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1 Cultural Adaptation and Psychometric Validation of the 

2 Korean version of the Intensive Care Unit Dignified Care 

3 Questionnaire (IDCQ)

4 Abstract

5 Background: Intensive care unit (ICU) nurses should prioritize patient 

6 dignity, but modern ICUs often prioritize efficiency, increasing patients’ 

7 psychological distress. A validated tool is needed to measure dignified 

8 care in ICUs. Thus, this study aimed to translate, culturally adapt, and 

9 psychometrically evaluate a Korean version of the Intensive Care Unit 

10 Dignified Care Questionnaire (IDCQ) for use among nurses caring for 

11 adult ICU patients.

12 Methods: Data were collected from 297 ICU nurses at general hospitals 

13 or higher-level facilities through an online survey from June to August 

14 2024. The content validity index was evaluated by 10 experts. 

15 Exploratory (n = 97) and confirmatory (n = 200) factor analyses were 

16 performed, along with assessments of convergent, discriminant, and 

17 criterion validity, as well as internal consistency reliability.

18 Results: The scale-level content validity index/averaging was .97. An 

19 exploratory factor analysis revealed two sub-factors—relative dignity and 

20 absolute dignity—that explained 43.03% of the variance across 17 items, 

21 with factor loadings ranging from .38 to .78. Acceptable model fit was 

22 verified by confirmatory factor analysis and convergent and discriminant 

23 validity. The Korean version of the IDCQ exhibited a significant 

24 correlation with the person-centered critical nursing tool for ICU nurses, 
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25 and its reliability was supported by a Cronbach’s α of .86.

26 Conclusion: This study confirmed the validity and reliability of the 

27 Korean version of the IDCQ for assessing dignity in nursing care, making 

28 it suitable for Korean ICU nurses. The IDCQ can be utilized for 

29 identifying factors associated with dignified care among ICU nurses. 

30 More sufficient evidence that the IDCQ is a valid tool for screening 

31 dignified care in ICUs can contribute to promoting patient dignity and 

32 creating a culture of respect in ICU environments.

33 Keywords: intensive care units, nurses, patient dignity, cultural 

34 adaptation, validity, reliability
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35 Background

36 Dignity—the most fundamental human right and an inherent value 

37 of humanity—includes the right to self-determination and the right to be 

38 respected [1]. It has unique characteristics depending on the culture or 

39 social setting [2]. Human dignity is important for patients as it closely 

40 relates to illness [3]. Illness threatens individuals’ self-care ability, which 

41 may lead to loss of self-worth, physical constraints, and privacy 

42 infringement. This high vulnerability to physical and psychological 

43 decline highlights the importance of respect for patient dignity [4]. 

44 Critically ill patients admitted to the intensive care unit (ICU) face 

45 numerous physical and psychological problems [1]. ICU patients may lose 

46 control over their situation because of the illness and are prone to 

47 reduced autonomy [5]. Thus, an environment of respect should be 

48 created within the ICU [6]. However, in modern ICUs, patient dignity is 

49 overlooked, with rapid response to emergencies and efficient nursing 

50 care prioritized over spending sufficient time protecting patients’ dignity 

51 [7]. Given that patients’ loss of dignity causes psychological trauma, 

52 delaying treatment and recovery, respect for critically ill patients’ dignity 

53 is essential [1,8]. Respect for patient dignity is fundamental to nursing 

54 care, requiring attention to patients’ conditions, autonomy, and 

55 individuality [1,5]. However, dignity is often compromised in 

56 communication, including inadequate listening, empathy, information 

57 sharing, and trust-building [9]. Accordingly, nurses should uphold dignity 

58 and rights based on professional values such as respect, justice, 
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59 responsiveness, caring, compassion, empathy, trust, and integrity [10].

60 Dignified care involves viewing all patients equally, considering 

61 their cultural, social, spiritual, and religious backgrounds [11]. Dignified 

62 care can relieve patients’ stress and provide comfort [12], prevent them 

63 from losing their will to live during their difficult times, and relieve their 

64 suffering [13]. In particular, it emphasizes a holistic approach that 

65 accounts for patients’ illnesses and life stages [6]. Nurses’ perception of 

66 dignified care should be assessed to enhance patient-centered care and 

67 ensure care quality in ICUs. A validated tool that can accurately assess 

68 nurses’ performance of dignified care, accounting for the characteristics 

69 of the ICU environment and critically ill patients is necessary. However, 

70 existing tools are limited to certain environments or populations, such as 

71 patients receiving palliative care, older adults in nursing homes, and 

72 hospitalized patients [14,15]. 

