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quality healthcare requires effective, safe, timely, fair, 
integrated, efficient, and person-centred patient care [2].

Person-centred care is a comprehensive approach that 
prioritises the individual’s unique needs, preferences, 
and values, addressing not just the illness but also the 
physical, emotional, social, and spiritual dimensions 
of the person [3]. This approach is firmly grounded in 
established nursing theories [4]. For instance, Hender-
son’s emphasis on fundamental human needs [5], Orem’s 
focus on supporting the individual’s self-care capacity [6], 
and Watson’s highlight on compassionate interaction [7] 
within the nurse-patient relationship all form the corner-
stones of person-centred care. Nurse-led care models are 
predicated on a theoretical foundation that is character-
ised by their holistic nature, their foundation in empirical 
evidence, and their focus on the uniqueness of the patient 

Introduction
A manager’s primary responsibility is to ensure the effi-
ciency of complex and dynamic healthcare organisations, 
while providing the public with safe and high-quality 
health services in healthcare institutions [1]. The World 
Health Organisation (WHO) outlined that providing 
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Abstract
Background  Valid and reliable instruments are needed to assess person-centredness that serve as quality care 
indicators. Person-Centred Climate Questionnaire – staff version is an interculturally used tool to evaluate person-
centredness in clinical settings. This study aimed to examine the psychometrics of the tool in the Turkish language.
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Results  The content validity ratios of the items ranged from 0.84 to 1, and the correlation coefficients ranged from 
0.50 to 0.69. The three-factor structure accounted for 70.40% of the total variance. The items’ standardised factor loads 
were between 0.501 and 1.140. The Cronbach’s alpha consistency value was 0.90.

Conclusion  The staff version of the questionnaire is an adequately valid and reliable instrument in the Turkish 
language.
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as an individual [8]. Nurses are critical professionals to 
provide person-centred patient care [9].

This inclusive and participatory model is conceptually 
aligned with the principles of patient-centred care [3, 10, 
11]. However, despite their conceptual similarities, nota-
ble distinctions exist between the overarching objectives 
of these approaches. While the primary aim of person-
centred care is to establish a sensitive and human-driven 
healthcare experience, patient-centred care predomi-
nantly emphasises functional well-being and clinical 
outcomes [3]. Person-centred care adopts a more com-
prehensive perspective, considering the individual in 
their entirety rather than solely within the confines of the 
patient identity [12].

Delivering person-centred care requires a compre-
hensive understanding of individuals as whole beings, 
necessitating that healthcare institutions and profes-
sionals identify and prioritise what patients value [13]. 
A truly person-centred healthcare system must integrate 
patients’ social networks, enhance their quality of life, 
and undergo structural reforms that facilitate meaningful 
patient experiences and active collaboration with health-
care institutions. To achieve this, healthcare staff must 
be supported in developing the flexibility to adapt their 
skills, communication strategies and attitudes [11].

Türkiye supplies preventive, curative, and rehabilitative 
health services in various environments, including family 
medicine, private, public, foundation, and university hos-
pitals [14]. Research conducted in Turkey has shown that 
patient-centred communication has a favourable impact 
on the utilisation of primary care services and the level 
of trust patients have in healthcare professionals [15]. 
The study by Çelik and Mertoğlu (2024) also found that 
nurses demonstrated a high level of patient-centred care 
competencies [16]. Furthermore, the research conducted 
by Tarıverdi et al. (2019) demonstrates that nurses caring 
for foreign patients exhibit high cultural sensitivity and 
intercultural awareness [17]. Recent studies have demon-
strated that healthcare professionals exhibit a moderate 
level of cultural competence [18]. Nurses place significant 
value on individualised care, yet face challenges in its 
provision due to the allocation of time to indirect patient 
care tasks [19]. Furthermore, patients and nurses have 
been found to have high levels of perception of individu-
alised care [20], and it has been observed that nurses’ job 
satisfaction and burnout levels affect their perceptions of 
individualised care [21].

A study conducted among nurses found that job sat-
isfaction was negatively impacted by dissatisfaction 
with the institution and profession in which they work 
[22]. A further study demonstrated that nurses’ mental 
well-being and empathy levels in palliative care services 
are critical to the quality of care provided and individu-
alised care [23]. In a qualitative study conducted with 

emergency room nurses, participants asserted that a pos-
itive and supportive work environment culture provided 
them with psychosocial support [24].

