very important (five points), somewhat important (four
points), relatively important (three points), slightly important
(two points) and to not important (one point). The impact
factor of the items was calculated using this formula: Impact
Score = Frequency% × Importance. If the impact factor score
was higher than 1.5, the item was recognised as eligible and
was retained for subsequent analysis.[27]
Content validity assessment
Content validity assessment of Quali-Palli-P was performed
both qualitatively and quantitatively. In the qualitative phase,
ten people from the experts’ panel on palliative care were
asked to comment on the grammar, use of appropriate words,
appropriate placement of items and scoring the scale. These
experts included experienced specialists and researchers
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confirm the model. In CFA, the researchers look for fitting
the existing data into the model. To achieve this, several
fit indices were employed. That is, out of three groups of
absolute, parsimonious and comparative fit indices, the
most common fit indices of the model were used, including
goodness-of-fit index (GFI), adjusted goodness-of-fit index,
root mean squared error of approximation, comparative fit
index, normed fit index and incremental fit index.[32]
Convergent validity assessment
The convergent validity of Quali-Palli-P was assessed through
average variance extracted (AVE) and composite reliability (CR).
An instrument enjoys convergent validity if it explains the degree
to which the constructs strongly correlate with each other. AVE
values must be >0.5 and CR values must be higher than AVE.[33]
Reliability assessment
In the present study, relative stability was measured by the
test-retest method. For this purpose, the participants were
asked to complete the Quali-Palli-P scale twice with a 20-day
interval. Intraclass coefficient (ICC) was calculated using a
two-way mixed effect model. Furthermore, Cronbach’s alpha,
McDonald’s omega and average inter-item correlation were
measured for internal consistency.

RESULTS
From 500 patients participating in the study, the majority of
the participants in the study were men (263, 52.5%), married
(405, 81%) and illiterate (286, 57.2%) with a mean age of
55.38 ± 15.51. Totally, among the chronically hospitalised
patients, 376 (75.2%) suffered from non-malignant and
124 (24.8%) were affected by malignant diseases.
In the initial reliability assessment, the results of the adjusted
Cronbach’s alpha revealed that items 7, 11. And 26 should be
deleted. By omitting these three items, there was an increase
in the total Cronbach’s alpha value of the scale and subscales
[Table 1].

In qualitative face validity assessment, ambiguities posed
by the target group in understanding 12 items (i.e., 13, 5,
14, 15, 16, 17, 9, 20, 21, 31, 34 and 35) were resolved by the
explanations of the researcher. Ultimately, the qualitative face
validity was confirmed. Calculating the impact factor score,
all items obtained an impact factor of 1.5 and so remained in
the scale.
In evaluating the qualitative content validity, five items (1, 9,
13, 22 and 28) were revised. Moreover, the Likert scale was
altered to ‘Does not apply to me’ (0), ‘Never’ (1), ‘Hardly ever’
(2), ‘Sometimes’ (3) and ‘Always’ (4) based on the nature of
the questions. The values of the items were confirmed using
the Lawshe table (>0.62). Scale-CVI/Ave value was 0.94 and
the indices of all items were reported within 0.67–1.
For the construct validity, participants who were literate
completed the questionnaire independently and without
the need for assistance. Participants without literacy
answered the questions with the help of the researcher. Out
of 500 samples collected through simple random sampling,
200 samples were allotted to EFA and 300 samples to CFA.
In the EFA group, exploratory factor analysis was conducted
considering the KMO index and Bartlett test. The KMO
index value of 0.863 (i.e., > 0.6) indicated that the number
of samples was adequate for factor analysis. The statistical
significance of the Bartlett test (i.e., 0.00) revealed that factor
analysis was appropriate to identify the structure of the factor
model.
Then, accepting a factor load of ≤0.3 and Eigenvalue>1,
the EFA was performed on eight subscales with 32 items
[Table 2].
Based on the EFA results in [Table 2], after rotating the factor
loadings, 32 items were placed in seven subscales. Besides,
the subscale of ‘possibility to refuse (care or volunteer)’ was
removed and its items were moved to other subscales.
Quali-Palli-P explained 63.94 of the total variance. The
highest variance was allocated to the factor of ‘availability

