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Abstract
Objectives. Measuring tools are essential in assessing the quality of care. This study aimed to
evaluate the validity and reliability of the Turkish version of the Palliative Nursing Care Quality
Scale (PNCQS-T) and the sociodemographic characteristics affecting the quality of care.
Methods. This methodological study, whose linguistic equivalence was confirmed by the
translation/back translation method, was carried out with the participation of 209 nurses.
Personal Information Form and PNCQS-T were used as data collection tools. Construct valid-
ity was determined by confirmatory factor analysis (CFA). Reliability was tested with internal
consistency and item-total correlation coefficients.
Results. Adaptation results showed that the Turkish version of the scale is adequate for lin-
guistic and content validation. The Turkish adaptation’s original scale of 20 items was reduced
to 18. As in the original scale, all items were combined under a single dimension in the Turkish
adaptation. Modified CFA indicated a well-fitting model. PNCQS-T explained 42.1% of the
total variance. Cronbach’s alpha value was 0.92. The lowest score obtained from the scale is 18;
the highest score is 90. Higher scores indicated that the palliative care provided by nurses was
of good quality.
Significance of results. The Turkish version of the PNCQS-T is reliable for assessing the
quality of palliative care provided by nurses in Turkey.

Introduction

Today, the average life expectancy is steadily increasing, which results in a dramatic rise in
chronic fatal diseases. As a result, there is an increasing need and demand for palliative care
(PC) (Etkind et al. 2017). Although numerous studies and projects on the subject are accumu-
lating in many countries, the need for unmet PC remains an important problem. In addition
to the treatment services in modern health-care delivery, PC services aim to provide physical,
social, and psychological support to the patients and their families, prioritizing improvements
in the individual’s life quality (Yakar et al. 2021).

As inmany countries of theworld, inTurkey, families of patientswith chronic diseases cannot
provide the necessary care. This situation brings the need for professional care. This is due to
the increasing proportion of the dependent elderly population, chronic diseases, and potential
caregivers in the workplace (Lagman andWalsh 2005; Yakar et al. 2021). At this point, PCmight
be regarded as an alternative approach to meet the needs of patients and their relatives facing
life-threatening diseases (Suikkala et al. 2021).

In most developed countries, nurses comprise the most prominent health-care professionals
involved in PC service (Martins Pereira et al. 2021). Similarly, the PC is mostly conducted in
Turkey through nursing services (Republic of Turkey Ministry of Health 2019). Therefore, eval-
uating the quality of PC provided by nurses is essential to improve the quality of patient care.
The European Association of Palliative Care (EAPC) recommended assessing PC service with
severalmeasurement tools. It has been suggested that these assessment tools should evaluate not
only patients’ needs but also the needs of their families and caregivers. In the related literature,
PC measurement tools exist, such as Quality Care Questionnaire-PC (Barros et al. 2021) and
Palliative Performance Scale (Anderson et al. 1996).

When the literature in Turkey is reviewed, it is seen that 4 different measurement tools are
used in evaluation studies related to the PC (Akay and Özdemir 2021; Akdeniz-Kudubes et al.
2019; Hocao ̆glu et al. 2020; Kocatepe et al. 2020). Only one of these scales evaluates palliative
nursing care. This scale evaluates a limited number of components (death care, patient- and
family-centered care, pain, delirium, dyspnea, and communication) (Akdeniz-Kudubes et al.
2019). Other scales assess neonatal nurses’ PC attitudes and PC patients’ concerns and needs
(Akay and Özdemir 2021; Hocao ̆glu et al. 2020; Kocatepe et al. 2020). However, the nursing
care given in PC should be holistic and the quality of nursing care should be evaluated regularly.
For this reason, there is a need for measurement tools that evaluate the PC given by nurses
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holistically in Turkey. These measurement tools should provide a
detailed and practical assessment by addressing all bio-psycho-
social dimensions of patients. It should include not only the care
needs of the patient but also the needs of their families and the
post-mortem care process.

