Psychometric Properties of The Thai Version of the Nurses’ Intention
to Participate in Advance Care Planning Instrument
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Abstract: Advance care planning is an essential process in healthcare that necessitates
active participation from all involved professionals, particularly nurses. However, in Thailand,
nurse involvement in ACP is limited. Assessment of nurses’ intention to participate in
advance care planning is necessary to organize training courses to improve their participation
in this critical event. However, there is no tool to evaluate Thai nurses’ intention to participate
in Advance care planning. Thus, we selected the Health Professionals’ Experience and Attitudes
Questionnaire on Advance Care Planning to culturally adapt and validate it in the Thai
context. We achieved this through a five-step process: (1) standard translation procedures,
including forward translation, reconciliation, and back-translation; (2) item refinement
through an expert panel; (3) conducting content validity and cognitive interviews; and
(4) confirmation of the first culturally adapted tool by the expert panel on the factors.
The panel of experts suggested adding the knowledge dimension and changing the name
to the Nurses’ Intention to Participate in Advance Care Planning and (5) The Thai version
was tested for validity and reliability using confirmatory factor analysis, average variance
extracted, and the Fornell-Larcker criteria matrix, Cronbach’s Q, and composite reliability.

The final version achieved from testing with 260 registered nurses from a teaching
hospital in Bangkok is comprised of 20 items distributed across five key dimensions, namely
‘intention,” ‘attitude,” ‘subjective norm,’ ‘perceived behavioral control,” and ‘knowledge,’
demonstrating an excellent model fit, strong composite reliability, and robust internal
consistency. This newly adapted tool is a resource for policymakers and nurse educators
designing targeted training courses to enhance nurses’ competency in advance care planning.
However, before this tool is widely implemented, it would be beneficial to test it further
across diverse groups of nursing professionals.
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healthcare providers, family members, and loved ones,
and these preferences are documented to ensure that
they are respected if the person can no longer make
decisions or communicate their preferences." ACP is
an important aspect of healthcare because it ensures
that a person’s preferences are heeded and helps reduce
suffering for patients and their families. Nurses often
have many opportunities for constant communication
with patients and their families; thus, they play a key role
in facilitating ACP.” They are in an excellent position
to initiate, facilitate, and advocate for ACP-related
communication with patients and other members of an
interprofessional team.” Nurses’ intention to participate
in ACP is positively correlated with the likelihood of
engagement in ACP.* It is critical to recognize the
importance of nurses’ attitudes and intentions toward
ACP, as this will help develop strategies to improve
nurses’ engagement. Lack of nurses’ involvement in ACP
can have devastating consequences for patients and
their families, such as prolonged suffering, emotional
distress, and unnecessary healthcare costs. Therefore,
improving nurses’ participation in ACP is crucial to
ensure that patients receive the care and support they
need and want during their end-of-life stage.
However, nurses’ ACP participation remains
low. Studies have shown that only 10%-40.5% of nurses
have experience in ACP.>° This trend may be due to the
lack of explicit guidelines for nurses’ roles in ACP,” lack
of clarity regarding their responsibilities in ACP,"®
and inadequate knowledge, time, experience, and training
related to ACP.*'" Without sufficient support, nurses
may hesitate to initiate ACP discussions or lack the
knowledge and skills to do so effectively. As a result,
patients and families may miss out on making informed
decisions about end-of-life care, leading to negative
outcomes such as prolonged suffering, emotional
distress, and unnecessary healthcare costs. Nurses’
participation in ACP can significantly improve patient
care and quality of life. Detering et al.'” found that
patients who engaged in ACP discussions with nurses
had a better quality of life, experienced less anxiety,
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and less depression than those who did not. Similarly,
Pimsen et al.'® demonstrated that ACP discussions
with nurses could reduce unnecessary hospitalization.
Overall, nurses’ participation in ACP can significantly
improve patient care and quality of life by promoting
ACP discussions, providing guidance and support to
patients and families, initiating conversations about
patients’ goals, values, and preferences, informing them
about treatment options, advocating for patients, and
providing emotional support.

In Thailand, although the 2007 National Health
Act endorsed improved end-of-life care policies and
services, including the right to refuse treatment,'* the
Thai Ministry of Public Health developed national
guidelines for palliative care and a training program
for healthcare professionals in 2014. Moreover, expert
nurses appointed by the Thai Nursing Council in 2015
developed competencies and training courses for
palliative care.'® Despite these efforts, Thai nurses’
involvement in ACP remains limited not only because
of insufficient training and experience but also because
of their beliefs, especially in filial piety, which is upheld
in Thai culture and influences end-of -life care decisions.
Additionally, discussions about death and dying are taboo,
making it difficult for nurses to initiate conversations
about ACP.'

These cultural factors contributed to the low
participation of Thai nurses in ACP. Similar challenges
are present in other countries, although the specific
cultural and systemic issues may differ. For instance,
in Western countries, nurses often face barriers, such
astime constraints, lack of experience, and communication
difficulties.™”

This scenario underscores the need for instruments
to gauge Thai nurses’ intention to participate in ACP.
One such instrument, the Health Professionals’ Experience
and Attitudes Questionnaire on ACP (HEAQ-ACP),
developed initially in Hong Kong, is a viable option.
Grounded in the Theory of Planned Behavior (TPB),
this tool was designed to study healthcare professionals’
ACP engagement intention, with a content validity index
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of 1.0 and no other advanced psychometric properties.'®
The HEAQ-ACP emphasizes the role of ACP training
and experience in fostering healthcare professionals’
ACP participation intention."®

Recognizing this gap and the cultural congruities
between Hong Kong and Thailand, including a shared
belief in filial piety, coupled with the national efforts
to elevate end-of-life care and ACP programs, we selected
the HEAQ-ACP. This TPB-based tool examines nurses’
intention towards ACP for cultural adaptation to the
Thai context.'”"®

Therefore, our primary goal in selecting this
questionnaire was to gain an in-depth understanding
of Thai nurses’ intentions, rooted in our efforts to adapt
and validate existing instruments to measure Thai nurses’
ACP participation intentions precisely. To achieve
this, we extended the original scale’s purview by culturally
adapting it to Thai nurses and conducting an in-depth
psychometric evaluation.