Table 1: The initial reliability of the Quali‑Palli‑P scale.
Subscale
Availability of caregivers to meet the needs
of the patient
Serenity
Quality of information given to the patient
and the patient’s involvement in decisions
Pain management
Willingness of caregivers to listen
Psychosocial and spiritual dimensions
Possibility to refuse (care or volunteer)
Respect for the patient
Total
Quali‑Palli‑P: Qualitative‑Palliative‑Patient
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Cronbach’s alpha

Adjusted
Cronbach’s alpha

Candidate items
for removal

0.529

0.86

7

0.597
0.824

0.78
0.90

11
‑

0.726
0.717
0.542
0.747
0.716
0.576

0.90
0.86
0.70
0.86
0.83
0.78

‑
‑
26
‑
‑
32

Mahmoudian, et al.: Quality of palliative care scale

Table 2: Factor loadings after varimax rotation.
Item

Sub‑scale
Factor 1:
Availability
of caregivers

1
2
3

4
5
6

7
8
9
10
11
12

13

14

I see caregivers
whenever I need.
Caregivers respond
quickly when I need.
When I am stressed,
worried and sad,
caregivers do their
best.
Caregivers help me
with daily chores as
much as they can.
Caregivers are
available.
Caregivers pay
attention to me
whenever they enter
the room.
The nurses do their
best to be available
to me.
The provided services
are desirable.
The caregivers
are gentle when
providing care.
I can rest as much as
I want.
The caregivers care
about my rest time.
They provide me with
complete information
concerning
improvements in my
health condition.
I am provided with
complete information
concerning
therapeutic objectives
(medication and
surgery).
I am provided with
complete information
about the possible
side effects of the
treatments.

Factor 2:
Serenity

Factor 3:
Factor 4: Pain
Providing
Management
cure and care
information
and the patient’s
involvement in
decisions

Factor 5:
Factor 6:
Caregiver’s Psychosocial
listening and spiritual
skills
dimensions

Factor 7:
Respect
for the
patient

0.699
0.707
0.625

0.725
0.701
0.58

0.621
0.379
0.582
0.530
0.768
0.69

0.802

0.866

(Contd...)
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Table 2: (Continued).
Item

Sub‑scale
Factor 1:
Availability
of caregivers

15
16
17
18
19
20
21
22

23

24
25
26
27
28

Factor 2:
Serenity

I am involved in
decisions concerning
my care.
I am regularly asked
about my pain.
As soon as I report
pain, I quickly receive
care.
Nurses take my pain
into account before
any nursing care.
I easily get the needed
information from the
nursing staff.
I can easily express
my needs with the
treatment team.
The doctors answer
my questions about
the disease.
The doctors ask
for my permission
before informing my
relatives about my
health.
My relatives
receive clear and
understandable
information about my
health conditions
I can talk to a
psychologist if
needed.
I can talk to a social
worker if needed.
I can talk to a
religious or spiritual
counsellor if I wish.
I can refuse certain
treatments.
I can refuse
the presence of
non‑professionals in
my bedside.

Factor 3:
Factor 4: Pain
Providing
Management
cure and care
information
and the patient’s
involvement in
decisions

Factor 5:
Factor 6:
Caregiver’s Psychosocial
listening and spiritual
skills
dimensions

Factor 7:
Respect
for the
patient

0.857
0.58
0.815
0.839
0.855
0.759
0.764
0.779

0.778

0.903
0.922
0.877
0.427
0.569

(Contd...)
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Table 2: (Continued).
Item

Sub‑scale
Factor 1:
Availability
of caregivers

29

30

31
32

Factor 2:
Serenity

Factor 3:
Factor 4: Pain
Providing
Management
cure and care
information
and the patient’s
involvement in
decisions

Factor 5:
Factor 6:
Caregiver’s Psychosocial
listening and spiritual
skills
dimensions

Doctors and nurses
listen to me and pay
attention to what I
say.
Part of the
treatment and care
is done without my
permission.
I know the doctors
who take care of me.
Caregivers ignore me
when talking to each
other.