The Palliative Nursing Care Quality Scale (PNCQS) deals with
the patient, patient family, and caregiver with a multidimensional
approach (Zulueta-Egea et al. 2020). The PNCQS, it contains all
components that are recognized as essential components of PC
by EAPC and the Worldwide Hospice Palliative Care Alliance
(symptom management, effective communication, family involve-
ment in care, assessment of family needs, preparing the family
for the possible death of the patient, and providing support and
spiritual care during bereavement).

The other significant point related to the scale is that the items
are linguistically, culturally appropriate and understandable for
Turkish society.Thus, it is thought that PNCQS can be a highly effi-
cient tool by which PC nurses in Turkey can evaluate the care they
provide and notice important clues helpful in increasing the qual-
ity of care. Therefore, this study was conducted to evaluate the
validity and reliability of the Turkish version of the PNCQS. At the
same time, it was planned to evaluate the quality of care of nurses
giving PC and the factors affecting the quality of care.

Validation studies determine the suitability of a tool presented
in the literature for a population, and only then can it be used.
It is thought that a comprehensive assessment tool for nursing
care is needed to evaluate the quality and effectiveness of PC in
Turkey. With this scale after its validity, nursing care areas that
need to be supported and strengthened in PC can be determined.
Some possible suggestions for improving health-care services will
be presented to meet the identified needs. It can be expected that
announcing suggestions to meet these needs in different coun-
tries can be essential in promoting PC. Based on this idea, it
is predictable that Palliative Nursing Care Quality Scale–Turkish
(PNCQS-T) can be used as a PC assessment tool in Turkey. After
the validation phase, this scale can be used in further studies
to present the care data about patients needing PC to the world
literature.

Method

Participants

In the present study aiming to test the validity and reliability of
the Turkish adaptation of PNCQS, using amethodological research
design, the population consisted of nurses working in the PC clinic,
oncology clinic, and intensive care unit of a university hospital.
Other clinics were excluded from the scope of the study as they
did not provide PC and end-of-life care. Inclusion criteria for the
nurses can be listed as follows: providing PC and end-of-life care,
willingness to participate in the study, and having at least 6 months
of experience working in the units providing PC services. The
study population consisted of 230 nurses working in the PC clinic,
oncology clinic, and intensive care unit.

The sample size in validity and reliability studies should be 5–10
times the number of scale items (Özdamar 2016; Tabachnick and
Fidell 2013). Since the scale contains 20 items, The total number
of nurses included in the present study should be between 100 and
200. In the study, the scale was distributed to 230 nurses. However,
16 nurses did not want to participate in the study and 5 nurses
had less than 6 months of working experience in these units. The
research was completed with a total of 209 nurses.

Data collection instruments

Study data were collected online using the Personal Information
Form and the PNCQS-T.The Personal Information Form designed
by the researchers consisted of 9 questions regarding the sociode-
mographic and clinical characteristics of nurses providing PC.

Palliative nursing care quality scale

Zulueta-Egea et al. (2020) consists of 20 items and a single
subdimension. The scale was designed as a 5-point Likert type
(1 = never, 2 = rarely, 3 = sometimes, 4 = mostly, and 5 = always).
The scale consists of items that deal with a PC with a holistic
approach. The items evaluate care as a whole, such as controlling
and eliminating symptoms (such as pain, dyspnea, constipation,
anxiety, and asthenia), countering the needs of family and primary
caregivers, ensuring their participation in care, and establishing a
therapeutic relationshipwith themandproviding spiritual support.
The total score that can be obtained from the scale varies between
20 and 100 points, with high scores indicating that the PC pro-
vided by nurses is of desired quality. In the original scale study,
the Cronbach’s alpha value of the scale was 0.94 and the explained
variance rate was 62.7%.

Development process of the research

The 5-stage model proposed by Brislin (1980) was utilized as a
roadmap for translating the PNCQS into Turkish (Brislin 1980).
(1) PNCQS, originally in Spanish, was translated into Turkish by
2 professional translators. (2) The translation of each item was
examined in terms of content integrity and their characteristics of
correctly representing nursing care. (3) The items were translated
back into Spanish by 2 different professional translators. (4) The
lexical consistency of each item translated into Spanish with the
corresponding item in the original scale was evaluated. (5) Finally,
semantic editing was conducted by Turkish linguistics and nursing
experts.