73 In South Korea, research on patient dignity is limited. Some scales 

74 including the Dignity in Care Scale of Terminally Ill Patients for Nurses 

75 (DCS-TPN) [16] and the Korean translation of the Patient Dignity 

76 Inventory [17] were not applicable to assess ICU nurses’ dignified care 

77 because those were developed for terminally ill patients and general 

78 ward nurses, respectively. As such, tools measuring the dignified care 

79 performance of ICU nurses that also reflect the characteristics of the ICU 

80 environment and critically ill patients are limited. Furthermore, the 

81 existing tools were primarily designed for ICU physicians [18,19]. The 

82 measurement methods are based on direct observation of physicians in 

83 action, which can be time-consuming and expensive [19]. 
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84 The ICU Dignified Care Questionnaire (IDCQ) by Liang et al. [20] 

85 evaluates whether ICU nurses provide dignified care. It adequately 

86 reflects the characteristics of ICUs and is concise and convenient. It 

87 comprises 17 valid and reliable self-reported items. The tool was 

88 developed in China, reflecting the characteristics of Asian culture and 

89 accounting for the special environment of ICUs and the meaning of 

90 dignity perceived by patients admitted to these units. Further, the 

91 relatively small number of questions makes it easily applicable in nursing 

92 practice and human resource competency management. 

93 Our study was grounded in the conceptual model of ICU patient 

94 dignity proposed by Henry et al. [21], which also served as the 

95 theoretical foundation for the original development of the IDCQ by Liang 

96 et al. [20]. In this model, ICU patient dignity is conceptualized in terms of 

97 three core attributes: common humanity, personal narrative, and 

98 autonomy. These attributes are operationalized in the two subscales of 

99 the IDCQ: the “absolute dignity” factor corresponds to the notion of 

100 common humanity, whereas the “relative dignity” factor captures 

101 elements of personal narrative and autonomy. Because the original 

102 developers explicitly drew on this model as their theoretical framework, 

103 we likewise adopted Henry et al.’s dignity model as the guiding 

104 conceptual foundation for the cultural adaptation and psychometric 

105 validation of the Korean IDCQ.

106 Therefore, this study aimed to culturally adapt and 

107 psychometrically validate the Korean version of the IDCQ for use among 

108 nurses caring for adults ICU patients by examining its validity and 
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109 reliability, thereby providing a context-appropriate instrument that can 

110 support efforts to improve the quality of ICU nursing care.

111

112 Methods

113 Study design

114 This methodological study assessed the cultural adaptation, 

115 validity, and reliability of the Korean version of the IDCQ to measure ICU 

116 nurses’ practice of dignified care.

117

118 Participants

119 Participants were recruited from the ICUs of two tertiary care 

120 hospitals in Seoul and Gyeonggi-do, South Korea as well as a Korean 

121 online community for nurses. Inclusion criteria were nurses who: 1) had 

122 at least six months of clinical nursing experience, 2) were currently 

123 providing direct patient care, and 3) worked in an adult ICU. Exclusion 

124 criteria were nurses who: 1) worked in specialized ICUs that do not 

125 provide care for adult patients (e.g., neonatal or pediatric ICU), and 2) 

126 were in administrative or educational positions without direct patient 

127 care responsibilities.

128 The sample size was set at 317 participants based on the 

129 requirements for exploratory factor analysis (EFA), which suggests 5–10 

130 participants per item [22]. Similarly, for CFA, a minimum sample size of 

131 200 or at least 10 participants per item is typically advised [22,23]. Based 

132 on these literatures, we ensured that our CFA sample exceeded this 
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133 requirement after allowing for an anticipated 10% dropout rate.

134 A total of 317 participants were recruited, of whom 20 were 

135 excluded due to unidentifiable responses. A total of 297 participants 

136 were included in the final analysis.

137

138 Instruments

139 Intensive care unit dignified care (IDCQ) questionnaire 

140 The IDCQ, developed by Liang et al. [20], was used with approval 

141 from the authors. The IDCQ comprises two sub-domains: “absolute 

142 dignity” which contains nine items (e.g., “I treat each patient with 

143 courtesy and gentleness.”); and “relative dignity” which contains eight 

144 items (e.g., “I collect patients’ personal information from different 

145 aspects, such as education levels, beliefs, customs, and economics, to 

146 provide personalized care.”). The 17 items are rated on a five-point Likert 

147 scale ranging from 1 (never) to 5 (always), with higher scores indicating 

148 provided more dignified care. The validity and reliability of the IDCQ 

149 were verified for ICU nurses in China. In the original study [20], 

150 Cronbach’s α was .91 for “absolute dignity” .92 for “relative dignity” and 

151 .94 for the entire tool, indicating excellent internal consistency.

152

153 Person-centered critical care nursing

154 To verify the criterion validity of the Korean version of the IDCQ, 

155 the person-centered critical care nursing (PCCN), developed by Kang et 

156 al. [24], was used after obtaining approval from the original author. The 
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157 PCCN was deemed appropriate for the Korean version of the IDCQ 