Review of Literature

Human behaviors, including engagement in
ACP, are widely recognized to be influenced by factors
such as attitude, perceived behavioral control, intention,
and knowledge.'® Existing research illustrates that these
elements, particularly attitude and perceived behavioral
control, can promote active participation in ACP among
nurses.”®*" In this scenario, the TPB is an instrumental
model that sheds light on health-related decision-
making processes.

Extensive studies have applied the fundamental
components of TPB (attitude, subjective norm, perceived
behavioral control, and intention) to determine ACP

. 17,21,22
involvement.

These concepts significantly influence
an individual’s decision to engage in ACP, making TPB
a suitable theoretical framework for analyzing nurses’
involvement in ACP.

The TPB postulates that intention primarily
determines behavior, which is influenced by attitude

towards the behavior, subjective norm, and perceived
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behavioral control.”® In terms of ACP, this can be
interpreted as follows: nurses’ attitude towards ACP
(whether they view it positively or negatively), their
perception of societal expectations (the subjective
norm), and their belief in their ability to successfully
perform the task (perceived behavioral control) will
collectively influence their intention to engage in ACP.
This intention directly impacts their actual engagement
in ACP.”* ACP is considered a health behavior because
it involves individuals actively engaging in actions
that affect individual health outcomes. The TPB is a
beneficial model as it helps predict and explain nurses’
participation in ACP based on their attitudes, perceived
behavioral control, and subjective norms.*>**

Interestingly, the HEAQ-ACP is the sole instrument
grounded in the TPB, which explores nurses’ ACP intention.
This tool, developed by researchers in Hong Kong,
integrates dimensions that reflect TPB concepts. It
highlights the importance of a healthcare provider’s
intention to participate in ACP and has been successfully
employed in empirical studies."®

Given the cultural similarities between Hong Kong
and Thailand, especially the shared belief in filial piety,
the HEAQ-ACP is an excellent tool for cultural adaptation
within the Thai nursing community. Filial piety significantly
influenced attitudes towards end-of-life care, further
reinforcing the tool’s relevance. As both Hong Kong
and Thailand strive to enhance end-of-life care and
ACP programs, applying the HEAQ-ACP in Thailand
appears promising.

Study Aim

This study aimed to culturally adapt and examine
the psychometric properties of the HEAQ-ACP among
Thai nurses.

Methods

Design: This study used a tool development
method and a cross-sectional study. This report followed
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the STROBE ( Strengthening the Reporting of Observational
Studies in Epidemiology) statement. There were two
phases: Phase 1 focused on the cultural adaptation of
the scale, and Phase 2 focused on psychometric properties
testing.

Phase 1: Cultural Adaptation

The HEAQ-ACP was adapted to the Thai context
after obtaining approval from its original author. Rooted
in the TPB, the HEAQ-ACP originated from a validated
2022 study in Hong Kong and encompassed a variety
of healthcare professionals with a content validity index
of 1.0."*

This scale comprises 28 items across four critical
facets of ACP: intention, attitude, subjective norm, and
perceived behavioral control. The ‘attitude” dimension
is the most expansive, with 19 varied items consisting
of four positive, one negative, and 14 neutral statements.
In contrast, ‘intention’ with one item, ‘subjective norm’
with two items, and “perceived behavioral control” with
six items are exclusively neutral, focusing on unbiased
responses towards ACP from the participants.

Each item is scored on a 5-point Likert scale,
with “strongly disagree” (1) to “strongly agree” (5).
The combined score provides a comprehensive view
of the respondents’ intentions regarding ACP. All items
are neutral to encourage unbiased responses, except
for one negatively framed ‘attitude’ item, which is
reverse-scored.

The cultural adaptation process comprises the
following stages:

(i) Independent translation: The original
instrument was translated from English to Thai
following a structured translation procedure (forward
translation, reconciliation, and back translation). For
each stage, two bilingual translators were assigned to
ensure independent and objective translation of the
instrument. These translators were fluent in both
languages and contributed their unique skills to the
forward or back translation steps.

(ii) Expert review: Four experts reviewed all
translated items. This panel consisted of a professor
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specializing in decision-making in palliative care,
another professor with in-depth knowledge of TPB,
anurse experienced in end-of-life care, and a professional
translator devoid of medical background. Two experts
participated in the back-translation step.

(iii) Content validity and cognitive interviews:
Before conducting cognitive interviews, we undertook
a content validity test using a panel of six experts to assess
the cultural relevance and clarity of the instrument. They
evaluated each item on a 1-4 scale, where 1 implied
‘not relevant, not simple, not clear’ and 4 signified ‘very
relevant, very simple, very clear.’ These ratings facilitated
the calculation of the content validity index (CVI) for
each item. Following Polit and Beck’s guidelines,”® we
established an acceptable CVI threshold for item inclusion
of 0.79. This process led to minor adjustments of the
items based on expert feedback. After establishing
content validity, cognitive interviews were conducted
with 20 nurses to provide critical insights into the
instrument’s cultural appropriateness and applicability.

(iv) Confirmation: Following these steps, the
culturally adapted scale was acknowledged as Thailand’s
first version of the HEAQ-ACP. This version incorporates
the cultural and contextual nuances of the Thai nursing
profession, ensuring its validity and effectiveness for
subsequent applications. The expert panel identified
four main dimensions of the study scale based on
previous studies that utilized the study instrument and
TPB. These dimensions included nurses’ intention
to participate in ACP, their attitudes toward ACP
participation, subjective norms toward ACP participation,
and perceived behavioral control toward ACP participation.

