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Research Paper
Development and Psychometric Properties of the 
Patient Advocacy Scale in the Intensive Care Units

Background and Objectives: Patient advocacy is a critical role of nurses, yet few instruments 
exist to measure this essential function. This study aimed to develop and evaluate the psychometric 
properties of the patient advocacy scale (PAS) in the intensive care units.

Methods: The study employed a two-phase sequential exploratory mixed-methods 
methodology, conducted between April and September 2023 at Shahid Beheshti and Khairin 
Salamat Hospitals in Qom, Iran. The first stage involved item generation using the Schwartz-
Barcott and Kim hybrid model, which includes theoretical, fieldwork, and final analytical phases. 
In the theoretical phase, the results of a previously published systematic review were used. In 
the fieldwork phase, a conventional qualitative content study was conducted to explore nurses’ 
experiences with patient advocacy, involving 21 interviews. In the second step, the psychometric 
properties of the final scale, including face validity, content validity, construct validity, reliability 
and responsiveness were assessed. The responsiveness, interpretability, and feasibility of the 
scale were also determined to evaluate its utility in clinical and research settings. Data were 
analyzed using SPSS software, version 21 for quantitative analyses and MAXQDA software, 
version 10 for qualitative data analysis. 

Results: In the first step, an item pool with 51 items was created. In the second step, the final 
version of the scale was developed and its psychometric properties were evaluated. The results 
indicated that the PAS had satisfactory face validity, content validity, and reliability. Exploratory 
factor analysis (EFA) revealed that the PAS, with 27 items in four subscales (safeguarding, 
valuing, informing, and mediating), explained 49% of the total variance. The internal consistency 
of the PAS was confirmed with a cronbach’s α value of 0.862.

Conclusion: These findings suggest that the PAS is a valid and reliable tool for assessing nurses’ 
performance in patient advocacy. It is recommended that this instrument be further utilized and 
evaluated in various clinical settings and future research studies.
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Introduction

atients with severe or chronic diseases of-
ten face challenges in advocating for their 
rights and needs, making them vulnerable 
to inadequate care [1]. Vulnerable patients 
are considered to be unable to fully ex-

press and defend their rights and needs. Therefore, they 
need someone to advocate for them [2]. Bazmi et al. 
and Rowaghi et al. found that most hospitalized patients 
have little knowledge about their rights. Effective patient 
advocacy improves the quality of care, reduces treatment 
costs, assists patients in covering treatment expenses, 
and strengthens the nursing profession [3, 4]. Therefore, 
the failure to fulfill this role can diminish the power of 
nursing and lead to nurses leaving the profession. 

Nurses have the most direct contact with patients 
among other members of the treatment team [5]. They 
constitute the largest group in the patient care team [6] 
and play an important role in promoting the quality of 
healthcare [7]. Numerous care opportunities provide 
nurses with conditions conducive to patient advocacy, 
which enhances the public image of nursing and fosters 
trust between patients and nurses. Consequently, they 
can act more effectively in patient advocacy [8]. 

The quality of nursing care is a key component of 
healthcare management, and accurate measurement of 
this quality is essential for improving health services [9, 
10]. Evaluating health service quality requires accurate, 
valid, and reliable instruments [11]. Patient advocacy is 
a central role of nurses, but assessing their performance 
in this area requires precise and reliable scales [12-14]. 

Previous studies have developed scales to assess vari-
ous aspects of patient advocacy, such as protecting pa-
tient autonomy, acting on behalf of patients, promoting 
social justice [15], nursing advocacy beliefs and actions 
from a protective perspective [16], and social support 
for self-care in patients with certain diseases [17, 18]. 
While these scales have provided valuable insight into 
patient advocacy, they have certain limitations, such as 
being focused on certain diseases or concentrating on a 
particular aspect of advocacy. Therefore, a more com-
prehensive and adaptable scale is needed to evaluate 
the overall performance of nurses in patient advocacy. 
Therefore, a more comprehensive and adaptable scale is 
needed to evaluate the overall performance of nurses in 
patient advocacy. 

