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Abstract

Background: One challenge for healthcare professionals when delivering palliative care can be their lack of confi-
dence. The Self-efficacy in Palliative Care Scale (SEPC) is considered a valid and reliable assessment scale to evaluate
confidence when delivering palliative care. Currently, there is not a reliable instrument aimed to measure healthcare
professionals’' confidence in palliative care in Swedish. Therefore, this study aimed to translate, culturally adapt, and
validate the SEPC-scale for use in a Swedish healthcare context.

Methods: This study applied the World Health Organization’s (WHO) guidelines for translating and adapting instru-
ments, using forward and back-translation, an expert panel, and cognitive interviews. Swedish experts in palliative
care (n=16) assessed the Swedish version of the SEPC-scale based on its relevance, understandability, clarity, and
sensitivity on a Likert scale. Methods involved calculation of content validity index (CVI) with modified kappa statistics
and cognitive interviewing with healthcare professionals (n=10) according to the “think-aloud” method.

Results: Calculation of I-CVI (Item-CVI) showed that the Swedish SEPC-scale was considered relevant but needed
some modifications to improve its understandability and clarity. The experts recognized an absence of precision in
some items that affected clarity and understanding. Likewise, the healthcare professionals highlighted some chal-
lenges with understandability and clarity. They indicated that the scale was relevant, but a few items needed adjust-
ment to fit a broader range of healthcare professionals. [tems that referred to death and dying could be sensitive but
were considered relevant.

Conclusions: The SEPC-scale is considered valid for use in Swedish healthcare practice, for a broad range of health-
care professionals, and for diagnoses other than cancer. This study shows that cultural adaptation is necessary for
establishing relevance and enabling acceptance to various healthcare professionals and contexts in the target
country.
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Background

Globally, there is an increasing need for palliative care
[1], particularly owing to the situations created by
the COVID-19 pandemic [2, 3]. The coronavirus has
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affected the older and most fragile population the most
due to physical comorbidities and greater mortality [4],
and has accentuated the importance of a health care
system that can deliver palliative care [2, 3]. Despite
this knowledge, healthcare settings have struggled to
achieve this goal [5, 6]. The World Health Organization
(WHO) stipulates that “ Palliative care is an approach
that improves the quality of life of patients (adults and
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children) and their families who are facing problems
associated with life-threatening illness. It prevents and
relieves suffering through the early identification, cor-
rect assessment and treatment of pain and other prob-
lems, whether physical, psychosocial or spiritual” [1].
Palliative care has a holistic view [7]. Thus, in order
to provide high-quality care, healthcare professionals
ought to have the ability and core competency to meet
patients’ and families’ physical, social, psychological,
and spiritual needs. Healthcare professionals include
but are not limited to nurses, physicians, psycholo-
gists, physiotherapists, social workers, and occupa-
tional therapists [8]. Today, a particular challenge for
healthcare stems from equipping healthcare profes-
sionals with the skills and competencies necessary to
provide palliative care. Many healthcare professionals
find it arduous to deliver this type of care because they
have little experience or awareness about the palliative
approach [9]. This shapes the behavior of healthcare
professionals who are unprepared to care for patients
with palliative needs, creating unsatisfactory situations
for patients and their families [10].

The foundation for improving palliative care is the
opportunities that healthcare professionals have to
acquire training and education [5, 11]. In this context, the
theory of self-efficacy can constitute a useful instrument
in both practice development and healthcare research.
The theory of self-efficacy is a social cognitive theory
based on the work of Albert Bandura, who articulates
that human competence and capability links to action and
practice [12]. Bandura argues that people’s beliefs about
their capacity and capability (perceived self-efficacy) will
affect the actual outcome of performing a specific behav-
ior or skill. People with low self-efficacy will mostly avoid
tasks in particular areas as they consider them difficult
or believe they are unlikely to succeed, resulting in low
intrinsic motivation and anxiety/fear. Correspondingly,
people with strong self-efficacy are more motivated to
complete tasks; they are unafraid, interested, and will
adapt to find new or alternate ways to reach their goals.
Personal self-efficacy is not purely affected by personal
determiners; external behavior determiners, such as the
contextual surroundings in organizations and the social
environment, influence a person’s ability to perform [12].
Thus, self-efficacy is not a measure of someone’s capabil-
ity; it is a measure of what a person thinks they can per-
form in specific areas [12]. As a research tool, self-efficacy
could be useful to evaluate healthcare professionals’ con-
fidence and preparedness to deliver palliative care and
can be considered a helpful tool in planning and evaluat-
ing quality improvements in clinical settings and in edu-
cation and training [13]. In healthcare in general, as well
as in palliative care, studies have shown that a high level
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of perceived self-efficacy causes healthcare staff to feel
more comfortable and deliver better care [14—17].