Factor 7:
Respect
for the
patient

0.755

0.833

0.75
0.584

Table 3: The percentage of variance explained by Quali‑Palli‑P for each factor.
Subscale
1. Availability of caregivers
2. Serenity
3. Providing cure and care information and the
patient’s involvement in decisions
4. Pain management
5. Caregiver’s listening skills
6. Psychosocial and spiritual dimensions
7. Respect for the patients

Eigenvalue

Percentage of variance
explanation

Cumulative
variance percentage

4.93
3.9
3.39

13.33
10.56
9.43

50.41
49.89
48.32

2.79
2.62
2.19
1.92

7.55
7.08
5.92
5.2

60.18
51.96
53.88
63.84

Quali‑Palli‑P: Qualitative‑Palliative‑Patient

Figure 1: Scree plot in exploratory factor analysis.

of the caregivers’ and the lowest variance was related to the
factor of ‘respect for the patients’ [Table 3 and Figure 1].
Considering the structure of the Quali-Palli-P model, CFA
results with AMOS 24 software indicated that items 10, 32
and 24 were also removed from the scale. The fit indices of
the obtained model properly confirmed the omission of three
factors. Therefore, the number of items was reduced to 29.
Fitness indices revealed there was a good fitness between
the model in the data of this study and the obtained factor
structure. Hence, Quali-Palli-P with 29 items and seven
subscales were finally approved [Figure 2 and Table 4].
Among the 35 items in the original scale, six items were
omitted and Quali-Palli-P factor structure was confirmed
with 29 items and seven subscales including ‘availability of
the caregiver’ (six items), ‘serenity’ (three items), ‘providing
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Figure 2: The measurement model for the interpretation of data obtained from integration based on standard factor loadings F1: Availability
of caregivers, F2: Serenity, F3: Providing cure and care information and the patient’s involvement in decisions, F4: Pain management,
F5: Caregiver’s listening skills, F6: Psychosocial and spiritual dimensions, F7= Respect for the patients.
Table 4: The results of the Quali‑Palli‑P fit indices model.
Indices

χ2

df

P‑value

CMIN.DF

RMSEA

GFI

AGFI

NFI

IFI

CFI

1010

354

0.079

2.85

0.048

0.981

0.954

0.977

0.916

0.916

GFI: Goodness‑of‑fit index, AGFI: Adjusted goodness‑of‑fit index, RMSEA: Root mean squared error of approximation, CFI: Comparative fit index, NFI:
Normed fit index, IFI: Incremental fit index, Quali‑Palli‑P: Qualitative‑Palliative‑Patient

cure and care information and the patient’s involvement in
decisions’ (four items), ‘pain management’ (three items),
‘caregiver’s listening skills’ (six items), ‘psychosocial and
spiritual dimensions’ (three items) and ‘respect for the
patients’ (four items).
The results of convergent validity of Quali-Palli-P showed
that the AVE of all factors (0.521-0.610) was >0.5 with the
CR of each factor being higher than its AVE [Table 5].
Furthermore, the reliability results revealed that Cronbach’s
alpha and McDonald’s omega coefficient of the scale were
confirmed. The internal consistency of the total scale was 0.88
and it ranged from 0.71 to 0.93 for the subscales. The ICC of
the scale was approved through test-retest (95% confidence
Indian Journal of Palliative Care • Article in Press
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interval, r=0.89, significance level of 0.00). It was 0.89 for all
items and 0.85-0.88 for the subscales [Table 5].

DISCUSSION
Palliative care is performed not only to improve the quality of
life but also to prevent or relieve the suffering of patients and
their families.[34] According to the results of the present study,
Quali-Palli-P was introduced as a valid and reliable scale in
the Iranian Palliative care context.
In the psychometric process, first, the scale was translated
based on the approach posed by Wild et al.[25] Translating the
instrument is one of the most common methods for cultural
adaptation or localisation. Therefore, paying attention to
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Table 5: The indices of convergent validity, internal consistency and stability of Quali‑Palli‑P.
Subscale

AVE

CR

Alpha (CI 95%)