Previous scales developed by Bu and Wu [15] and 
Hanks [16] were based on a definition of patient advo-
cacy established prior to 2010 and may not fully cap-
ture the evolving concept of patient advocacy. Similarly, 
Naderimagham et al. [17] and Garvey et al. [18] focus 
on specific aspects of patient care and support, making 
them unsuitable for comprehensively assessing patient 
advocacy. Therefore, there is a need for a new scale that 
can measure patient advocacy more comprehensively. 
This study aimed to develop the patient advocacy scale 
(PAS) and evaluate its psychometric properties, includ-
ing content validity, construct validity, and reliability, 
among nurses in intensive care units. 

Methods

Design and setting

This study used an exploratory sequential mixed-meth-
ods design conducted between April and September 
2023. The study consisted of two phases: (1) a quali-
tative approach to generating items and designing the 
scale, and (2) a cross-sectional study to assess the psy-
chometric properties of the scale. 

Phase 1: Item generation and instrument design

In the first phase of the study, we employed Schwartz-
Barcott and Kim’s Hybrid Model, which includes theo-
retical, fieldwork, and final analytical phases [19]. 

Theoretical phase

In the theoretical phase, we conducted a comprehen-
sive review of the literature on patient advocacy, includ-
ing a concept analysis by Abbasinia et al. [8]. Based on 
this review, we identified key dimensions of patient ad-
vocacy, including safeguarding, apprising, valuing, me-
diating, and championing for social justice. In the field-
work phase, we used guided content analysis to develop 
a pool of potential items for the instrument, based on the 
identified dimensions and sub-dimensions of patient ad-
vocacy.

Fieldwork phase 

In the fieldwork phase, a conventional qualitative con-
tent study was conducted to explore nurses’ experiences 
with patient advocacy. Participants were selected using 
purposeful sampling to maximize variation in age, gen-
der, education, work experience, workplace, and organi-
zational position [20]. The inclusion criteria were having 
a bachelor’s degree or higher in nursing, at least three 
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years of work experience as a nurse, the ability to speak 
Persian, the ability to communicate personal narratives 
in a one-on-one interview setting, and consent to partici-
pate in the study. In-depth, face-to-face, semi-structured 
interviews were conducted with 21 nurses from Shahid 
Beheshti and Khairin Salamat Hospitals in Qom, Iran, 
until data saturation was reached. The interviews were 
conducted after the nurses’ work shifts, in the staff break 
room. The collected data were analyzed through quali-
tative content analysis and inductive analysis methods, 
utilizing MAXQDA software, version 10. The inter-
views were conducted individually, recorded, and tran-
scribed verbatim by the first author. The transcripts were 
analyzed using a content analysis approach, with initial 
codes grouped into subcategories and categories based 
on similarities and differences [21]. The study found 
several key dimensions of patient advocacy, including 
safeguarding patients’ rights, promoting patients’ auton-
omy, and advocating for social justice, which were used 
to develop items for the PAS.

Final analytical phase

The final analytical phase of the study involved com-
paring, working, and writing up the findings from the 
theoretical and fieldwork phases. A synthesis was con-
ducted to determine the characteristics of patient advoca-
cy in the intensive care units, with a focus on identifying 
similarities and differences between the theoretical and 
fieldwork findings. The researcher addressed questions 
related to the differences and inconsistencies between 
the literature and the field, as well as identifying unique 
characteristics of patient advocacy in the field. The 
categories and classes identified in the theoretical and 
fieldwork phases were combined or reported separately 
based on their similarities and differences. The synthesis 
of findings led to a change in the concept and the devel-
opment of a comprehensive definition of patient advo-
cacy in the intensive care units.