During the review process, the phrase ‘performing
ACP’ was changed to “participating in ACP.” One item
related to ACP policy and guidelines was removed
because of the lack of such guidelines in Thailand.

To ensure measurement invariance, the expert
panel suggested encompassing dimension and meaning
equivalence through theoretical justification and expert

23-25

judgments. Moreover, nurses’ perceived knowledge

is deemed essential for capturing Thai nurses’ intentions,
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as it plays a vital role in understanding and predicting
behavior and is particularly relevant in end-of-life
care and ACP involvement.'” Thus, the expert panel
recommended the removal of one irrelevant item and
the addition of nine items to the scale and changed the
title of the HEAQ-ACP to Nurses’ Intention to Participate
in Advance Care Planning (NIPACP).

With the integration of the knowledge dimension
into the TPB framework, a more comprehensive
understanding of Thai nurses’ intentions was achieved,
emphasizing the importance of considering cultural
and contextual factors when adapting the TPB to
different contexts. Consideration of various cultural
and contextual factors resulted in a culturally adapted
scale that incorporated the concept of knowledge and
allowed for further cultural adaptation.

The First Version of Nurses’ Intention to
Participate in Advance Care Planning (NIPACP)

The first version of the NIPACP comprised five
dimensions with 36 items; intention (4 items ), attitudes
(19 items), subjective norm (4 items), perceived
behavioral control (5 items), and knowledge (4 items).
All items are scored on a 5-point Likert scale ranging
from “strongly disagree (1)” to “strongly agree (5).”
It is important to clarify that each dimension score
reflects the level of its corresponding concept - intention,
attitude, subjective norm, perceived behavioral control,
and perceived knowledge about ACP participation - rather
than the whole NIPACP. Therefore, a higher score on each
dimension suggests a higher level of a particular concept.
Notably, each subscale’s score interpretation was based
on the developer’s investigation of the relationship
between each dimension and ACP experience, focusing
on individual dimensions rather than the entire scale.

Content validity testing resulted in a mean CVI
score of 1.00, indicating high content validity. Subsequent
cognitive interviews involving 20 nurses indicated that
the questionnaire was easy to understand; thus, no
further changes were made. The expert panel approved
the culturally adapted HEAQ-ACP as the first version
of the NIPACP, which serves as a culturally appropriate
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tool for understanding Thai nurses’ intention to
participate in ACP.

Phase 2: Psychometric Properties Testing

This phase focused on validating a culturally
adapted scale (the first version of the NIPACP). It
incorporates validity and reliability tests with the
data statistically evaluated to determine the scale’s
psychometric properties.

Sample and Setting: The study was conducted
in a major teaching hospital in Bangkok with 2,901
registered nurses (RNs) on staff. Professor Soper’s
Structural Equation Model 4.0 was used to calculate
the sample size. This model considered an effect size of
0.3, power of 0.8, and significance level of 0.05, resulting
in a targeted sample size of 200 RNs. This figure is within
the recommended range (150-200) for unbiased
confirmatory factor analysis (CFA) estimation.”®™*

Survey invitations were sent to 500 RNs,
anticipating a 40% response rate as in previous online
nursing surveys.”' This strategy aimed to secure an
adequate sample size and compensate for potential
non-responses or outliers.

The inclusion criteria stipulated that participants
must (i) be employed in inpatient units, intensive care
units, emergency departments, or outpatient units and
(ii) have completed a 6-month training program for
new nurses. RNs working in pediatric units were excluded
because the study focused on decision-making for
capable individuals unrelated to pediatric ACP.

Participants were selected using a two-step
sampling approach. First, stratified random sampling
was employed, followed by simple random sampling
from a hospital nurse directory. The final list of the
selected RNs was sent to the research division of the
nursing department. This division was tasked with
sending a digital survey invitation, complete with a QR
code linked to the online platform SurveyMonkey,
directly to the personal inboxes of RN via the hospital’s
internal communication system.

Of the 260 surveys returned, 37 were discarded
due to incomplete data, yielding 223 responses for
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data analysis. Despite the 52% (260 of 500) response
rate not being exceptionally high, it was deemed
acceptable as it exceeded the minimum 30% usually
considered sufficient for online surveys. Moreover,

31-33

50% 1is considered acceptable. Furthermore, a

sample size exceeding 200 satisfied the requirements
for unbiased estimation in the CFA.**"*°

Demographic Questionnaire: This study’s
personalized information questionnaire collected crucial
demographic and professional information from
participants. It asked for sex, age, marital status, number
of children, and religious affiliation. Moreover, it included
professional data, including academic qualifications,
primary work domain within the hospital, weekly working
hours, and years of clinical experience.

The questionnaire investigated the participants’
past experiences with ACP, incorporating their
participation, formal training, and personal interactions
with ACP. This approach assessed familiarity and
engagement with ACP in both the professional and
personal spheres.

Ethical Considerations: Ethical approval was
obtained from the Human Research Protection Unit
of the Faculty of Medicine Siriraj Hospital and
the Institutional Review Board of the Faculty of
Nursing at Mahidol University (MU-MOU-IRB-
NS 2022/26.2607).

Informed consent was assured through an online
survey with comprehensive study information and an
electronic consent form. The participants were explicitly
informed of the study’s purpose, the processes involved,
and the voluntary nature of their participation. The
anonymity and confidentiality of all participants were
strictly maintained. No personal identification data,
including IP addresses, were collected.