Person-centred care is characterised by the priori-
tisation of patients’ wishes, needs, and demands; the 
incorporation of their perspectives; the recognition of 
healthcare staff contributions; and the establishment of 
a high-quality, supportive social environment that fosters 
well-being [13, 25]. To conceptualise and assess the care 
environment, Edvardsson et al. introduced the notion of 
“climate” as a framework for evaluating healthcare set-
tings. This concept captures the overall perception of 
both the physical and psychosocial dimensions of health-
care environments, emphasising their potential to be per-
son-centred [26, 27]. Over time, this measurement tool 
has been adapted and validated across diverse cultural 
contexts to ensure its applicability in different linguistic 
and societal settings [27–30].

Measuring and assessing the people-centred climate 
in healthcare settings can help improve patient and staff 
outcomes in Türkiye. A better understanding of person-
centred care environments positively affects the experi-
ences between staff and patients and can contribute to 
nursing practice, management, and education.

Therefore, the purpose of the adaptation study was to 
test the psychometrics of the PCQ-S in Turkish. In align-
ment with the research objectives, two key research 
questions were identified: first, whether the PCQ-S is a 
valid Turkish questionnaire, and second, whether it is a 
reliable one.

Methods
Procedure
The research adhered to the standardised procedures for 
questionnaire adaptation outlined by the “International 
Test Commission and the Consensus-based Standards 
for the Selection of Health Measurement Instruments 
(COSMIN)” guidelines, ensuring methodological rigour 
and validity [31, 32]. The initial phase of the study 
involved translating the items and assessing their con-
tent validity. Subsequently, item-total score correlations 
were calculated for each item, and construct validity was 
assessed through exploratory factor analysis (EFA) and 
confirmatory factor analysis (CFA). The scale’s internal 
consistency was evaluated by applying Cronbach’s alpha 
analysis. Then, the Convergent and Divergent Validity of 
the model were appraised. The questionnaire’s tempo-
ral stability was assessed through a test-retest reliability 
analysis (Fig. 1).

Design, setting, and sample
The study was a methodological one that aimed to test 
the intercultural psychometrics of the PCQ-S. The setting 
was a private hospital on the European side of Istanbul. 
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It was the one that had Planetree certification (the cer-
tifying authority for person-centredness), in addition to 
JCI Accreditation. The study was conducted in the hospi-
tal’s medical and surgical inpatient and outpatient units, 
except for the intensive care units and operating rooms. 
The hospital has admitted over 140,000 patients annually. 
It has 19 inpatient medical, surgical and intensive care 
clinics, and has 249 beds. Considering the relevant litera-
ture, 17 nurses were recruited to assess the face validity 
[33] and 13 experts were recruited to evaluate its content 
validity [34]. A sample of 140 nurses was sufficient to 
test the psychometrics of the survey, which consisted of 
14 items [35]. Finally, 35 nurses were recruited to assess 
test-retest reliability. The inclusion criteria for the sample 
were having at least a bachelor’s degree in nursing [1] and 
working in the medical or surgical patient wards for at 
least one year [2]. The exclusion criteria were working in 
the intensive care units or operating rooms. The data for 
the study were gathered via a scale that included items 
constructed to ascertain the participants’ personal and 
professional identities, as well as the Turkish version of 
the PCQ-S.

Methods of data collection and instruments
After obtaining institutional approval, the primary 
researcher (FCA) informed the nurses in the inpatient 
units in line with the clinical administrators. Then, 
he sent the online surveys to the nurses who agreed to 
participate in the study by contacting them through 
their institutional email addresses using Google Forms 
(March-April 2024). They sent the online questionnaires 
to the nursing staff currently occupying beds at the facil-
ity and requested that they complete them. Only those 
who had provided online consent could access the survey.

Information form
The research instrument was a six-item questionnaire 
that collected data on the age, gender, professional and 
organisational experience, department in which they 
were employed, and educational level of the participant 
nurses.

