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a b s t r a c t

Purpose: The importance of human dignity in care is well-recognized. Care recipients' experiences with
undignified care have been reported in many countries. However, few studies have measured these
situations quantitatively, especially as there are no tools applicable to inpatients receiving ordinary daily
care. This study aimed to develop a valid and reliable Inpatient Dignity Scale (IPDS) that can measure
inpatients' expectations of and satisfaction with dignity in daily care.
Methods: We conducted a three-phase research project: item generation and a preliminary survey with
47 items related to patients' dignity in Japan, a main survey with 36 items with deliberate translation
into English in Singapore, and a confirmatory survey with 35 items in England, with 442, 430, and 500
inpatients as participants in questionnaire surveys, respectively. Data from each survey were processed
using factor analysis.
Results: Authors obtained a scale with a four-factor structure with acceptable reliability: (F1) respect as a
human being, (F2) respect for personal feelings and time, (F3) respect for privacy, and (F4) respect for
autonomy.
Conclusion: The Inpatient Dignity Scale can be periodically used by hospital administrators or nurses to
preserve inpatients' dignity in daily care by monitoring inpatients' views regarding their expectations of
and satisfaction with dignity.
© 2019 Korean Society of Nursing Science, Published by Elsevier Korea LLC. This is an open access article

under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

There has been significant research and media attention
regarding the concept and practice of human dignity in care over
the last two decades. In the United Kingdom (UK), dignity in care
campaigns were initiated in the mid-1990s by the Department of
Health [1], the Social Care Institute for Excellence [2], and the Royal
College of Nursing [3].
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rsing Science, Published by Elsevie
Qualitative research provides much rich data regarding the ex-
periences of patients, nurses, and families regarding dignity in care
[4]. This dignity-related qualitative research shows that feeling
valued, comfortable, and listened to are core consequences of
dignifying care. However, such data have limited impact when the
aim is to evaluate how nurses and other professionals are per-
forming over time or in response to dignity initiatives; furthermore,
there is currently no scale applicable to a broad spectrum of in-
patients as well as across cultures.

In the nursing ethics literature, the beginning of dignity in care
scholarship is traced to an article by Shotton and Seedhouse in 1998
[5]. Early concept analyses of dignity appeared in 1994 [6] and in
1996 [7]. Since then, there have been some studies relating to
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dignity in care. Baillie [8] is one of the most cited articles because it
systematically reviews a definition of dignity and shows detailed
patients' perceptions of dignity despite being conducted in one
hospital. There has also been engagement by philosophers [9e11]
and academics who have debated the usefulness of the concept
of dignity in bioethics more broadly [12,13].

Research on the development of standardized tools is in its
infancy. Tools have been developed for older people [14] and
terminally ill patients [15]. There is also a start to the develop-
ment of more generic tools in Japan [16] and the United States
[17]. The Picker Institute [14] review was commissioned by the UK
charity Help the Aged. The review set out to identify the “best
way to measure each of the Help the Aged domains of dignified
care.” The domains are “personal hygiene, eating and nutrition,
privacy, communication, pain, autonomy, personal care, end-of-
life care, and social inclusion” and “general respect” (Picker
Institute [14], p. 5). The review identified four “cross-cutting
themes” within the indicators: “choice, control, staff attitudes, and
facilities.”

Chochinov et al [15] published details of the Patient Dignity
Inventory (PDI) in 2008. The Inventory measures “dignity-related
distress in palliative care” (p. 559) and is derived from the Model of
Dignity for the Terminally Ill. The PDI factor analysis conducted by
Chochinov et al [15] revealed a five-factor solution: symptom
distress; existential distress; dependency; peace of mind; and so-
cial support. However, the PDI is a specific tool to measure dignity-
related distress at the end of life.

A more general dignity measurement tool was developed by
Jacelon et al[17] in the United States. It consists of three di-
mensions: self-value, behavioral respecteself, and behavioral
respecteothers of community-dwelling older adults andwas tested
Figure 1. Research process.
Note. FGIs ¼ focus group interviews.
in terms of its psychometric properties [18]. There also is a Greek
version [19]. These tools provide rich insights into aspects of dignity
in specific cultural contexts. However, none of the tools were
designed or validated to measure the expectations and satisfaction
of patients regarding dignity during an inpatient hospital
experience.

Therefore, the aim of this study was to develop a scale
measuring inpatient dignity that would be applicable in a cross-
cultural context.

Methods

Study design

This study proceeded according to an orthodox instrument
development process [20]. As shown in Figure 1, it consisted of
three phases. Phase 1 was for conceptualization of patient dignity
and construction of a questionnaire. After three sub-processes, we
obtained an English questionnaire consisting of 36 items with two
axes: patient expectation and patient satisfaction regarding patient
dignity. Phase 2was themain survey in Singapore. It was conducted
in a hospital using the questionnaire constructed in Phase 1, and the
Inpatient Dignity Scale (IPDS) was developed. Phase 3 involved a re-
test of the IPDS, which was conducted in England, to examine its
reliability and validity.