A pilot study was conducted with 32 nurses to check the com-
prehensibility of the items from the target group. The evaluation
determined that all the items were comprehended in the target
language and culture. The data obtained during the pilot appli-
cation were not included in the factor analysis. After the pilot
application, the scale was applied to 209 nurses to perform fac-
tor analysis. Thirty-six nurses from this group were asked to
use pseudonyms on the questionnaires for the test–retest appli-
cation. According to the literature, the ideal time interval for
test–retest application is between 2 and 3 weeks (Özdamar 2016).
Therefore, the questionnaire was applied again to 36 nurses 3 weeks
later.

Data analysis

Data analyses were performed using IBM SPSS V25 (Statistical
Package for Social Science) and AMOS 21.0 programs.
Frequencies, percentages, mean, and standard deviation were
used to evaluate categorical and numerical variables. The validity
and reliability analyses of the scale were carried out according to
the guidelines of the World Health Organization for cross-cultural
compatibility studies and the Consensus-Based Standards for the
Selection of Health Measuring Devices (COSMIN) (Mokkink et al.
2010; World Health Organization (WHO) 2019). Therefore, the
Kasser–Meyer–Olkin (KMO) and Barlett Tests were used to
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determine the sample adequacy of the study. Content validity
index, exploratory factor analysis (EFA), and confirmatory factor
analysis (CFA) were carried out to determine the validity of the
measurement tool. Cronbach’s alpha coefficients were used to
determine the reliability of the PNCQS-T, and finally, its stability
was evaluated with the Pearson correlation.

Ethical considerations

Permission for conducting the research was obtained from the
institutional permission and ethical commission of the university
hospital (decision no: 2021–06/10). Participants were informed
about the research’s aim and scope, and written informed consent
was obtained from each participant. The study was conducted in
line with the Declaration of Helsinki.

Results

The study results were presented under 3 separate headings: par-
ticipant characteristics of the nurses, psychometric measurements,
and PNCQS-T scores.

Participant characteristics

A review of the characteristics revealed that 63.6% of the nurses
participating in the study were female, 67.9% had bachelor’s
degrees, and 59.8% were married. About 89.5% of the nurses
worked as ward nurses, 55% worked in intensive care clinics, and
76.6% worked both day and night shifts. The mean age of the par-
ticipants was 29.36 ± 5.11, themean years of their work experience
annually was 5.74 ± 3.88, and themean value of their weekly work-
ing hours was 44.60 ± 5.62. About 74.2% of the nurses stated that
they had received instruction on the PC (Table 1).

Psychometric measurements

Content validity ratio
After the translation phase, 10 specialists tested the Turkish lan-
guage validity of the PNCQS-T. The content validity ratio (CVR)
was calculated for each item by considering each expert’s opinions.
The accepted CVR value for 10 experts was ≥0.80 (Ayre and Scally
2014). Since none of the items had a CVR value of <0.80, no item
was excluded from the scale.

Pilot study
In the scale adaptation studies, at least 30 participants should be
reached in the pilot application, the internal consistency value
should be 0.70 and above, and the item-total correlation value
should be above 0.30 (Çapık et al. 2018). According to the anal-
ysis of the data obtained from the pilot study with 32 nurses,
the internal consistency value was found to be 0.95. In addition,
there was no item with an item-total correlation value of less
than 0.55.