AIC

Omega

Availability of caregivers
Serenity
Providing cure and care information and the patient’s
involvement in decisions
Pain management
Caregiver’s listening skills
Psychosocial and spiritual dimensions
Respect for the patients

0.536
0.521
0.549

0.735
0.740
0.788

0.81 (0.80–0.843)
0.71 (0.70–0.75)
0.85 (0.84–0.89)

0.321
0.354
0.287

0.761
0.772
0.863

0.603
0.571
0.610
0.536

0.864
0.714
0.820
0.753

0.93 (0.90–0.98)
0.71 (0.70–0.76)
0.92 (0.90–0.97)
0.81 (0.80–0.843)

0.282
0.310
0.269
0.321

0.890
0.715
0.820
0.761

Quali‑Palli‑P: Qualitative‑Palliative‑Patient, AVE: Average variance extracted, CR: Composite reliability

the proper translation process and cultural adaptation of
meanings leads to validity the reliability of the instrument.
Researchers believe that there is no specific guideline for
translating the instruments and the stepwise process of
translating and cultural adapting based on a specific pattern
brings about high-quality results.[35]
Some researchers believe that meeting four standards,
including content validity, construct validity and two types
of reliabilities are necessary for validating the instruments
and making them applicable in the research context.[36] In
the present study, the stages of initial reliability, face, content,
convergent and construct validities were precisely performed.
Accurately performing the initial reliability and studying
its results facilitates a psychometric path.[37] Moreover, face
validity was confirmed by obtaining the comments of the
target groups, making minor changes on some items and
calculating the impact score. Polit have stated that face
validity assessment supports the ability of the target group to
comprehend the items of an instrument.[38]
The qualitative content validity of the scale was also
confirmed by revising several items in a panel of experts
using a Likert scale. Moreover, the CVR and CVI of all items
were verified and the items were preserved. Experts believe
that in content validity assessment. The more knowledgeable
the selected experts in the field, the more accurate the content
validation process will be.[38]
The initial results in EFA indicated the desirability of KMO
tests (0.86). Being significant, Bartlett’s test of sphericity
revealed the correlation between the studied variables and
the correct application of factor analysis. The sample size
adequacy in EFA requires values >0.6 in the KMO test.[39]
The items also explained 63.84% of the total variance. In
this regard, Zikmund et al. reported that it is appropriate to
explain about 60% of the total variance in the domains.[40]
Factor analysis is one of the reliable techniques for validating
the instrument; hence, the instrument can be modified by
construct validity.[41]
The EFA results led to the removal of the subscale of
‘possibility to refuse (care or volunteer)’ and moving its
items to other subscales. In this regard, Guirimand et al.