Instrument design 

Based on the attributes of patient advocacy identified 
in the Hybrid Model, a pool of 63 items was generated. 
A total of 37 items were extracted from the literature 
review, and 26 items were derived from the qualita-
tive phase. The research team reviewed and refined the 
items, removing overlapping or similar items, resulting 
in a preliminary version of the instrument with 51 items 
into 5 subscales.

Phase 2: Psychometric evaluation of the instru-
ment

To determine the psychometric properties of the scale, 
face validity, content validity, construct validity, reliabil-
ity and responsiveness are examined.

Face validity

Both quantitative and qualitative methods were used 
to evaluate the face validity of the scale. The quantita-
tive method involved administering the instrument to 
10 nurses, who rated each item on a 5-point Likert-type 
scale of necessity and importance. The IIS was calcu-
lated for each item, with a score of 1.5 or higher consid-
ered appropriate [22]. The qualitative face validity was 
assessed through face-to-face interviews with nurses se-
lected through purposive sampling based on their educa-
tion, work experience, and workplace. The nurses were 
asked to evaluate the difficulty, relevance, and ambiguity 
of each item. This step helped to refine the wording, im-
prove the comprehensibility, and enhance the overall ap-
propriateness of the scale items for the target population.  

Content validity

The content validity of the PAS was evaluated by a team 
of ten clinical and educational nursing specialists using both 
quantitative and qualitative methods. The quantitative content 
validity was assessed using the content validity ratio (CVR), 
item content validity index (I-CVI), and scale-level content 
validity index/averaging calculation method (S-CVI/Ave) 
[22]. The experts rated each item based on its essentiality, 
usefulness, and necessity, with a CVR score of 0.62 or higher 
considered acceptable according to Lawshe’s table. The I-CVI 
was calculated using a 4-point Likert scale, with scores of 0.78 
or higher considered acceptable, and the S-CVI/Ave was cal-
culated using the average CVI, with scores of 0.90 or higher 
considered acceptable [23]. The qualitative content validity 
was assessed through expert evaluation of item clarity, sim-
plicity, ambiguity, placement, appropriateness, and scoring. 
Appropriate corrections were made based on expert feedback.

Item analysis

Item analysis was conducted by administering the PAS 
to 30 nurses randomly selected using a random numbers 
table from Shahid Beheshti and Khairin Salamat Hos-
pitals in Qom, Iran. Internal consistency was assessed 
using cronbach’s α coefficient and item-total correlation 
for each item. A cronbach’s α coefficient of 0.7 or higher 
and an item-total correlation of 0.3 or higher were con-
sidered desirable [23].
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Construct validity 

Construct validity of the PAS was assessed using ex-
ploratory factor analysis (EFA) with a sample size of 
214 nurses from Shahid Beheshti and Khairin Salamat 
Hospitals in Qom, Iran, who met the inclusion criteria of 
having at least three years of work experience and will-
ingness to participate [24]. The KMO and Bartlett’s test 
of sampling adequacy were used to assess the suitability 
of the data for factor analysis. Maximum likelihood and 
Varimax rotation methods were used to extract factors, 
and criteria, such as Kaiser’s criterion, scree plot, and 
cumulative variance were examined. A cutoff value of 
0.3 for item factor loading was used [23]. Finally, the 
extracted factors were named.

Reliability

The reliability of the PAS was assessed using internal 
and external measures. Internal consistency was evalu-
ated using the cronbach α test with a sample of 50 nurs-
es, with values of 0.60 or higher considered satisfactory. 
External reliability was assessed using the intraclass cor-
relation coefficient (ICC) and standard error of measure-
ment (SEM) with the same sample of 50 nurses. In both 
the internal and external phases, nurses were randomly 
selected using a random numbers table from Shahid 
Beheshti and Khairin Salamat Hospitals in Qom, Iran. 
Correlation coefficient values of 0.8 or higher were con-
sidered indicative of good reliability [24].

