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Abstract
Background: The developments in technology and communication channels, increasing workload, and
carelessness cause problems regarding patient privacy and confidentiality in nursing services.
Research objectives: The study was conducted to develop a patient privacy scale to identify whether
nurses observe or violate patient privacy at workplace.
Research design: This research was a methodological and descriptive study.
Participants and research context: Participants were 354 nurses working at private hospitals and
hospitals affiliated with the Ministry of Health in Istanbul/Turkey. Data were collected with a
questionnaire about the demographic characteristics of nurses and their opinions about patient privacy
and with patient privacy scale.
Ethical considerations: After getting permission from the top management of hospitals, information
about the study was given to nurses. Those willing to participate were informed that participation was
voluntary and invited to give written consent before data collection.
Findings: The content validity index of scale was 0.91, Cronbach’s alpha was 0.93, Spearman–Brown and
Guttman coefficients were 0.85, the upper and lower 27% test was �29.65, and item-total correlation val-
ues ranged from 0.47 to 0.71. The scale had five subscales. In addition, 49% of the nurses stated that patient
privacy was always observed in their services/units. They appraised with a mean score of 4.51+ 0.49 for the
total scale, 4.39 + 0.61 for confidentiality of personal information and private life, 4.39 + 0.70 for sexual
privacy, 4.56+ 0.57 for the privacy of those unable to protect themselves, 4.60 + 0.59 for physical privacy,
and 4.60 + 0.52 for ensuring a favorable environment.
Discussion: The findings of this study were in contrast with the results of some international studies which
determined the violation of the patient privacy.
Conclusion: The patient privacy scale is a valid and reliable tool to collect data on whether nurses observe
or violate patient privacy, and the nurses generally reported observing or paying attention to patient privacy
in all hospitals and especially private hospitals.
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Introduction

The term privacy is derived from Latin privatus and privo, meaning to dispossess, to deprive, to be deficient,

and to lose something.1 The Turkish equivalent for the word privacy is originally an Arabic word which

means confidentiality, the state of being confidential or keeping personal things confidential. It refers to

having a kind of personal privilege. When the Turkish equivalent is used in the context of human body,

especially sexual desires, it refers to sexual privacy. In other words, it refers to privacy related to body

regions which are not allowed to be seen, touched, or talked about by other people.2 In addition, it may refer

to anything specific to a person or anything a person does not want anybody to know.2,3 Based on obscurity,

inaccessibility, and privilege, the word privacy means that one draws a line at accessibility to his or her

physical and mental integrity, such as not allowing physical contact or not explaining his or her emotions

and thoughts.4 Privacy is commonly studied under four categories: physical, psychological, social, and cog-

nitive. Physical privacy deals with the degree of physical contact with others and the degree of intimacy in

the contact. Psychological privacy refers to one’s controlling processes related to cognition and mood, shap-

ing values, and maintaining an individual identity. Social privacy is the management of social relationships

and possession of a control over the parties, frequency, and duration of such relationships in addition to the

scope of interaction. Cognitive privacy is one’s ability to control the extent to which his or her personal

information is accessed by others or disclosed by them.3

Once considered within the scope of personal rights in modern societies, where individuals are regarded

as a unique value and entity and importance is attached to individual rights and liberties, the right to privacy

has been turned into a separate and special category of rights over time and has been acknowledged in many

constitutions, civil codes, and international agreements.5 In this respect, the right to privacy and confidenti-

ality, which is a basic human requirement as well as a key concept in nursing, is acknowledged as a funda-

mental personal right in any environment where humans exist. Therefore, provision of the individual’s

privacy and confidentiality, which holds a significant place in the field of health and nursing, should be

ensured because it leads to a decrease in one’s sense of shame, fragility, and vulnerability and enables him

or her to establish honest and open communication with the healthcare team and to count on them.6,7 Due to

this important role of privacy in healthcare services, the concept was included in many official documents

like the Bill of Human Rights in 1948, The Bill of Patient Rights by The World Doctors’ Association in Bali

in 1995,4,8,9 and in European Standards of Privacy in Healthcare Services in 2007.10,11 In Turkey, privacy

was acknowledged in Articles 20 and 21 of the Patient Rights Regulations in 1998. It was assured that any

medical treatment would be in respect for patients’ privacy. These articles require that medical evaluation of

patients’ health status should be kept confidential, procedures requiring direct physical contact with patients

should be performed away from others’ sight, and one relative of a patient should be allowed to accompany

him or her unless it creates harm, people not directly involved in treatment of patients should not be present

during medical interventions, patients’ personal and familial lives should not be intervened unless it is man-

datory, financial sources of healthcare costs should be kept confidential, and that privacy should not be vio-

lated even in cases of death.12 In addition, patient privacy and confidentiality are acknowledged in Law No.

20/1-3 of the Constitution of the Republic of Turkey, namely, The Privacy of Private Life and Protection of

Personal Information, which is included in the section of Fundamental Rights and Duties; in articles 134,

135, 136, and 137 of the New Turkish Penal Code governing violations of privacy and personal data and

related punishments; in article 7 of the Regulations on the Operation of Inpatient Treatment Institutions;

and in article 38 of the Private Hospitals Regulations.12–17

Nursing practitioners and managers, trainers and researchers, and nursing associations have been held

responsible for ensuring privacy and confidentiality by the International Council of Nurses (ICN) Code

of Ethics for Nurses, adopted in 1953 and most recently revised in 2012.18,19 In Turkey, the Turkish Nurses

Association declared that privacy and confidentiality are one of the four ethical principles and
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responsibilities.20 This principle explains that physical, mental, and social privacy of individuals provided

care by nurses should be protected, information about individuals and their families should be kept confi-

dential, and their disclosure should be prevented unless they permit or unless there is a legal requirement

and that individuals should be protected against any harm likely to result from disclosure of personal infor-

mation.18 However, the right to privacy is not a new notion; it is the first fundamental principle to be taught

and observed in nursing practices.