The Self-efficacy in Palliative Care scale (SEPC) was
developed by Mason and Ellershaw [18] with the inten-
tion of assessing the outcome of a palliative care edu-
cation program at Liverpool University. In a pilot test,
medical undergraduates (n=139) completed the scale
before and after completion of a two-week education
program. The SEPC-scale, developed in line with Ban-
dura’s theory of self-efficacy, consists of three theoretical
subscales that assess perceived self-efficacy in commu-
nication, patient (symptom) management, and multidis-
ciplinary teamwork. Mason and Ellershaw’s initial study
results showed that the SEPC-scale is valid and a reli-
able assessment scale; with a Cronbach’s a value greater
than 0.92. Furthermore, three factors occurred during
the factor analysis that established the item distribution
in the subscales and declared over 68% of the variance
[18]. Other countries have also found the scale to be use-
ful. For example, both a Spanish version and a Brazilian
Portuguese version were translated and adapted for their
specific cultures, with results identifying that the instru-
ment is valid for use in these countries [19, 20]. A mul-
ticenter study, including 6 European countries (Belgium,
England, Finland, Italy, the Netherlands, and Poland)
used the SEPC communication subscale as a meas-
urement for nurses’ and assistant nurses’ self-efficacy
towards end-of-life communication. However, it remains
unclear whether this has achieved a complete valida-
tion of the instrument regarding a cultural adaptation to
the target country [21]. Currently, there are no reliable
and valid instruments available in Swedish which meas-
ure healthcare professionals’ (such as registered nurses,
assisted nurses and physicians) beliefs about their abil-
ity to provide palliative care. The SEPC-scale could be
used in specific educational programs and /interventions
and for continuous education. Having access to such an
instrument provides an opportunity to develop a base-
line estimation before training, examine effects during
and after an educational intervention, or for continuous
training, and evaluate quality improvements in clinical
settings. The SEPC-scale can be used as a comprehen-
sive instrument because it includes three fundamental
features of palliative care: communication, patient man-
agement, and multi-professional teamwork. However,
the instrument focuses on cancer diagnoses and medical
professionals’ self-efficacy [18]. The aim of this study is
to supply Swedish care settings with a broad instrument
aimed at all healthcare professionals who care for groups
suffering from a serious illness; therefore, the instrument
should be useable in multiple care settings. The data from
a comprehensive instrument can provide a deeper under-
standing of whether Swedish healthcare professionals
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are ready to practice palliative care, the area in which
they feel they need more training, and the areas in which
they are more comfortable. Therefore, the aim of this
study was to translate, culturally adapt, and validate the
Self-efficacy in Palliative Care scale (SEPC) for use in the
Swedish context.

Methods

Instrument

The SEPC-scale [18] consists of three subscales and a
total of 23-items, asking about perceived self-efficacy
in delivering palliative care. Every subscale has several
items, which represent several behaviors and skills in
the domain of palliative care: Communication (8 items),
Patient management (8 items), and Multidisciplinary
teamwork (7 items).

In the SEPC-scale, participants are asked to rate their
confidence in their ability (perceived self-efficacy) to suc-
cessfully perform each behavior or skill on a visual analog
scale (VAS). The scale ranges from very anxious to very
confident with a score range between 0-100. Higher
scores suggest a higher confidence for each item, and a
lower score shows a lower degree of confidence in per-
forming the task.

The research group received permission from Dr. Ste-
phen Mason, one of the original developers of the SEPC-
scale, to translate and culturally adapt the instrument to
the Swedish context.

The process of translation, adaptation, and validation

This study sought to engage in a thorough translation and
cultural adaptation, focusing on the instrument’s cross-
cultural and conceptual aspects. The methodological
approach followed World Health Organization’s (WHO)
guidelines for translating and adapting instruments. The
method is designed to enable the instrument to be usable
and reach the same accepted status in the target country
as it has in the country of origin [22].

