Palliative and Supportive Care

cambridge.org/pax

Original Article

Cite this article: Eskigulek Y, Kav S (2022).
Validity and reliability of the Turkish version of
the Patient Dignity Inventory. Palliative and
Supportive Care 20, 389-396. https://doi.org/
10.1017/S1478951521000948

Received: 6 January 2021
Revised: 31 May 2021
Accepted: 8 June 2021

Key words:
Dignity; Nursing; Palliative Care; Patient
Dignity Inventory; Psychometrics

Author for correspondence:

Yasemin Eskigiilek, Gazi Universitesi Hastanesi,
Hematoloji Klinigi E Blok 7. Kat, Mevlana
Bulvari No: 29, Emniyet Mahallesi, 06560
Yenimahalle, Ankara, Turkey.

E-mail: yaseminuslul2@gmail.com

© The Author(s), 2021. Published by
Cambridge University Press

CAMBRIDGE

UNIVERSITY PRESS

https://doi.org/10.1017/51478951521000948 Published online by Cambridge University Press

Validity and reliability of the Turkish version of
the Patient Dignity Inventory

Yasemin Eskiglilek, msn.! (2 and Sultan Kav, pH.0.2

"Haematology Clinic, Gazi University Hospital, Yenimahalle, Ankara, Turkey and 2Faculty of Health Sciences,
Department of Nursing, Baskent University, Baglica, Ankara, Turkey

Abstract

Objective. The aim of this study was to investigate the validity and reliability of the Patient
Dignity Inventory (PDI) in the Turkish society, which was developed to evaluate dignity-
related distress in palliative care patients.

Methods. One hundred and twenty-seven adults with advanced cancer hospitalized in several
clinics of two university hospitals were included in the study. The patients whose Palliative
Performance Scale score was at least 40% were recruited to study. The data were collected
with a patient demographic form, the Turkish version of Hospital Anxiety and Depression
Scale (HADS-TR), and the Turkish version of the PDI (PDI-TR). The PDI-TR was finalized
and back-translated after translating into Turkish and obtaining 10 expert opinions.
Exploratory and confirmatory factor analysis, internal consistency, concurrent validity, and
test-retest reliability analysis were performed.

Results. The Cronbach’s o coefficient of PDI-TR was 0.94. Factor analysis resulted in a five-
factor solution, and all items were loaded on factors. Factors were labeled as symptom distress,
existential distress, self-confidence, dependency, and supportive care needs and accounted for
68.70% of the overall variance. The model’s normed fit index, comparative fit index, and X/
SD were found between acceptable range (0.90, 0.93, and 2.64, respectively). A positive and
strong correlation was found between subdimension scores of HADS-TR and the total
score of PDI-TR (r=0.70 for anxiety subdimension; r=0.73 for depression subdimension).
The test-retest reliability was conducted with 32 patients within the sample two weeks after
the first application, and no significant difference was found between the two application
scores as the result of paired-sample t-test (p>0.05). An intraclass correlation coefficient
of test-retest reliability was r = 0.855.

Significance of results. PDI-TR was found to be a valid and reliable tool in palliative care
patients in Turkish society.

Introduction

Caregiving provides the basis of nursing. Nursing care is individualized, holistic, and ethical
practices planned and implemented to affect health positively, to control symptoms, and to
enable peaceful dying (DalPezzo, 2009). Nurses preserve the dignity of individual as perform-
ing care practices. Dignity is a dynamic and subjective sense leading to an individual feel valu-
able as well as being treated likewise by other people (Haddock, 1996). The conception of
dignity is divided into four within itself, which are labeled as dignity of merit, dignity of
moral stature, dignity of identity, and menchenwiirde (Gallagher, 2004; Nordenfelt, 2004;
Tadd et al., 2010). Menchenwiirde and the dignity of merit are kind of respect that other peo-
ple show for individual, and the dignity of moral stature and identity are types of self-respect
(Gallagher, 2004; Nordenfelt, 2004; Tadd et al., 2010). The dignity of merit is gained formally
or informally such as having a position or title, or achievements in the arts or the science. The
dignity of moral stature is an expression of the individual’s actions being compatible with one’s
own principles (Gallagher, 2004; Nordenfelt, 2004; Tadd et al.,, 2010). When an individual
contradicts with own values and principles, self-confidence and self-esteem of individual
may decrease. (Gallagher, 2004; Nordenfelt, 2004; Tadd et al., 2010).