Patient privacy has social and psychological aspects which involve private and personal lives of patients,

physical aspects which involve keeping patients’ and dead people’s bodies in appropriate physical condi-

tions, and cognitive aspects which involve privacy related to information about health status of individu-

als.2,4,9,21,22 Patient privacy encompasses patients’ private life and personal life space, the body of the

dead and patients, and health status of individuals. The privacy of patients’ private life and personal living

space involves the life space one shares or wants to share with others and the life space where he or she

wants to be independent, confidential, privileged, and inaccessible. It includes one’s house, communication,

appearance, identification, and so on.4,9,22 The privacy of the body of the dead or patients is concerned with

one’s physical privilege. It involves one’s physical privacy not only when he or she is alive but also when he

or she is dead. Physical privacy involves respecting one’s body, whether he or she is alive or dead; it also

requires respect for one in a vegetative state whose life is not terminated yet and still valuable to somebody

despite being deprived of the ability to express thoughts. The privacy of one’s health status is concerned

with the protection of reports, documents, and data related to his or her diagnosis, prognosis, and treatment

as well as the confidentiality of secrets revealed or all other private information even after he or she is dead.

It also refers to the privacy during case discussions, consultations, examinations, and treatment.4,9,18

In today’s world, rapid advances in healthcare services and technology, an increase in the number of

communication channels, and effects of the media have led to such serious problems with confidentiality

and privacy that patients’ right for privacy is violated, limits are transgressed, it becomes easier to access

information about a patient through electronic channels, and it occasionally becomes an obligation to dis-

close information about patients for legal reasons. Therefore, it has become necessary to establish ethical,

legal, and institutional regulations on the protection of privacy and confidentiality and to maintain the oper-

ability of such regulations.4,9,23,24

In addition, personal sovereignty is limited at hospitals or other areas where healthcare services are deliv-

ered. Interventions in personal space directly lead to corresponding interventions in personal privacy. For

instance, nurses, even if obligatorily/unwillingly, penetrate into patients’ private areas, know what is hap-

pening in such areas, and learn about many issues that are confidential. Studies have indicated that several

privacy problems are experienced by patients. Among them are: early routines, nurses or other healthcare

staff entering into patients’ rooms without knocking on the door or getting permission, leaving the doors

open all the time, touching or looking at private belongings during practices, sharing a room with other

patients, beds that are separated by curtains, having to get undressed during practices and examinations

in the presence of healthcare staff or having to disclose part of their bodies to be examined, and nurses dis-

cussing patient information in public.4,6,7,25,26 It is important to consider privacy in terms of the fact that

Turkey is a country where the majority of the population is Muslim because it is expected that only the body

parts on which nursing interventions will be performed should be undressed before interventions and should

be redressed as soon as the interventions are performed, privacy should be ensured in places where the inter-

ventions are carried out, curtains and covering sheets should be used when necessary, patients with the same

gender should stay together if more than one patient has to be in the same room and caution about gender of

patients’ relatives should also be exerted, people not involved in the interventions should not be allowed into

intervention rooms, information about patients’ bodies and private lives should not be disclosed, and no

information about patients should be revealed to or should be accessible to anyone unless patients permit.2,3

In Turkey, it is also expected that not only patients’ but also dead people’s privacy should be respected. Not
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only Muslim patients but also all patients presenting to health institutions are believed to deserve respect for

their privacy. It is required that patients’ physical, social, and cognitive privacy should not be violated and

that should be respected as they like. However, patients’ privacy can be violated due to the belief that there

is no point in feeling uneasy or embarrassed in health institutions and that privacy can be disregarded in

front of doctors and nurses. Patients whose privacy is violated may not complain about it for fear that they

may be deprived of healthcare.2 This belief is still common in the Turkish culture although there have been

strong attempts to ensure patient rights at present2,22 and patients avoid complaining about violation of their

privacy since they are worried that they may be prevented from receiving healthcare they need.2 Nurses,

who are in touch with patients on a 24-h basis, have a number of significant roles to play in the problems

or conflicts associated with privacy and confidentiality.4 Furthermore, there is a need for nurses who

patients/individuals can count on, who are attentive to patients’ physical, social, psychological, and cogni-

tive privacy, and who are sensitive to and respectful of patients’ individual preferences. Nevertheless, in a

study by Namlı, 63% of the participants reported that their right for privacy was not protected, 73% reported

that other people’s right for privacy was not safeguarded, and 80% reported that they could not complain

about violation of their privacy. Besides, a study evaluating media coverage about patients’ rights revealed

that the second most frequent news was related to patients’ privacy (15%).27 In another study from Turkey,

the patients in general surgery and internal diseases departments at a university hospital did not feel com-

fortable about fulfilling their needs in bed (43%) and constantly being seen by others (40%).28 In a study in

Israel, it was noted that nurses less frequently could keep their behavior under control, which is likely to

threaten patients’ privacy.29 Therefore, we thought to conduct a study aiming to investigate patients’ pri-

vacy and whether there were violations of privacy in hospitals from nurses’ point of view and to develop

a scale to evaluate all aspects of privacy. Reviewing the relevant literature revealed that only one subscale

of a scale (composed of eight subscales) was about privacy in a study evaluating physical environment in

intensive care units and included only items about arrangements of physical environment of patients’ rooms

to prevent people from accessing or hearing about patients’ personal information.30 In a study by Nayeri

et al.31 about adolescents’ and nurses’ opinions regarding respect in nursing care, only one subscale of a

scale (a total of three subscales) was about privacy and included items about entering into patients’ rooms,

asking patients questions about their illnesses, not personal questions, covering body parts and placing

patients with the same gender in the same rooms. In a study by Leino-Kilpi et al.,32 a questionnaire with

four subscales, one of which was about privacy and composed of items patients satisfying their basic needs

in front of others and entering and leaving patients’ rooms, was used. In a study by Street and Love,33 semi-

structured interviews were used to evaluate subscales of privacy in palliative care. In a study by Olsen

et al.,34 an instrument involving the subscales external threats to privacy, degree of importance of privacy,

integrity of information management, and trust was developed to evaluate both patients’ and nurses’ con-

cerns about privacy. However, the items of the scale were limited to an evaluation of whether privacy is

respected while nursing practices are carried out.34 In a study by Akyüz from Turkey, two question forms

were used to reveal what patients undergoing operations and nurses providing care for them think about

privacy and confidentiality of personal information during nursing practices. The form given to the nurses

was a Likert scale composed of questions about confidentiality of personal information and ensuring con-

fidentiality. However, the tool developed was only about patients having surgery, and reliability and valid-

ity of the tool was limited to expert opinions.3 All of the abovementioned studies were directed toward

either certain patient groups or certain aspects of privacy, and in some studies, privacy was evaluated under

one subscale of a scale regarding other subjects.