The PCQ-S Turkish form
The PCQ-S is a six-point Likert scale questionnaire 
developed by Edvardsson et al. The Likert categories 
ranged from 1 (strongly disagree) to 6 (strongly agree). 
The original English version of the tool consisted of four 

Fig. 1  Procedure of validity and reliability
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dimensions and 14 items. The scale consists of four sub-
dimensions: A Climate of Safety (three items), Every-
dayness (four items), Community (three items), and 
Comprehensibility (four items) (Table 4). The alpha coef-
ficient was 0.88. It utilises a sum-based scoring system, 
with a possible score range from 14 to 84. A score of 14 
reflects a climate that is not strongly person-centred, 
whereas a score of 84 signifies a highly person-centred 
climate [27].

Data analysis
The data were analysed using SPSS (version 29) and 
Jamovi. To evaluate the content validity of both the items 
and the overall instrument, the Davis technique was 
initially employed. Descriptive analyses, including fre-
quencies, percentages, means, standard deviations, and 
normality tests, were conducted in conjunction with 
psychometric assessments. These included the content 
validity ratio, item-total correlations, Kaiser-Meyer-
Olkin and Bartlett’s tests, as well as EFA and CFA. Inter-
nal consistency was also examined. Convergent validity 
was assessed using composite reliability (CR) and average 
variance extracted (AVE). In contrast, discriminant valid-
ity was assessed using maximum shared variance (MSV) 
and average shared variance (AVS). Furthermore, test-
retest reliability was assessed through Pearson correla-
tion analysis and paired-sample t-tests to determine the 
stability of the PCQ-S over time.

Findings
Participants’ demographics
The ages of the nurses ranged from 22 to 54 
(Mean = 29.91, SD = 6.02). They were mostly females 
(83.6%) and graduated from undergraduate nursing 
programs (83.6%). Nurses’ professional and institute 
mean experiences were 7.66 (5.88) and 6.23 (5.68) years, 
respectively. They primarily worked in inpatient wards, 
40.0%.

Language validity
Before starting this study, official permission was 
obtained from the original author of the questionnaire 
via email. Questionnaire items were translated by a pro-
fessional translator for adaptation. Then, nurse experts 
assessed the translated statements after two academi-
cians (a physician and a PhD-degreed nurse) translated 
them back. Also, the original scale’s author checked the 
translated and back-translated items.

Face validity
Face validity was examined to assess whether a scale 
met criteria, such as whether the intended construct 
could be measured and whether the items were readable. 
To evaluate the face validity of a scale, 20 nurses were 

selected using convenience sampling. However, three of 
the nurses did not complete the scale for various reasons. 
Consequently, the face validity evaluation was conducted 
using the feedback from the 17 nurses who remained.

Content validity
Ten academics from diverse nursing disciplines and three 
specialist nurses provided expert opinions for validating 
the content of the items. They requested their opinions 
regarding the Turkish items and the entire form. Items’ 
content validity ratios (CVR) varied between 0.84 and 1, 
and the PCQ-S’ index was 0.98 (Table 1).

Correlation analysis
Before the correlation analysis, the authors performed 
normality tests for the measurements (Table  2). They 
then performed a correlation analysis for each item and 
displayed the results in Table 3. It displays the correlation 
coefficients for the 14 items. The investigation yielded 
evidence indicating that the correlation coefficients of the 
items varied between r = 0.50 and 0.69.

Construct validity
First, they performed the Kaiser-Meyer-Olkin (KMO) 
and Barlett’s tests to assess sample adequacy. The KMO 
value was 0.865, and Barlett’s test results were significant 
(p < 0.001).

Then, the researchers performed EFA and CFA for con-
struct validity. When the items were distributed into four 
dimensions, a valid structure could not emerge due to the 
number of items loaded on more than one dimension. 
In the second round of factor analysis, the three-factor 
structure accounted for 70.40% of the total variance. The 
questionnaire consisted of 14 items and a three-factor 
structure (Fig.  2; Table  3). The fit indices are also pre-
sented in Table  3. The standardised factor loads of the 
scale items ranged from 0.501 to 1.140 (Table 3).

Internal consistency
The questionnaire’s internal consistency coefficient α was 
0.901. For the dimensions, α values were 0.890, 0.828, and 
0.889, respectively (Table 4).