“Menchenwiirde” is an essential human value that every human being has without any dis-
crimination (Tadd et al., 2010). This value is also stated in the United Nations Universal
Declaration of Human Rights as “all human beings are born free and equal in regard to dignity
and rights” (UN General Assembly, 1948). The dignity of identity is related to self-esteem. It is
the way of the perception of the individual’s own identity. This type of dignity can be harmed
by reasons such as restricting the freedom of the individual or being insulted or humiliated by
other people and being persecuted physically or psychologically (Statman, 2000; Gallagher,
2004; Nordenfelt, 2004; Tadd et al., 2010). These factors can cause individual to be excluded
from the society or to be ashamed and traumatized and, accordingly, lead to loss in self-
confidence. Furthermore, disease and aging may harm an individual’s dignity of identity
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(Gallagher, 2004; Nordenfelt, 2004; Tadd et al., 2010). The dignity
of identity of a palliative care patient may be hurt by challenges
due to the disease such as lifestyle restriction, diminished auton-
omy, inability in carrying out self-care activities by oneself, or
changes in physical appearance depending on aging and/or dis-
ease. As disease progresses, the individual feels that the control
of his life is not in his power but in his sick body due to challenges
in everyday life; this “death reminding” situation may increase
anxiety of the individual about being care dependent on someone
else (Ek et al., 2011). Because dignity is an important issue in pal-
liative care, Chochinov et al. (2002) developed a dignity model by
description of the term “dignity” according to terminally ill
patients (Chochinov et al., 2002). The model was aimed to find
out how terminally ill patients perceive the end of life and, there-
fore, promote the patient’s dignity and the quality of life
(Chochinov et al., 2002). Three themes identified in this model
were Illness-Related Concerns, Dignity-Conserving Repertoire,
and Social Dignity Inventory (Chochinov et al., 2002). After the
determination of the dignity model, Chochinov et al. (2008)
developed the Patient Dignity Inventory (PDI) to evaluate the
dignity-related distress in palliative care patients.

The PDI was aimed to identify the aspects of care to be sup-
ported in palliative care patients (Chochinov et al., 2008). The
PDI was found to be valid and reliable in German (Sautier
et al., 2014), Italian (Ripamonti et al., 2012), Spanish (Rullan
et al,, 2015), Greek (Parpa et al,, 2017), Czech (Kisvetrova et al.,
2018), Persian (Abbaszadeh et al., 2015), and Mandarin (Li
et al., 2018) languages. In addition, the face and construct validity
of Swedish version of the PDI was completed; psychometric prop-
erties will be assessed in the next phase (Blomberg et al., 2019). In
addition, terminally ill patients were found to have dignity-related
distress, and dignity was shown to be associated with the quality
of life of those patients (Chochinov et al., 2006; Hosseini et al.,
2017). In the light of all these previous studies, the aim of our
study was to evaluate the Turkish validity and reliability of PDI
in palliative care patients with advanced cancer, thus, to provide
an instrument for nurses and other healthcare professionals to
evaluate dignity-related distress and to plan spiritual care for pal-
liative care patients.

Methods
Participants

Advanced cancer patients hospitalized in medical-surgical oncol-
ogy clinics of two different university hospitals in Ankara were
included in the study. The sample size was aimed to reach at
least five patients per each item to provide factor analysis
(Karakog¢ and Donmez, 2014). The research was conducted
between February 8, 2018 and July 30, 2018 with 127 advanced
cancer patients. Test-retest reliability was conducted with 32
patients within the sample at least one week (min-max: one to
five weeks; average: two weeks) after the initial application to eval-
uate the stability of the inventory over time.

Measures

The data of the study were collected by demographic data form,
Turkish version of PDI (PDI-TR), and Turkish version of
Hospital Anxiety and Depression Scale (HADS-TR) (Aydemir,
1997).
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Demographic data form

The demographic data form was prepared to obtain information
about age, gender, marital and educational status, perceived socio-
economic status, family members they live with, working condi-
tions, health insurance, and medical history of the palliative
care patients participating in the research.