Item analysis
EFA and principal component analysis were used to examine
the construct validity and factor structure of the scale. Initially,
KMO and Bartlett tests were performed to determine whether
the sample size was suitable for factor analysis. In the factor
analysis for PNCQS-T, the KMO value was calculated as 0.935.
This result shows that the sample size is sufficient for factor

Table 1. Participant characteristics

Variables n (%)

Gender

Female 133 (63.6)

Male 76 (36.4)

Education level

High school level 43 (20.6)

Bachelors level 142 (67.9)

Postgraduate level 24 (11.5)

Marital status

Single 84 (40.2)

Married 125 (59.8)

Clinical mission

Supervisor nurse 22 (10.5)

Ward nurse 187 (89.5)

Work unit

Palliative care clinic 78 (37.3)

Intensive care clinic 115 (55)

Oncology clinic 16 (7.7)

Way of working

Day shift 39 (18.7)

Night shift 10 (4.8)

Both 160 (76.6)

Status of receiving palliative care training

Yes 155 (74.2)

No 54 (25.8)

X ̄ + SD

Age 29.36 ± 5.11

Work experience (years) 5.74 ± 3.88

Working hours/weeks 44.60 ± 5.62

analysis (KMO > 0.500). The Bartlett test revealed that the X2
value was 1470.843 and statistically significant (p < 0.05). These
results showed that normal distribution conditions of the data were
attained.Therefore, it was concluded that the data were appropriate
for factor analysis.

Principal component analysis was used in factor analysis. In
order to determine the factor structure of the scale, the Scree Plot
showing the scattering of the eigenvalues was examined. Factors
with an eigenvalue above 1.00 were taken as criteria. As a result of
principal component analysis, it was determined that the Turkish
version of the scale was collected under a single factor, as in the
original version.

Explained variance rate and factor loadings of the items are
shown in Table 2. With factor analysis, items with factor loadings
below 0.30 are considered inadequate as they contribute <10%
variation of the latent constructmeasured.Hence, it is often recom-
mended to retain items that have factor loadings of 0.40 and above
(Boateng et al. 2018; Özdamar 2016; Raykov 2011).Therefore, item
4 (factor load: 0.34) and item 20 (factor load: 0.32) were removed
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Table 2. Descriptive and psychometric properties of PNCQS-Turkish (N: 209)

Items Factor loading M SD 𝛼a r

1. I perform a comprehensive pain assessment, taking into account
the location of the pain, its frequency and severity, and impact on
the patient’s quality of life.

0.66 3.62 0.94 0.91 0.62

2. I make the necessary preparations for managing symptoms
such as anxiety, asthenia, confusion, shortness of breath, pain,
constipation, mouth dryness, and vomiting.

0.64 3.60 0.94 0.91 0.61

3. I evaluate the effectiveness of care by asking patients and family
members questions about their well-being or comfort.

0.61 3.53 0.94 0.91 0.59

5. I involve family members and primary caregivers in planning and
conducting care, as appropriate.

0.47 3.61 0.93 0.92 0.45

6. I evaluate the care burden of family members and primary
caregivers.

0.63 3.51 0.94 0.91 0.61

7. I support family members and primary caregivers in delivering
and involving in care to patients.

0.69 3.57 1.00 0.91 0.66

8. I help family members and primary caregivers express their
feelings about loss and grief.

0.58 3.67 0.81 0.91 0.55

9. I am aware of nonverbal messages and words that patients and
family members prefer to avoid.

0.59 3.55 0.92 0.91 0.56

10. I listen actively and quietly to patients’ and family members’
feelings, thoughts, and beliefs without judgment.

0.67 3.67 0.91 0.91 0.64

11. I am sincere and understanding when patients and family
members express feelings such as fear, anger, or sorrow.

0.70 3.71 0.90 0.91 0.67

12. I help patients and family members explain and/or reflect on
their concerns about the problems they encounter.

0.61 3.70 0.93 0.91 0.58

13. I stay with the patient and family, especially during periods of
greatest suffering.

0.60 3.57 0.91 0.91 0.57

14. I identify “warning signs” of the spiritual needs of the patient
and family, such as expressions of emotion, values, or ethical
conflicts.