In addition, as Akyüz3 and Akyüz and Erdemir35 mentioned, there has been a limited number of studies

about patients’ privacy among nurses in Turkey, and privacy has been evaluated under the scope of patients’

rights using patients’ rights scales or questionnaires or under the scope of patient satisfaction using one or

two items. Therefore, development of a practical, valid, and reliable tool to evaluate patients’ privacy and
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confidentiality of information about physical, personal, and private lives of patients, alive, and dead, in

emergency, internal diseases, and surgery clinics, intensive care units, and outpatient and diagnostic units

in private, foundation, and state hospitals in Istanbul can be beneficial and can contribute to the relevant

literature.

The purpose of the study

The purpose of this study is to develop a patient privacy scale (PPS), to identify whether nurses observe or

violate patient privacy at their workplace, and to define the activities of nursing management for patient

privacy.

Materials and methods

The design of the study

This study is a methodological one as it attempts to develop a PPS and also a descriptive one as it identifies

whether nurses observe patient privacy.

Population and sample

At the time of the study, there were 48 private hospitals, 10 training and research hospitals, and 12 state

hospitals affiliating with the Ministry of Health in the Asian side of Istanbul. The study was conducted

on 16 private hospitals, 6 training and research hospitals, and 7 state hospitals affiliating with the Ministry

of Health that agreed to participate in the study. Administrations in 32 private hospitals did not participate in

the study due to commercial reasons and concerns about loss of prestige, and administrations of 4 training

and research hospitals and 5 state hospitals funded by the Turkish Ministry of Health did not participate in

the study due to a loss of prestige in public and other hospitals and having to account for possible results of

the study. In Turkey, there are three types of hospitals in Istanbul, Turkey, that is, private/foundation, public

(training and research hospitals and state hospitals), and minority hospitals. Most of the patients presenting

to hospitals except for the minority hospitals are Muslim. However, all types of hospitals admit patients

from all religions. Almost all the nurses working in hospitals in Turkey are citizens of Turkish Republic

and Muslim. All the hospitals in the country and the nurses working in these hospitals observe universal

ethical principles and obey ethical codes and principles.

The population of the study comprised 1194 nurses working at private hospitals, 2122 nurses working at

training and research hospitals, and 1030 nurses working at state hospitals. The sample of the descriptive

study consisted of a total of 354 volunteering nurses—97 nurses from private hospitals, 173 nurses from

training and research hospitals, and 84 nurses from state hospitals—selected through stratified sampling.

The validity and reliability of the PPS was tested on the same sample. However, the retest analysis was con-

ducted on another sample of 50 nurses, selected through simple random sampling from a total of 530 nurses

working at a university hospital in Istanbul. Data collection process was carried out at intervals of 2 weeks.

Ethical considerations

Written permission was taken from the Provincial Health Directorate for the training and research hospitals

and state hospitals of Ministry of Health and also from the administrations of each hospital between 16

October 2012 and 26 January 2013. In addition, written permission was taken from the top management

of each private hospital between 16 October 2012 and 26 December 2012. Data collection forms were filled

out by volunteering nurses whose informed consent had already been obtained.
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Instruments

For the descriptive study, data were collected via the PPS after its validity and reliability were tested and a

questionnaire that contained 7 questions regarding the demographic characteristics of nurses and 11 ques-

tions on their opinions about patient privacy. The PPS and the questionnaire were handed out to nurses and

collected individually by the researchers between October 2012 and January 2013.

Data analysis

One sample Kolmogrov–Smirnov test, histograms, and skewness and kurtosis tests were used to determine

whether the data were normally distributed. The validity of the data was tested via percentage, mean, factor

analysis tests (Kaiser–Meyer–Olkin (KMO) coefficient, Bartlett’s test, anti-image correlation test, principal

components analysis, and Promax rotation), and independent samples t-test. The reliability was assessed

through percentage, Cronbach’s alpha, Spearman–Brown and Guttman coefficients, Pearson correlation

test, and paired-samples t-test. In addition, demographic characteristics of the nurses and their opinions

about patient privacy were revealed and compared via frequency, percentage, mean, Kolmogrov–Smirnov

correlation, Mann–Whitney U test, Kruskal–Wallis test, and chi-squared test.

Limitations of the study

One limitation of the study is that it revealed only opinions of the nurses working at private and public hos-

pitals in the Asian site of Istanbul since only these hospitals gave consent. Another limitation of the study is

that it included only the nurses working in intensive care units, emergency, gynecology, internal diseases,

and surgery clinics, but did not include pediatric clinics and operating theaters. The final limitation of the

study is that the scale is directed toward evaluation of nurses’ opinions about privacy and not directed

toward other health staff.

Results

Results of reliability and validity analyses of PPS

The PPS was designed in an attempt to reveal whether nurses acted in a way that would safeguard and main-

tain patient privacy or whether they were involved in any violations of privacy. The rating was based on a 5-

point Likert scale: 5 ¼ strongly agree, 4 ¼ agree, 3 ¼ could not decide, 2 ¼ disagree, and 1 ¼ completely

disagree. The validity of the scale was studied under the headings face validity, content validity, construct

validity, and internal consistency whereas its reliability was studied under the headings internal consistency

and time invariance.