Ethical considerations

This study was approved by the Bioethics Committee of Nagoya
University Graduate School of Medicine, Japan (Approval no. 1136-
2, 04 Aug 2011), the National Health Group Domain Specific Review
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Board, Singapore (Approval no. 2012/00457, 02 Aug 2012), and
National Health Service Ethics Committee in the UK (Approval no.
13/SC/0497, 25 Sep 2013). Furthermore, one focus group interview
(FGI) and three questionnaire surveys were conducted after
obtaining consent from the ethics committees and have been
conducted in accordance with accepted national and international
standards. Consent was obtained from all patients prior to
completion of the questionnaire. The data have been anonymized,
and participants are not identifiable.

Phase 1: test survey

Conceptualization and item generation
Based on a literature review, authors collected concepts and

items related to patients' dignity. 27 items were selected such as
“being exposed,” “having time,” “patient as a person,” “the body
as object,” and so on, mainly based on concepts by Griffin-Heslin
[21] and Walsh and Kowanko [22] because they were elements of
dignity from the patient's viewpoint. Furthermore, an additional
20 items were extracted from 15,000 words (as Japanese char-
acters) through three FGIs with 18 nurses who had more than 5
years clinical experience each. FGIs were conducted based on an
interview guide including questions such as “What do you usu-
ally keep in mind to preserve patients' dignity in care?” Seven
Japanese research members, who had previous experience
with FGIs, extracted another 20 items and examined their
content validities according to an ordinary content analysis
method. As a result, a total of 47 items that included categories
related to patients' dignity were obtained. There were nine key
categories as follows: “patient as a person,” “respect for a pa-
tient,” “safety and well-being,” “having time,” “giving control,”
“equality,” “advocacy,” “emotional consideration,” and “privacy
and confidentiality.”

Because these items were collected from the literature and
extracted from FGIs with nurses, we tested their face validity with
real inpatients using this questionnaire in 2011. However, explor-
atory factor analysis (EFA) resulted in only 23 items in four cate-
gories (see “Phase 1: test survey” in Results), and it lacked the
category of the traditional privacy, but not information privacy.
Therefore, we needed to reconstruct the questionnaire to include
comprehensive elements of patients' dignity.

Revision of a questionnaire
Because the results lacked a category like “patient privacy,”

which was shown in the literature and FGIs, we restored 12 items,
for example, “Physicians/nurses ask for my permission before
opening the curtain or door,” “Physicians/nurses keepme protected
with covering or clothing while providing medical treatment or
nursing care,” and “Physicians/nurses present many different
choices when I choose my course of treatment” and added one
item: “Physicians/nurses respect me as a human being,”which was
thought to be an important element consisting of dignity. Then, the
total number of items increased to 36 from 23. Furthermore, this
questionnaire survey showed necessity of the viewpoint of pa-
tients' satisfaction because we could not speculate on why scores
regarding expectations were either high or low, without knowing
whether patients' satisfaction levels were low or high (see Figure 1
#2-1 and #2-2).

Translation in English
Based on translation of a questionnaire from Japanese to English

by a professional translator, six research members carefully
examined its face validity. At last, we obtained the English version
questionnaire with 36 items comprising two axes: expectation and
satisfaction.
Phase 2: main survey

Participants and procedure
We conducted an anonymous survey with 430 inpatients, who

were aged 21 years and older and physically and mentally healthy,
except for those in intensive care unit, accident/emergency, and
psychiatric wards in a middle-sized general hospital with about
300 beds located in the suburbs of Singapore City from August to
October in 2012.

Sample size was determined by reference to Floyd and Wida-
man [23], who said that “5e10 participants per variable are
commonly used in confirmatory factor analysis (CFA) as well,
although J€oreskog and S€orbom [24] suggested that it is best to have
10 participants per parameter estimated.” We aimed at the latter
criterion in this survey.

Measures
An English version questionnaire consisted of two parts: (1)

demographic data including several questions regarding self-
control of information privacy [25] and (2) 36 items asking about
patients' dignity from the viewpoint of expectations of dignity in
daily care (e.g., “How strong are your expectations?”) as well as
from the viewpoint of satisfaction with dignity in care (e.g., “How
satisfied are you with the present conditions?”), rated on a five-
point Likert-type scale ranging from 1 (not at all/very dissatisfied)
to 5 (very strongly/very satisfied), respectively.

Data analysis
Data were analyzed using IBM SPSS Statistics Base 23 and IBM

SPSS Amos 24 (IBM Corp., Armonk, NY, USA). Q-Q plots were used
to examine the normality of each item. Tests for reliability and
validity were examined based on item analysis, Cronbach a reli-
ability coefficient, EFA, and CFA. The structural models for CFAwere
built based on the hypothesis that there were several observable
variables representing latent (unobservable) factors extracted by
EFA. For CFA, the normed Chi-square (c2/df), standardized root
mean square residual (SRMR) derived from the root mean square
residual [24] as an absolute fit index, normed comparative fit index
(CFI) as an incremental fit index, and root mean square error of
approximation (RMSEA) as a parsimony fit index were chosen to
evaluate the validity of the structural model. In this study, a value of
CFI greater than .90, SRMR less than .09, RMSEA less than .10, and
c2/df less than 3.00 were chosen to indicate acceptable levels,
respectively.