0.61 3.51 0.94 0.91 0.59

15. I explore elements of satisfaction that are of value to the
patients together with them.

0.61 3.56 0.89 0.91 0.59

16. I help patients and their families identify promising situations
that could happen.

0.58 3.49 0.91 0.91 0.56

17. I assist patients in reviewing the most critical events in their life. 0.60 3.72 0.84 0.91 0.57

18. I ask straightforward and topic-specific questions to support
patients in decision-making or conveying their last wishes

0.68 3.54 0.91 0.91 0.65

19. I ensure communication and coordination between all team
members and different levels of care.

0.64 3.60 0.91 0.91 0.61

Explained variance ratio 42.1%

Cronbach’s alpha 0.92
a𝛼 Cronbach’s alpha if item deleted; r, corrected item-total correlation; M, mean; SD, standard deviation

from the scale to provide a strong structure. An examination
of the total score correlations of the 18 items that make up the
scale revealed that the item-total score correlation values ranged
between r = 0.45 and 0.67. The explained variance rate of the scale
was 42.1% (Table 2).

Construct validity
CFA was performed to test the construct validity of the
PNCQS-T. The findings indicate that the Chi-Square Fit Statistics
(CMIN)/degrees of freedom (DF), root mean square error of
approximation (RMSEA), comparative fit index (CFI), incre-
mental fit index (IFI), and Tucker–Lewis index (TLI) values
were excellent, and the goodness-of-fit index (GFI) values were

acceptable (Table 3). The diagram of the AMOS program, in which
the CFA analysis was performed, is presented in Figure 1.

Internal consistency
Cronbach’s alpha value was analyzed to determine the internal
consistency of the PNCQS-T. The Cronbach’s alpha value of the
PNCQS-T was 0.92 (Table 2).

Stability
Thirty pairs of data are regarded as sufficient to test the time
invariance of a measurement tool (Özdamar 2016). Therefore, the
PNCQS-T was retested 3 weeks later with 36 nurses. The correla-
tion coefficient of both measurements was found to be r = 0.730,
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Table 3. The goodness-of-fit indices of PNCQS-T (n: 209)

CMIN DF CMIN/DF RMSEA GFI CFI IFI TLI

Fit values Excellent ≤2 ≤0.05 ≥0.95 ≥0.95 ≥0.95 ≥0.95

Acceptable ≤5 ≤0.08 ≥0.90 ≥0.90 ≥0.90 ≥0.90

PNCQS-original 452.856 170 2.66 0.09 Unspecified 0.96 Unspecified 0.95

PNCQS-Turkish 197.603 135 1.464 0.047 0.91 0.95 0.96 0.95

CMIN, 𝜒2; DF, degrees of freedom; CFI, comparative fit index; GFI, goodness-of-fit index; TLI, Tucker–Lewis index; PNCQS-T, Palliative Nursing Care Quality Scale–Turkish; RMSEA, root mean
square error of approximation; IFI, incremental fit index.

Fig. 1. Construct validity.

which indicated that measurements obtained from the same par-
ticipants at different times were significantly correlated (p< 0.05).

Nurses’ PNCQS-T scores

Considering the 18-item version of the adapted scale, the
minimum score obtained from the scale is 18 and the maximum

score is 90. The comparison of the PNCQS-T mean scores of the
participants with their sociodemographic characteristics is given in
Table 4. The mean PNCQS-T score of the participants was deter-
mined as 64.74 ± 10.66. This result shows that the PC provided by
nurses is of high quality.

It was noted that there was no relationship between the
participant’s age, work experience, and weekly working hours and
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Table 4. Comparison of nurses’ PNCQS-T mean scores