For the SEPC-scale to be usable and accepted in the
Swedish context, it is essential to validate the translation.
This study used content validation and face-validation.
Used together, these methods examine essential aspects
of whether the items clearly address the proposed subject
matter and whether the range of aspects is adequately
included. Content validation explores the extent to which
the set of items covers different components of interests
in the instrument [23]. Face-validation examines the
appropriateness, sensibility, or relevance of the sets of
items in the instrument as they appear to the individu-
als completing the test. More formally, face-validation
examines the degree to which test participants assess
the content as relevant to the context in which the test
is to be administrated [24]. According to the WHO, the
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instrument should be evaluated based on whether it is
understandable, clear, or offensive [22]. The SEPC- scale
was evaluated based on its relevance, understandability,
clarity, and sensitivity to cover all vital translation and
validation aspects. Content-validation and face-valida-
tion were obtained through experts in palliative care
and cognitive interviews with healthcare professionals.
The study was performed in four steps: Step 1. Forward-
translation and back-translation, Step 2. Expert panel
review, Step 3. Cognitive interviewing, and Step 4. Final
version.

Step 1: forward-translation and back-translation

One independent translator whose mother tongue was
Swedish did the translation from English to Swedish
(forward-translation). Additionally, each member of the
research group (n=4) did their own independent trans-
lations. The research group compared all five translated,
independent versions of the SEPC-scale and searched
for the most appropriate translation. The research group
based their consensus on which terminology and lin-
guistic concepts were most familiar within the Swedish
language and culture without deviating from the origi-
nal scale. Two independent translators whose mother
tongue was English, who speak fluent Swedish, then
back-translated the Swedish version of the SEPC-scale.
The research group then compared the English native
speakers’ translations with both the original English ver-
sion and the Swedish version. The Swedish version was
modified when an essential concept or term was lost in
the forward-translation, and if any problematic words or
phrases occurred [22, 25].

Step 2: expert panel

Six Swedish experts in palliative care were selected as
an expert review group (4 men, 2 women). Among the
expert group were five Swedish researchers in pallia-
tive care; one nurse/professor, one nurse/PhD, two phy-
sicians/professors, as well as one nurse/ manager of a
competence center for palliative care in Sweden. All
participants received written information about the
aim of the study and their role as expert reviewers. All
six invited experts agreed to participate and returned
the questionnaires. The experts assessed all 23-items in
the Swedish SEPC-scale on relevance, understandability,
clarity, and sensitivity [22, 26]. They ranked each item on
a 5-point Likert scale; 1 represented low value and 5 rep-
resented high value. The experts also had the opportunity
to write comments about each item, make suggestions for
other formulations and terms, and offer general observa-
tions on the scale. Overall, the returned questionnaires
indicated that the experts did not experience difficulties
rating the questions. Most of the questions were rated
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full out by the total number of experts, except for the
internal non-responses in questions 3, 4, 8, and 20 in the
SEPC-scale (Table 1) where one or two experts left the
rating for these questions blank. Nevertheless, in some of
these cases, the experts did instead provide an answer in
the free text section. Also, with the measure of content
validity index, the non-response rate was adjusted.

Calculation of content validity index (CVI) and modified
kappa statistics

One method used to quantify content validity for multi-
ple instruments is to calculate the content validity index
(CVI) based on expert ratings of relevance [26]. In this
study, the method of CVI-calculation examined the con-
tent validity of the Swedish version of the SEPC-scale
by calculating CVI on item level (I-CVI). It is common
to calculate I-CVI to assess item relevance [26]. When
translating and culturally adapting an instrument, it
is equally significant to review the instrument for its
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understandability, clarity, and sensitivity [22]. Therefore,
in this study, I-CVI was measured through a calcula-
tion within the item level. This was conducted to calcu-
late how the experts valued different parts of an item, in
terms of its understandability, clarity, and sensitive
aspects, and not only its relevance. A limitation when
calculating I-CVI is that it does not answer whether the
item’s value depends on change agreement and, conse-
quently, the possibility that the item can get a high value
by chance. The kappa statistic, a consensus index of inter-
rater agreement that adjusts for chance agreement, has
been suggested to measure content validity and comple-
ment [-CVI [26]. The present study performed kappa sta-
tistics calculations based on the relevance of the items.
When calculating I-CVI, we divided the total number
of experts with the number of experts who ranked the
item as relevant. To make calculation possible, it was
necessary to categorize our Likert scale into two values.
Values 1-3 on the Likert-scale were dichotomized to a