Face validity and content validity

In the context of surface validity, items of the draft scale were created by the researchers specializing in

nursing, nursing management, and nursing ethics by making use of primary sources describing patients’

privacy and its aspects,3,4,9,12,20 and data collection tools.1,3,9,25,31,33,36 Items of the scale were created under

such components as private life and personal information (F1), body of a person, dead/unconscious or vul-

nerable people (F2), confidentiality of health information (F3), organization of the environment (F4), and

protective practices (F5). Then two colleagues were asked to study the scale to decide whether the state-

ments were comprehensible and to test the length of the sentences. In addition, the face validity of the scale

was assessed in line with its content validity.
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A total of eight people experienced and specializing in nursing principles, management in nursing, and

ethics in nursing were asked to assess the content validity of the scale in March, 2012. The specialists

assigned 1 to 4 points to each item (1 ¼ not relevant, 2 ¼ unable to assess relevance without revision, 3

¼ relevant but needs minor revision, 4¼ very relevant). In this way, they assessed the extent to which each

item was compatible with the purpose or conceptual framework and how proper, accurate, clear, and plain it

was expressed. Eight items were revised at the end of the expert evaluation. No item was excluded from the

scale. The 30-item scale had a content validity index (CVI) of 0.91.

Construct validity

An explanatory factor analysis was carried out to test the construct validity of the PPS. The analysis

involved Principal Components Analysis and Promax Rotation Method with Kaiser Normalization.37

Before the factor analysis, the draft scale had a KMO coefficient of 0.93. Bartlett’s test yielded w2 ¼
5192.122 and p ¼ 0.000, and showed that values in the diagonal part of the anti-image correlation matrix

ranged from 0.88 to 0.97 and the values outside the diagonal part of the matrix were nearly zero (0.00–0.46).

In the pattern matrix, the items were scattered to five subscales and 1 item with a factor load of less than 0.45

(item 22) and 2 items with a factor load of less than 0.45 and loaded on two subscales (items 2 and 24) were

excluded from the scale. As a result, a total of 3 items were excluded from the scale. The ultimate scale had

27 items distributed across five subscales, and the factor loads of these items ranged between 0.45 and 0.90

(Table 1). The scree plot graph for the scale indicated that the slope plateaued following the fifth point, sup-

porting the idea that the scale had five subscales.38 The eigenvalue of the scale was considered as 1 and the

five subscales accounted for 61% of the total variance with the first sub-dimension accounting for 40%,

the second one for 7%, the third one for 6%, the fourth one for 4%, and the last one for 4%. At this stage,

the subscales were named. Great care was taken to make sure that the name of the subscales would be mean-

ingful and in line with the theoretical ground.38,39

Furthermore, the validity of the scale was tested via item-total correlation and item-remainder correla-

tion analyses as well as an independent t-test for the upper and lower 27% of the group. Since item-total and

item-remaining correlation analyses are also reliability tests, they were discussed within the scope of relia-

bility tests.

The t-test on the upper and lower 27% of the group yielded the following findings: t ¼ �29.562 in

the overall scale, t ¼ �27.775 for F1, t ¼ �24.739 for F2, t ¼ �25.278 for F3, t ¼ �21.444 for F4, and

t ¼ �26.714 for F5. Each value was statistically significant (p ¼ 0.000).

Reliability analysis

The internal consistency of the draft scale was tested through Cronbach’s alpha, Spearman–Brown and

Guttman coefficients. Additionally, the researchers carried out item-total correlation and item-remaining

correlation tests, two tests used for both reliability and validity. The scale was subjected to a test–retest anal-

ysis to reveal its time variance. The analyses reported that the whole scale had a Cronbach’s alpha of 0.93,

Spearman–Brown coefficient of 0.85, and Guttman coefficient of 0.85 (Table 2).

The results of the item-total correlation analysis—an item analysis used to test internal consistency,

reliability, and validity—varied between 0.47 and 0.71, whereas the item-remainder correlation coefficients

ranged from 0.43 to 0.68. All values were statistically significant (p ¼ 0.000). The item-total correlation

coefficients varied from 0.64 to 0.77, from 0.59 to 0.79, from 0.78 to 0.82, from 0.77 to 0.85, and from 0.76

to 0.80 for F1, F2, F3, F4, and F5, respectively. All values were statistically significant (p¼ 0.000). In addi-

tion, the item-remainder correlation coefficients ranged from 0.56 to 0.70, from 0.48 to 0.62, from 0.63 to
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Table 1. The distribution of items loaded on subscales of PPS.

Item
no. Subscales of PPS Min Max Mean SD

Factor
loads

Factor 1. Confidentiality of personal information and private life 1.40 5.0 4.39 0.61
21 A patient’s private life, way of life, and personal information are not discussed

in public
1.0 5.0 4.55 0.76 0.901

18 A patient’s personal information is not discussed with colleagues except for
the purpose of benefiting him or her and maintaining his or her care

1.0 5.0 4.16 0.95 0.780

23 Even if a patient exhibits aggressive behavior, he or she is not treated in a
humiliating way, nor is his or her personal information disclosed

1.0 5.0 4.44 0.79 0.752

19 When one talks about a patient’s personal information (shift changes, etc.), he
or she takes certain precautions such as speaking quietly

1.0 5.0 4.42 0.78 0.737

20 A patient’s private and personal information is not disclosed to his or her
relatives/other third parties without his or her informed consent

1.0 5.0 4.53 0.77 0.736

29 When one has a problem with or difficulty in protecting and maintaining a
patient’s privacy, he or she takes action to receive support from relevant
authorities

1.0 5.0 4.32 0.92 0.641

30 Information about a patient (records, identity, etc.) is not used without his or
her consent even if for educational purposes

1.0 5.0 4.54 0.77 0.591

17 Great care is taken to safeguard patient information and to communicate it
safely when communication devices are used

1.0 5.0 4.39 0.81 0.551

16 Necessary measures are taken to prevent access to a patient’s personal
information

1.0 5.0 4.27 0.89 0.511

28 Great care and necessary measures are taken to safeguard a patient’s physical
privacy even in case of emergency

1.0 5.0 4.29 0.86 0.494

Factor 2. Sexual privacy 1.0 5.0 4.39 0.70
26 Hospital attendants are allowed with a consideration given to privacy when

more than one patient is hosted
1.0 5.0 4.46 0.97 0.813

6 Patients’ rooms are not entered without knocking and asking for permission 1.0 5.0 4.33 0.97 0.732
7 Practices/interventions are not witnessed by anybody in the room except for

one(s) approved by the patient
1.0 5.0 4.29 1.03 0.727

25 When it is necessary to host more than one patient in a room, great care is
taken to make sure that they belong to the same sex and curtains are used
to ensure confidentiality