Phase 3: confirmatory survey

Participants and procedure
Authors conducted an anonymous survey from 2013 to 2014

with 500 inpatients aged 18 years and older who were legal adults
and physically and mentally healthy, except for those in intensive
care units and accident/emergency and psychiatric wards in a Na-
tional Health Service hospital, which had already established
research collaboration relationship with one of the co-authors and
was located in the southeast of London.

Measures
After the main survey in Singapore, we examined the face and

content validity of the questionnaire through a seminar discussion
with graduate students and faculty members whose specialties
were nursing sciences at a university in England. It was found that
one item relating to physical constraint had to be excluded because
it would not be applicable in England. We also found that five of the
items had to be revised for the meaning to be clear to English pa-
tients; for example, “a diaper” was replaced with “an incontinence



Table 1 Characteristics of Respondents.

Characteristics of respondents Japanese
(n ¼ 165)

Singapore
(n ¼ 363)

UK (n ¼ 499)

n % n % n %

Gender
Men 106 64.3 241 66.4 193 38.7
Women 56 33.9 122 33.6 301 60.3
No response 3 1.8 0 0.0 5 1.0

Age (yrs)
18-39 10 6.0 169 46.6 92 18.4
40-59 43 26.1 136 37.5 105 21.1
60 and over 111 67.3 58 15.9 298 59.7
No response 1 0.6 0 0.0 4 0.8

Marital status
Single 17 10.3 52 14.3 59 11.8
Married 123 74.5 218 60.0 257 51.5
Other (divorced/widowed) 24 14.6 89 24.6 169 33.9
No response 1 0.6 4 1.1 14 2.8

Family composition
Living alone 19 11.5 52 14.3 146 29.3
With family 138 83.6 273 75.2 295 59.1
Other 0 0.0 34 9.4 45 9.0
No response 8 4.9 4 1.1 13 2.6

Occupation
Unemployed 101 61.2 80 22.0 160 32.1
Employed 36 21.8 155 42.7 212 42.5
Other 26 15.8 126 34.7 90 18.0
No response 2 1.2 2 0.6 37 7.4

Highest education attained
Primary and secondary school 103 62.4 140 38.6 222 44.5
College/university/higher 55 33.3 139 38.3 228 45.7
Other 6 3.7 84 23.1 27 5.4
No response 1 0.6 0 0.0 22 4.4

Ethnic group
White - - - - 457 91.6
Others - - - - 35 7.0
No response - - - - 7 1.4

Religion
None - - - - 94 18.8
Christian - - - - 363 72.8
Others - - - - 29 5.8
No response - - 13 2.6

Number of hospitalizations
The 1st time 35 21.2 105 28.9 74 14.8
The 2nd Time 35 21.2 112 30.9 118 23.7
More than three times 94 57.0 138 38.0 290 58.1
No response 1 0.6 8 2.2 17 3.4

Length of hospitalization at this time
<6 days 25 15.2 289 79.6 249 49.9
6-10days 36 21.8 47 12.9 136 27.3
11 and over 95 57.6 16 4.4 83 16.6
No response 9 5.4 11 3.1 31 6.2

Department of the ward
Surgical ward 63 38.2 168 46.3 223 44.7
Medical ward 70 42.4 131 36.1 124 24.9
Others 29 17.6 64 17.6 108 21.6
No response 3 1.8 0 0.0 44 8.8

Operation completed
No 78 47.3 227 62.5 165 33.1
Incoming - - 21 5.8 41 8.2
Yes 85 51.5 111 30.6 228 45.7
No response 2 1.2 4 1.1 65 13.0

Note. UK ¼ United Kingdom; yrs ¼ years.

K. Ota et al. / Asian Nursing Research 13 (2019) 76e85 79
pad.” However, most items had the same meaning as the Singapore
survey. In this survey, to increase the likelihood of more accurate
answers, we added the choice of “N/A” (not applicable) to the Likert
scale. In addition, to examine the criterion-related validity, we
added the Rosenberg Self-Esteem Scale (RSES) because self-esteem
is one of the key concepts of dignity [6,7,18].

Data analysis
To confirm the model fit, CFA was conducted. The criterion-

related validity was examined by co-relation between subtotal
score comprising each factor and RSES score.

Results

Phase 1: test survey

We obtained 165 responses from 442 inpatients, who were
20 years and older in healthy physical and mental condition at 37
hospitals, excluding psychiatric hospitals in Aichi prefecture in
Japan fromAugust to October in 2011. Demographic data are shown
in Table 1. Principal factor analysis with promax rotation extracted
only 23 out of 47 items with four categories: (F1), respect as a
human being (8 items); (F2), respect for patients' feelings (7 items);
(F3), consideration of information privacy and handling (6 items);
and (F4), giving first priority to the patients (2 items), with Cron-
bach a of .95. This result lacked a category for “patient privacy” and
key elements of patients' dignity as described in the Design section.

Phase 2: main survey

We obtained 363 responses from 430 inpatients (response rate:
84.4%). Participants' demographic data are shown under the
heading, “Singapore (n ¼ 363)” in Table 1. Descriptive data for pa-
tient expectations and satisfaction are shown in Table 2. Expecta-
tions and satisfaction showed moderate significant correlations
(r ¼ .38e.61), and except for four items (items 13, 32, 34, and 36),
mean scores for satisfaction were significantly larger than those for
expectations (p < .01, p < .05).