Data Collection: The 36-item NIPACP was
administered using SurveyMonkey. Recruitment was
performed through the hospital’s internal communication
system, wherein prospective participants were sent
an invitation letter bearing the QR code that provided
access to the survey questionnaire. The first page of
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the online survey provides the study information and
bears a consent form. Only when participants provided
e-consent would they be given access to the questionnaire.
The survey took approximately 15-20 minutes, and
the participants were rewarded with 1 USD (30 baht)
for participation. The collected data were downloaded
from the online platform and then exported to the JASP
(Jeffreys's Amazing Statistics Program ) statistical software
version 0.17.1.0 for Windows and to the lavaan (latent
variable analysis) package for R for statistical analysis.**
Data Analysis: The data analysis began with
adescriptive analysis. This method allowed us to efficiently
summarize and understand the demographic characteristics
of our sample using simple statistical measures.®
Next, construct validity was used to determine
the efficacy of the NIPACP, rooted in the solid
theoretical TPB framework, and mirrored the well-
established HEAQ-ACP scale. CFA was employed to
fit the 36-item NIPACP into the five-factor model.
Several indices, including the X2 statistic, Tucker—Lewis
index (TLI), incremental fitindex (IFI), comparative
fitindex (CFI), root mean square error of approximation
(RMSEA ), and standardized root mean square residual
(SRMR), were used to evaluate the model fit. The
model was considered fit if TLI, IFI, and CFI values
exceeded 0.9, and RMSEA and SRMR were below
0.08.7*% When the initial model showed poor fit,
items with factor loading below 0.6 were removed.
As informed by several empirical studies, our choice
of a 0.6 factor loading cutoff achieves an optimal
balance between statistical precision and construct
relevance. This ensures that only items with substantial
contributions to their respective factors are retained,

mitigating misinterpretation risks.*®

This strategy
enhances the study’s validity and meaningful representation
of key concepts. Subsequently, CFA was re-performed
using the revised scale.*®

For construct validity, we investigated convergent
and discriminant validity. The construct validity of the
NIPACP was established using convergent and discriminant

validity checks. Convergent validity, which affirms that
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theoretically similar items are related, was demonstrated
with an average variance extracted (AVE) value of 0.50
or higher for each dimension.® Discriminant validity,
ameasure to ensure the distinctness of different theoretical
concepts, was deemed satisfactory when the squared
AVE value for a dimension surpassed its correlations
with other dimensions. *°

In the final stage, reliability testing was conducted
to ensure the consistency of the NIPACP over time.
This involved checking internal consistency with Cronbach’s
Ol and evaluating composite reliability using a factor—
based test with acceptable scores = 0.70 or above.*
These steps verified the tool’s consistent results and

research credibility.

Results

Participants

The majority (92.4%) of 233 respondents were
female, with a mean age of 33.9 years (range 22—-60 years;
SD =10.83). Almost all participants (96.9% ) identified
themselves as Buddhists. Their average work experience
as anurse was 11.68 years (range 1-41 years; SD=10.52).
Most respondents did not have formal ACP training nor
participated in ACP (709 and 64.6%, respectively).

Step 1: Test the Existing Model

CFA was used to evaluate the fit of both the
original 28-item scale and the culturally adapted 36-item
version, as a panel of experts suggested. The adapted

version included a knowledge dimension important for

capturing Thai nurses’ intention to participate in ACP.
The results revealed that neither the original nor the
culturally adapted 36-item version demonstrated an
optimal fit with the data.

However, between the original and culturally
adapted 36-item versions, the latter demonstrated
anotably better fit with data. This finding strongly supports
cultural adaptation and underscores the importance
of incorporating expert input into developing culturally
adapted scales. These results suggest that the items in
the culturally adapted 36-item version, including the
added knowledge dimension, are more likely to provide
a valid, reliable, and meaningful representation of the
concepts used in this study, considering the unique
cultural context of Thai nurses. The present findings,
obtained using the culturally adapted 36-item version,
better positions Thai nurses’ intentions regarding ACP
participation and the role of knowledge in their decision-
making processes (Table 1).

Step 2: Scale Revision

After determining the comparative fit, items
with factor loadings of < 0.60 were removed from the
scale. Sixteen items were deleted. Specifically, 14 items
were removed from attitude, and two were removed
from perceived behavioral control. The intention,
subjective norm, and knowledge were retained in all
original items (Table 1). These findings suggest that
the NIPACP is a potential measurement tool for ACP
research, although further revisions are required to
improve its validity and reliability.

Table 1. Comparison of fit indices for the three alternative models

Model ~ ho-of - Io-oF e df p CEI TLI IFl RMSEA SRMR
actors  Items
Original 1 28  7,905.003 594 <.001 0.871 0.864 0.862 0.235 0.169
Firstexpert- 5 36 4,590.361 584 <.001 0.930 0.930 0.920 0.176 0.142
suggested
Final 5 20  361.744 160 <.001 0.996 0.995 0.993 0.075 0.063

Note: df = degrees of freedom; CFI = comparative fit index; TLI = Tucker-Lewis index; IFI = Incremental Fit Index;
RMSEA = Root Mean Square Error of Approximation; SRMR = Standardized Root Mean Square Residual; Reference
values are shown where lower values are better, and sensitivity to the sample size is important. Values > 0.90 for
CFI, TLI, and IFI, and RMSEA and SRMR values < 0.08 were generally considered a good fit.
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Step 3: CFA with Revised Model

CFA was re-run using the revised 20-item
model. The revised model results showed a good fit
with the absolute goodness-of-fit indices (Table 1).
The factor loadings for each item were all > 0.60
(Table 2), indicating an excellent model fit. Although
the chi-square test result was significant with a p—value

of 0.001, note that the chi-square test is sensitive to
sample size. Even small deviations from a perfect fit
significantly affect the chi-square test results when
the sample sizes are large. Therefore, it is appropriate
to rely on other fit indices that are less affected by
sample size (i.e., TLI, IFI, CFI, RMSEA, and
SRMR).*