1.0 5.0 4.61 0.80 0.700

27 At a patient’s will, servants are assigned in accordance with the patient’s
gender

1.0 5.0 4.07 1.21 0.509

Factor 3. The privacy of those unable to protect themselves 2.0 5.0 4.56 0.57
14 Privacy/confidentiality of patients unable to protect themselves (mentally

retarded, children, etc.) is ensured
1.0 5.0 4.62 0.64 0.691

13 Even if he or she is unconscious/dead, a patient’s privacy and confidentiality
are ensured except for legal/unavoidable circumstances

2.0 5.0 4.56 0.69 0.663

12 Necessary precautions are taken to safeguard his or her physical privacy
when a patient is unconscious/dead

2.0 5.0 4.55 0.71 0.648

15 Practices are administered with a consideration given to a patient’s view of
privacy in reference to his or her religious beliefs, and so on

1.0 5.0 4.50 0.78 0.595

Factor 4. Physical privacy 1.75 5.0 4.60 0.59
9 A patient is dressed in surgery clothes or similar clothes in a way that will

safeguard his or her physical privacy
1.0 5.0 4.61 0.72 0.938

10 His or her physical privacy is observed when a patient is mobilized 1.0 5.0 4.62 0.68 0.829
11 His or her physical privacy is observed when a patient is involved in excretion 1.0 5.0 4.66 0.63 0.714

(continued)
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0.67, from 0.54 to 0.74, and from 0.50 to 0.62 for F1, F2, F3, F4, and F5, respectively. Similarly, all values

were statistically significant (p ¼ 0.000).

The Pearson Correlation analysis was conducted to determine whether there were significant correlations

between the subscales. The analysis revealed that all subscales were positively correlated with one another

with levels of significance varying between 0.54 and 0.67 (p ¼ 0.000).

The test–retest correlation coefficients for the whole scale were r¼ 0.674, p¼ 0.000; and t¼ 1.768 and

p ¼ 0.83.

Subscales

The first subscale, confidentiality of personal information and private life (F1), comprised items 16, 17, 18,

19, 20, 21, 23, 28, 29, and 30. The second one, sexual privacy (F2), consisted of items 6, 7, 25, 26, and 27.

The third one, privacy of those unable to protect themselves (F3), comprised items 12, 13, 14, and 15. The

fourth one, physical privacy (F4), consisted of items 8, 9, 10, and 11. The last one, ensuring a favorable

environment (F5), consisted of items 2, 3, 4, and 5 (Table 1). A score approximating to 135 meant that the

nurse observed patient privacy or personal confidentiality, while one close to 27 referred to not observing

them. When divided by the number of items for the purpose of making comparisons, these scores varied

from 1 to 5 for the whole scale and subscales, and scores in the scale were graded in this way.

Table 1. (continued)

Item
no. Subscales of PPS Min Max Mean SD

Factor
loads

8 A patient is enabled to dress and undress in a private place 1.0 5.0 4.52 0.81 0.533
Factor 5. Ensuring a favorable environment 2.0 5.0 4.60 0.52

2 The environment is absolutely arranged in a way that will safeguard a patient’s
privacy before practices are administered (e.g. entries/exists are
disallowed)

1.0 5.0 4.57 0.71 0.750

3 When necessary, such materials as folding screen and covering are used to
ensure privacy

2.0 5.0 4.72 0.59 0.712

4 A patient is informed about practices beforehand and the way of ensuring his
or her privacy is decided upon together

1.0 5.0 4.46 0.79 0.605

5 Necessary precautions are taken during any practice to safeguard a patient’s
physical privacy (e.g. only opening the part of the body that will be dealt
with)

2.0 5.0 4.65 0.59 0.458

PPS: patient privacy scale; SD: standard deviation.

Table 2. Subscales as determined by the factor analysis and their reliability coefficients.

Subscales Cronbach’s alpha

Split-half reliability

Spearman–Brown Guttman

F1: Confidentiality of personal information and private life 0.90 0.87 0.87
F2: Sexual privacy 0.77 0.73 0.71
F3: The privacy of those unable to protect themselves 0.82 0.80 0.80
F4: Physical privacy 0.84 0.84 0.84
F5: Ensuring a favorable environment 0.77 0.78 0.78
Total 0.93 0.85 0.85
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Demographic characteristics

The nurses that participated in the study were 30.92 + 7.42 years old and had professional experience of

9.86 + 7.42 years. Nearly two-thirds of them (67%) were married. Less than half of the participants (44%)

had a bachelor’s degree. Almost half of them (49%) were working for a training and research hospital of the

Ministry of Health and 69% were working as a nurse. More than half (55%) reported not attending a course

or a seminar about patient rights or privacy. Although exactly half of them reported not reading the Patient

Rights Regulations, 55% of them reported studying the part of the regulations linked with patient privacy.

Descriptive analysis

Nearly half of the nurses (49%) stated that patient privacy was always observed in their clinics/units and

71% of them reported watching over patient privacy during their own practices. The overwhelming majority

of the participants (91%) noted that their primary concern was physical privacy of patients and 93% of them,

therefore, maintained that the aspect of privacy to be protected principally was physical privacy. However,

83% of the participants reported that the privacy of patients in terms of their living space and social life was

not observed or violated by nurses. As for precautions for patient privacy, 83% of the nurses reported that

the nursing management had provided them with such materials and equipment as folding screens and cov-

ering to ensure patient privacy and confidentiality. In addition, 81% of them stated that they had been pro-

vided with a favorable environment including curtains, covering, and similar equipment. Another 57%
noted that nurses were informed, both in a written and verbal way, about relevant rules during orientation.