Item analysis
Before conducting EFA, we refined the data by excluding re-

sponses with more than four missing values and less than three
answers (scores) different from the mode of each answer because
there were two problems in our data, which were slipping out of a
normal distribution in 19 items for expectations and 26 items for
satisfaction, as well as ceiling effects in 22 items for expectations
and 30 items for satisfaction. As a result, the number of valid re-
sponses was 267 (72.7%) for patients' expectations and 248 (68.3%)
for patients' satisfaction, respectively, out of 363 responses.

Exploratory and confirmatory factor analysis
Principal factor analysis with promax rotationwas used because

there was little deviation from normality. To determine the number
of factors, an eigenvalue greater than or equal to 1.0 was used as the
extraction criterion. We repeated EFA until there were no factors
with double loadings of more than .50.

Both patients' expectations of dignity and satisfaction with
dignity consisted of the same four common factors. Regarding pa-
tients' expectations, the factor structure was as follows: (F1),
respect as a human being, consisting of six items; (F2), respect for
personal feelings and time, consisting of five items; (F3), respect for
privacy, consisting of three items; and (F4), respect for autonomy,
consisting of two items. Regarding patients' satisfaction, the factor
structure was as follows: (F1), respect for personal feelings and
time, consisting of eight items; (F2), respect as a human being,
consisting of six items; (F3), respect for autonomy, consisting of two
items; and (F4) respect for privacy, consisting of two items,
respectively (see Table 3). Cronbach a varied from .72 to .90. The
KaisereMeyereOlkin sampling adequacy criteria were .88 and .93
for expectation and satisfaction, respectively, showing meritorious
adequacy. The results of Bartlett's sphericity test were p < .001 for
both aspects of dignity, showing sufficient optimality for factor
analysis.

Using these factor structures and refined data, we conducted
CFA. The fit indices to a structure of latent factors and



Table 2 Patient Expectations and Satisfaction in Phase 2.

Items Expectations Satisfaction pa Correlation

n M ± SD n M ± SD

Exp-1/Sat-1 (P/N) treat and care for me as a living human being rather than an object. 363 4.33 ± 0.81 363 4.48 ± 0.70 .001 .40 <.001
Exp-2/Sat-2 (P/N) maintain eye contact with me while talking. 363 4.26 ± 0.82 363 4.46 ± 0.73 .001 .50 <.001
Exp-3/Sat-3 (P/N) explain the procedure to me before starting medical treatment or

nursing care.
363 4.35 ± 0.82 362 4.46 ± 0.75 .013 .43 <.001

Exp-4/Sat-4 (N) care for me as well as possible so that I can avoid using a diaper. 326 4.17 ± 0.93 317 4.34 ± 0.81 <.001 .49 <.001
Exp-5/Sat-5 (P/N) respect me as a human being. 363 4.49 ± 0.77 363 4.62 ± 0.74 .001 .53 <.001
Exp-6/Sat-6 (P/N) listen to me attentively. 363 4.43 ± 0.75 361 4.57 ± 0.72 <.001 .56 <.001
Exp-7/Sat-7 (P/N) always use polite language. 363 4.49 ± 0.75 362 4.63 ± 0.70 <.001 .47 <.001
Exp-8/Sat-8 (P/N) are polite to my family as well as to me. 360 4.40 ± 0.77 357 4.53 ± 0.76 .001 .61 <.001
Exp-9/Sat-9 (P/N) talk to me at my eye level by sitting on a chair or bending. 363 4.02 ± 0.96 361 4.33 ± 0.80 <.001 .47 <.001
Exp-10/Sat-10 (P/N) give my needs or expectations priority in their everyday practice. 363 4.19 ± 0.77 362 4.33 ± 0.78 .001 .47 <.001
Exp-11/Sat-11 (P/N) greet me first when they see me in the hospital. 363 4.09 ± 0.97 362 4.41 ± 0.79 <.001 .48 <.001
Exp-12/Sat-12 (P/N) restrain me by tying up my arms or legs if there are no alternatives

for ensuring my safety.
310 3.65 ± 1.16 301 3.87 ± 1.03 <.001 .42 <.001

Exp-13/Sat-13 (P/N) treat my pain promptly. 354 4.30 ± 0.83 352 4.34 ± 0.86 .398 .45 <.001
Exp-14/Sat-14 (P/N) respect the time my family spends visiting me in the hospital. 359 4.33 ± 0.78 355 4.48 ± 0.79 .002 .49 <.001
Exp-15/Sat-15 (P/N) treat me patiently and unhurriedly even if they are busy. 360 4.27 ± 0.77 360 4.48 ± 0.75 <.001 .38 <.001
Exp-16/Sat-16 (P/N) work with me at my own pace. 360 4.27 ± 0.76 358 4.48 ± 0.72 <.001 .44 <.001
Exp-17/Sat-17 (P/N) take the time to listen to me. 363 4.35 ± 0.76 363 4.50 ± 0.75 <.001 .52 <.001
Exp-18/Sat-18 (P/N) let me participate in the decision-making processes regarding my