claimed that the ‘right to refuse some treatments’ was the
only dimension that was not correlated with the satisfaction
of the quality of care and did not affect it directly.[20] In the
present study, the highest variance was attributed ‘availability
of caregiver’ and the lowest belonged to ‘respect for the
patients.’ The ‘availability of caregivers’ remained in the scale
with high variance, suggesting that patients consider this
factor effective and important in the quality of the provided
care, whereas the role of ‘respect for the patients’ was poor
in care quality assessment. Moreover, Van Soest-Poortvliet
et al., Teno et al., Aspinal et al. and Stewart et al. emphasised
the higher possibility of removing or moving the items
under subscales with a poor contribution in explaining the
variance.[42-45]
Subsequently, a structural model consisting of 32 items in
seven subscales was extracted through the EFA and CFA.
These subscales included ‘availability of caregivers,’ ‘serenity,’
‘providing cure and care information and the patient’s
involvement in decisions,’ ‘pain management,’ ‘caregiver’s
listening skills,’ ‘psychosocial and spiritual dimensions’
and ‘respect for the patients.’ The result has shown that it
is essential to calculate EFA before CFA; these two stages
of factor analysis are complementary. Following up EFA
through CFA is one of the common approaches to validate
construct equations.[30] However, in a similar study conducted
by Sandsdalen et al. on patient’s preferences in palliative care,
only EFA was performed.[46]
By removing three factors, the CFA and GFI outputs led to a
scale with 29 items in seven subscales. Similar to the results
of Dy et al., Guirimand et al. and Vedel et al., ‘availability of
the caregivers’ and ‘serenity’ were two important subscales
of Quali-Palli-P and the essential components of palliative
care quality.[47-49] Another subscale was ‘providing cure and
care information and the patient’s involvement in decisions,’
which was emphasised in the studies conducted by Ansari
et al., Khoshnazar et al. and Jabbari et al.[17,50,51] Moreover,
Teno et al. indicated that patient’s participation in carerelated decision-making caused a higher quality of care.[43]
Pain management, as well as proper prescribing and applying
treatment and care techniques, is other important dimensions
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of palliative care.[52] Chronic pain of patients is one of the
most important issues requiring palliative care in all physical,
psychological, emotional and spiritual dimensions that can
affect the quality of palliative care and the life of patients.[53]
The subscales of ‘caregiver’s listening skills’ along with ‘respect
for the patient’ are the cornerstones of standard palliative
care through communicating and paying attention to the
patient in the process of care. Shahvaroughi Farahani et al.
highlighted listening skills of the treatment team and paying
attention to the patient and respect for the patients’ desires in
palliative care.[54] The subscale of ‘psychosocial and spiritual
dimensions’ should be noted since researchers believe that the
nature and long process of chronic diseases require a palliative
care system in psychological, emotional, spiritual and social
dimensions and can help patients to live an active life and
improve their quality of life.[55] By the same token, Rego et al.
expressed the importance of the psychosocial and spiritual
dimensions in relieving patients and more effective therapeutic
performance.[56] In the present study, the convergent validity of
the scale showed the correlation of the items. The convergence
of the instruments is not confirmed when the hidden factors
are not well explained by the extracted items and the items are
not sufficiently correlated with each other.[57]
Cronbach’s alpha, McDonald’s omega, AIC, ICC and CR
values confirmed the reliability of the scale. The reliability
of the instrument is related to its homogeneity and when
the instrument passes through the design and psychometric
steps correctly and stepwise, good reliability is normally
reported.[58] According to Plichta et al., when the factors of
a model are evaluated in a research population, the model
enjoys a high internal consistency.[59]
One of the advantages of the present study was developing
the Persian version of the palliative care quality based on the
perspective of the patients, which was obtained consistent
with the research community, facilities and the clinical
setting of the country. Another positive point was using the
comments of both the stakeholders and the care receivers
on the clinical accreditation indices and the patient’s
right charter. On the other hand, one of the limitations of
present study is building the different structural equation
models using the same data, which can lead to different
interpretations.

Acknowledgments
The present paper is extracted from data of a Ph.D.
dissertation in nursing, reviewed and approved by Research
and Technology Deputy of Golestan University of Medical
Sciences. Hereby, the researchers would like to express
their gratitude for the scientific and financial support of the
deputy. They would also appreciate the sincere cooperation
of the studied patients.
Declaration of patient consent
The authors certify that they have obtained all appropriate
patient consent.
Financial support and sponsorship
Golestan university of Medical Science.
Conflicts of interest
There are no conflicts of interest.

REFERENCES
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

CONCLUSION
Quali-Palli-P as a specific scale with 29 items and seven
subscales can accurately indicate and predict the quality
of palliative care from the perspective of chronically
hospitalised patients. This scale can be used in assessing the
therapeutic issues and quality of palliative care provided
to patients in the health system. Furthermore, the patients’
perspective of the quality of palliative care scale, made for the
1st time in Iran, can be used by all researchers and instructors
of medical universities and clinical research centres.
Indian Journal of Palliative Care • Article in Press

| 10

13.

14.
15.

16.