Patient Dignity Inventory

The PDI, consisting of a total of 25 items, was developed in
English in accordance with the dignity model (Chochinov et al.,
2002) by Chochinov et al. (2008). This five-point Likert-type
inventory is rated as “1 =no problem, 2 = a slight problem, 3 =a
problem, 4 =a major problem, and 5=an overwhelming prob-
lem.” The minimum and maximum total score of the inventory
is 25 and 125 points, respectively. There is no reverse-scored
item in the inventory. A higher total score means that the dignity
of the individual is complicated. Items scored three or more are
clinically significant (Chochinov et al, 2008). Factor analysis
resulted in a five-factor structure; factors were labeled as “symp-
tom distress,” “existential distress,” “dependency,” “peace of
mind,” and “social support” (Chochinov et al., 2008).

Hospital Anxiety and Depression Scale

The Turkish version of the scale (Aydemir, 1997) was used, which
was originally developed by Zigmond and Snaith (1983). The
scale consists of 14 items measuring depression (7 items) and
anxiety (7 items) factors. It is a four-point Likert-type scale
with a maximum of 21 points for each factor. The scale is used
to determine the risks of anxiety and depression in individuals
with physical illness and is not appropriate for use in individuals
with known psychiatric disorders. In our study, Cronbach’s o
coefficient for the total HADS, anxiety, and depression subscales
were found as 0.92, 0.86, and 0.87, respectively.

Palliative Performance Scale

It was developed by Anderson et al. (1996) to evaluate the patient
in terms of ambulation, activity and disease findings, self-care,
intake, and consciousness. The rating of the scale, which was
developed for the use of healthcare personnel, starts from 0%
and reaches 100% with 10% increments. Evaluation starts from
the leftmost ambulation state; after finding the most appropriate
ambulation percentile for patient, each column is evaluated
from left to right to identify the most appropriate PPS score for
patient. In this scale, a column on the left is more decisive than
the right one (Anderson et al., 1996). In our study, this scale
was used by researchers to select the patients included in the
study.

Translation procedure

The PDI was translated into Turkish for language validity by the
researchers independent of each other. The Turkish and original
English version of the inventory were consulted for the expert
opinion of 10 experts in different fields including five nurse aca-
demicians, a specialist nurse, an education nurse, a social care
specialist, a psycho-oncologist, and a medical oncologist. The
content validity index (CVI) was calculated according to expert
opinions using the Davis method (Davis, 1992). CVI of the 2nd
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and 9th items was 0.9 and 0.8, respectively; CVI of all other items
including title and description sections was 1. After CVI calcula-
tion, the PDI-TR was applied to five patients out of study sample
to test the language clarity. The PDI-TR, which was found to be
clearly understandable by patients, was back-translated into
English by a linguist.

Data collection

Patients completed the PDI-TR by themselves. When needed, the
first researcher read out the items to patient and recorded
responses. The individuals aged at least 18 years old with terminal
cancer; without delirium, dementia, and other mental issues; will-
ing to participate in the study; capable of giving informed con-
sent, having at least 40% PPS (Anderson et al., 1996), able to
read and write in Turkish; and having no communication prob-
lems were included into sample. The lowest limit for the palliative
performance score of participants was determined as 40%, since
terminal cancer patients may have inadequate functional capacity
and get tired quickly.

Data analysis

Demographic data were presented as percentage and frequency.
The adequacy of sampling and factor analysis was evaluated
with the Kaiser-Meyer-Olkin (KMO) test and the Bartlett’s
sphericity test. The varimax rotation test was performed for
exploratory factor analysis (EFA). Test-retest reliability was eval-
uated with paired-sample ¢-test and Pearson’s correlation analysis.
Internal consistency was examined by Cronbach’s a coefficient.
Spearman’s correlation analysis was used to test the concurrent
validity. Confirmatory factor analysis (CFA) and fit indices were
performed to evaluate the fit of the model [normed fit index
(NFI), comparative fit index (CFI), root-mean-square error of
approximation (RMSEA)]. Statistical significance level was deter-
mined as 0.05. Data were analyzed using SPPS 15.0 (Statistical
Programme for Social Sciences; SPSS Inc, 2006) and Lisrel 8.7
(Joreskog and Soérbom, 2004) statistical software packages.