Similarly, 57% of the participants said that they had developed a system for accepting and assessing patient

complaints. Even so, 84% of the nurses admitted that the nursing management failed to take disciplinary

action against violations of privacy or confidentiality, whereas 82% of them noted that the nursing services

management remained incapable of tracking and tracing violations of privacy.

All nurses rated the overall scale and the subscales, with the mean scores being 4.51 + 0.49 for the over-

all scale, 4.39 + 0.61 for confidentiality of personal information and private life, 4.39 + 0.70 for sexual

privacy, 4.56 + 0.57 for the privacy of those unable to protect themselves, 4.60 + 0.59 for physical pri-

vacy, and 4.60 + 0.52 for ensuring a favorable environment (Table 3).

There were significant differences between the participants from different hospitals in their opinions

about the extent to which patient privacy was observed. The differences in the overall scale and subscales

were as follows: w2
K�W ¼ 47:42, p¼ 0.000 in the overall scale; w2

K�W ¼ 32:69, p¼ 0.000 in confidentiality

of personal information and private life; w2
K�W ¼ 34:67, p ¼ 0.000 in sexual privacy; w2

K�W ¼ 24:2,

Table 3. The mean scores of the nurses in the patient privacy scale and its subscales.

Subscales
Private hospitals Training hospitals State hospitals Total

Mean + SD Mean + SD Mean + SD Mean + SD

F1: Confidentiality of personal information and
private life

4.66 + 0.39 4.22 + 0.68 4.45 + 0.57 4.39 + 0.61

F2: Sexual privacy 4.70 + 0.43 4.18 + 0.81 4.45 + 0.53 4.39 + 0.70
F3: The privacy of those unable to protect

themselves
4.78 + 0.34 4.41 + 0.64 4.61 + 0.55 4.56 + 0.57

F4: Physical privacy 4.85 + 0.34 4.45 + 0.67 4.63 + 0.53 4.60 + 0.59
F5: Ensuring a favorable environment 4.82 + 0.29 4.45 + 0.60 4.64 + 0.45 4.60 + 0.52
Total 4.76 + 0.28 4.34 + 0.54 4.56 + 0.43 4.48 + 0.50

SD: standard deviation.
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p¼ 0.000 in the privacy of those unable to protect themselves; w2
K�W ¼ 29:5, p¼ 0.000 in physical privacy;

and w2
K�W ¼ 29:8, p ¼ 0.000 in ensuring a favorable environment (Table 4). The difference in the overall

scale was in favor of private hospitals when compared to training and research hospitals (U ¼ 4196.0,

p ¼ 0.000) and state hospitals (U ¼ 3004.5, p ¼ 0.002). In other words, patient privacy was observed at

private hospitals at a better level than others. This was also the case for all the subscales (p < 0.02).

In addition, there was also a significant difference in mean scores for the overall scale and subscales

between the nurses working at different clinics. The differences in the overall scale and subscales were

as follows: w2
K�W ¼ 14:09, p ¼ 0.001 in the overall scale; w2

K�W ¼ 23:81, p ¼ 0.000 in sexual privacy;

w2
K�W ¼ 6:87, p ¼ 0.032 in the privacy of those unable to protect themselves; w2

K�W ¼ 6:60, p ¼ 0.037

in physical privacy; and w2
K�W ¼ 8:89, p¼ 0.012 in ensuring a favorable environment. However, there was

not a significant difference in the subscales of confidentiality of personal information and private life

(w2
K�W ¼ 4:93, p ¼ 0.085). The difference in the overall scale (U ¼ 1980.0, p ¼ 0.010), sexual privacy

(U¼ 1675.5, p¼ 0.000), the privacy of those unable to protect themselves (U¼ 2386.5, p ¼ 0.010), phys-

ical privacy (U¼ 2417.5, p¼ 0.011), and ensuring a favorable environment (U¼ 2283.5, p¼ 0.003) results

from the fact that the nurses working in the clinics/departments took better care for privacy than those work-

ing in the intensive care units.

Discussion

It is essential for the development of nursing theory and practices that suitable and high-quality means

should be designed to assess existing or new concepts.40 Therefore, the purpose of this study is to design

a valid and reliable instrument to reveal whether nurses observe or violate patient privacy, one of the most

fundamental concepts of nursing.

While reliability is defined as the extent to which a scale can measure what it intends to measure in a

consistent and steady manner, validity is described as the ability of a scale to measure or comply with what

it intends to measure41 or defined as the extent to which the data obtained from measurements represent

what is actually intended to be measured.39

The validity of the scale was initially tested in terms of face validity and content validity. For face valid-

ity, the opinions were received from both the researchers themselves and their immediate colleagues.

Table 4. Medians, quartiles, and mean ranks of PPS and its subscales according to hospitals.

Hospitals F1 F2 F3 F4 F5 Total

Private hospitals, n ¼ 97 Median 4.8 5.0 5.0 5.0 5.0 4.85
Percentile 25 4.5 4.6 4.75 4.75 4.75 4.65
Percentile 75 5.0 5.0 5.0 5.0 5.0 5.0
Mean rank 221.19 224.9 212.14 218.98 218.13 231.77

Training hospitals, n ¼ 173 Median 4.4 4.4 4.5 4.75 4.75 4.46
Percentile 25 3.8 3.8 4.0 4.0 4.0 4.0
Percentile 75 4.8 5.0 5.0 5.0 5.0 4.80
Mean rank 148.6 150.38 153.29 154.71 152.11 143.23

State hospitals, n ¼ 84 Median 4.6 4.6 5.0 5.0 5.0 4.64
Percentile 25 4.02 4.0 4.31 4.31 4.25 4.32
Percentile 75 5.0 5.0 5.0 5.0 5.0 4.96
Mean rank 186.57 178.62 187.35 176.53 182.86 185.41
w2

K�W 32.69* 34.67* 24.2* 29.5* 29.8* 47.42*

PPS: patient privacy scale.
*p ¼ 0.000.
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Besides, the comprehensibility and length of the items in the scale were tested. The specialists were asked to

assess not only the content validity but also the face validity of the scale.