Table 2. Factor loadings of the final 20-item NIPACP scale

95% Confidence

Factor Item Thai translations lFozglti(l)l; p-value Interval
Lower Upper
Intention 1. lintend to participate in 1. 5‘1!(?13\11‘\)1/“;%3"33\!’31&1%1‘! 0.859 <.001 0.82 0.899
advance care planning with  M3QuasNWinAuua:
patients and their families. ATAUAT
2. Itis my plan to carefully 2. SufluuumstaruAeIiy 0.868 <.001 0.833 0.903
mind the participate in ACP.  M133I4MIQUAENNIN
3. Iplan to participate in ACP 3. AUTNURUITNTINMTINUKY  0.904 <.001 0.87 0.938
in the next decision. maquadavihluadaly
4. Iplan to participate in ACP 4. 5‘1&)NLLNH°7;Q$L°ZI’"I’§)NW]S 0.766 <.001 0.73 0.803
whenever I can. mumumi@uaa'uwﬁw Lﬁ'afl
Tama
Attitude 1. ACP related to my current 1. ﬂ”l‘é’JNLLNuﬂTSQLLaEi’NWﬁIW 0.841 <.001 0.795 0.887
clinical duties. flenuiedastuunummii
RG]
2. ACP can help to prevent 2. nmwumumsguaemwﬁw 0.766 <.001 0.719 0.812
disputes between health care  Fzananuiaudslumsanaula
team and family members on Lﬁﬂ?ﬁﬂﬂﬁ%ﬂ‘lﬂﬁz‘lﬂ’hﬂﬁu
medical decisions. qﬂmﬂsqwmwuazmwa
3. ACP should be integrated 3. m’sawumumsguadawﬁ'ﬂ 0.797 <.001 0.754 0.841
into routine care services for msgﬂﬁmuﬂlﬂumsq}Ltaﬁuﬁwu
patients with chronic illnesses. ﬁ@ﬂ]ﬂiiﬂéﬂ%ﬁnﬂﬂuﬂ]ﬂﬁ%ﬂ
4. ACPishelpful to clarify 4. MIINUHUNIQUATNNIN 0.773 <.001 0.731 0.816
patients’ goals and preferences Hglihannuga LQuLﬁ'ﬂ?ﬁ’U
for end-of-life care. ANNABIMS waziithwanems
qualuszazgareuasihe
5. ACP should be started 5. MIMNUHUQUAaNWINAIT  0.722  <.001 0.677 0.768
early to allow time for GuliGiige vitalvigithedinm
contemplation. Tasasaufiznfuamuaainisly
magualuszezing
788 Pacific Rim Int J] Nurs Res ¢ October-December 2023



Table 2. Factor loadings of the final 20-

Apiradee Pimsen et al.

item NIPACP scale (Cont.)

95% Confidence

Factor Item Thai translations 1F03§ti?1; p-value Interval
Lower Upper
Subjective 1. My seniors/supervisors 1. ﬁawﬁwaﬁuaguqmiﬁﬁdm 0.974 <.001 0.953 0.995
norm support me to participate in ACP. 3331 UMTINUNUMIQUAEININ
2. My co-workers support me 2. Lﬁ'aui"mﬂuﬁﬁua‘lguﬂmiﬁﬁ 0.981 <.001 0.959 1.003
to participate in ACP. N lumINuRLMIgUasIvh
3. The hospital policy supports 3. vihenuatuayuaalviison  0.916 <.001 0.894 0.938
me to participate in ACP. N UMIINURUMIUaaWHIN
4. Tam expected to participate 4. augnanawislviidsnly  0.861 <.001 0.832 0.89
in ACP seriously. MIINUHUMNTYUBFNNIN
PCB 1. Tam confident in participating 1. susulalumsiigausu 0.839 <.001 0.798 0.88
in ACP. NuusumMIguaaNmnuehe
UaTAIIUAT
2. Lam familiar with the 2. MAMAIAUUlEIEMITNUNY  0.884 <.001 0.845 0.924
hospital’ policy regarding ACP. ms@uaa’awﬁm aalsanenuna
3. I 'am comfortable with 3. 5ummsaauwmﬂmﬁushm 0.75 .001 0.711 0.789
discussing end-of-life care Tuseazevasdin ﬁu@'ﬂ’;ﬂlﬁadw
issues with patients. Fzaanla
Knowledge 1. Ihave sufficient knowledge 1. 5uﬁmm§u,ﬁmwa~?iazém 0.975 <.001 0.952 0.998
to participate in ACP. ’JNLLNuﬂ'ﬁ@ILLaé’Nﬂﬁ"I
2. Ifeel knowledgeable about 2. sufianuianudhlafieniu 0.970 <.001 0.947 0.992
ACP. MITNUNUMIQUAT NN
3. Iunderstand the purpose of 3. ﬁ’mﬁﬂmﬁ'mﬁ’ﬁmqﬂs:mﬁ 0.852 <.001 0.819 0.881
ACP. UDIMTTNUNUNTUAT NN
4. I understand the process of 4. Auhlanseinumsmsneuny 0.922 .001 0.899 0.945
ACP. MIQUARNUIN

Note: SD = Standard deviation, SN = Subjective norm, PCB = Perceived behavioral control

Step 4: Validity and Reliability

The validity and reliability of the 20-item scale
were also evaluated (Table 3). Discriminant validity
was assessed using the Fornell-Larcker criterion, and
the results showed that the square root of the AVE for
each dimension was greater than its correlation with
other dimensions, indicating strong discriminant validity.
The AVE was also calculated to evaluate convergent
validity; all values were acceptable.

The composite reliability was > 0.70 for all
dimensions. It ranged from 0.87 to 0.96 (0.91 for
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intention, 0.89 for attitude, 0.96 for subjective norms,
0.87 for perceived behavioral control, and 0.96 for
knowledge ), demonstrating a strong internal consistency
across the five factors.