Ethical considerations

This study was approved by the Baskent University Institutional
Review Board (Project No.: KA17/280). Permission was received
from the authors of the PDI and HADS via e-mail. Permission
for conducting the study was granted from institutional review
boards of selected hospitals. Information about the purpose of
the study was explained to the patients participating in the
study, and written informed consent was obtained. The study
was carried out in accordance with the Helsinki Declaration prin-
ciples (World Medical Association, 2013).

Results
Participant characteristics

A total of 127 hospitalized terminal cancer patients participated
in the study. The age of the patients ranged between 23 and 85
years, and the average age was 60.04 years. A majority of partic-
ipants were women (56.7%; n =72); were married (79.5%; n =
101); lived with their family members (94.5%; n=120); and
were at least primary school graduates (85.8%; n =109). More
than half of the participants (55.9%; n =71) had stage 4 disease;
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Table 1. Participant’s sociodemographic and clinical characteristics

Characteristic n %
Mean age in years (SD, range) 60.04 (12.76, 23-85)
Sex

Female 72 56.7

Male 55 433
Marital status

Married 101 79.5

Divorced/widowed 21 16.5

Single 5 4
Educational level

Literate 18 14.2

Elementary school 64 50.4

Senior high school 23 18.1

Bachelor’s degree/postgraduate 22 173
Cancer type

Gynecologic cancer 32 25.2

Colorectal cancer 27 21.3

Gastrointestinal cancer 26 20.5

Breast cancer 15 11.8

Hepatocellular carcinoma 10 7.9

Lung cancer 8 6.3

Others (head and neck, bone, prostate) 9 7.0
Stage

IV 71 55.9

1] 56 44.1
Palliative Performance Score

70-90% 112 88.2

40-60% 15 11.8

the remaining had stage 3 disease (44.1%; n=56). The PPS
score of 88.2% (n=112) of the patients was 70% and above. All
patients were receiving active cancer treatment. Demographic
data of the participants are presented in Table 1.

Factor structure of PDI-TR

EFA and item characteristics

The result of the KMO sampling adequacy test was 0.89. Bartlett’s
sphericity test was found to be <0.001, revealing that sampling
was adequate for factor analysis. The KMO value above 0.60
and Bartletts’ spherecity test below 0.05 show that sample was
adequate for factor analysis (Pallant, 2001). Varimax rotation
revealed five factors with an eigenvalue of 1 and above accounting
for 68.70 of overall variances. Lower bound for factor loading was
determined as 0.40 in the analysis. Items loaded on more than
one factor were assigned to higher loaded one. Factors were
labeled as symptom distress, existential distress, self-confidence,
dependency, and supportive care needs, respectively. Table 2 sum-
marizes varimax rotation test results, and Table 3 demonstrates
factor loadings of items obtained by varimax rotation.
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Table 2. Factor loading of PDI-TR before and after varimax rotation

Yasemin Eskigiilek and Sultan Kav

Eigenvalue Variance (%) Cumulative (%)
Component Before rotation After rotation Before rotation After rotation Before rotation After rotation
1 10.780 5.305 43.120 43.120 21.220 21.220
2 2.534 4.186 10.135 53.255 16.752 37.962
3 1.692 3.158 6.769 60.024 12.634 50.596
4 1.158 3.083 4.632 64.656 12.333 62.929
5 1.011 1.443 4.046 68.702 5.773 68.702
Confirmatory factor analysis Discussion

Data were re-analyzed in Lisrel 8.7 Windows version (Joreskog
and Sorbom, 2004) to verify the factors obtained by EFA. The
CFA resulted in a five-factor solution, each factor containing
same items as in EFA. Internal consistency Cronbach’s a coeffi-
cient of the factors from 1 to 5 was found as 0.91, 0.89, 0.74,
0.82, and 0.49, respectively. Although the 5th factor consisted of
only two items and its Cronbach’s a coefficient was low, it is
not combined with another factor as it is discrete from other fac-
tors in terms of content. Item distribution of factors is shown in
Figure 1. NFI of the model was 0.90; CFI was found as 0.93,
revealing that the model was acceptable. RMSEA was found as
0.114. RMSEA less than 0.08 means that the model has a good
fit; RMSEA higher than 0.10 indicates that the model is above
the acceptable level (Schermelleh-Engel et al, 2003; Capik,
2014; ilhan and Cetin, 2014). Another fit index, X*/SD, was
assessed, since RMSEA was above the expected level. The X*/SD
below 5 means that the model is acceptable (Capik, 2014). The
X?/SD of PDI-TR was found as 2.64.