158 because it includes items such as respecting the patient’s individuality, 

159 empathizing with their fears, providing emotional support, and 

160 establishing a therapeutic relationship [24]. The PCCN comprises four 

161 sub-factors—“compassion” “individuality” “respect” and “comfort”—and 

162 15 items (e.g., “Console patient and family with words and actions” and 

163 “Try to empathize with the situation of the patient and family”). It is 

164 rated on a five-point Likert scale ranging from 1 (never) to 5 (always), 

165 with higher scores indicating better patient-centered critical care. In the 

166 original study [24], the overall reliability (Cronbach’s α) was .84, and the 

167 Cronbach’s α for each sub-factor was as follows: compassion (.81); 

168 individuality (.72); respect (.71); and comfort (.76). In this study, 

169 Cronbach’s α was .84, indicating good internal consistency.

170

171 Cultural adaptation of the intensive care unit dignified care 

172 questionnaire 

173 Translation

174 The IDCQ was translated following the guidelines proposed by 

175 Sousa and Rojjanasrriat [25]. The process included forward translation 

176 by two bilingual experts, synthesis of the translated versions, blind back-

177 translation by independent translators, and expert review to ensure 

178 semantic equivalence and cultural appropriateness. The finalized Korean 

179 version demonstrated consistency with the original instrument (Figure 

180 1). 
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181

182 Content validation

183 Although the IDCQ has established content validity in its original 

184 version, expert content validation was conducted to ensure that the 

185 translated items preserved their conceptual meaning and cultural 

186 appropriateness in the Korean ICU context, in line with recommended 

187 procedures for cross-cultural adaptation and the COnsensus-based 

188 Standards for the selection of health status Measurement INstruments 

189 (COSMIN) guidance [26]. To verify the content validity of Version 1, the 

190 content validity index (CVI) was evaluated by a group of 10 experts, 

191 including 9 nurses with an average of 14 years of ICU experience (8–21 

192 years) and one professor specializing in ICU nursing. The item-level CVI 

193 (I-CVI) was calculated as the proportion of participants who rated each 

194 item’s suitability at 3 or 4 points (1 = strongly disagree, 2 = disagree, 3 

195 = agree, and 4 = strongly agree). The scale-level CVI/averaging (S-

196 CVI/Ave) was calculated by dividing the sum of the I-CVI by the total 

197 number of items [25].

198 The content validity assessment showed that the individual items 

199 displayed I-CVIs of .90 or higher, except for question 17, which exhibited 

200 an I-CVI of .50, and an S-CVI/Ave of .94 for the entire scale. As I-CVI 

201 should be .78 or higher and S-CVI/Ave should be .80 or higher when 

202 three or more experts are involved [27], item 17 was deemed as 

203 requiring revision or deletion, falling short of the standard. It was the 

204 last item of the second domain of the original instrument, “relative 

205 dignity” and stated, “I will (or suggest doctors to) be patient and give 
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206 patients and their families sufficient disease-related information to help 

207 them make the best decision.” The expert group suggested that providing 

208 disease-related information is difficult for nurses as important 

209 explanations that can influence the decision-making of patients or their 

210 families are usually provided by the attending physician. To reflect this, 

211 the item was reworded to “I will provide patients and their families with 

212 information about their health condition to help them make the best 

213 decisions possible.” and content validity was reassessed in the same 

214 manner. Consequently, its I-CVI improved to 0.80, and the S-CVI/Ave of 

215 the entire tool increased to .97. Thus, Version 2 consisted of the final 17 

216 items, and a pilot study was conducted. 

217

218 Pilot test

219 To evaluate the readability and content comprehensibility of 

220 Version 2, in which 17 items were modified during the Korean translation 

221 process, a pilot study was conducted as outlined in Step 5 of the 

222 guidelines of Sousa and Rojjanasrirat [25]. The guidelines recommended 

223 conducting a preliminary survey with 10–40 participants at this stage. 

224 We selected 40 ICU nurses from an online community for nurses. If any 

225 items in Version 2 were difficult to understand or ambiguous, 

226 participants were encouraged to answer them freely. After confirming 

227 that there were no difficulties in understanding the content or 

228 responding to the items, Version 3 was finalized with 17 items. 

229
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230 Data collection

231 Data were collected using a self-administered online survey 

232 between June and August 2024. Prior to recruitment, the study purpose 

233 and procedures were explained to the nursing departments of 

234 participating tertiary university hospitals, and institutional permission to 

235 conduct the survey was obtained. After permission had been granted, 

236 study invitations and brief study descriptions were posted at ICU nurse 

237 stations to invite eligible nurses to participate. In addition, nurses were 

238 recruited through an active online nursing community, for which the 

239 study purpose and procedures were explained and approval to post the 

240 survey link was obtained. After the Korean version of the IDCQ had been 

241 finalized through translation, cultural adaptation, expert content validity 

242 assessment, and a preliminary pilot test, the instrument was 

243 programmed in Google Forms and administered electronically. Google 

244 Forms was used solely as a platform for survey distribution, response 

245 capture, and data export for subsequent EFA and CFA, and it did not play 

246 any role in the instrument development process itself. On the first page 

247 of the online questionnaire, an electronic information sheet described the 

248 study aims, procedures, and voluntary nature of participation; only 

249 nurses who provided consent by clicking the “Agree to participate” 

250 button were able to proceed to the survey items. Upon completion, 

251 participants received a small incentive via mobile electronic payment.

252

253 Data analysis
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254 Data analysis was performed using SPSS 29.0 and AMOS 26.0. 

255 Descriptive statistics and frequency analysis were performed on 

256 participants’ characteristics and workplace attributes, with the results 

257 expressed as means, standard deviations, and frequencies. To separate 

258 the samples for EFA and CFA, Microsoft Excel was used to assign 

259 numbers randomly. Ninety-seven samples were used for the EFA, while 

260 200 samples were used for the CFA. An independent t-test and chi-square 

261 test were performed to assess the homogeneity of the two groups.