The internal consistency reliability was assessed
using Cronbach’s Q.. The calculated values were > 0.70
for all dimensions. They ranged from 0.80 to 0.92 (0.86
for intention, 0.80 for attitude, 0.92 for subjective
norms, 0.82 for perceived behavioral control, and 0.92
for perceived knowledge), suggesting strong internal
consistency across the five factors (Table 3).
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Table 3. Cronbach’s 0L, composite reliability (CR), square root of the average variance extracted (AVE)

(in bold), and correlations between the constructs (off-diagonal) of the final NIPACP scale.

Factors Cronbach’s 0. CR AVE A B C D E
Knowledge (A) 0.92 0.96 0.87 0.93
Attitude (B) 0.80 0.89 0.60 0.19 0.78
Subjective norm (C) 0.92 0.96 0.87 0.40 0.52 0.91
Perceived behavioral control (D) 0.82 0.87 0.68 0.79 0.33 0.59 0.83
Intention (E) 0.86 0.91 0.72 0.43 0.75 0.63 0.59 0.85

Note: CR = Composite reliability; AVE = square root of the average variance extracted

Discussion

This study is the first to culturally adapt and
examine the psychometric properties of the theory-
driven NIPACP, which assesses Thai nurses’ intention
to participate in ACP. The CFA results demonstrate
the cultural adaptation of the scale to the Thai context,
emphasizing the importance of conducting rigorous
psychometric testing to accurately measure concepts
of interest in a particular cultural setting.”* **?

In our study, the TPB’s key concepts, namely
attitude, subjective norm, and perceived behavioral
control, were explicitly reflected in the culturally adapted
scale. The “attitude’ evaluates nurses’ sentiments towards
ACP, the subjective norm reveals societal pressures
impacting their ACP involvement, and the perceived
behavioral control uncovers perceived facilitators or
obstacles to ACP.

Acknowledging the complexity of human
behavior, developers and practitioners of TPB assert
the necessity of extending it to optimize its practicality
and utility.*® In line with this, our assimilation of nurses’
ACP knowledge into the TPB framework to decipher
their intention to participate in ACP was appropriate
and recommended, further substantiating the instrument’s
cultural adaptation and validity.

Both construct and discriminant validity were
established to ensure distinct and non-overlapping
constructs. Moreover, correlations between constructs,
in line with TPB, affirmed the convergent validity of
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the scale. The superior model fit of the adapted version
indicates that it better captured TPB concepts in the
Thai healthcare context. Therefore, the cultural adaptation
process successfully produced a tool that provides valid,
reliable, and culturally appropriate measurements. >>>°

To refine the instrument, we navigated the
delicate balance between maintaining statistical rigor
and preserving the essence of the concepts. For instance,
we chose to omit the item “ACP destroys patients’ or
their family members’ sense of hope,” despite its
conceptual importance. It had a factor loading of less
than 0.6, indicating its relatively weaker contribution
to the dimension, necessitating its removal for the

. . .. 36-38
overall dimension precision.

This is an example
of the fine—tuning required to ensure the instrument’s
accuracy and relevance within the Thai context.

The reliability of the culturally adapted NIPACP
scale is robustly supported by composite reliability and
internal consistency reliability measures, which exceed
the threshold of 0.70. This suggests that the items within
each dimension were highly correlated, effectively
measuring the same dimension. High reliability affirms
the scale’s applicability and stability in similar contexts.

Notably, this scale does not measure actual
behavior but assesses one’s intention to participate in
ACP. The scale requires further testing to determine
whether the subscales predict actual behavior. The
results presented here were obtained only for the initial
steps in establishing the construct validity. Although
we suspect that the scale predicts participation in ACP
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consistent with Ajzen’s model, additional research using
an actual behavioral ACP scale is needed to establish
a relationship between intention and actual behavior.
Notwithstanding these results, future research
needs to delve deeper into the qualitative facets of ACP,
recognizing its inherent complexity and cultural nuances.
This scale will enable a more comprehensive understanding
of ACP across diverse cultural contexts and inform the
development of culturally appropriate interventions.

Strengths and Limitations

This study has several strengths, such as the
comprehensive measurement of all major concepts
of TPB. The robust theoretical foundation, rigorous
methodology (i.e., probability sampling, CFA, and
expert panel), and the focus on the significance of
knowledge within the Thai context all contribute
to a deeper understanding of nurses’ intentions to
participate in ACP.

Despite its strengths, this study had several
limitations. The potential recall or social desirability bias
inherent in self-reported data may have affected the
accuracy of the results. Moreover, although statistically
adequate, the sample size was relatively small, and its
representativeness may not encompass all Thai nurses,
constraining the generalizability of the findings. Finally,
this study primarily focused on CFA. However, in factor
analysis, exploratory factor analysis (EFA) typically
precedes CFA. The EFA helps identify the underlying
factor structure without imposing a preconceived
structure on the outcome.

On the other hand, CFA tests the hypothesis that
a relationship exists between observed variables and
their underlying latent constructs. Thus, future research
should include EFA in the initial stages of tool validation
before using CFA to promote its widespread use in the
country. This approach provided a more comprehensive
validation of the tool, ensuring its reliability and validity

across different contexts within Thailand.