Internal consistency

The Cronbach’s « coefficient of the PDI-TR was 0.94. There was
no significant change in Cronbach’s o coefficient when each item
was removed one by one (min: 0.937; max: 0.942).

Test-retest reliability

Table 4 shows paired-sample #-test result, which is performed for
test-retest reliability. Retest was conducted between one and five
weeks after the first test (mean two weeks) with 25.2% of the sam-
ple. Test-retest mean and standard deviation scores of the patients
in test-retest sampling were 43.46+16.44 and 40.78 +13.96,
respectively. Paired-sample ¢-test results performed for test-retest
reliability showed that there was no significant difference between
total scores of PDI-TR (p=0.171). Pearson’s correlation coeftfi-
cient between the mean score of test-retest study was found as
r=0.757. An intraclass correlation coefficient of test-retest reli-
ability was found as 0.855.

Concurrent validity

Spearman’s correlation analysis was performed to determine the
relationship between anxiety and depression subscale scores of
HADS, the total score of the PDI-TR, and the PPS percentage
of the patients. The result of the analysis showed that PPS had
a negative moderate linear relationship with all other variables
and that there was a moderate-to-strong positive correlation
between subscales of HADS and PDI-TR (p <0.05). The data
of this analysis are shown in Table 5.
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The PDI, developed by Chochinov et al. (2008) to measure
dignity-related distress in palliative care patients, was found to
be valid and reliable in German (PDI-G) (Sautier et al., 2014),
Italian (Ripamonti et al., 2012), Spanish (PDI-s) (Rullan et al.,
2015), Greek (PDI-Gr) (Parpa et al, 2017), Czech (PDI-CZ)
(Kisvetrovd et al., 2018), Persian (PDI-P) (Abbaszadeh et al.,
2015), and Mandarin (PDI-MV) (Li et al., 2018) languages. In
our study, the Turkish version of the PDI was found to be valid
and reliable. The construct validity analysis of the the PDI-TR
revealed five factors with an eigenvalue of 1 and above, and all
items were loaded in factors. Factors were labeled as symptom dis-
tress, existential distress, self-confidence, dependency, and sup-
portive care needs, respectively. The 1st factor “symptom
distress” included nine (items 5, 6, 7, 8, 9, 16, 19, 23, and 24);
the 2nd factor included “existential distress” seven (items 4, 11,
12, 13, 14, 17, and 18); the 3rd factor “self-confidence” included
three (items 15, 21, and 25); the 4th factor “dependency” included
four (items 1, 2, 3, and 10); and the 5th factor “supportive care
needs” included two (items 20 and 22) items. In the original ver-
sion of PDI, four items (10th, 19th, 23rd, and 24th items) neither
were loaded on any of factors nor extracted from the inventory,
since factor loadings were below 0.55 and three out of that four
items loaded on two factors (Chochinov et al., 2008). In the
PDI versions of German, Czech, Persian, and Mandarin, all 25
items were loaded on four factors (Sautier et al, 2014;
Abbaszadeh et al., 2015; Kisvetrova et al., 2018; Li et al., 2018).
A total of five factors were obtained in PDI-CZ; however, the
4th and 5th factors were combined due to the low number of
items loaded on the 5th factor, and item 22 was neither included
in the factor analysis since it was not correlated with any other
items nor removed from the inventory (Kisvetrova et al., 2018).
A single-factor-25-item structure was obtained in the Italian ver-
sion of PDI (Ripamonti et al., 2012). In PDI-s, 25 items were
loaded on three factors (Rullan et al, 2015). In the PDI-Gr, a
total of five factors consisting of 18 items were obtained by remov-
ing 7 items loaded more than one factor from the inventory (Parpa
et al., 2017). Factor numbers and the items loaded on factors in all
those validity and reliability studies, including our study, differ
from the original PDI and from each other (Chochinov et al,
2008; Ripamonti et al., 2012; Sautier et al, 2014; Abbaszadeh
et al, 2015; Rulldn et al, 2015; Parpa et al, 2017; Kisvetrova
et al,, 2018; Li et al.,, 2018). This difference may be explained by
the cultural diversity of the societies in those studies carried out.