Table 1 SEPC scale relevance: Item, numbers of experts and agreement

Items SEPC-scale (23) Numbers of experts Numbers giving arating  I-CVI Pc® Kappa® Evaluation
of 4-5

Communication
1 6 6 1 0.016 1.00 Excellent
2 6 6 1 0.016 1.00 Excellent
3 5 5 1 0.031 1.00 Excellent
4 4 4 1 0.063 1.00 Excellent
5 6 6 1 0.016 1.00 Excellent
6 6 6 1 0.016 1.00 Excellent
7 6 6 1 0.016 1.00 Excellent
8 5 5 1 0.031 1.00 Excellent

Patient management
9 6 6 1 0.016 1.00 Excellent
10 6 6 1 0.016 1.00 Excellent
I 6 6 1 0.016 1.00 Excellent
12 6 6 1 0016 1.00 Excellent
13 6 6 1 0.016 1.00 Excellent
14 6 6 1 0016 1.00 Excellent
15 6 6 1 0.016 1.00 Excellent
16 6 6 1 0.016 1.00 Excellent

Multidisciplinary teamworking
17 6 6 1 0.016 1.00 Excellent
18 6 6 1 0016 1.00 Excellent
19 6 6 1 0016 1.00 Excellent
20 5 3 0.60 0313 042 Fair
21 6 5 083 0.094 0.81 Excellent
22 6 5 0.83 0.094 0.81 Excellent
23 6 6 1 0.016 1.00 Excellent

I-CVI Item-level content validity index

2 Pc Probability of a chance occurrence. [N//AI(N-A)!1*.5 N, N=number of experts, A=number agreeing on good relevance

b Kappa designating agreement on relevance. (I-CVI-pc)/(1-pc). Kappa fair = .40-.59 Good = .60-.74, Excellent > .74
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value of 0 (0=expert ranked an item low), and the val-
ues 4-5 to a value of 1 (1 =expert ranked an item high).
The I-CVI expresses the proportion of agreement on the
relevancy of each item, which is between 0 and 1 [27, 28].
Furthermore, acceptable content validity is established
if an item receives an I-CVI value with a score of<0.78,
using the guidelines by Polit et al. [26]. Their guidelines
suggest that an I-CVI higher than 0.78 for three or more
experts may be considered confirmation of content valid-
ity. Modified kappa statistics (K) are an essential com-
plement to I-CVI and were calculated on item relevance
by establishing the I-CVI value and then calculating the
probability of chance agreement (PC). The PC-value for
each item is computed accordingly: PC=[N!/A! (N -A)!] *
5 N. N =number of experts in a panel and A =number of
panelists who agree that the item is relevant. The kappa
value was calculated by entering the item’s PC value and
the I-CVI value in the following formula: K= (I-CVI—
PC) / (1- PC). The cut-off score for kappa was defined as
a value of <0.74 =Excellent [26].

Experts’ reviews—a complement to CVI-calculation

The experts’ free answers constituted an essential part
of the qualitative review of an item. It created a holistic
understanding of the experts’ views about the scale and
supplemented I-CVI measurement. The answers were
summed and compared based on experts’ views of the
scales’ relevance, understandability, clarity, and sensitiv-
ity [22, 26).

Step 3: cognitive interviews

Face-validation considers whether the items appropri-
ately assess the construct in question [29]. The cognitive
interview is an essential step in testing the instrument
on the target population, with the aim of examining
the participant’s experience of the content. The method
is commonly used to raise awareness of difficulties or
problematic questions that need to be modified to avoid
response error [30].

Participation and inclusion criterion

In this study, cognitive interview participants were iden-
tified and recruited from hospitals (outpatient and inpa-
tient care) and municipal care. The inclusion criteria
were individuals over 18 years of age who had experience
of working as healthcare professionals. The participants
represented a wide range of healthcare professionals
(n=10); physicians s (#=3), nurses (n=>5) and assis-
tant nurses (#=2) and included those from both from
the north and south of Sweden. The group consisted of
three men and seven women, with diverse ages (median
54 years; range 33—57 years). They had a variety of expe-
riences working in palliative care and came from different
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wards (both hospitals and municipal care). Their time in
the profession varied from 11 to 33 years.