own treatment choices.
355 4.14 ± 0.90 353 4.28 ± 0.84 .004 .48 <.001

Exp-19/Sat-19 (P/N) present many different choices when I decide my course of treatment. 353 4.10 ± 0.89 349 4.18 ± 0.87 .038 .51 <.001
Exp-20/Sat-20 (P/N) inform me first of the state of my illness before notifying my

family members.
345 4.27 ± 0.76 340 4.40 ± 0.74 .001 .48 <.001

Exp-21/Sat-21 (P/N) do not discriminate patients based on race or nationality. 363 4.47 ± 0.77 361 4.61 ± 0.67 <.001 .57 <.001
Exp-22/Sat-22 (P/N) treat every patient equally. 358 4.51 ± 0.76 358 4.60 ± 0.76 .017 .51 <.001
Exp-23/Sat-23 (N) forward my questions to the physicians on my behalf. 356 4.37 ± 0.77 353 4.44 ± 0.76 .033 .55 <.001
Exp-24/Sat-24 (P/N) give priority to my personal needs or expectations rather than treating

my illness if I so decide.
355 4.06 ± 0.92 354 4.26 ± 0.82 <.001 .50 <.001

Exp-25/Sat-25 (N) of my gender give me care. 357 4.06 ± 1.09 354 4.44 ± 0.83 <.001 .43 <.001
Exp-26/Sat-26 (P/N) understand my suffering and sympathize with me. 357 4.27 ± 0.86 358 4.43 ± 0.75 <.001 .48 <.001
Exp-27/Sat-27 (P/N) are always cheerful to me. 361 4.39 ± 0.79 361 4.55 ± 0.73 <.001 .53 <.001
Exp-28/Sat-28 (P/N) talk to me privately about my issues without allowing others to hear. 360 4.18 ± 0.88 356 4.32 ± 0.86 .002 .48 <.001
Exp-29/Sat-29 (P/N) keep me protected with covering or clothing while providing medical

treatment or nursing care.
358 4.45 ± 0.69 358 4.57 ± 0.71 .005 .40 <.001

Exp-30/Sat-30 (P/N) draw the bedside curtain or shut the door to maintain privacy
during medical treatment or nursing care.

361 4.54 ± 0.69 360 4.64 ± 0.65 .009 .45 <.001

Exp-31/Sat-31 (P/N) ask for my permission before opening the curtain or door. 359 4.07 ± 0.95 358 4.30 ± 0.91 <.001 .46 <.001
Exp-32/Sat-32 (P/N) protect my personal information. 359 4.42 ± 0.76 356 4.47 ± 0.73 .102 .58 <.001
Exp-33/Sat-33 (P/N) share my information with other members of the health-care team

if necessary.
356 4.22 ± 0.84 352 4.32 ± 0.83 .022 .55 <.001

Exp-34/Sat-34 (P/N) do not disclose my sensitive information, such as family issues,
to health-care workers other than my own doctors and nurses.

356 4.39 ± 0.74 356 4.38 ± 0.79 .883 .55 <.001

Exp-35/Sat-35 (P/N) do not collect information that is unnecessary for my medical treatment
or nursing care.

355 4.29 ± 0.86 356 4.39 ± 0.86 .005 .61 <.001

Exp-36/Sat-36 (P/N) inform me of my examination results properly and promptly during
my hospital stay.

359 4.43 ± 0.76 359 4.38 ± 0.89 .32 .41 <.001

Note. Exp ¼ expectation; M ¼ mean; N ¼ nurses; P/N ¼ physicians/nurses; Sat ¼ satisfaction; SD ¼ standard deviation.
a p relates to t values between mean scores of expectation and satisfaction.
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questionnaire items for expectations of dignity yielded a c2/
df ¼ 2.85, SRMR ¼ .05, CFI ¼ .94, RMSEA ¼ .08 (90% confidence
interval [ 0.07e0.09]). The fit indices to a structure of latent factors
and questionnaire items for satisfaction of dignity yielded a c2/
df ¼ 2.23, SRMR ¼ .03, CFI ¼ .96, and RMSEA ¼ .06 [ 0.05e0.07].
Those parameters were within acceptance level using pre-
determined criteria.

Differences between expectations and satisfaction in each factor
Mean scores of each of the four factors showed moderate sig-

nificant correlations (r ¼ .43e.59) between expectations and
satisfaction (p < .01). Mean scores of the factor of “respect as a
human being” (F1 of expectations and F2 of satisfaction), “respect
for personal feelings and time” (F2 of expectations and F1 of
satisfaction), and “respect for autonomy” (F4 of expectations and F3
of satisfaction) showed significant differences among each corre-
sponding factor with higher scores for satisfaction than expecta-
tions (p < 0.05), respectively, whereas there was no significant
difference in “respect for privacy” (F3 of expectations and F4 of
satisfaction) (p > .05).