In our study, NFI of the five-factor model was 0.90; CFI was
found to be 0.93 indicating an acceptable level. RMSEA was
found to be 0.114, suggesting that the model fit is above
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Table 3. Factor analysis of PDI-TR

Factor loadings

Item Mean
No. Dimension and Item score SD h? F1 F2 F3 F4 75

Symptom distress (Cronbach’s a=0.91)

6 Feeling anxious. 2.23 1.25 0.826 0.852

5 Feeling depressed. 1.94 1.17 0.685 0.800

8 Worrying about my future. 2.22 1.25 0.746 0.774

7 Feeling uncertain about my illness and treatment. 2.28 1.25 0.656 0.724

23 Feeling like | am no longer able to mentally “fight” 1.72 1.02 0.689 0.635
the challenges of my illness.

19 Feeling that | don’t have control over my life. 2.00 1.21 0.630 0.591

16 Feeling | have “unfinished business” (e.g., things 2.11 1.19 0.517 0.569
left unsaid or incomplete).

9 Not being able to think clearly. 1.86 1.14 0.621 0.560

24 Not being able to accept the way things are. 1.93 1.13 0.651 0.542

Existential distress (Cronbach’s a=0.89)

12 Not feeling worthwhile or valued. 1.58 1.00 0.780 0.812
13 Not being able to carry out important roles (e.g., 1.81 1.17 0.781 0.754
spouse, parent).
17 Concern that my spiritual life is not meaningful. 1.68 1.08 0.658 0.649
18 Feeling that | am a burden to others. 1.90 1.23 0.657 0.624
11 Feeling like | am no longer who | was. 2.07 1.23 0.583 0.574
14 Feeling that life no longer has meaning or purpose. 1.83 1.11 0.774 0.563
4 Feeling that how I look to others has changed 1.51 0.97 0.516 0.486
significantly.

Self confidence (Cronbach’s a=0.74)

25 Not being treated with respect or understanding 1.37 0.84 0.724 0.860
by others.

15 Feeling that | have not made a meaningful and 1.59 0.97 0.776 0.732
lasting contribution during my lifetime.

21 Not feeling supported by my community of friends 1.28 0.76 0.576 0.542
and family.

Dependency (Cronbach’s a=0.82)

2 Not being able to attend to my bodily functions 1.80 1.43 0.783 0.862
independently (e.g., needing assistance with
toilet-related activities).

1 Not being able to carry out tasks associated with 2.15 1.22 0.796 0.819
daily living (e.g., washing myself, getting dressed).

10 Not being able to continue with my usual routines. 2.22 1.38 0.714 0.733

3 Experiencing physically distressing symptoms 2.30 1.29 0.688 0.631

(such as pain, shortness of breath, and nausea).

Support and care requirements (Cronbach’s o=

0.49)
22 Not feeling supported by my healthcare providers. 1.37 0.80 0.674 0.664
20 Feeling that my illness and care needs have 1.99 1.30 0.640 0.621

reduced my privacy.

PDI-TR, Turkish version of the Patient Dignity Inventory; SD, standard deviation; h%, communalities.

acceptable range. Since RMSEA is above the expected level, the fit indices of the 21-item and five-factor structure proposed
another fix index was assessed showing that the model fit is in the original PDI were found to be higher than acceptable
acceptable (X?/SD =2.64). In the study of Parpa et al. (2017), level, but PDI-Gr fitted well.
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Fig. 1. Path diagram of PDI-TR.

The Cronbach’s o coefficient of PDI-TR was 0.94. The
Cronbach’s a coefficient of the original PDI, the PDI-G, Italian ver-
sion, PDI-s, PDI-Gr, PDI-P, PDI-MV, and PDI-CZ were 0.93, 0.96,
0.96, 0.89, 0.70, 0.85, 0.95, and 0.92, respectively (Ripamonti et al,
2012; Sautier et al,, 2014; Abbaszadeh et al,, 2015; Rullan et al,
2015; Parpa et al., 2017; Kisvetrova et al., 2018; Li et al., 2018).