Performance of interviews, data collection, and data
analyses

The performance of ten face-to-face interviews enabled
a qualitative analysis of the SEPC-scale. The healthcare
professionals received information about the study and
its purpose upon their invitation to participate. At the
time of the interview, the participants gave their consent
and permission to audio record the interview. They also
allowed other researchers within the project to take part
in the recorded interview and the documentation. Each
interview took approximately an hour to complete. Due
to the COVID-19 pandemic’s social distancing require-
ments, seven interviews were conducted through digital
meetings via Zoom Video Communications (Zoom), a
web-based video conferencing tool [31]. On three occa-
sions, the interviews were conducted in physical meet-
ings at either the participants’ workplace or home.

The cognitive interview procedure employed the
“think aloud” method. This method allows the respond-
ents to spontaneously and freely describe (aloud) what
they think when they see or hear the question [30]. Dur-
ing the interviews, each item of the SEPC-scale was dis-
played for the respondents, and they were prompted to
describe them aloud. The respondents described what
they perceived when they saw an item, repeated the item
in their own words, and describe what information they
would include when answering the question. They also
responded to the questions, whether the statements in
the SEPC-scale contained words or phrases that they had
positive or negative responses to, and if the statements
were considered relevant, understandable, clear, or sensi-
tive [22, 26]. A summary question about the overall expe-
rience of the SEPC-scale completed each interview. Two
researchers (SA, LG) separately conducted the interviews
and performed individual written reports for each inter-
view. Data were summarized and compared based on
the respondents’ answers regarding the scales, relevance,
understandability, clarity, and sensitivity [22, 26]. All
interviews were then reviewed by the research group.

Results

Forward and back-translations

Defining anchors on the scale range was a linguistic and
adaptation challenge. The anchors “very anxious” to
“very confident” were problematic in the Swedish con-
text. In this context, the word “anxious” is not familiar in
everyday expressions, nor is it regarded as the opposite
of confident. To better fit the Swedish context, the word
anxious was changed for a word that was the opposite of
confident.
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Relevance

Expert panel

The expert panel’s findings showed consensus among
the experts that the SEPC-scale was considered relevant.
Table 1 shows that 20 of 23 items received an I-CVI value
of 1, indicating high content validity. Two other items
maintained an I-CVI value over 0.78 and reached a value
of acceptable content validation. One item received an
I-CVI value under 0.78 and did not reach the accepted
value. The excellent kappa values suggest that the experts’
agreement on relevance did not occur by chance. Table 1
also shows the overall response rate and response rate
per item (numbers of experts who endorsed a specific
item) due to relevance.

Cognitive interviews

Healthcare professionals considered that all items on
the scale to be relevant to palliative care. However, it is
important to note that not all questions were relevant
to all professions or wards. For example, the question
about pain medication descriptions is only relevant for
physicians. There were also different opinions about the
degree of relevance in the section on multidisciplinary
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teamworking. For example, the relevance of lymphoe-
dema service (item 21) depended on which profession
or ward the participants belonged.

Understandability, clarity, and sensitivity

Expert panel

I-CVI calculation within the item level established
that 15 of 23 items reached an approved I-CVI value.
Based on the I-CVI calculation, the scale items lack
clarity, as shown in Table 2. This was mirrored by the
experts, identifying an absence of precision in some
items that affected clarity and understanding. The
experts also highlighted concerns about the three items
that received a low I-CVI value. The expert panel also
marked the sentences provide psychological care (item
14), provide social care (item 15), working in a multi-
professional palliative care team (item 17), and com-
plementary therapies (item 20). The term adequate
referring (items 18-23) was consistently considered
problematic. The experts did not find the scale to be
sensitive.

Table 2 Calculation of I-CVI on understandability, clarity, and sensitivity

Items SEPC-scale Understandability Clarity Sensitivity
I-CVI Evaluation 1-CVI Evaluation I-CVI Evaluation

1 033 Needs revision 033 Needs revision 0.83 Approved
2 0.33 Needs revision 0.33 Needs revision 0.83 Approved
3 0.83 Approved 0.67 Needs revision 1 Approved
4 1 Approved 1 Approved 1 Approved
5 1 Approved 1 Approved 1 Approved
6 1 Approved 1 Approved 1 Approved
7 1 Approved 1 Approved 1 Approved
8 1 Approved 1 Approved 1 Approved
9 1 Approved 1 Approved 1 Approved
10 1 Approved 0.83 Approved 1 Approved
11 1 Approved 0.83 Approved 1 Approved
12 1 Approved 0.83 Approved 1 Approved
13 1 Approved 1 Approved 1 Approved
14 0.83 Approved 0.67 Needs revision 1 Approved
15 0.83 Approved 0.50 Needs revision 1 Approved
16 0.83 Approved 1 Approved 1 Approved
17 1 Approved 1 Approved 1 Approved
18 0.83 Approved 0.83 Approved 1 Approved
19 0.83 Approved 0.83 Approved 1 Approved
20 0.60 Needs revision 040 Needs revision 0.60 Needs revision
21 1 Approved 1 Approved 0.83 Approved
22 0.83 Approved 1 Approved 1 Approved
23 0.83 Approved 0.67 Needs revision 1 Approved