Convergent and discriminant validity
The questionnaire’s average variances were 0.76, 0.40, 
and 0.92, and the maximum shared variances were 0.56, 
0.16, and 0.56, respectively (Table 5).

Test-Retest reliability analysis
A test-retest test was applied to a group of 35 nurses to 
test the stability of the scale (two-week interval). There 
was no statistically significant difference between the 
participants’ mean scores (t = 0.060, p = 0.953). Moreover, 
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there were statistically significant correlations between 
the measurements (r = 864, p < 0.001).

Discussion
The assessment and evaluation of person-centred-
ness in healthcare may facilitate the enhancement of 
outcomes for patients and staff. It is crucial to assess 
person-centeredness in healthcare settings. Thus, the 
study performed psychometrics on the PCQ-S, which 
assessed person-centredness among staff in healthcare 
environments.

Language validity
The experts evaluated the items by comparing their 
meanings in the original work and Turkish form [35, 36]. 
Considering the experts’ recommendations, minor revi-
sions were made to clarify the meanings of the items 
in Turkish. For example, the word “climate” was used 
in Turkish in a natural and global sense, so we received 
feedback that it was understood to be abstract and broad. 
In contrast, the scale used in the study referred to a 
concrete, physical and man-made environment. There-
fore, the place expression at the end of scale items was 
changed to environment.

Face validity
The nurses were tasked with evaluating the clarity of 
questionnaire items related to the concept of person-
centred climate, which differed from the survey sample 
using a convenience sampling method. After a compre-
hensive analysis of participant feedback, the nurses sug-
gested including sample phrases such as “landscape,” 
“image,” and “painting” to improve the clarity of the sur-
vey. This change was intended to facilitate a more com-
prehensive understanding of item seven. To ensure face 
validity, opinions were obtained from 17 nurses who met 
the inclusion criteria for all items and did not participate 
in the study [37]. A pilot study was conducted with 17 
nurses. The number of samples required for face validity 
ranges from 10 to 30 [33]. In this study, a sufficient num-
ber of samples were used to ensure face validity.

Content validity
Davis’ technique, which a nurse researcher had devel-
oped, was utilised for content validity analysis. The Davis 
technique is a methodological approach employed in 
scale adaptation studies to evaluate the comprehensibil-
ity and cultural appropriateness of translated or adapted 
scale items. This approach typically requires the involve-
ment of subject matter experts and the target audience, 
who are responsible for evaluating the items under con-
sideration. The evaluation encompasses parameters such 
as clarity, fluency of expression, and conceptual equiva-
lence. The implementation of this technique necessitates Ta
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Table 2  Items’ scores normal distribution test results
Subthemes PCQ-Staff in Turkish Questionnaire Items Mean SD* Skewness Kurtosis DI**
Safety 1. A place where I feel welcome 4.36 0.990 − 0.273 0.437 0.688

2. A place where I feel acknowledged as a person 4.38 0.901 0.011 0.021 0.674
3. A place where I feel I can be myself 4.15 1.806 − 0.303 0.355 0.619
6. A place which feels homely even though it is in an institution 5.01 0.921 − 0.589 − 0.298 0.567

Comprehensibility 4. A place where the patients are in safe hands 4.92 0.849 − 0.135 -1.015 0.515
5. A place where the staff use a language that the patients can 

understand
3.89 1.224 − 0.424 − 0.048 0.617

10. A place which is neat and clean 4.06 1.149 − 0.257 0.194 0.579
11. A place where it is easy for the patients to keep in contact with 

their loved ones
3.59 1.235 − 0.258 − 0.084 0.693

12. A place where it is easy for the patients to receive visitors 3.46 1.153 − 0.440 0.032 0.638
13. A place where it is easy for the patients to talk to the staff 4.89 0.903 − 0.261 0.629 0.621
14. A place where the patients have someone to talk to if they so wish 4.88 0.818 0.148 -1.316 0.580

Safety 7. A place where there is something nice to look at (For example: 
“land space”, “image”, “painting”, etc.)