Differences in patients' characteristics
When checking the differences of each mean score among pa-

tients' demographic data in Table 1, we found significant differ-
ences as follows: regarding age group, the mean score of F1 of
satisfaction of those aged 40 years and older was higher than that of
those aged less than 40 years (4.45 vs. 4.21), despite no significant
difference between those aged 60 years and older and that of those
aged less than 60 years; regarding gender, the mean score of F2 of
expectations of females was higher than that of males (4.16 vs.
3.92); regarding family structure, the mean score of F2 of expec-
tations and F4 of satisfaction for living alone or nuclear family were
higher than extended family (4.02 vs. 3.72, 4.20 vs. 3.89, respec-
tively); regarding educational background, the mean score of F4 of
expectations for those with a bachelor's degree or higher was
higher than that of those with junior college or less (4.17 vs. 3.89)



Table 3 Exploratory Factor Analysis of Expectations and Satisfaction in Phase 2.

Expectations

Factor loading Cronbach a

F1: Respect as a human being
1 (P/N) treat and care for me as a living human being rather than an object. .84 .88
2 (P/N) maintain eye contact with me while talking. .62
5 (P/N) respect me as a human being. .86
6 (P/N) listen to me attentively. .74
7 (P/N) always use polite language. .74
8 (P/N) are polite to my family as well as to me. .66
F2: Respect for personal feeling and time
9 (P/N) talk to me at my eye level by sitting on a chair or bending. .55 .81
10 (P/N) give my needs or expectations priority in their everyday practice. .58
11 (P/N) greet me first when they see me in the hospital. .83
25 (N) of my gender give me care. .70
26 (P/N) understand my suffering and sympathize with me. .68
F3: Respect for privacy
33 (P/N) share my information with other members of the health-care team if necessary. .76 .72
34 (P/N) do not disclose my sensitive information, such as family issues, to health-care workers

other than my own physicians and nurses.
.62

35 (P/N) do not collect information that is unnecessary for my medical treatment or nursing care. .67
F4: Respect for autonomy
18 (P/N) let me participate in the decision-making processes regarding my own treatment choices. .81 .81
19 (P/N) offer different choices so I can decide on my treatment. .84

Cumulative contribution ratio 54.5%

Satisfaction

Factor loading Cronbach a

F1: Respect for personal feeling and time
10 (P/N) give my needs or expectations priority in their everyday practice. .56 .89
11 (P/N) greet me first when they see me in the hospital. .60
13 (P/N) treat my pain promptly. .71
26 (P/N) understand my suffering and sympathize with me. .73
27 (P/N) are always cheerful to me. .70
28 (P/N) talk to me privately about my issues without allowing others to hear. .60
29 (P/N) keepme protected with covering or clothing while providingmedical treatment or nursing

care.
.87

30 (P/N) draw the bedside curtain or shut the door to maintain privacy during medical treatment or
nursing care.

.61

F2: Respect as a human being
1 (P/N) treat and care for me as a living human being rather than an object. .78 .90
2 (P/N) maintain eye contact with me while talking. .54
5 (P/N) respect me as a human being. .79
6 (P/N) listen to me attentively. .88
7 (P/N) always use polite language. .67
8 (P/N) are polite to my family as well as to me. .78
F3: Respect for autonomy
18 (P/N) let me participate in the decision-making processes regarding my own treatment choices. .82 .82
19 (P/N) offer different choices so I can decide on my treatment. .73
F4: Respect for privacy
33 (P/N) share my information with other members of the healthcare team if necessary. .62 .72
35 (P/N) do not collect information that is unnecessary for my medical treatment or nursing care. .82

cumulative contribution ratio 58.5%

Note. N ¼ nurses; P/N ¼ physician/nurses.
No cross factor loading with more than .50.
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(p < .05, p < .01). However, there were no significant differences
among the number of hospitalizations, duration of hospitalization,
and ward types where hospitalized (p > .05).

Phase 3: confirmatory survey

We obtained 499 responses from 500 inpatients (response rate
99.8%) through a confirmatory survey in the UK. The characteristics
are shown under the heading, “UK (n ¼ 499)” in Table 1. The data
with answers of N/A (not applicable) were treated as missing
values.

Model fit
After refining the data using the same rule for EFA of the main

survey, we obtained 167 responses for expectations and 157 re-
sponses for satisfaction from the original 499 valid responses. One
of the reasons why the number of valid responses became so small
was because we added “N/A (not applicable)” as a choice to the
Likert scale to avoid irresponsible answers.

To examine the model fit, the four-factor structure constructed
based on the Singapore data in Phase 2 was applied to the UK data.
As shown in Table 4, regarding expectations of patient dignity and
satisfactionwith dignity, model fit indices showed acceptance level
except CFI for patient satisfaction.

Criterion validity
The criterion validity was examined based on correlations be-

tween the RSES score and the mean scores of each factor. There
were very weak but significant correlations between RSES scores
and scores of all factors of expectation and satisfaction from .11 to
.22, with Cronbach a of .85, which somewhat supported the crite-
rion validity of this factor structure (p < .05, p < .01).



Table 4 Model Fit Indices for Confirmatory Factor Analysis.