262 To confirm the normal distribution of the data, skewness, kurtosis, 

263 and mean values were analyzed. As the Sousa was developed in China, 

264 the possibility of deriving new factors when applying the tool to the 

265 Korean context remained; therefore, an EFA was performed. Using 

266 Microsoft Excel, the total sample of 297 participants was randomly 

267 numbered from 1 to 297. Principle component analysis (PCA), which is 

268 commonly used in EFA for construct validity testing and can reduce 

269 dimensionality with the fewest factors, was used along with varimax 

270 rotation—the most frequently applied factor rotation method [28]. The 

271 suitability of the data for the EFA was assessed using the Kaiser–Meyer–

272 Olkin (KMO) index and Bartlett’s test of sphericity. The KMO index is 

273 generally considered adequate when it is .60 or higher, and Bartlett’s 

274 test of sphericity is considered adequate when the probability of 

275 significance is less than .05 [29]. Factors were extracted if they had an 

276 eigenvalue of 1.00 or higher, with factor loadings of .40 or higher [30]. 

277 To analyze the relationships between the factors and items and verify the 

278 model fit for the two factors and 17 items derived from the EFA results, a 
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279 CFA using the maximum likelihood method was performed on the data of 

280 the 200 participants not included in the EFA. Model fit indicators 

281 through CFA were evaluated as an χ2 statistic (p-value), χ2/df (chi-square 

282 minimum/degree of freedom [CMIN/df]), goodness-of-fit index (GFI), 

283 standardized root mean residual (SRMR), root mean square error of 

284 approximation (RMSEA), normed fit index (NFI), comparative fit index 

285 (CFI), Tucker–Lewis index (TLI), and adjusted GFI (AGFI). The model fit 

286 criteria were as follows: CMIN/df ≤ 3.0, GFI ≥ .90, SRMR ≤ .50, RMSEA 

287 ≤ .80, NFI ≥ .90, CFI ≥ .90, TLI ≥ .90, and AGFI ≥ .90 [31]. 

288 To evaluate the convergent and discriminant validity, we used the 

289 average variance extracted (AVE) and construct reliability (CR) values, 

290 with a threshold for fulfillment of .50 and .70, respectively [32]. Pearson 

291 correlation coefficient was used to verify criterion validity with the 

292 PCCN. Reliability was assessed based on Cronbach’s α to verify the 

293 internal consistency of the tool.

294

295 Results

296 Participant characteristics

297 Participants’ general and workplace characteristics are shown in 

298 Table 1. Of the 297 participants, 250 (84.2%) were women. The mean age 

299 was 28.53 years, with 263 (88.6%) having a bachelor’s degree. Regarding 

300 workplace characteristics, 172 participants (57.9%) worked in tertiary 

301 hospitals and 125 (42.1%) worked in general hospitals. The types of ICUs 

302 represented were as follows: 122 (41.1%) internal medicine ICUs, 66 
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303 (22.2%) surgical ICUs, 44 (14.8%) mixed ICUs, 41 (13.8%) emergency 

304 ICUs, 14 (4.7%) cardiac ICUs, and 10 (3.4%) neurological ICUs. Most 

305 nurses had less than five years of clinical and ICU experience, and the 

306 average number of patients per nurse was 2.34. Regarding job positions, 

307 234 (78.8%) were staff nurses, and 63 (21.2%) were senior or charge 

308 nurses. An analysis of differences in general and workplace 

309 characteristics between the EFA and CFA participants revealed no 

310 significant differences in any characteristics.

311

312 Item analysis

313 The normal distribution was verified by analyzing the mean, 

314 skewness, and kurtosis of all 17 items of the research tool. The items’ 

315 average scores ranged from 3.18 to 4.29; the absolute value of skewness 

316 for each item ranged from .10 to 1.13, and the absolute value of kurtosis 

317 ranged from .25 to 1.47 (Table 2).

318

319 Exploratory factor analysis

320 Sampling adequacy for EFA was acceptable (KMO = 0.82; 

321 Bartlett’s test of sphericity χ² = 566.07, p < .001) [23, 33]. Principal 

322 component analysis with varimax rotation supported a two-factor 

323 solution: two components had eigenvalues greater than 1, and inspection 

324 of the scree plot showed a clear break after the second factor. Together, 

325 the two factors accounted for 43.03% of the total variance across the 17 

326 items. Although this proportion is modest, it is comparable to values 
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327 typically reported for multifactor instruments assessing complex ethical 

328 and attitudinal constructs. 

329 All items showed factor loadings ≥ 0.40 on their primary factor 

330 except item 8. Item 8 (“I provide care for patients with the belief that 

331 everyone is equal.”) showed a factor loading of .38. Although this value 

332 was slightly below the conventional .40 cutoff for EFA, the item was 

333 retained due to its conceptual importance to the construct. 

334 The first factor extracted after the analysis had an eigenvalue of 

335 5.59, an explained variance of 32.87%, included items 7 and 10–17, and 

336 was named “relative dignity” The second factor had an eigenvalue of 

337 1.73, an explained variance of 10.16%, included items 1–6 and 8–9, and 

338 was named “absolute dignity” (Table 2). Item 8, which relates to “equity” 

339 was moved to “absolute dignity” as there was no significant difference in 

340 its factor loadings between the two factors (Factor 1: .38 and Factor 2: 

341 .36). 