5.12 0.885 − 0.494 − 0.961 0.501

8. A place where it is quiet and peaceful 5.14 0.827 − 0.428 − 0.994 0.532
9. A place where it is possible to get unpleasant thoughts out of your 

head
5.05 0.834 − 0.321 − 0.943 0.550

*SD = Standard devotion, **DI = Discrimination index

Table 3  Construct validity analysis results
Items CVRs* Item total point 

correlation 
coefficients

Exploratory Factor Analysis Confirmatory Factor Analysis
Factor loadings
for Factor I

Factor 
loadings
for Factor II

Factor 
loadings
for Factor III

Estimate 
values
for Factor I

Estimate 
values
for Factor II

Estimate 
values
for Factor III

Item 1 1 0.688 0.810 0.854
Item 2 1 0.674 0.872 0.745
Item 3 0.84 0.619 0.779 0.931
Item 4 1 0.567 0.482 0.544
Item 5 0.92 0.515 0.522 0.501
Item 6 1 0.617 0.537 0.934
Item 7 0.92 0.579 0.450 0.709
Item 8 1 0.693 0.996 1.140
Item 9 1 0.638 0.667 0.977
Item 10 1 0.621 0.656 0.659
Item 11 1 0.580 0.795 0.650
Item 12 1 0.501 0.828 0.686
Item 13 1 0.532 0.808 0.655
Item 14 1 0.550 0.875 0.697
Exploratory Factor Analysis Test - Total Variance Explained
Factors Initial Eigenvalues Extraction Sums of Squared Loadings Rotation Sums 

of Squared 
Loadings**

Total % of Variance Cumulative % Total % of Variance Cumulative % Total
1 6.230 44.501 44.501 3.949 28.208 28.208 3.863
2 2.666 19.046 63.547 3.449 24.636 52.845 4.550
3 0.958 6.845 70.392 1.524 10.882 63.727 4.275
Confirmatory Factor Analysis Results and Fit Indices
Chi square Degree of freedom Chi square / Degree of freedom CFI TLI SRMR RMSEA
209 74 2.82 0.891 0.866 0.0797 0.114
*CVRs = Content Validity Ratios. ** When factors are correlated. sums of squared loadings cannot be added to obtain a total variance
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the involvement of at least two specialists, and the con-
tent validity ratio must be 0.80 or higher [34]. The same 
experts assessed the original and Turkish items and 
compared them, considering their meanings and gram-
matical structure. They mainly rated the translated items 
as “quite appropriate.” The content validity ratios of the 
questionnaire items ranged from 0.84 to 1, which is an 

acceptable value in the literature [34, 38]. Considering the 
experts’ recommendations, minor revisions were made to 
clarify the meanings of the items in Turkish. For example, 
the word “climate” was used in Turkish in a natural and 
global sense, so we received feedback that it was under-
stood to be abstract and broad. In contrast, the scale used 
in the study referred to a concrete, physical, and man-
made environment. Therefore, the place expression at the 
end of scale items was changed to environment. Experts 
stated that the scale’s items were generally appropriate.

Correlation analysis
Item analysis provides insight into the reliability of each 
item by providing a quantitative assessment of its con-
sistency and accuracy in an inventory. Schreiber claims 
that correlation coefficients among items and total scale 
scores increase as the items are weighted equally [39]. For 
the present study, item-total score correlations for the 
items were enough since the minimum correlation value 
was r > 0.45.

Construct validity
Although scale adaptation studies typically require per-
forming CFA for construct validity [40], this study first 
employed EFA in consideration of expert recommenda-
tions that the scale’s construct would not have the same 
structure in the local context [35, 41].

In psychometric studies conducted with a sample size 
of less than 300, dividing the sample for exploratory 
factor analysis (EFA) and confirmatory factor analysis 
(CFA) can result in a reduction of statistical power and 
the potential for erroneous results [42]. Consequently, in 
the present study, conducted with a group of 140 partici-
pants, both EFA and CFA were performed on the same 
sample. The adoption of this approach was driven by the 
necessity to mitigate the risk of power loss and to opti-
mise the utility of the available data, to achieve a robust 
discovery and confirmation of the factor structure.