Watson J, Woodward T. Jean Watson’s Theory of Human Caring. Nursing
Theories and Nursing Practice, Quasi-Experimental Design and Methods.
Vol. 8. Italy: UNICEF Office of Research; 2010. p. 1-16.
Khoshkho NH. The Quality of Nursing Care from Nurses and Patients
Viewpoints in the Teaching Hospitals of Tabriz University of Medical
Sciences. Tabriz: Tabriz University of Medical Sciences; 2004.
Pinto E, Marcos G, Walters C, Gonçalves F, Sacarlal J, Castro L, et al.
Palliative care in Mozambique: Physicians’ knowledge, attitudes and
practices. PLoS One 2020;15:e0238023.
Laabar TD, Saunders C, Auret K, Johnson CE. Palliative care needs among
patients with advanced illnesses in Bhutan. BMC Palliat Care 2021;20:1-10.
Ansari M, Rassouli M, Akbari ME, Abbaszadeh A, Akbarisari A. Palliative
care policy analysis in Iran: A conceptual model. Indian J Palliat Care
2017;24:51-7.
Clark D. From margins to centre: A review of the history of palliative care
in cancer. Lancet Oncol 2007;8:430-8.
Nemati S, Rassouli M, Ilkhani M, Baghestani AR. Perceptions of
family caregivers of cancer patients about the challenges of caregiving:
A qualitative study. Scand J Caring Sci 2018;32:309-16.
WHO. Definition of Palliative Care. Geneva: WHO; 2018. Available from:
http://www.who.int/cancer/palliative/definition/en [Last accessed on
2018 May 23].
Hesari E, Sabzi Z, Kolagari S. The effects of teaching methods of palliative
care on life pattern of old women with chronic pain. Eur J Transl Myol
2019;29.313-9.
Borimnezhad L, Seyedfatemi N, Hamooleh MM. Concept analysis of
palliative care using Rodgers’ evolutionary method. IJN 2014;26:1-15.
Benzar E, Hansen L, Kneitel AW, Fromme EK. Discharge planning for
palliative care patients: A qualitative analysis. J Palliat Med 2011;14:65-9.
Mahtani-Chugani V, González-Castro I, de Ormijana-Hernández AS,
Martín-Fernández R, de la Vega EF. How to provide care for patients
suffering from terminal non-oncological diseases: Barriers to a palliative
care approach. Palliat Med 2010;24:787-95.
Kamkar MZ, Mahyar M, Maddah SA, Khoddam H, Modanloo M. The effect
of melatonin on quality of sleep in patients with sleep disturbance admitted
to post coronary care units: A randomized controlled trial. Biomedicine
2021;11:34-40.
Lynch T, Clark D, Centeno CE, Rocafort J, de Lima L, Filbet M, et al.
Barriers to the development of palliative care in Western Europe. Palliat
Med 2010;24:812-9.
Jünger S, Pastrana T, Pestinger M, Kern M, Zernikow B, Radbruch L.
Barriers and needs in pediatric palliative home care in jermany:
A qualitative interview study with professional expert. BMC Palliat Care
2010;9:1-11.
Meier DE. Increased access to palliative care and hospice services:

Mahmoudian, et al.: Quality of palliative care scale

17.
18.
19.
20.

21.

22.

23.
24.
25.

26.
27.
28.
29.
30.
31.
32.
33.
34.

35.

36.
37.