SEM, minimal detectable change (MDC), mini-
mal important change, and interpretability 

Responsiveness or sensitivity to change was evaluated 
using the SEM and MDC statistics. SEM was calculated 
based on data from the reliability phase using the Equa-
tion 1: 

1. SEM=SD×(√[1-ICC]) 

where SD is the standard deviation of the sum of test 
and retest values. MDC was calculated using the Equa-
tion 2:

2. MDC=SEM×√2×1.96

with a percentage MDC lower than 30% considered 
acceptable and values lower than 10% considered ex-
cellent [25]. The minimal important change (MIC) was 
calculated using the Equation 3:

3. MIC=0.5×SD 

of the Δ Score, where SD is the standard deviation of 
changes between test and retest, and an effect size of 0.5 
was used. Interpretability was assessed by evaluating 
ceiling and floor effects in the construct validity phase, 
with effects occurring when 15% or more of participants 
achieve the lowest or highest possible score [26].

Feasibility

Feasibility of the PAS was assessed by calculating re-
sponse time and the number of missing values [27]. A 
missing rate of 15% to 20% is expected in educational 
and psychological studies [28].

Data analysis

Data were analyzed using SPSS software, version 21 
for quantitative analyses and MAXQDA software, ver-
sion 10 for qualitative data analysis.

Results

Item generation

An item pool containing 51 initial items was created 
by the research team during the first discussion session, 
based on the findings from the concept explanation 
stage. In the second discussion session, overlapping or 
similar items were merged or removed, resulting in a fi-
nal instrument with 44 items for the psychometric phase.

Validity

Face validity

In the qualitative phase of face validity, the writing 
style of four ambiguous items was revised according to 
feedback from participants. In the quantitative phase of 
face validity, the item impact score (IIS) of all items was 
above 1.5; therefore, no item was deleted.

Content validity 

In the qualitative phase of content validity, three un-
clear items were revised based on expert feedback, and 
seven items were merged with others due to overlapping, 
resulting in a reduction to 34 items. In the quantitative 
phase of content validity, with the decision of the re-
search team, three items with a CVI score of less than 
0.78 and two items with a CVR score of less than 0.62 
were excluded. The S-CVI was calculated as 0.93. At the 
end of this phase, a scale with 29 items was prepared for 
the item analysis phase.
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Item analysis

The internal consistency of this PAS was confirmed 
with a cronbach’s α value of 0.862. The total item corre-
lation of all items was above 0.3. This indicates that each 
item correlated well with the total score.

Construct validity

The PAS with 29 items entered the construct validity 
phase. The detailed profiles of participants in the EFA 
phase are presented in Table 1. According to the results 
of the KMO and Bartlett tests, the data from 214 samples 
were suitable for factor analysis (Table 2). Using the 0.3 
cut-off level, two items failed to load onto any factor and 
were removed. The scree plot is shown in Figure 1. 

According to the plot in Figure 1 and the decision of 
the research team, a four-factor model with eigenvalues 
greater than 1 and factor loadings of 0.3 or higher was 
confirmed. The factors were named “protecting,” “valu-
ing,” “informing,” and “mediating,” and they accounted 
for 49% of the total variance of the scale variables (Table 
3).

Reliability

The PAS had a cronbach’s α coefficient of 0.862 and 
an ICC of 0.946 (95% CI, 0.865%, 0.979%), indicating 
good internal and external reliability. The SEM of the 
total scale was also desirable. The minimal important 
change percentage (MAC%) for each factor was less 
than 30%. Ceiling and floor effects were less than 15% 
for the total scale and its factors, which is an acceptable 
level of interpretability..

Feasibility

The average response time for the designed scale was 
20 minutes, with a response rate of 99.6% for the entire 
scale.