Indices Expectation Satisfaction

c2/df 2.32 2.60
c2 227.45 335.41
df 98 129

SRMR .06 .07
CFI .92 .86
RMSEA .09 .10
95%CI 0.007e0.10 0.009e0.11

Note. CI ¼ confidence interval; CFI ¼ comparative fit index; RMSEA ¼ root mean
square error of approximation; SRMR ¼ standardized root mean square residual.
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Discussion

This study aimed to develop a valid and reliable scale to measure
inpatients' expectations of and satisfaction with dignity in daily care.
We obtained a scale with a four-factor structure: (F1), respect as a
humanbeing; (F2), respect forpersonal feelingsand time; (F3), respect
for privacy; and (F4), respect for autonomy, with acceptable validity
and reliability. From these perspectives, the discussion is mainly
focused on the validity and reliability of the scale and its attributes.

Validity and reliability as a scale

A scale that measures an attitude or psychological perception
should be developed through a certain standard process to preserve
its reliability and validity. The COSMIN checklist, that is COnsensus-
based Standards for the selection of health status Measurement
INstruments, can also be used as guidance for designing or
reporting a study on measurement properties [26]. Our scale
development processes fulfilled most properties on the checklist:
Box A, internal consistency; Box B, reliability; a part of Box C,
measurement error; Box D, content validity; Box E, structural val-
idity; a part of Box G, cross-cultural validity; Box H, criterion val-
idity; and a part of Box J, interpretability.

In terms of the results, it was shown that internal consistency,
reliability, content validity, structural validity, and criterion validity
were sufficiently or to some extent fulfilled according to the re-
quirements in the COSMIN checklist. Thus, this scale can be used to
validly and reliably measure patient expectations of and satisfac-
tion with dignity to some extent.

Structures of dignity

Our scale was composed of four common factors: respect as a
human being, respect for personal feelings and time, respect for
privacy, and respect for autonomy. There were 16 items for patient
expectations of dignity and 18 items for patient satisfaction with
dignity. These factors reflect the original concepts drawn from the
literature review that were mainly based on Griffin-Heslin [21] and
Walsh and Kowanko [22], and FGI in Phase 1, except for the factor
and items regarding “equality”. Walsh and Kowanko [22] refer to
the importance of equality from a patient interview. Similarly, a
survey conducted in parallel with this study using a questionnaire
that was translated into Japanese from the questionnaire used in
Phase 3 showed that fairness, a similar concept to equality, was
extracted in patient expectations of dignity, and an item asking
about equality was retained in a factor for “respect for a human
being” in patient satisfaction [27]. However, our main survey in
Singapore showed a structure that did not include equality, when
factor loadings were increased to .40 from .35. Equality surely exists
in the concept of dignity; however, it might be a weak concept that
could not be extracted as an independent factor.

A similar factor structure of dignity was shown by Lin et al. [28].
Based on interviews with Taiwanese inpatients, six perspectives
were identified: sense of control and autonomy, being respected as a
person, avoidance of body exposure, caring from the nursing staff,
confidentiality of disease information, and prompt response to
needs. However, as Tuvesson and Lütz�en [29] mentioned, in-
struments donot lend themselves to a sound comparisonwith those
that are based on different conceptions. Therefore, our structures
differed from some of the scales or themes arising from various
concepts or study subjects. For example, the Attributed Dignity
Scale, developed for older people, comprises three dimensions (self-
value, behavioral respect-self, and behavioral respect-others) and
four cross-cutting themes (choice, control, staff attitudes, and fa-
cilities) [14]. Furthermore, the PDI comprises symptom distress,
existential distress, dependency peace of mind, and social
support and was developed with terminally ill patients [15].

Relationship between patient expectation and satisfaction

As shown in Table 2, mean scores of patient satisfaction showed
significant correlations with those of expectations. However, the
levels of correlationwere onlymoderate.Whendiscriminating scores
of each itemby themeanvalue of the total score,we canpoint out the
itemswhere scoreswere higher than the total mean for expectations
but lower than the totalmean for satisfaction. Items 13, 34, 35, and 36
were allocated in this discrimination. Items 34, 35, and 36 relate to
information privacy, and item 13 relates to pain. Privacy is one of the
key concepts of dignity, and concerns about privacy by the public are
steeply increasing [25]. Similarly, the needs for patients' information
is increasing as well for the purpose of safe and quality care. These
situationsmaymean that hospital staff are not always able to answer
patients' demands, potentially leading to a discrepancy between pa-
tients' expectations and satisfaction. Regarding pain, human dignity
requires and demands that unnecessary, treatable pain be relieved
[30]. However, it is difficult to relieve some kinds of pain. Our result
may reflect such a difficulty. On the other hand, items 2 and 25 that
were lower in expectation but higher in satisfactionmay be related to
religious considerations. A hospital that took part in the main survey
in Singapore was assigned a number of Islamic nurses to care for
Muslim inpatients tomeet their religious demands. Because of such a
nursing system with consideration for religion, patients might be
satisfied with the care and not have very strong expectations of dig-
nity regarding these items.

Limitations

It took a long time to develop this scale because the study was
conducted in three different countries, and revisions of question-
naires themselves and their structures were needed. Therefore, it
was difficult to compare each result for each item (question).
Furthermore, we were unable to clarify the reason why there were
significant differences between patient expectation and satisfaction.
However, as a scale development study, necessary examinations of
validity and reliability were conducted and proved to some extent.
Because the concept of the dignity may change over time, we expect
follow-up studies using this IPDS to be conducted internationally.