Vol. 27 No. 4

Conclusion and Implications for Nursing
Practice and Policy Development

The culturally adapted NIPACP scale, featuring
20 items across five dimensions - ‘knowledge’ (4 items),
‘intention’ (4 items), ‘attitude’ (5 items), ‘subjective
norm’ (4 items), and ‘perceived behavioral control’
(3 items) - offers a detailed understanding of Thai
nurses’ intentions for ACP participation. This tool
equips healthcare professionals to craft interventions
addressing barriers to ACP, such as knowledge gaps
and attitudes, and inform the creation of training
programs. However, before its widespread use, future
research should include EFA in the initial stages of tool
validation before using CFA to confirm its reliability
and utility in diverse settings. Future research should
assess the applicability of this instrument across various
Thai regions, thus aiding the development of strategies
promoting ACP participation and patient-centered end-
of-life care. In conclusion, integrating these insights
into policies can foster an environment conducive to
ACP integration into Thai nursing practice, aligning
with end-of-life care needs.
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Appendix, Table 1: Factor loading of each item in the 36-item NIPACP scale

Factors Items Thai translations lFogtci';(:é Decision

Intention 1. Iintend to participate in 1. ﬁ'ué‘maﬁazi"smwtmums QLa 0.866 Retained
advance care planning with amnny @'ﬂmuazﬂsaua%”s
patients and their families. i
2. Itismy plan to carefully 2. RAUNUNUNIEALAULNBINUMS  0.864 Retained
mind the participate in ACP. 334N 3QUAT NN
3. Iplan to participate in 3. «’3‘1&’)14LLNuL‘ﬁH‘f;J%Jmi’JNLLNu 0.902 Retained
ACP in the next decision.  M3sguaavhluaissall
4. 1plan to participate in 4. AuIuwunaIzdITINNT  0.771 Retained
ACP whenever I can. TRURUMSQUas NNl ailama

Attitude 1. ACP related to my 1. m‘rmLmumsmtamwmumm 0.781 Retained
current clinical duties. LﬂEI’J?l ENﬂ“U‘U‘Vl‘U’]‘Vl“Viu’m%I BNAEY
2. ACP can help to prevent 2. mi’nmmumsmamwm 728l 0.726 Retained
disputes between health care  anamadaudslumsdnauladieniy
team and family members on ms‘snmsxmwwuqﬂm NIFUNIN
medical decisions. ez
3. ACP should be integrated 3. nmwuwummLtammmms 0.787 Retained
into routine care services for anmwuﬂl‘i’lumsmtawumuwmhﬂ
patients with chronic illnesses. Iiﬂ L3 a’swnﬂumﬂm U
4. ACP conversation can 4. Ml ﬂmsauwmmmnumi 0.464 Deleted
be initiated by any health 'J'NLLNuﬂ'liQLLEIEYNMH']H']N’IEOV]']IG]
professional. Tagyaansgumwannlanle
5. Better not to initiate ACP 5. ﬂ’]S‘INGlﬂElLﬂ‘c’J’Jﬂ‘lJﬂﬁ’J’NLLNuﬂLLa -0.075 Deleted
unless asked by patients or 82910 ﬂ’JﬁLiNLNE]NU’JEILLa aa
their family members. UAIADINABINS
6. ACP is helpful to 6. MIMUNUMsQUATNMhIElY  0.791 Retained
clarify patients’ goals and HAANNTAAULAEINUANINABINS
preferences for end-of-life LLa“’L‘iyJ'lMNWHﬂWi@JLLﬁiuﬁzﬁl%jﬂﬁ}'}ﬂ
care. e
7. ACP should be started 7. DI LLNN@LLGE'NV?U'W]’J‘JL‘SN 0.691 Retained
early to allow time for Iw,i'mam LWE]IMN‘!J’JEINL’JQ‘]IGISGI?EN
contemplation. Wenfuanudaimslunsqualy

Szazme

8. ACP should not be 8. IN ﬂ’;i’muwum‘muaa’mm 0.343 Deleted

started before the patients’ 1ineun N’lJ'J‘r’J‘\IuN IMINTON LN
condition worsens because ANUADINTVD Nﬂ'sﬂmmﬂaﬂuuﬂm
their preferences may change 1mmuamumsm

according to the context.
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Appendix, Table 1: Factor loading of each item in the 36-item NIPACP scale (Cont.)

Factor

Factors Items Thai translations loading Decision
9. Under no circumstances 9. 1ﬁﬂ33533ﬂﬂ%ﬂﬂqmm'ﬁ%ﬂ1ﬂﬁ 0.099 Deleted
should life-sustaining Hefaiogithe Lihnsdile 9
treatments be withheld or
withdrawn from patients.
10.ACP is not necessary 10. mmwuwumamwm Isﬂ,‘mim 0.48 Deleted
because the use of life- ﬁﬂL‘lJu Lummnnﬁmaﬂamqmiuwm
sustaining treatments is I,ﬂ?;l)ﬂ‘l_lm‘jiﬂ‘m LWE]WEN%‘W W00
a medical decision based mnﬂsﬂa%umammnmu Ktheagud
on patients’ best interests.
11.ACP destroys patients 11. mi’JNLLNumi@LLﬁéNMﬁH Wums  0.541 Deleted
or their family members’ MYANNWINYBY Q’ﬂaﬂuazmﬁﬁ
sense of hope.
12.1tis difficult to determine  12. M3Ussliungthelafdnsyy:  0.342 Deleted
if the patient has the mental mmsﬂmvmﬂaﬂmﬂmn‘um‘a‘iﬂm
capacity to make medical fidaamslandala Wudasenn
decisions.
13.Patients usually find 13. Nﬂmunﬂmwmiwmqmsmm 0.446 Deleted
end-of-life care discussion 11&5”81”71”!5!’1!90"21’391 Lﬂutsaqwlums
a taboo. ‘wmm
14.Patients usually find 14. Nﬂlﬂuﬂﬂﬂ’nmi‘w{ﬂﬂmﬂﬂ’mu 0.245 Deleted
end-of-life care discussion msmtaslusvwmﬂwmmﬂLﬂmsm
difficult, e.g., difficult to 80 (U ﬂ"li‘Vl'lﬂ'J']NL‘ll”Ist\]Lﬂil'JﬂUﬂ"l‘i
understand the treatments SNEIUAZMIANAMS mmm ) G]‘llu
or predict the future. Tuswan
15.Patients’ family members 15. mmwmﬂuﬂﬂﬂmmswmﬂmnmﬂu 0.458 Deleted
usually find end-of-life care n"usml,aiusvﬂ”mwmmmLﬂmim
discussion a taboo. ‘YI13J ﬂ’Ji‘W(ﬂm
16.Patients’ family members 16. EUWINU’JEINﬂﬂG]’Dﬂ’]‘iW@ﬂEILﬂEI’JﬂU 0.342 Deleted
usually find end-of-life care ﬂ?iﬂLLﬂelui‘”El”‘Vnﬂ‘UﬂQ‘H’JﬂL‘ﬂuLi'rNEﬂﬂ
discussion difficult, e.g., (U ﬂﬂ‘é“mﬂ?l'mL?l?lﬂLﬂEl'JﬂUﬂ"li‘iﬂH’]
difficult to understand the u,a:msmﬂmsmmmzmmﬂuamﬂm
treatments or predict the
future.
17.1t is hard for patients and/ 17. msmiawamnmmuﬂumm 0.201 Deleted
or their family members to mmﬂumsmas“ﬂ aﬂmﬂwawm
reach consensus on end-of-life 5% mwwmmta Nk Wudasenn
care.
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Appendix, Table 1: Factor loading of each item in the 36-item NIPACP scale (Cont.)