Scoring

The PAS was a self-report measure consisting of 27 
items across four subscales: Safeguarding (8 items), 
valuing (10 items), informing (5 items) and mediating (4 
items). Participants rated each item on a five-point Lik-
ert scale ranging from 0 (never) to 4 (often). To aid un-
derstanding and facilitate score comparisons, all scores 
were converted to a scale of 0-100 using a linear con-

Table 1. Characteristics of the study participants

Characteristics No. (%)

Gender
Male 99(46)

Female 115(54)

Educational level
Bachelor’s degree 172(80)

Master’s degree 42(20)

Job position
Nurse 203(95)

Head nurse 11(5)

Workplace

Internal medicine ward 72(34)

Surgical medicine ward 62(29)

Intensive care unit 42(19)

Emergency department 38(18)

Work experience( y)

<10 87(41)

10-20 91(43)

>20 36(16)
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version scoring method for each factor. Specifically, the 
factor score was calculated as follows: 

Discussion 

As moral representatives of patients, nurses have a re-
sponsibility to be prepared and able to advocate for them 
[2]. Patient advocacy is essential for ensuring compre-
hensive patient care, quality assurance, and promoting 
patients’ independent decision-making, as well as help-
ing them understand their rights [29]. Despite its impor-
tance, few scales exist to measure this critical function 
[30]. This study was conducted to design a valid and 
reliable scale to measure the performance of nurses in 
patient advocacy. The resulting PAS consisted of 27 

items distributed across four subscales: Safeguarding (8 
items), valuing (10 items), informing (5 items), and me-
diating (4 items). These subscales are consistent with the 
nursing ethical codes provided by the ICN, emphasizing 
the importance of respecting patients’ rights, providing 
health information, addressing health-related needs, and 
ensuring social justice in access to healthcare resources 
[8]. 

Compared to similar instruments, such as the scale de-
veloped by Bu and Wu [15], which included 43 items 
across three dimensions (cognitive, affective, and behav-
ioral), and the Protective Nursing Advocacy Scale devel-
oped by Hanks [16] with 43 items focusing mainly on 
protective aspects, the PAS has fewer items and a more 

Table 2. KMO sampling adequacy index and bartlett test results

Variables KMO and Bartlett’s test

Kaiser–Meyer–Olkin measure of sampling adequacy 0.873

Bartlett’s test of sphericity

Approximate Chi-square 3556.013

df 703

P <0.001

Figure 1. Scree plot
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Table 3. Labeling each factor based on the relevant items by factor loading

Items
Factor Loading

1 2 3 4

1. In case of any medical error, I immediately take measures to reduce its consequences. 0.301

2. In case of any medical error, I will report it to the healthcare managers. 0.613

3. If I see any errors from the healthcare providers, I will inform them immediately. 0.681

4. I supervise the performance of less experienced colleagues. 0.660

5. I encourage my colleagues to report any medical errors to the healthcare managers. 0.790

6. I help the hospital’s quality improvement committee in identifying the factors related to the 
medical errors. 0.186

7. I pay attention to the principles of patient safety while providing care. 0.370

8. If I see a patient doing something that endangers his health, I warn him. 0.453

9. Before using medical equipment, I make sure that they are healthy. 0.434

10. If I see discriminatory behavior towards patients by my colleagues, I will warn them. 0.400

11. I respect justice in providing care to patients with different social and economic conditions. 0.476

12. I distribute treatment resources fairly among patients. 0.674

13. I keep patient information confidential. 0.483

14. I respect the physical privacy of patients. 0.452

15. I respect patients autonomy 0.579

16. If the patient’s decision is contrary to the physician’s opinion and this decision is not harm-
ful to his/her health, I support the patient’s decision. 0.782

17. If the patient’s decision is contrary to the opinion of the patient’s family and this decision is 
not harmful to his/her health, I support the patient’s decision. 0.796