The main survey in Phase 2 and confirmatory survey in Phase 3
were conducted in only one hospital, respectively in Singapore and
the UK. These two hospitals were strongly interested in preserving
patient dignity. Therefore, results might be biased by this relatively
better patient care.

Implications

Our scale showed there were only a few differences in char-
acteristics (age, gender, family structure, and educational back-
ground) that affected the level of expectations of dignity and
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satisfaction with dignity. The number of hospitalizations and
their duration did not affect the level of expectations and satis-
faction. This might mean patient dignity is the thing that is
unchangeable for patients. If this is true, the hospitality offered
by each hospital may be an important factor that increases pa-
tients' satisfaction.

When we conducted surveys in only one hospital in both
Singapore and the UK, each score was very high in terms of levels of
satisfaction with patients' dignity. Professional values of nurses
could be facilitated by sharing these evaluations by patients with
them. Our scale may be used to measure inpatients' expectations of
and satisfaction with dignity to improve professional values and
self-efficacy of clinical nursing.

Conclusion

We conducted a long-term study to develop a scale that could
measure both inpatients' expectations of dignity and satisfaction
with dignity. It consisted of four common factors: respect as a
human being, respect for personal feelings and time, respect for
privacy, and respect for autonomy. A factor structure identified in
the survey in Singapore showed moderately good fit with the sur-
vey in the UK and showed weak but significant correlations be-
tween RSES scores and the mean scores of each factor. The scale
was named the Inpatient Dignity Scale and demonstrated accept-
able reliability, construct validity, and criterion validity. Further
studies using this scale are expected to know and compare the
levels of inpatients' expectations of dignity and satisfaction with
dignity across countries and culture.
Directions: Below are statements that describe patient's expectations toward physicians' and
checking on a 5-point Likert scale: 1 (not at all/very dissatisfied) to 5 (very strongly/very satisfi
the present conditions?

Items How strong are your expectations?

Not
at all

Not very
strong

More or
less strong

Somewhat
strong

1 (P/N) treat and care for me
as a living human being
rather than an object.

1 2 3 4

2 (P/N) maintain eye contact
with me while talking.

1 2 3 4

3 (P/N) respect me as a
human being.

1 2 3 4

4 (P/N) listen to me
attentively.

1 2 3 4

5 (P/N) always use polite
language.

1 2 3 4

6 (P/N) are polite to my
family as well as to me.

1 2 3 4

7 (P/N) talk to me at my eye
level by sitting on a chair or
bending.

1 2 3 4

8 (P/N) give my needs or
expectations priority in
their everyday practice.

1 2 3 4

9 (P/N) greet me first when
they see me in the hospital.

1 2 3 4

10 (P/N) treat my pain
promptly.

1 2 3 4

11 (P/N) let me participate in
the decision-making
processes regarding my
own treatment choices.

1 2 3 4

12 (P/N) offer different choices
so I can decide on my
treatment.

1 2 3 4

13 (N) of my gender give me
care.

1 2 3 4
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Appendix. Table. IPDS Questionnaire.
nurses' attitudes in the hospital. Based on your experience, please indicate the degree by
ed) concerning: 1) How strong are your expectations? and 2) How satisfied are you with

How satisfied are you with the present conditions?

Very
strong

Very dis-
satisfied

Somewhat
dissatisfied

More or
less satisfied

Somewhat
satisfied

Very
satisfied

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

5 1 2 3 4 5

(continued on next page)



(continued )

Items How strong are your expectations? How satisfied are you with the present conditions?

Not
at all

Not very
strong

More or
less strong

Somewhat
strong

Very
strong

Very dis-
satisfied

Somewhat
dissatisfied

More or
less satisfied

Somewhat
satisfied

Very
satisfied

14 (P/N) understand my
suffering and sympathize
with me.

1 2 3 4 5 1 2 3 4 5

15 (P/N) are always cheerful to
me.

1 2 3 4 5 1 2 3 4 5

16 (P/N) talk to me privately
about my issues without
allowing others to hear.

1 2 3 4 5 1 2 3 4 5

17 (P/N) keep me protected
with covering or clothing
while providing medical
treatment or nursing care.

1 2 3 4 5 1 2 3 4 5

18 (P/N) draw the bedside
curtain or shut the door to
maintain privacy during
medical treatment or
nursing care.

1 2 3 4 5 1 2 3 4 5

19 (P/N) share my information
with other members of the
health-care team if
necessary.

1 2 3 4 5 1 2 3 4 5

20 (P/N) do not disclose my
sensitive information, such
as family issues, to health-
care workers other than my
own physicians and nurses.

1 2 3 4 5 1 2 3 4 5

21 (P/N) do not collect
information that is
unnecessary for mymedical
treatment or nursing care.

1 2 3 4 5 1 2 3 4 5

Note. IPDS ¼ Inpatient Dignity Scale; N ¼ nurses; P/N ¼ physicians/nurses.
Note 1. For expectation of dignity, items 10, 15, 16, 17, and 18 should be excluded; and for satisfaction with dignity, items 7, 13, and 20 should be excluded.
Note 2. As long as an appropriate citation is provided, you can use this questionnaire without our permission.
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