Although some research in the literature deals with face validity and content validity under separate

headings, others study face validity and consensual validity under the heading content validity.40

For content validity, it is reported that one should prepare a detailed draft covering the specific dimen-

sions of the variable to be studied and submit it to a group of specialists that contains at least three, but ide-

ally five, members.39,40 In this respect, the draft scale used in this study was formed in a way that would

contain five main headings, or dimensions. A total of eight specialists were asked to assess the draft scale

and learned opinion was evaluated through CVI, which was developed by Waltz and Bausell.42 Afterward,

an analysis was made of the mean scores for each item as assigned by the group of specialists. The reason for

this is that it is necessary to exclude or revise items with minimum fit indices.40,42,43 Although no item was

excluded from the draft scale used in this study, 8 items were revised in accordance with learned opinions. In

the end, the 30-item draft scale had a CVI of 0.91, suggesting that the scale had a decent content validity

because a CVI of 0.80 and above is acknowledged as an acceptable value.43,44

The next step was to test the construct validity of the scale. Construct validity is to determine what con-

cepts or qualities a scale measures, or the extent to which it can describe the theoretical construct or con-

structs that it measures.41,43 The construct validity of the PPS was assessed through an explanatory factor

analysis, whose purpose was to identify the dimensions that accounted for the concepts.45 In other words,

factor analysis is a multivariable statistic that intends to gather a number of interdependent variables and to

discover a smaller number of new variables or dimensions that are conceptually meaningful.38,46,47 The pre-

requisite for a factor analysis is a certain amount of correlation between variables. In this respect, Bartlett’s

test is used to determine whether there is a sufficient amount of correlation between variables. If p value is

lower than the level of significance (0.05), there is a sufficient amount of correlation between variables. In

this study, the KMO coefficient for the 30 items was significant beyond expected limits. Similarly, Bar-

tlett’s test yielded a very significant value. A KMO value higher than 0.50 means that one can proceed

to the factor analysis.39,41,45 In addition, for the items of the draft scale, anti-image correlation values in the

diagonal part of the anti-image correlation matrix ranged from 0.88 to 0.97, and the values outside the diag-

onal part of the matrix were nearly zero (0.00–0.46),which did not cause exclusion of any of the items from

the scale.39,41,45 All these findings indicated that it was feasible to conduct a factor analysis. The following

step was rotation, after which 3 items with a low loading (less than 0.45) and overlapping loading items were

excluded from the scale. While the standard factor loading for a good selection is 0.45–0.50 or higher,45,46 it

is commonly acknowledged that the minimum factor loading should be 0.30.38,39,48 At the end, 3 items were

excluded from the sample and the ultimate scale had 27 items in five subscales (Table 1). The scree plot

graph and the amount of variance explained also supported the presence of five factors in the scale.38 More

than 60% of the total variance was accounted for by these five subscales, which is quite desirable in practice.

According to some researchers, however, the minimum percentage is 50%.41 On the other hand, before the

rotation, the first subscale accounted for 40% of the total variance, suggesting that the scale might also have

one general factor. In that case, the test is called ‘‘pure factorial,’’ too.40 The scale can be used either as a

five-factor/subscale or one-factor.47

The next step was to focus on the discrepancy in the mean scores of the upper and lower 27% of the group.

The purpose was to have an idea about internal consistency and item discrimination. It was observed that the

items had significant item discrimination indices, or they could properly distinguish between the top and bot-

tom groups. In other words, the items can be said to be highly valid, to properly distinguish between nurses in

terms of the behavior in question, and to be able to measure the same behavior.47,49 The significant discre-

pancy between the groups, which was desirable, was an indicator of the internal consistency of the test.47

Afterward, the internal consistency of the 27-item scale was evaluated so as to test its reliability or homo-

geneity. In this study, the internal consistency analysis revealed quite high Cronbach’s alpha, Spearman–
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Brown, and Guttman coefficients. The higher these coefficients are, the more the items are consistent with

each other, and the more they test the same quality.39,40,46,49 An internal consistency coefficient of 0.70 or

higher is commonly accepted as sufficient for reliability.39,45,47,49

An item-total correlation analysis explains the correlation between the scores in the items and the total

score in the overall scale. When the score in an item is in a positive and ‘‘sufficiently high’’ correlation with

the score in the overall scale, that item is discriminating, or it illustrates similar behaviors, and is admitted

into the scale.47,49 Şencan argues that the item-total correlation coefficient is a test of reliability. The author

reported that some researchers consider the item-total correlation test as part of item analysis, which is,

however, a much broader concept.39 The 27-item scale had an item-total correlation coefficient higher than

0.47. Certain limit values are accepted as criteria for assessment of item-total correlation coefficients. It is

reported that a correlation coefficient should be 0.30 or higher and items with these coefficients can prop-

erly distinguish between individuals.39,47,50 The item-remainder coefficient, or corrected item-total corre-

lation, is another criterion for internal consistency, and items with a correlation coefficient of 0.40 are

acknowledged to measure the factor in question.39 In this study, the lowest item-remainder correlation coef-

ficient was 0.43. In addition, the correlation analysis conducted to determine a possible correlation between

the subscales confirmed that they were correlated with one another. All these high coefficients suggested

that all the items in the scale belonged to the same structure and the 27-item scale was a reliable one.

The scale was also subjected to a test–retest analysis, which is a statistical method used to determine

whether a quality measured changes over time or how consistent a scale can measure or yield similar

results.49,51 It is also used for analyzing correlations between scores in a scale administered twice at 2-

to 4-week intervals.39,47 The test–retest analysis suggested that the scale was consistent regardless of time

and it was reliable in terms of coefficient of stability. Although such analysis works with a sample involving

30 or more members in practice, Sims argues that the sample must have at least 50 members.51 Therefore,

the sample used in the study contained 50 nurses.