18. I help the patients to have control over their treatment process. 0.567

19. I respect for patients’  values, culture, beliefs, and preferences 0.681

20. In order to make an informed decision, I provide the necessary information to the patient. 0.621

21. I inform patients and their families about legal issues related to their health. 0.587

22. I inform patients about hospital rules. 0.145

23. I answer patients’ questions. 0.394

24. I inform patients about community health care centers. 0.664

25. I inform patients with financial poverty about hospital’s Social work. 0.653

26. I communicate the patients’ needs to the healthcare providers. 0.662

27. I encourage patients to express their values, beliefs, and preferences to healthcare provid-
ers. 0.706

28. I convey patients’ concerns to the healthcare providers. 0.689

29. If the patient did not understand what the healthcare providers said, I helped them under-
stand. 0.646
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comprehensive conceptual structure. While Bu and Wu’s  
[15] instrument emphasized nurses’ attitudes and Hanks’ 
tool focused on protective advocacy, the PAS cov-
ers broader domains, including valuing and informing, 
which are essential for holistic patient advocacy. Fur-
thermore, in contrast to Garvey et al.’s scale [18], which 
targeted supportive care needs of cancer patients without 
specifically addressing advocacy behaviors, the PAS di-
rectly measures nurses’ actions related to advocacy.

Regarding psychometric properties, previous tools of-
ten reported limited content validity or focused mainly 
on internal consistency. For instance, Hanks reported a 
cronbach’s α of 0.94 but provided limited evidence of 
content validity [15, 16]. In contrast, the PAS demon-
strated strong content validity through expert evalua-
tions (CVI and CVR), face validity confirmed by nurses, 
and robust reliability (cronbach’s α=0.92). Moreover, 
EFA in this study supported a clear four-factor structure, 
explaining 49% of the total variance, which is compa-
rable to or higher than similar scales.

Protecting is an important subscale of patient advo-
cacy, as hospitalized patients are at risk of various haz-
ards, including medical errors, misconduct, negligence, 
or inappropriate treatments by healthcare providers [31]. 
The results of this study emphasize to nurses that they 
should protect their patients from medical errors and 
other healthcare professionals’ misconduct. Valuing is 
another critical subscale of patient advocacy. This in-
volves adherence to fairness and non-discrimination in 
the provision of care, as well as respect for patient pri-
vacy and their beliefs, culture, values, and preferences. 
Baldwin [32], Negarandeh et al. [33], and Mortell et al. 
[34] highlighted the importance of valuing in patient ad-
vocacy, with Baldwin identifying it as the cornerstone of 
her philosophy of patient advocacy and Negarandeh et 
al. emphasizing respect for the individuality and dignity 
of the patient. However, in cases where patients’ deci-
sions may harm their health, their preferences should be 
overridden [33, 35].

Informing and interceding are also important subscales 
of patient advocacy. Nurses should not only answer pa-
tients’ questions but also inform them about the treatment 
process and legal issues related to their care. Informing is 
considered an essential component of patient advocacy 
by Sundqvist et al. [36] and Davoodvand et al. [5]. In ad-
dition, vulnerable patients may require someone to speak 
and intercede on their behalf [36, 37]. Therefore, nurses 
should act as mediators between patients and healthcare 
providers, advocating for their patients’ needs and con-
cerns [36, 38]. 

This study has several limitations. First, the sample 
was restricted to nurses working in intensive care units 
of selected hospitals, which may limit the generalizabil-
ity of the findings to other clinical settings or healthcare 
professionals. Second, the research was conducted in a 
single city (Qom, Iran), potentially affecting the applica-
bility of the scale across different cultural and healthcare 
contexts. Third, since the PAS is a self-report instrument, 
responses may be subject to social desirability and re-
sponse biases, which could influence the accuracy of the 
results. 

Conclusion

The PAS is designed to evaluate nurses’ performance 
in patient advocacy and has demonstrated good validity 
and reliability. In this scale, the key components of pa-
tient advocacy included safeguarding, valuing, inform-
ing, and mediating. It is recommended that the validity 
and reliability of this scale be evaluated in future studies.
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