342

343 Confirmatory factor analysis

344 As a fit indicator of the model, chi-square (χ2) was 198.48, p < 

345 .001, which is less than .05. However, when the sample size is 200 or 

346 more, if the CMIN/df, which is the χ2-value divided by the df, is less than 

347 3, the model is considered appropriate even if the p-value is less than .05. 

348 Therefore, the model in this study met the appropriateness criterion with 

349 a CMIN/df of 1.68 [31]. The model fit in this study was GFI .90, RMSEA 

350 .06, CFI .91, SRMR .06, NFI .81, TLI .89, and AGFI .87, which were 

351 values close to the fit criteria. Accordingly, a two-factor, 17-item model 

ACCEPTED MANUSCRIPTARTICLE IN PRESS



ARTIC
LE

 IN
 PR

ES
S

18

352 was determined as the final model for the Korean version of the IDCQ 

353 (Figure 2) (Supplementary Table 1).

354

355 Convergent, discriminant, and criterion validity

356 The finalized structural model from the CFA was used to test the 

357 extent to which the observed variables accurately measured the latent 

358 factors. Consequently, the AVE values were lower than the criterion of 

359 .50 for all factors, with .32 for the first factor and .31 for the second 

360 factor, and the CR values were .80 and .78 for the first and second 

361 factors, respectively, which met the criterion of .70. Based on the 

362 evidence that CR values greater than .60 are acceptable if the AVE value 

363 is lower than .50, the convergent validity of this research instrument was 

364 acceptable. Regarding discriminant validity, confidence intervals ranged 

365 from .80 to .92, confirming the discriminatory power of the instrument. 

366 For criterion validity, the Korean version of the IDCQ had a significant 

367 positive correlation with PCCN (r = .64, p < .001). 

368

369 Reliability

370 Cronbach’s α for the entire 17-item Korean version of the IDCQ 

371 was .86, with Cronbach’s α values of .81 for factor 1 (relative dignity) and 

372 .75 for factor 2 (absolute dignity), indicating good internal consistency 

373 (Table 3).

374

375 Discussion
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376 This study evaluated whether the IDCQ, developed by Liang et al. 

377 [20], can be applied to Korean ICU nurses to evaluate their dignified care 

378 performance. The IDCQ was translated into Korean and demonstrated 

379 acceptable psychometric properties. Finally, a Korean version of the 17-

380 item IDCQ was constructed, comprising two factors: “relative dignity” 

381 and “absolute dignity.” 

382 In the EFA, two-factors explained 43.03% of the total variance, 

383 which falls below the heuristic threshold of 60%. However, 

384 methodological work on scale development in the social and health 

385 sciences indicates that instruments designed to capture complex, 

386 multidimensional constructs such as ethics, values, attitudes, and dignity 

387 often yield total explained variances in the range of approximately 35–

388 45%, particularly in nursing and psychosocial research [34-36]. The 

389 relatively modest variance in our analysis likely reflects the abstract and 

390 multifaceted nature of dignified care in the ICU rather than a 

391 fundamental weakness of the scale.

392 Among 17 IDCQ items, one item (item 17) was revised to reflect 

393 the Korean clinical context, as nurses in Korean ICUs typically provide 

394 information related to patients’ health conditions rather than detailed 

395 disease-related information. This modification was made to ensure 

396 contextual appropriateness while preserving the item’s intent regarding 

397 patient autonomy and shared decision-making. This revision emphasized 

398 providing information about the patient’s condition based on continuous 

399 monitoring rather than focusing solely on the disease itself and its 

400 progression. This approach may enhance decision-making processes and 
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401 foster better dignified care by aligning clinical discussions with the 

402 dynamic nature of the patient’s health. 

403 The EFA identified two factors–“relative dignity” and “absolute 

404 dignity”– consistent with the original instrument, but with minor 

405 differences. In this study, “relative dignity” emerged as the first factor 

406 with a higher eigenvalue, and items 7 and 8 loaded onto this factor 

407 rather than “absolute dignity”, as reported in the original study [20]. 

408 Item 7 (“I explain to patients before each nursing operation as long as 

409 they are conscious.”) reflects respect for patients’ autonomy through 

410 information sharing. As autonomy is a key component of dignity in 

411 critically ill patients [21,37], this item was classified under “relative 

412 dignity” in this study. 

413 The Korean version of the IDCQ exhibited high reliability, with a 

414 Cronbach’s α value of .86, which is slightly lower than that of the original 

415 study (.94) [20]. This discrepancy could be due to cultural differences or 

416 variations in sample characteristics. Meanwhile, a test-retest reliability 

417 analysis was conducted to verify the reliability of the tool in the original 

418 study. Our study could not assess a test-retest reliability due to the 

419 nurses’ shift work, different workplace characteristics, and the nature of 

420 the online survey, which made it difficult to collect data from the same 

421 sample in the same environment over a certain period. Therefore, future 

422 research should conduct a test-retest reliability analysis to confirm the 

423 instrument’s stability. Compared with the original IDCQ study [20], the 

424 item composition differed based on the content validity and construct 

425 validity verification results. This is because China, where the tool was 
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426 developed, has a family-centered culture, and in traditional Chinese 

427 culture, family members typically play a critical role in patients’ 

428 treatment plans [38]. Nurses in China also tend to value family-centered 

429 care and focus on communicating with the patient’s family to actively 

430 provide information about the patient’s condition and treatment process 

431 [39]. Korean nurses’ communication with patients and their caregivers is 

432 influenced by role conflict and hospitals administrative culture. Role 

433 conflict occurs most frequently in interaction with patients and 

434 caregivers and is most pronounced in relationships with physicians [40]. 