Test-retest analysis was performed in our study with 25.2% of
the sample after one to five weeks (mean two weeks) from the first
test, and PDI-TR was found to be reliable ( p > 0.05, r=0.757). In
the original PDI, retest was conducted after 24 h with 52.25% of
the sample, and the test-retest reliability correlation coefficient
was found to be r = 0.85 (Chochinov et al., 2008). Test-retest reli-
ability was not assessed in PDI-G, PDI-P, and PDI-MV (Sautier
et al,, 2014; Abbaszadeh et al., 2015; Li et al., 2018). The retest
study was conducted following a certain time from the first test
in Italian version (14 days), PDI-s (48 h), PDI-CZ (14 days),
and PDI-Gr ( seven days) (Ripamonti et al., 2012; Rullan et al,,
2015; Parpa et al,, 2017; Kisvetrova et al., 2018).

As the eigenvalue increases, the explained variance per factor
increases resulting in the higher reliability of scale (Biiyiikoztiirk,
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2002). A scale, accounting for at least 50% of total variances,
means to be reliable (Yashoglu, 2017). The explained variance
rate of original PDI, PDI-G, Italian version, PDI-s, PDI-CZ, and
PDI-P was 58%, 71%, 48%, 79.40%, 56.3%, and 72% (Chochinov
et al, 2008; Ripamonti et al, 2012; Sautier et al, 2014;
Abbaszadeh et al, 2015; Rullain et al, 2015; Kisvetrova et al.,
2018). There were no data explained in the PDI-Gr and PDI-MV
(Parpa et al., 2017; Li et al., 2018). In our study, the explained var-
iance was found to be 68.70%.

Samples of the original PDI and PDI-CZ included adults need-
ing palliative care due to cancer and non-cancer diseases
(Chochinov et al., 2008; Kisvetrova et al., 2018). Samples of the
German, Italian, Spanish, Greek, and Mandarin versions of PDI
were adult cancer patients (Sautier et al., 2014; Rulldn et al.,
2015; Parpa et al.,, 2017; Li et al., 2018). The PDI-P was conducted
with adult patients with coronary syndrome, myocardial infarc-
tion, and heart failure (Abbaszadeh et al., 2015). The sample of
this study was adult patients with terminal cancer. The cognitive
function and communication status of participating individuals
were paid attention in all these studies (Chochinov et al., 2008;
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Table 4. Paired-samples t-test and Pearson’s correlation analysis between the first and second application mean scores
Correlation Paired-samples t-test
Test n Mean score SD R p t df p
First 32 43.468 16.447 0.757 0.0001 1.401 31 0.171
Second 32 40.781 13.960
SD, standard deviation; r, Pearson’s correlation coefficient; df, degree of freedom; p, significance.
Table 5. Correlation coefficients (r) among PDI-TR and concurrent validity measures
PPS HADS anxiety HADS depression F1 F2 F3 F4 F5
HADS anxiety —0.271**
HADS depression —0.299** 0.741**
F1 —0.358** 0.754** 0.741**
F2 —0.375** 0.590** 0.661** 0.741**
F3 —0.216* 0.443** 0.432** 0.554** 0.608**
F4 —0.522** 0.373** 0.412** 0.430** 0.504** 0.183*
F5 —0.243** 0.283** 0.347** 0.493** 0.552** 0.411** 0.423*
PDI-TR mean score —0.458** 0.702** 0.732** 0.910** 0.900** 0.647** 0.661** 0.649**

PDI-TR, Turkish version of the Patient Dignity Inventory; PPS, Palliative Performance Score; HADS, Hospital Anxiety and Depression Scale; F, factor; r, Spearman’s correlation coefficient.

*Significance at 0.05 level.
**Significance at 0.01 level.

Ripamonti et al., 2012; Sautier et al., 2014; Abbaszadeh et al,
2015; Rullan et al, 2015; Parpa et al., 2017; Kisvetrova et al.,
2018; Li et al., 2018). The Italian version of PDI was conducted
with psychiatric patients in another study and was found to be
reliable (Di Lorenzo et al., 2018).