Items 1-8: Communication Items 9-16: Patient management ltems 17-23: Multidisciplinary teamworking
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Cognitive interviews

Healthcare professionals considered the SEPC-scale to
be understandable. Difficulties arose when the lack of
examples or specificity in items made it unclear how to
answer them. In these cases, the items were perceived
as too open for interpretation based on the individual’s
clinical experience, which gave rise to misunderstandings
about what is included in the question. Additionally, they
shared the experts’ views on the items provide psycho-
logical care (item 14), provide social care (item 15), work-
ing in a multi-professional palliative care team (item 17),
and complementary therapies (item 20). According to the
healthcare professionals, the word provide in these sen-
tences can give rise to misinterpretations in the Swedish
context because it can appear unclear who is to perform
the act itself; one healthcare professional asked: shall I
give support or refer to support? As with the experts, sev-
eral healthcare professionals considered the term ade-
quate referring to be confusing. The items about death
and dying woke natural emotions. However, the health-
care professionals did not consider the items insensitive
and suggested that the degree of emotional arousal would
likely depend on how comfortable the person filling out
the questionnaire felt in providing palliative care.

The expert panel’s and the healthcare professionals’ overall
assessment of the scale

The expert panel review reported that the content of the
SEPC-scale covered all important elements in palliative
care. Overall, they deemed that the set of items in the
SEPC-scale is appropriate for students or healthcare pro-
fessionals during education, training, or inventions that
involve palliative care. They thought that the SEPC-scale
can become a useful instrument as the items make stu-
dents or healthcare professionals reflect on their knowl-
edge in the different areas of palliative care. The expert
panel, however, did raise some concerns regarding the
precision of items in multidisciplinary teamworking.

Final version

Changes made due to the evaluation of the relevance
After step 2 (expert panel), the word “cancer” was
excluded and replaced with the word “illness” (items 1-2).
After step 3 (cognitive interviewing), the response option
not applicable was added to the item about pain medi-
cation descriptions (item 12) as an alternative for other
professions. The item about lymphoedema service (item
21) was excluded and replaced with somatic care. Addi-
tionally, a new item was added that mentioned specialist
palliative care service. To summarize, these changes were
made with the intent to make items in the instrument
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more relevant for those who care for seriously ill patients
with non-oncological illnesses, and more pertinent for
professions other than medical students and physicians.

Changes made due to the evaluation

of the understandability, clarity, and sensitivity

After step 2, minor modifications in the form of linguis-
tic changes were made to clarify items in the SEPC-scale.
After step 3, the following changes were made: working
in a multi-professional palliative care team (item 17) was
changed to another formulation about team working in
palliative care. The item about complementary therapies
(item 20) was provided with examples (acupuncture,
tactile treatment/massage), to clarify what form of treat-
ments could be included in the Swedish context. In the
sentences provide psychological care (item 14) and pro-
vide social care (item 15), the word provide was changed
from its previous Swedish translation in step 1 (forward
and back-translation) (erbjuda) to the word (ge) because
it increases the clarity based on Swedish expressions. In
addition, after step 3, the term appropriately referring
was extended to include the word identify; appropriately
identify and if necessary, refer patients in need of pallia-
tive care to... The intention was to clarify these items.
Healthcare professionals may not always talk about
referring because it is a technical term in the Swedish
healthcare setting, and therefore excludes other ways to
identify and inform other professionals about a patient’s
need. Additionally, not all professionals have the right
to refer patients; for example, assistant nurses may find
that these items not relevant to their profession. Table 3
below shows the essential modifications of the items in
the SEPC-scale. Items most commonly needed modifica-
tion in the section on multidisciplinary teamworking.

Discussion

The consensus among experts and healthcare profession-
als about the relevance of the SEPC-scale confirms that
the instrument is considered applicable and usable in the
Swedish palliative care context. Reviews by healthcare
professionals showed that the scale could be usable for
students during education, and that it could be an impor-
tant tool allowing healthcare professionals to reflect on
their performance in palliative care.