435 Factors such as nurses’ relatively low legal authority, the physician-

436 centered perception of treatment responsibility, and unclear role 

437 delineation within hospital organizations may contribute to passive 

438 communication behaviors [41]. This phenomenon has been possibly 

439 reflected in the research results. Therefore, improving the recognition of 

440 nurses’ expertise in patient care would help empower them to 

441 communicate more assertively, ultimately enhancing the quality of 

442 dignified care in the ICU. 

443 For EFA, the larger the sample size, the higher the reliability of 

444 the results [42]. Liang et al. [20] conducted EFA and CFA with the same 

445 sample without separating them, resulting in a sample size of 392 for the 

446 EFA. However, in this study, the samples for the EFA and CFA were 

447 separated to prevent overlap and then analyzed, resulting in a sample 

448 size of 97 for the EFA, which is a significant difference from the original 

449 study. These differences may also have influenced the EFA results. 

450 Nevertheless, when conducting EFA and CFA, the samples should be 
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451 separated to avoid overlap. If both analyses are conducted with the same 

452 sample, the model fit in the CFA may appear higher than it actually is 

453 [43]. Therefore, this study is meaningful in compensating for the 

454 limitations of the original study by separating the samples in the two-

455 factor analyses. This argument may be misinterpreted as a critique of the 

456 original author’s work and should be carefully reconsidered.

457 A closer look at the two factors extracted from the EFA in this 

458 study and the items included in them reveals that “relative dignity” is the 

459 first factor, with the highest explanatory power of 32.87% and including 

460 nine items. Liang et al. [20] integrated “personal narrative” and 

461 “autonomy” from the components of respect and dignity for critically ill 

462 patients suggested by Henry et al. [21] into “relative dignity” of the 

463 IDCQ. The items included in the factor relate to providing nursing care 

464 that accounts for the unique and diverse aspects of patients, sharing in 

465 the care process, and ensuring individuality and autonomy so that their 

466 needs and opinions are respected. The second factor, “absolute dignity” 

467 had an explanatory power of 10.16% and included eight items. Liang et 

468 al. [20] included “shared humanity” from Henry and their colleagues’ 

469 [21] components of respect and dignity for critically ill patients into the 

470 IDCQ’s “absolute dignity.” The characteristics of the items included in 

471 the factor included empathy, respect, and humanity for the patient. Items 

472 such as “If I were a patient lying in bed, what kind of care would I want?” 

473 and “I treat patients as carefully as possible to reduce their pain and 

474 discomfort.” indicate the nurse’s empathy toward the patient, which is an 

475 attribute of dignity suggested by Ostaszkiewicz et al. [44]. Empathy was 
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476 significantly positively correlated with ICU nurses’ dignified care 

477 performance and can thus serve as a predictor of dignified care 

478 performance [20]. Items such as “I treat patients as living, dignified 

479 individuals and do not mark them (such as by calling them by their bed 

480 numbers or disease names).” and “I provide care for patients with the 

481 belief that everyone is equal.” imply respect for patients’ rights. This 

482 means that healthcare providers ensure ethical, equitable, and 

483 standardized treatment and care that meet patients’ physical, mental, 

484 intellectual, and social needs [45]. Acts of protecting patient privacy or 

485 improving the surrounding environment, such as noise and lighting, can 

486 also be considered respecting the “integrity of humanity” an attribute of 

487 patient dignity suggested by Sun et al. [8]. This perspective recognizes 

488 patients as individuals with personalities and experiences. This also 

489 suggests that institutional support is essential for promoting dignified 

490 care in the ICU.

491 The findings of this study indicate that the level of dignified care 

492 among Korean ICU nurses was comparable to that reported in the 

493 original study [20] and can be interpreted as reflecting an intermediate 

494 level of dignified care performance. This suggests that the construct is 

495 consistently represented across cultural contexts. Nevertheless, human 

496 dignity was possibly strongly influenced by social desirability bias, as it 

497 was a self-reported measure of an individual’s morality. This should be 

498 kept in mind when interpreting the results.

499 In ICUs’ specialized environments, where frequent emergencies and 

500 various life-support devices coexist with patients, patients’ dignity is often 
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501 overlooked [46]. To date, several studies have developed tools to measure 

502 patient dignity quantitatively; however, few have met COSMIN criteria in 

503 a patient-reported format [26], and even fewer have measured dignified 

504 care, particularly in the ICU setting. Against this backdrop, the Korean 

505 version of the IDCQ is important in that it demonstrates cultural 

506 appropriateness, acceptable validity and reliability, and explicit 

507 consideration of the contextual characteristics of South Korean ICUs. This 

508 instrument also enables cross-cultural comparisons with validation studies 

509 in other languages and supports comparative and analytical research on 

510 nurses’ perceptions and the culture of dignity in care.