Opportunities to improve value in health care. Milbank Q 2011;89:343-80.
Ansari M, Rassouli M, Akbari ME, Abbaszadeh A, Akbarisari A,
Haghighat S. Process challenges in palliative care for cancer patients:
A qualitative study. Middle East J Cancer 2019;10:43-53.
Vaghee S, Yavari M. The effect of communication skills training on the
quality of nursing care of patients. Evid Based Care 2013;2:37-46.
Unroe KT, Meier DE. Research priorities in geriatric palliative care: Policy
initiatives. J Palliat Med 2013;16:1503-8.
Guirimand F, Martel-Samb P, Guy-Coichard C, Picard S, Devalois B,
Copel L, et al. Development and validation of a French questionnaire
concerning patients’ perspectives of the quality of palliative care: The
QUALI-PALLI-patient. BMC Palliat Care 2019;18:1-13.
Oosterveld-Vlug M, Custers B, Hofstede J, Donker G, Rijken P, Korevaar J,
et al. What are essential elements of high-quality palliative care at home?
An interview study among patients and relatives faced with advanced
cancer. BMC Palliat Care 2019;18:1-10.
Yun YH, Kang EK, Lee J, Choo J, Ryu H, Yan HM, et al. Development and
validation of the quality care questionnaire-palliative care (QCQ-PC):
Patient-reported assessment of quality of palliative care. BMC Palliat Care
2018;17:40.
Buzgova R, Sikorova L, Jarosova D. Assessing patients’ palliative care needs
in the final stages of illness during hospitalization. Am J Hosp Palliat Care
2016;33:184-93.
Lyons KD, Bakitas M, Hegel MT, Hanscom B, Hull J, Ahles TA. Reliability
and validity of the functional assessment of chronic illness therapypalliative care (FACIT-pal) scale. J Pain Symptom Manage 2009;37:23-32.
Wild D, Grove A, Martin M, Eremenco S, McElroy S, Verjee-Lorenz A,
et al. Principles of good practice for the translation and cultural adaptation
process for patient-reported outcomes (PRO) measures: Report of the
ISPOR task force for translation and cultural adaptation. Value Health
2005;8:94-104.
Hair J, Anderson R, Babin B, Black W. Multivariate Data Analysis: A Global
Perspective. Pearson Upper Saddle River, New Jersey: Pearson Education;
2010.
Vakili MM, Jahangiri N. Content validity and reliability of the measurement
tools in educational, behavioral, and health sciences research. J Med Educ
Dev 2018;10:106-18.
Gilbert GE, Prion S. Making sense of methods and measurement: Lawshe’s
content validity index. Clin Simul Nurs 2016;12:530-1.
Polit DF, Beck CT. The content validity index: Are you sure you know
what’s being reported? Critique and recommendations. Res Nurs Health
2006;29:489-97.
Zl Ebadi A, Rakhshan M, Zareiyan A, Sharifnia H, Mojahedi M. Principles
of Scale Development in Health Science. Tehran: Jame Negar; 2017. p. 142.
Plicta SK. Munro’s Statistical Methods for Health Care Research.
Pennsylvania, United States: Lippincott Williams & Wilkins; 2012.
Fabrigar LR, Wegener DT, MacCallum RC, Strahan EJ. Evaluating the use
of exploratory factor analysis in psychological research. Psychol methods
1999;4:272-9.
Hair JF Jr., Hult GT, Ringle C, Sarstedt M. A Primer on Partial Least Squares
Structural Equation Modeling (PLS-SEM). New York, United States: Sage
Publications; 2016.
Hofmeister M, Memedovich A, Dowsett LE, Sevick L, McCarron T,
Spackman E, et al. Palliative care in the home: A scoping review of study
quality, primary outcomes, and thematic component analysis. BMC Palliat
Care 2018;17:1-7.
Taghizadeh Z, Ebadi A, Montazeri A, Shahvari Z, Tavousi M,
Bagherzadeh R. Psychometric properties of health related measures.
Part 1: Translation, development, and content and face validity. Payesh
2017;16:343-57.
Skinner V, Lee-White T, Agho K, Harris J. The development of a tool to
assess levels of stress and burnout. Aust J Adv Nurs 2007;24:8-13.
Ebadi A, Taghizadeh Z, Montazeri A, Shahvari Z, Tavousi M,
Bagherzadeh R. Translation, development and psychometric properties
of health related measures-Part 2: Construct validity, reliability and
responsiveness. Payesh 2017;16:445-55.

38.
39.
40.
41.
42.

43.
44.
45.
46.
47.
48.

49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.