PNCQS-T

Variables M ± SD Test statistics

Age r = −0.016; p = 0.816

Work experience (years) r = 0.0.027; p = 0.693

Working hours/weeks r = 0.074; p = 0.290

Gender

Female 64.79 ± 11.25 t = 0.103; p = 0.918

Male 64.64 ± 9.60

Education level

High school level 62.48 ± 9.39a F = 4.732; p = 0.010

Bachelors level 64.44 ± 10.53a

Postgraduate level 70.54 ± 11.88b

Marital status

Single 64.42 ± 10.53 t = −0.347; p = 0.729

Married 64.95 ± 10.78

Clinical mission

Supervisor nurse 67.18 ± 10.81 t = 1.136; p = 0.257

Ward nurse 64.45 ± 10.63

Work unit

Palliative care clinic 67.50 ± 11.88a F = 6.464; p = 0.002

Intensive care clinic 62.40 ± 9.27b

Oncology clinic 68.06 ± 10.16a

Shift

8 hourly 66.56 ± 10.66 F = 2.705; p = 0.07

16 hourly 70.80 ± 9.44

Both 63.91 ± 10.61

Training on palliative care

Yes 69.42 ± 12.80 t = 3.331; p = 0.001

No 63.10 ± 9.31

PNCQS-T total score 64.74 ± 10.66

PNCQS-T, Palliative Nursing Care Quality Scale–Turkish; M, mean; SD, standard deviation;
F, one-way ANOVA; t, independent samples t test.
a, b there is no statistically significant difference between values with the same letter.

their PNCQS-T mean score (p > 0.05). At the same time, it was
determined that the PNCQS-T score averages of the nurses partic-
ipating in the study did not showa statistically significant difference
in terms of gender, marital status, positions in their clinics, and
shift type (p > 0.05). However, the PNCQS-T mean scores of the
nurses who were postgraduates and those who had training on PC
were found to be statistically significantly higher (p< 0.05). At the
same time, the mean PNCQS-T scores of the nurses working in
the PC clinic and the oncology clinic were statistically significantly
higher than those of the nurses working in the intensive care clinic
(p< 0.05).

Discussion

Quality nursing care is a service requested by patients and
provided by nurses, directly influencing patients’ well-being

(Virdun et al. 2020). Therefore, PC provided by nurses should be
of efficient quality. Unfortunately, the number of measurement
tools that can effectively evaluate PC provided by nurses is limited.
However, as in many other countries, PC mainly relies on nursing
care in Turkey. Despite this, there is only one scale evaluating pal-
liative nursing care in Turkey (Akdeniz-Kudubes et al. 2019). In
addition, many of these assessment tools focus more on the phys-
ical care of patients needing PC. Therefore, there is an inevitable
need to provide measurement tools suitable for the nature and
philosophy of PC.

Based on this requirement, the validity study of the Turkish
adaptation of the PNCQS measurement tool was conducted, and
its Turkish version was consistently designed (PNCQS-T). PNCQS
addresses the patients, the patient’s family, and the caregiver from a
multidimensional perspective (Zulueta-Egea et al. 2020). In addi-
tion to the components of end-of-life care, PNCQS also deals with
many supportive approaches within the context of the grieving
process, mainly centering on the family’s coping strategies with
post-mortem loss. Evaluation of nursing care in Turkey with this
scale will likely enable the overlooked aspects of care to be effec-
tively addressed. It will also contribute to strengthening PC policies
by evaluating the levels of the adequacy of care. By introducing this
scale, the PCnursing education program inTurkey can be reviewed
and revised by drawing attention to the components of integrative
care. Updating PC nursing principles and practices may be possi-
ble to keep up with global trends. On the other hand, the lack of
measurement tools that evaluate PC quality has revealed the need
to adapt and introduce this scale to the related literature in Turkey.

EFA and CFA were applied to the data obtained from the study
group to determine the construct validity of the PNCQS-T. The
concordance statistics obtained from the CFA demonstrated that
the 18 items of the PNCQS-T could be grouped under a single fac-
tor. The items in this study were grouped into a single-factor struc-
ture in parallel with the design of the original scale, and the results
of the present study demonstrate significant parallelism with the
results obtained in the original study (Zulueta-Egea et al. 2020).
In the literature review, no other study was found that adapted the
original PNCQS to other languages. Therefore, we think it would
be scientifically beneficial to repeat the factor structurewith sample
groups of different sizes.

Cronbach’s alpha internal consistency coefficient was calculated
to test the reliability of the PNCQS-T. The PNCQS-T Cronbach’s
alpha value was 0.92, which indicates that the scale is a reliable
measurement tool.Theoriginal study foundCronbach’s alpha value
to be 0.94 (Zulueta-Egea et al. 2020). Another point in the scale
reliability study was determining the invariance against time. The
test–retest correlation coefficient is expected to be at least r = 0.70
for a newly developed scale (Özdamar 2016). The test–retest reli-
ability coefficient (r = 0.73) calculated in the present study has
an acceptable value (r > 0,70). PNCQS-T explains 42.1% of the
total variance. The higher the total variance ratio, the stronger the
scale. Variance values between 40% and 60% are considered ideal
in scales which measure attitudes and behavior (DeVellis 2003).
Considering these values, the total variance value of PNCQS-Twas
sufficient.