511 In terms of implications for clinical practice, the Korean IDCQ 

512 offers ICU nurses and nurse leaders an evidence-based instrument to 

513 systematically assess the level of dignified care provided in daily 

514 practice. By identifying strengths and areas for improvement at the item 

515 and subscale levels, the scale can be used to guide nursing staff 

516 education, continuous monitoring, and targeted quality improvement 

517 initiatives that explicitly focus on dignity-centered care. At the 

518 organizational level, aggregated IDCQ scores may serve as a benchmark 

519 for designing and evaluating strategies to enhance patient experience 

520 and cultivate a culture in which respect for ICU patients’ dignity is 

521 systematically embedded in policies, routines, and interprofessional 

522 collaboration. Therefore, replication studies applying this instrument 

523 across a broader range of Korean ICU nurses are needed to enhance its 

524 generalizability. Given that research on patient dignity and dignified care 

525 in ICUs remains limited in South Korea, this instrument can also be used 
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526 in future studies examining factors that influence dignified care and its 

527 patient- and system-level outcomes.

528

529 Limitations

530 This study had several limitations. First, during the recruitment, 

531 we prioritized ICU nurses from two hospitals within one healthcare 

532 system, possibly sharing a similar culture. Subsequently, we recruited a 

533 more diverse sample from an online nursing community to meet the 

534 target sample size. However, the samples from the two hospitals may 

535 have been overrepresented, potentially influencing the results. Second, 

536 this study addressed human dignity, which is closely related to ethics and 

537 morality. Therefore, social desirability bias may have led to over-scoring 

538 on some items, requiring careful interpretation. Third, the total variance 

539 explained by the exploratory factor solution (43.03%) indicates that 

540 certain facets of ICU patient dignity may not be fully captured by the 

541 current 17-item set. Future research should further refine and, if 

542 necessary, expand the items and re-examine the factor structure across 

543 diverse ICU settings to determine whether a greater proportion of 

544 variance can be explained without compromising conceptual clarity. 

545 Finally, as reliability was assessed solely through Cronbach’s α, test-

546 retest reliability validation is necessary to confirm its stability.

547

548 Conclusion

549 The Korean version of the 17-item IDCQ demonstrated appropriate 
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550 psychometric properties, comprising two subdomains—“relative dignity” 

551 and “absolute dignity.” Therefore, the Korean version of the IDCQ can be 

552 used as a valid and reliable tool for measuring the dignified care 

553 practiced by ICU nurses in South Korea, reflecting Korean cultural 

554 characteristics. By quantitatively measuring the quality of dignified care 

555 in ICUs, the tool helps evaluate Korean ICU nurses’ performance in 

556 providing dignified care. More studies in various cultural hospital 

557 settings are necessary to obtain standardized cut-off scores, measure the 

558 extent of dignified care practice among ICU nurses, and develop tailored 

559 interventions, such as workplace improvement strategies and dignified 

560 care education programs. 

561

562 Abbreviations

563 ICU: Intensive Care Unit

564 DCS-TPN: Dignity in Care Scale of Terminally Ill Patients for Nurses 

565 IDCQ: The ICU Dignified Care Questionnaire 

566 EFA: Exploratory Factor Analysis

567 CFA: Confirmatory Factor Analysis

568 PCCN: Person-Centered Critical care Nursing

569 CVI: Content Validity Index

570 I-CVI: Item-level Content Validity Index 

571 S-CVI/Ave: Scale-level Content Validity Index /Averaging 

572 PCA: Principle Component Analysis

573 KMO: Kaiser–Meyer–Olkin
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575 GFI: Goodness-of-Fit Index 

576 SRMR: Standardized Root Mean Residual 

577 RMSEA: Root Mean Square Error of Approximation 

578 NFI: Normed Fit Index 

579 CFI: Comparative Fit Index

580 TLI: Tucker–Lewis Index

581 AGFI: Adjusted Goodness-of-Fit Index 

582 AVE: Average Variance Extracted

583 CR: Construct Reliability

584 COSMIN: COnsensus-based Standards for the selection of health status 
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Figure 1. Flow chart of translation process of the IDCQ
Note. IDCQ, Intensive care unit Dignified Care Questionnaire
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Figure 2. Final model of the IDCQ from the Confirmatory Factor 
Analysis
Note. IDCQ, Intensive care unit Dignified Care Questionnaire
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Table 1. General characteristics of the participants

Total 
(n=297) EFA (n=97) CFA 

(n=200)
Characteristics Categories

n (%) or 
Mean±SD

n (%) or 
Mean±SD

n (%) or 
Mean±SD

t or χ2 p

Sex Male 47 (15.8) 18 (18.6) 29 (14.5)
Female 250 (84.2) 79 (81.4) 171 (85.5)

.81
 .37

Age (year) 28.53±3.81 28.97±4.25 28.32±3.57 1.38 .35

Education Bachelor’s 
degree 263 (88.6) 86 (88.7) 177 (88.5) .002 .97

Master’s 
degree 34 (11.4) 11 (11.3) 23 (11.5)