Factors Items Thai translations lFoz(citiﬁ; Decision
18.Documentation of ACP  18. usumsguaayavith udszlemi  0.566 Deleted
discussion is useful for care  §MFUMIIOMIQUaLIE
management.
19.ACP can help to alleviate 19. MIINUNUQUAT NI 2I8aa  0.349 Deleted
burden on family decision  @ugIAEILINluMsAnFUlanB
makers. tg’lalﬁl

Subjective 1. My seniors/supervisors 1. ﬁ’mﬁmﬂfuauuﬂmiﬁﬁdmhu‘lu 0.975 Retained
norm support me to participate in ACP.  N133NUKWUNIIEG UaaNuIn
2. My co-workers support 2. L‘W U mmauuauuﬂmslm Y 0.98 Retained
me to participate in ACP. ziausaﬂumnmmummLLamwm
3. The hospital policy supports 3. wmmmaﬁ'umguqm‘lﬁ'ﬁdmﬁn 0.918 Retained
me to participate in ACP. sl,umsawLmumiguazhwﬁw
4. Tam expected to participate 4. 5ugﬂﬂ’]ﬂ1/if.fﬂﬁ’ﬁ dusnlums 0.856 Retained
in ACP seriously. TNUNUNITYLUS anIN
Perceived 1. Iam confident in 1. 5uﬁu°h“lumsﬁd’ms”;mnqLmu 0.831 Retained
behavioral ~participating in ACP. maguaanmihiugtheuazasauaii
control 2. Tam familiar with the hospital’ 2. SuAMAEAUNLEWIENMTINUKY  0.879 Retained
policy regarding ACP. ms@uaa'awu"w 291599
3. Iam comfortable with 3. AUFINToFUMNUTEHUGN i 0.737 Retained
discussing end-of-life care Tuszazvnevesdio nu Q’ﬂ)ﬂlﬁath
issues with patients. tanla
4. Tam hesitant to follow the 4. auianluuuiﬂunﬁiﬂgummwu 0.115 Deleted

preferences stated in the ACP MIANNABINITYDY N‘U’JEJ‘VI‘S Ul’ﬂu
form for fear of legal liability, Lmumsmamwm L‘L!?J\ﬁl']ﬂﬂ\ﬂﬂ?’l
especially if the patients have % e [EANENAL:! Toganze EI‘N‘ENWI n
not signed an advance directive. Htheladarenasuasasnnly

5. Ido not have time to 5. auluunmm LNINITINUHY 0.199 Deleted
conduct ACP. M3guaaNmhnuee

Knowledge 1. Ihave sufficient knowledge 1. Aud Ay ‘JyLﬁ HINaNATIIY 0.976 Retained
to participate in ACP. ’mumumsmtamwm
2. Ifeel knowledgeable 2. auumm‘; mmwﬂmﬂ g U 0.969 Retained
about ACP. m‘mmmumimamwm
3. Iunderstand the purpose 3. aumﬂmﬂmnmmnﬂsvmﬂw QN 0.852 Retained
of ACP. n"l‘nmmumi@uamwm
4.1 understand the process 4. AU 1ANTZVIUNMINMIINUHY  0.921 Retained
of ACP. MIYUATNNIN

Note: ACP: Advance care planning
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mMsnadauARaNTALUULSHRANNATIDUBINENAABN TN
AUARIIKIN RiuUNE Ing

9A]) Wauiay Chung-Ying Lin 35wsses 31591501 Bih-Ching Shu*

un@dnda: wenutaiiunumddtyesnaddlunsnausiguas T ugiheuazaTaUAT) uinnsdl
dusmzaameuainglunisuauguaasindina ndUsnaias Gariunsvineandnla
mmézlaiat“?iazﬁa'ausfaﬂun'mwLqu@LLaa'wwﬁ'ttlmwfJ'1Uﬂainﬂﬁ@ﬁmméwﬁcyafm?iamn 6o
nsfannlUsunsusaEENnsisusmemetualun s Nausuguasieni seglsinmluilagiv
hifiwuuussiuiiendeaiuguuesramenualneiifidonissamasiguameiihatunwilne
msﬁnmﬁﬁmﬁamwuﬂs 91U Health Professionals’ Experience and Attitudes Questionnaire on Advance
Care Planning tiau3uiifoyndnariausssy mmaﬂum@mﬂimmmwaﬂsumammmcmuﬁﬁu uae
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