Polit DF. Assessing measurement in health: Beyond reliability and validity.
Int J Nurs Stud 2015;52:1746-53.
Sarmento RP, Costa V. An Overview of Statistical Data Analysis; 2019.
Zikmund W, Babin B, Carr J, Griffin M. Business Research Methods,
Transformational Leadership, Power and Employee Social Identity; 2010. p. 93.
Kolagari S, Tafreshi MZ, Rassouli M, Kavousi A. Psychometric evaluation
of the role strain scale: The persian version. Iran Red Crescent Med J
2014;16:e15469.
van Soest-Poortvliet MC, van der Steen JT, Zimmerman S, Cohen LW,
Munn J, Achterberg WP, et al. Measuring the quality of dying and quality of
care when dying in long-term care settings: A qualitative content analysis of
available instruments. J Pain Symptom Manage 2011;42:852-63.
Teno JM, Lima JC, Lyons KD. Cancer patient assessment and reports of
excellence: Reliability and validity of advanced cancer patient perceptions
of the quality of care. J Clin Oncol 2009;27:1621-6.
Aspinal F, Addington‐Hall J, Hughes R, Higginson IJ. Using satisfaction to
measure the quality of palliative care: A review of the literature. J Adv Nurs
2003;42:324-39.
Stewart AL, Teno J, Patrick DL, Lynn J. The concept of quality of life of
dying persons in the context of health care. J Pain Symptom Manage
1999;17:93-108.
Sandsdalen T, Hov R, Hoye S, Rystedt I, Wilde-Larsson B. Patients’
preferences in palliative care: A systematic mixed studies review. Palliat
Med 2015;29:399-419.
Dy SM, Shugarman LR, Lorenz KA, Mularski RA, Lynn J, RAND-Southern
California Evidence-Based Practice Center. A systematic review of
satisfaction with care at the end of life. J Am Geriatr Soc 2008;56:124-9.
Guirimand F, Bouleuc C, d’Izarn MS, Martel-Samb P, Guy-Coichard C,
Picard S, et al. Development and validation of the QUALI-PALLI-FAM
questionnaire for assessing relatives’ perception of quality of inpatient
palliative care: A prospective cross-sectional survey. J Pain Symptom
Manage 2021;61:991-1001.e3.
Vedel I, Ghadi V, Lapointe L, Routelous C, Aegerter P, Guirimand F.
Patients’, family caregivers’, and professionals’ perspectives on quality of
palliative care: A qualitative study. Palliat Med 2014;28:1128-38.
Khoshnazar TA, Rassouli M, Akbari ME, Lotfi-Kashani F, Momenzadeh S,
Haghighat S, et al. Structural challenges of providing palliative care for
patients with breast cancer. Indian J Palliat Care 2016;22:459-66.
Jabbari H, Azami-Aghdash S, Piri R, Naghavi-Behzad M, Sullman MJ,
Safiri S. Organizing palliative care in the rural areas of Iran: Are family
physician-based approaches suitable? J Pain Res 2019;12:17-27.
Sholjakova M, Durnev V, Kartalov A, Kuzmanovska B. Pain relief as an
integral part of the palliative care. Open Access Maced J Med Sci 2018;6:739.
Mardanihamooleh M, Borimnejad L, Seyedfatemi N, Tahmasebi M.
Palliative care of pain in cancer: Content analysis. Anesthesiol Pain
2013;4:55-63.
Farahani NS, Rajabi M, Tavanaie AH, Ghaempanah Z, Hazini A. The role of
psychologist in palliative care. Razi J Med Sci 2019;25:43-55.
Aghaei MH, Vanaki Z, Mohammadi E. Watson’s human caring theory-based
palliative care: A discussion paper. Int J Cancer Manage 2020;13:e103027.
Rego F, Rego G, Nunes R. The psychological and spiritual dimensions
of palliative care: A descriptive systematic review. Neuropsychiatry
2018;8:484-94.
Hair JF, Black WC, Babin BJ, Anderson RE, Tatham R. Multivariate Data
Analysis. Uppersaddle River, New Jersey: Pearson Prentice Hall; 2006.
Taber KS. The use of Cronbach’s alpha when developing and reporting
research instruments in science education. Res Sci Educ 2018;48:1273-96.
Plichta SB, Kelvin EA, Munro BH. Munro’s Statistical Methods for Health
Care Research. Pennsylvania, United States: Wolters Kluwer Health/
Lippincott Williams & Wilkins; 2013.

How to cite this article: Kolagari Sh, Khoddam H, Guirimand F, Taymouri
Yeganeh L, Mahmoudian A. Psychometric properties of the ‘patients’
perspective of the quality of palliative care scale.’ Indian J Palliat Care,
doi: 10.25259/IJPC_72_2021

Indian Journal of Palliative Care • Article in Press

| 11