Type of 
hospital 

General 
hospital 125 (42.1) 44 (45.4) 81 (40.5) .63 .43

Tertiary 
general 
hospital

172 (57.9) 53(54.6) 119 (59.5)

ICU type Medical 122 (41.1) 44 (45.4) 78 (39.0) 8.70 .12
Surgical 66 (22.2) 16 (16.5) 50 (25.0)
Emergency 41 (13.8) 12 (12.4) 29 (14.5)
Cardiac 14 (4.7) 4 (4.1) 10 (5.0)
Neurological 10 (3.4) 1 (1) 9 (4.5)
Mixed 44 (14.8) 20 (20.6) 24 (12.0)

Clinical ＜5 170 (57.2) 50 (51.5) 120 (60.0) 1.03 .57
experience 
(year) 5~9 99 (33.3) 36 (37.1) 63 (31.5)

10~14 21 (7.1) 8 (8.2) 13 (6.5)
≥15 7 (2.4) 3 (3.1) 4 (2.0)

ICU 
experience ＜5 186 (62.6) 59 (60.8) 127 (63.5) .51 .66

(year) 5~9 91 (30.6) 32 (33.0) 59 (29.5)
10~14 16 (5.4) 4 (4.1) 12 (6.0)
≥15 4 (1.3) 2 (2.1) 2 (1.0)

Number of 
patients per 
nurse

2.34±.63 2.39±.51 2.34±.68 .57 .39

Job position Staff nurse 234 (78.8) 72 (74.2) 162 (81.0) 1.79 .18
Charge nurse 63 (21.2) 25 (25.8) 38 (19.0)

EFA=exploratory factor analysis; CFA=confirmatory factor analysis; SD=standard 
deviation.
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Table 2 Item analysis & Exploratory factor analysis of the IDCQ (n=97)                                          

Factor
Item

1 2
Mean ± 

SD Skewness Kurtos
is CI

16. If patients have self-expressions, I will convey their willingness to their families and 
doctors .78 .11 4.24±.66 -.59 .61 .44

13. I try my best to alleviate the anxiety, fear, or other bad feelings of patients and their 
families in 
   different ways

.71 .28 3.90±.70 -.73 1.37 .63

15. I involve patients’ families in caring (such as physical restraint plans and early 
rehabilitation activities) .69 -.18 3.67±.84 -.33 -.25 .40

17. I will (or suggest doctors) be patient and give patients and their families enough 
health conditions-related information to help them make the best decision

.67 .12 4.13±.64 -.51 .96 .56

14. I use evaluation instruments to promptly evaluate the self-decision-making ability of 
patients and try my best to safeguard their autonomy .63 .18 3.66±.76 -.52 .29 .53

10. I collect patients’ personal information from different aspects (such as education 
levels, beliefs, customs, economics) to provide personalized care .61 .20 3.18±.99 -.11 -.60 .41

11. I adjust the nursing plan dynamically to meet the physical and psychological needs 
of patients according to their condition .60 .53 3.82±.67 -.51 1.04 .57

12. I listen to the requests of patients and their families with heart .58 .42 3.94±.71 -.57 .92 .61
 7. I explain to patients before each nursing operation as long as they are conscious .40 .19 4.29±.66 -.75 1.03 .41
 8. I provide care for patients with the belief that everyone is equal .38 .36 4.17±.70 -.60 .48 .48
 6. I treat patients as carefully as possible to reduce their pain and discomfort .10 .73 4.05±.57 -.10 .51 .58
 5. If I were a patient lying in bed, what kind of care would I want? I use this question to 

guide my nursing behavior .13 .73 3.61±.80 -.28 -.34 .47

 2. I am polite and gentle in treating .21 .62 3.95±.70 -.29 .03 .53
 1. I greet patients as soon as possible at each shift .05 .53 4.25±.81 -1.13 1.47 .38
 9. I make effort to improve the patient’s surroundings, such as lighting and noise .09 .53 3.99±.71 -.60 .71 .50
 4. I treat patients as living, dignified individuals and do not mark them (such as calling 

them by their bed numbers or disease names) .43 .46 3.49±1.0
4 -.15 -.76 .34

 3. I protect patients’ privacy and avoid unnecessary physical exposure .15 .42 4.12±.65 -.27 -.07 .46
Eigen Value 5.59 1.73
Explained variance (%) 32.8 10.16
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Total explained variances (%) 32.8
7 43.03

Kaiser-Meyer-Olkin=.82, Bartlett’s test of sphericity=566.07, p<.001
Factor 1=relative dignity; Factor 2=absolute dignity; IDCQ=intensive care unit dignified care questionnaire; SD=standard deviation; 
CI=corrected item-total correlation.
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Table 3. Reliability of the IDCQ (n=297)

Factors Item α if item 
deleted Cronbach’s α

1. Relative dignity 16 .85 .81
13 .84
15 .86
17 .85
14 .85
10 .86
11 .85
12 .85
7 .85

2. Absolute dignity 8 .85 .75
6 .85
5 .85
2 .85
1 .86
4 .86
9 .85
3 .85

Total .86
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