Turkish version of HADS was used in PDI-TR to test concurrent
validity. A strong positive correlation was found between the total
scores of PDI-TR and subscales of HADS ( p < 0.05). In the original
PDI, concurrent validity was analyzed with the Functional
Assessment of Chronic Illness Therapy-Spiritual Well-Being
(FACITsp), Edmonton Symptom Assessment Scale (ESAS), Beck
Depression Inventory (BDI), the suffering and dignity items of
the Structured Interview Assessment of Symptoms and Concerns
in Palliative Care, and the Brief Quality of Life Scale, showing a sig-
nificant correlation with PDI subscales (Chochinov et al., 2008).
Distress Thermometer, Patient Health Questionnaire, Generalized
Anxiety Disorder Scale, Demoralization Scale, Beck Hopelessness
Scale (BHS), Life Attitude Profile-Revised, European Organisation
for Research and Treatment of Cancer Quality of Life
Questionnaire-Core 30, Short Form Supportive Care Needs Survey
were used for concurrent validity in PDI-G. A negative correlation
was found between higher PDI-G total score and the global health
status and functionality subscales of the quality-of-life scale, while a
positively significant correlation was found between other variables
(Sautier et al., 2014). In the Italian version of PDI, concurrent valid-
ity was assessed with ESAS, FACITsp, HADS, and the system of
belief inventory-15-r (Ripamonti et al., 2012). A higher PDI total
score was found to have a strong relationship with physical and psy-
chological symptoms, while a negative, moderate correlation was
found with spiritual well-being (Ripamonti et al., 2012). The con-
current validity of PDI-s was assessed with ESAS, FACITsp, and
HADS. The PDI-s was found to have a strong, positive correlation
with ESAS and HADS, while there was a moderate, inverse
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correlation with FACITsp (Rullan et al, 2015). The concurrent
validity of factors of PDI-Gr was assessed with HADS, Short
Form Health Survey-12 (SF-12), and Schedule of Attitudes
Toward Hastened Death (SAHD). A positive, moderate relationship
was found between the depression subscale of HADS and the 4th
factor of PDI-Gr, while an inverse, moderate correlation was
found between the 4th factor of PDI-Gr and the physical compo-
nent summary of SF-12. A strong, positive correlation was found
between factors of PDI-Gr except for the 4th factor and other var-
iables (Parpa et al., 2017). Concurrent validity was not assessed in
PDI-CZ (Kisvetrova et al, 2018). In PDI-P, concurrent validity
was assessed with BDI, Beck Anxiety Inventory (BAI), BHS, and
SE-36 Health Survey. The PDI-P showed a strong, positive correla-
tion with BDI, BAI, and BHS, while negatively correlated with over-
all subscales of SF-36 Health Survey (Abbaszadeh et al, 2015). A
positive, moderate correlation was found between PDI-MV and
overall scores of the Demoralization Scale and the Patient Health
Questionnaire-9 , while a moderate, inverse relationship was
found between PDI-MV and the Rosenberg Self Esteem Scale (Li
et al, 2018).

Limitations

This study has some limitations. The first limitation is the small
sample size. Although 376 patients were hospitalized in medi-
cal-surgical oncology clinics during the study period, only the
minimum sufficient sample size was reached due to several rea-
sons such as not meeting eligibility criteria or undergoing thera-
peutic interventions. The second limitation is the small sample
size of test-retest reliability study. Only 32 individuals were
included for the test-retest reliability study due to discharge, or
worsening performance status, or death of the participants.
Therefore, an intraclass correlation coefficient was also calculated.
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Conclusions

Dignity is the expression of the value that individual feels for one-
self and is exhibited by others (Nordenfelt, 2004). In palliative
care patients, there is a high risk of loss of dignity due to chal-
lenges related to progressive disease such as functional limitations,
physical symptoms, and difficulties in carrying out self-care
needs. Dignified care is an essential human right; therefore, it is
a professional necessity for healthcare staff to determine
dignity-related issues giving care to palliative care patients. The
findings of our study demonstrated that PDI-TR is valid and reli-
able in palliative care patients in Turkish society. It is recom-
mended to use PDI-TR for planning care in palliative care
patients by the healthcare professionals. Future studies of
PDI-TR with various patient populations are also recommended.

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S1478951521000948.
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