Theminimum score obtained from the scale is 18, and themax-
imum score is 90. In this study, the mean PNCQS-T score of the
nurses was 64.74 ± 10.66. This result shows that nurses adopt a
holistic approach to their patients and provide quality PC services.
When the items in the scale were examined, it was determined
that the 2 items with the lowest average score were “I help patients
and their families identify promising situations that could happen”
and “I identify ‘warning signs’ of the spiritual needs of the patient

https://doi.org/10.1017/S1478951522001742 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951522001742


94 Mukadder Mollao ̆glu and Yasemin Boy

and family, such as expressions of emotion, values or ethical con-
flicts.” Related literature reveals that there are ethical problems,
especially in delivering PC, such as not being fully included in the
care of patients and their relatives, not respecting their choices, and
not communicating with patients and families in the planning of
care (Özkan 2011). Similarly, the present study revealed that nurses
did not adequately address the needs of patients and their relatives,
especially in terms of spirituality and ethics.Therefore, nurses need
to address the moral needs of patients and their families, deliver
care by ethical principles and universal values, and provide physical
and psychosocial care.

Nurses need to have knowledge about PC to deliver quality
PC. According to Kassa et al. (2014), nurses’ PC knowledge level
is between 45% and 76.2%, which is low. In this study, the mean
PNCQS-T scores of PC education and graduate students were sta-
tistically significantly higher. Similarly, many studies in the related
literature have also reported a positive relationship between the
education level of nurses and their level of knowledge about PC
(Huijer et al. 2019; Knapp et al. 2009; Ronaldson et al. 2008).
Unfortunately, studies on the subject have determined that nurses
generally have insufficient knowledge about PC (Ayed et al. 2015;
Iranmanesh et al. 2014; Prem et al. 2012; Youssef et al. 2015).
These studies, conducted in different cultures with different meth-
ods, show a need for accurately evaluating the quality of care, thus
increasing the quality and training activities promoting knowledge.

Another important finding of the study is that the PNCQS-T
mean scores of the nurses working in the PC and oncology clinics
are statistically significantly higher than those of the nurses work-
ing in the intensive care clinic. The reason for this situation is that
the needs of PC patients are different from the needs of intensive
care patients. Therefore, PC should be considered a separate area
of expertise. Nurses working in intensive care units should receive
appropriate training on the components required for PC and eval-
uate the patient holistically. While further studies are needed to
reveal the underlying reasons, it is common knowledge that PC has
not yet been fully adopted in all relevant clinics. PC is generally per-
ceived as “supportive care” and “terminal-stage care” and mainly
focuses on pain management. Therefore, it is naturally expectable
that oncology andPC clinics could bemore focused onPC services.
However, it should be a priority that PC philosophy and princi-
ples be presentedmore effectively in all fields of nursing instruction
and practice, which necessitates a comprehensive reorganization of
health policies and instructional and training schemes.

Conclusion

In conclusion, based on the findings of this study, the PNCQS-T
has a high item-total correlation value, internal consistency coef-
ficient, and test–retest reliability coefficient as in the original. This
result shows that the PNCQS-T is valid and reliable. It is thought
that this adapted measurement tool which has a single factor like
the original measurement tool can be used as a self-reporting mea-
surement tool based on nurses’ statements. In addition, using the
PNCQS-T in PC nursing can provide a holistic evaluation of the
care given by nurses working in PC services in Turkey and increase
the quality of care.

As another result of our research, it was found that postgradu-
ate education, receiving PC education, and the clinic where nurses
work affect the quality of PC. Based on these results, to increase PC
quality, undergraduate nursing education curricula should include
a “PC nursing course,” and regular PC training should be given to
nurses working in the hospital.
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