Table 4  Participants’ scale and subdomains scores and internal consistency analysis results
Domains and Scale Minimum Maximum Mean Standard Deviation Cronbach’s alpha internal consistency 

coefficient
Safety 1.5 6.00 4.19 0.92 0.890
Comprehensibility 1.33 6.00 3.70 1.02 0.828
Everydayness 3.86 6.00 5 0.67 0.889
Total score 2.69 6.00 4.30 0.72 0.901
Domains and Scale Correlation Analysis Paired sample t-test

Mean (SD*) Test Mean (SD) Re-test r p t p
Safety 18.28 (3.71) 18.22 (3.82) 0.866 < 0.001 0.173 0.864
Comprehensibility 35.17 (5.51) 35.54 (5.04) 0.819 < 0.001 0.687 0.497
Everydayness 12.34 (3.14) 12.08 (2.96) 0.871 < 0.001 0.976 0.336
Total Score 65.80 (11.04) 65.85 (10.63) 0.864 < 0.001 0.060 0.953
*SD: Standard deviation

Fig. 2  Path diagram
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The authors employed a novel EFA to investigate the 
scale model in Turkish. In contrast with the English ver-
sion of the study, Turkish items were separated into 
three subscales instead of four, as illustrated in Table  2. 
The items in the subdimensions of the questionnaire 
were changed in Turkish. The safety subscales remained 
unchanged, except for the addition of a single item, “A 
place which feels homely even though it is in an insti-
tution,” from the everydayness subscale. One, “A place 
which is neat and clean”, was transferred to the “Com-
prehensibility” item. Following the distribution of the 
other subscales, the items of the comprehensibility and 
community subscales were grouped into a single sub-
scale, which was named “Comprehensibility” to reflect 
the expression of comprehensibility in Turkish. An agree-
ment was reached with the scale owner in this process, 
and with his approval, new sub-dimensions were created.

Following the EFA, the results were presented at a 
national congress. The congress allowed nursing aca-
demics to provide feedback on the scale. The academics 
suggested performing EFA and CFA, respectively. Con-
sidering this suggestion, the researchers performed CFA 
and reported the fit indices. It was found that X2/df (< 3), 
RMSEA, SRMR, and CFI (< 0.90) had acceptable fit lev-
els. The results showed that the PCC-Staff Version had a 
model fit [40]. A TLI value greater than 0.90 is consid-
ered acceptable [43]. The TLI value of the scale is proxi-
mate to the acceptable value.

Internal consistency
Since it was the widely recommended one for the Lik-
ert scales [44], the researchers performed a Cronbach’s 
alpha internal consistency test to assess the reliability of 
the Turkish version. DeVellis suggests that an alpha coef-
ficient of at least 0.70 is acceptable for social sciences 
research [45]. The Turkish version demonstrated strong 
reliability, considering the threshold values. Notably, the 
reliability coefficients of the Turkish version were higher 
than those reported for the original English version, fur-
ther supporting its reliability.

Convergent and divergent validity
To ensure convergent validity, it is necessary to con-
sider the indicator’s factor loading, composite reliability 
(CR), and average variance extracted (AVE). The values 
of these functions range from 0 to 1. To ensure adequate 
convergent validity, the AVE must exceed 0.50 [46]. The 
argument has been posited that, in instances where the 
AVE for a psychological construct is below 0.5 but the 
CR is above 0.7, convergent validity can be considered 
adequate [47]. The existing literature suggests that, for 
divergent validity, ASV and MSV values should be lower 
than AVE values (i.e., MSV < AVE and ASV < AVE) [48]. 
Convergent and divergent tests conducted for the scale 
are valid (Table 4).

Test, retest analysis
In scale development and adaptation research, test-retest 
reliability analysis is recommended to assess the tem-
poral stability of an instrument. This approach involves 

Table 5  PCQ-S’ subthemes convergent and discriminant validity
Subthemes PCQ-Staff in Turkish Questionniare Items AVE* CR** MSV*** ASV**** AVE > MSV AVE > ASV
Safety 1. A place where I feel welcome 0.76 0.92 0.56 0.349 AVE > MSV AVE > MSV

2. A place where I feel acknowledged as a person
3. A place where I feel I can be myself
6. A place which feels homely even though it is in an 

institution
Comprehensibility 4. A place where the patients are in safe hands 0.40 0.82 0.16 0.148 AVE > MSV AVE > MSV