The nurses that contributed to the development of the PPS and expressed opinions as to patient privacy

had a professional experience of almost 10 years and had a bachelor’s degree. Nearly half of them worked as

a nurse at training and research hospitals of the Ministry of Health. In general, the nurses reported that

patient privacy was observed or watched over by nurses working at all the hospitals. Even so, the nurses

working at private hospitals reported that patient privacy was observed much more in terms of both the over-

all scale and all sub-dimensions (private life/confidentiality of personal information, sexual privacy, pri-

vacy of those unable to protect themselves, physical privacy, and ensuring a favorable environment)

according to nurses at the hospitals of the Ministry of Health. This attention regarding privacy may be that

private hospitals have to enhance customer satisfaction since it directly affects their profit. Another finding

is that nearly half of all nurses reported that patient privacy was observed in their units/clinics and that they

themselves were attentive to patient privacy. In addition, privacy was found to be better observed in the

wards/clinics than in the intensive care units. This may be due to the fact that most of the patients in the

wards are conscious and are allowed to be visited by their relatives and that wards are open to all health

staff and are not frequently kept locked. However, in a study conducted in Iran, half of the emergency

patients reported that their privacy was respected at a low or intermediate level, while another study in Aus-

tralia discovered that violations of patient privacy were rather common in emergency departments and

attributed this to lack of walled rooms and the length of hospital stay.36,52 Similarly, several other studies

have reported that physical privacy of patients is neglected or not protected by nurses.6,53 In another study

performed in emergency departments, it was noted that similar violations of privacy in both walled rooms

and rooms separated by curtains occurred, 36% of the patients and their relatives heard what people in the

adjacent rooms talked about and 1.6% of the dialogues were unprofessional and unacceptable.54 In a study

performed in five European countries, patients’ privacy was most guarded in the United Kingdom and was

least guarded in Greece.21 Nevertheless, there are studies in which patients reported their satisfaction with
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the respect for their privacy, supporting the findings of this study.35,55–58 This is desirable and not surprising

because protecting or observing patient privacy is among the first principles of nursing to be taught to pro-

spective nurses.3,6 Furthermore, the Patient Rights Regulations made an effort to safeguard patient privacy

and confidentiality of personal information.12 In fact, most of the nurses in this study reported studying the

parts of the regulations related to patient privacy and confidentiality of personal information.

Views of protection of privacy are reported to be generally limited to curtains or folding screens for

physical privacy.3,25,35 This is supported by this study, which discovered that the nursing management

provided nurses, in particular, with an environment favorable for physical privacy of patients including

folding screens, covering, curtains, or similar equipment. However, although curtains, folding screens, or

covering make patients invisible and are necessary for physical privacy, privacy requires much more than

this.3 Being an essential requirement, privacy is a principal component of one’s right to autonomy. Pri-

vacy in healthcare has not only a physical aspect but also social, psychological, and cognitive

aspects.3,33,59 This is supported by the finding of this study. In fact, according to most of the nurses, it

was the living space and social life of patients that were not protected or violated by nurses, suggesting

that nurses were not attentive to patients’ social privacy. Social privacy is a collective effort made to con-

trol individual and social skills and synergy. It requires one to consider people as individuals and parts of a

group and to take their cultural characteristics into account.1 Thus, nurses should not act in accordance

with their own views of life, social values, and beliefs; instead, they should recognize the factors in

patients’ social and cultural life, approach patients with this in mind, and observe their privacy. In order

to reduce the number of violations, we need to monitor and assess complaints by both patients and

employees and to make sure that disciplinary actions are deterrent enough. As a matter of fact, most

of the nurses in this study noted that the nursing management had ineffective disciplinary actions and

monitoring systems against violations of privacy and confidentiality.

Conclusion

A review of the reliability and validity analyses of the scale indicated that face validity was ensured in the

scale, that it had a high CVI, and that its items complied with the purpose and structure. The scale had high

Cronbach’s alpha, Spearman–Brown, and Guttman coefficients. In addition, the item-total and item-

remainder correlation coefficients were satisfactory. Similarly, the test–retest analysis yielded consistent

results. All these considered, the 27-item scale can be said to be a reliable one. The KMO test and expla-

natory factor analysis reported that the sample and questions were suitable for a factor analysis, whereas the

anti-image correlation test showed that each item could be subjected to a factor analysis. Furthermore, Bar-

tlett’s test indicated that there were correlations between the variables. Following the rotation, the sample

had 27 items in five subscales: confidentiality of personal information and private life, sexual privacy, pri-

vacy of those unable to protect themselves, physical privacy, and ensuring a favorable environment. The

scale can be argued to have one single general factor, too. In addition, the discrepancy between the upper

and lower 27% of the group was significant and the internal consistency analysis yielded high results. All

these findings confirm that the scale is a valid one.

According to the responses to the scale and explanations of the nurses, nurses observed patient privacy in

all hospitals included in the sample, particularly in private hospitals. However, privacy was found to be bet-

ter observed in the wards/clinics than in the intensive care units. Attention to privacy generally focused on

physical privacy, and curtains, folding screens, or similar tools were attached more importance. On the other

hand, it was discovered that nurses did not pay proper attention to patients’ life space or social life, com-

ponents of social privacy. Furthermore, the nursing services had ineffective disciplinary actions or moni-

toring systems against violations or negligence of privacy.
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Practical implications

The PPS is a valid and reliable tool that can make it easier to collect data on whether nurses observe or vio-

late patient privacy. The scale could make great contributions to development of a tracking and tracing sys-

tem for complaints about violations of particular aspects of patient privacy, and to discipline and improve

people or the system in case of violations.

As revealed by this study, nurses should pay attention to all aspects of privacy, social privacy in partic-

ular, in addition to physical privacy. Furthermore, it is essential that systems for admitting and evaluating

patient complaints should be brought into force and that a timely response should be given to such com-

plaints. In addition, this study will hopefully contribute to the literature, which contains a limited number

of studies on privacy in nursing. Furthermore, it could be a resource for further studies that would focus on

determining whether members of other healthcare staff than nurses observe patient privacy or not and for

those studies that would deal with patient privacy from patients’ perspective. Finally, a new scale for

patients can be created by making use of the scale developed in this study.
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satisfaction on patient commitment]. Erciyes Üniv _Iktis _Idari Bilim Fak Derg 2008; 31: 95–110.
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