5. A place where the staff use a language that the patients can 
understand

10. A place which is neat and clean
11. A place where it is easy for the patients to keep in contact 

with their loved ones
12. A place where it is easy for the patients to receive visitors
13. A place where it is easy for the patients to talk to the staff
14. A place where the patients have someone to talk to if they 

so wish
Safety 7. A place where there is something nice to look at (For 

example: “landscape”, “image”, “painting”, etc.)
0.92 0.97 0.56 0.361 AVE > MSV AVE > MSV

8. A place where it is quiet and peaceful
9. A place where it is possible to get unpleasant thoughts out 

of your head
*AVE = Average Variance Extracted, **CR = Composite Reliability, ***MSV = Maximum Shared Variance, ****ASV = Average Shared Variance
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administering the scale to the same group at two differ-
ent time points, typically with a minimum interval of 
two weeks, and analysing the results using paired-sam-
ple t-tests and/or Pearson correlation coefficients [49]. 
Paired sample t-tests and Pearson correlation coefficients 
require groups of at least 30 people [50]. To evaluate the 
stability of the Turkish version of the PCQ-Staff, a test-
retest reliability analysis was conducted. Initially, a con-
venience sampling method was employed to recruit 40 
nurses for the study. However, five nurses did not com-
plete the second administration of the questionnaire. The 
test-retest reliability analysis was conducted on a final 
sample of 35 nurses. The questionnaire was administered 
twice to these participants with a fifteen-day interval to 
assess the temporal stability of the instrument. The com-
parison of mean scores revealed no statistically signifi-
cant differences between the two measurement points. 
Furthermore, the correlation between the two admin-
istrations exceeded the recommended threshold of 0.70 
[51], indicating strong consistency over time. These find-
ings affirm the scale’s stability and reliability in the Turk-
ish context.

The validation and reliability studies of the PCQ-S 
scale across various languages confirm its robustness and 
validity [27–30, 52, 53]. However, these studies also indi-
cate that cultural differences influence the distribution of 
items across sub-dimensions. This finding indicates that 
during the process of cultural adaptation, a comprehen-
sive evaluation of item-factor relationships, extending 
beyond general psychometric properties, is imperative.

Limitations
This study is subject to several methodological limita-
tions that merit careful consideration. First, the reliance 
on convenience sampling constrains the generalizability 
of the findings, as participants were exclusively drawn 
from nurses employed at a single private hospital with 
person-centred care certification. Second, we collected 
data using a self-administered questionnaire. Since the 
data for this study were collected using a self-report 
method, potential biases resulting from participants’ self-
assessments should be taken into consideration. Finally, 
although methodological best practices advocate for con-
ducting EFA and CFA on different samples to enhance 
validation robustness [54], practical constraints in partic-
ipant recruitment necessitated performing both analyses 
within the same cohort.

This deviation from standard protocols may conflate 
model identification with validation, potentially under-
mining the rigour of psychometric assessment. Future 
research should adopt multi-site, randomised sampling 
and longitudinal designs to enhance methodological 
robustness and address these limitations.

Conclusion and implications
The study’s findings confirm that the Turkish PCQ-Staff 
is a valid and reliable instrument for assessing nurses’ 
perceptions of person-centred climate in hospital set-
tings. The psychometrics demonstrate that the PCQ-S 
effectively captures staff perceptions regarding the extent 
to which a healthcare environment fosters person-cen-
tred care.

The study’s notable strength resides in the satisfactory 
fit indices derived from the questionnaire adaptation 
tests. The findings indicate that the Turkish version of the 
PCQ-S is a valid and reliable instrument. Consequently, a 
standard instrument has been developed to assess Turk-
ish-speaking employees’ perceptions of people-oriented 
climate and facilitate comparative research at the inter-
national level.

Health and nurse managers can utilise this tool to 
gauge nurses’ perspectives on organisational climate 
and implement targeted quality improvement initiatives 
accordingly. Furthermore, researchers examining person-
centred care may find the questionnaire valuable for eval-
uating healthcare climate from the standpoint of nurses 
and other health professionals, thereby contributing to 
broader efforts in advancing patient-centred healthcare 
practices. For international researchers, it may be help-
ful to reach out to the studies that use this tool for future 
systematic reviews, meta-analyses or benchmarking 
studies that aim to include research findings from differ-
ent cultures.
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