The aim of this study is to provide the Swedish
healthcare settings with a broad instrument aimed at
contexts that both include and go beyond cancer, and
for professions other than medical students and physi-
cians, with the goal to include other diagnostic groups
with palliative care needs. For this purpose, items that
were perceived to only be relevant to a certain profes-
sion, diagnosis, or clinical setting required linguistic
or contextual modifications. The original SEPC-scale
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is, to some extent, focused on cancer diagnoses. The
specification of cancer excludes other patient groups
with palliative care needs. In the Spanish version of
the SEPC-scale the word “cancer” was replaced with
“illness” [19]. This was also carried out in this study,
since it is more equivalent to the World Health Organi-
zation’s view of palliative care and its fundamental
values [1]. To strengthen relevance for a wider range
of professions and clinical settings, the focus on lym-
phoedema service was excluded and exchanged for
two items that were considered more relevant for dif-
ferent care settings. In the Spanish version this item
was also excluded and replaced [19]. The Swedish ver-
sion of the SEPC-scale received some negative reviews
due to its understanding and clarity. An item could
be valued as highly relevant but receive a lower grade
regarding the linguistic wording. Previous translation
studies refer to this problem; translation can involve
a linguistic challenge because two languages can have
non-equivalent words or idiomatic expressions, but
also language and culture are two basic features accord-
ing to cross-culture studies when adapting instruments
from one culture to another [25, 32]. In this study, it
was necessary to change formulations and to exclude
or add words and explanations so that the instrument
was more acceptable to those who were administer-
ing it. Culture and language are intimately linked [32],
as demonstrated in the current study. This study also
showed that the questions in this scale about death
and dying evoke emotions, but not in a negative way.
The healthcare professionals argued that the ability to
reflect on death and dying is a key foundation within
palliative care, and that health care professionals must
consider these issues and develop their self-confidence
to approach them. They also stated that the SEPC-scale
does not arouse sensitive emotions in those confident
with these issues, but insecure healthcare professionals
may perceive the items as more challenging. Similarly, a
study by Gryschek et al. [20] showed that being uncom-
fortable with death and dying creates more anxiety and
less confidence to approach dying patients, indicating
that the higher the fear of death, the lower the self-effi-
cacy in palliative care. Previous healthcare research has
shown that the theoretical foundation of self-efficacy
can be appropriate when evaluating palliative care con-
fidence [33, 34]. Regardless, it is noteworthy to mention
that self-efficacy is not a measure of someone’s capabil-
ity [12]; as Bandura describes, self-efficacy is only one
factor according to the framework of social cognitive
theory along with others that can influence action and
behavior [35]. The SEPC-scale is, therefore, not suit-
able to measure competencies in palliative care, but it

Page 9 of 11

can provide information regarding what abilities health
care professionals believe they possess.

Methodological considerations

The main strength of this study is the robust methodo-
logical mixed-method design, which involved collect-
ing both qualitative and quantitative data from experts
in palliative care and from healthcare professionals.
This permitted a more thorough cross-cultural adapta-
tion, including a systematic methodological description
of the translation process, adaptation, and a validation
study. However, the translation and adaptation process
required a balancing act to modify language and adjust
items while maintaining the purpose of the scale. This
was particularly challenging in this study since it aimed
to broaden the perspective of the original SEPC-scale.
The expert panel and cognitive interviews showed the
importance of considering both content validity and face-
validity [29] in the Swedish context. It was common that
an item received a high value regarding its relevance but
was graded lower in understandability and clarity. This
rating confirms the significance of an overall assessment
of an item, including understandability, clarity, and sensi-
tivity, and means that relevance should not be exclusively
relied upon. The SEPC-scale was validated through both
quantitative (content validity) and qualitative (cognitive
interviewing) methods. Completing the CVI and kappa
statistics calculations were essential steps for the early
process of evaluation of an instrument [26]. Validation
requires thorough work, as emphasized, hence, several
studies may be required to adequately describe the whole
validation process [36]. Still, a limitation of this study is
that the Swedish version of the SEPC-scale has not been
tested on a larger population of healthcare professionals,
which would allow us to analyze the outcome of the scale.
However, this study is the first stage in a continuing pro-
cess. The next step will be to investigate the SEPC-scale
further through psychometric analyses, for instance,
factor analysis. In further studies, the SEPC-scale will
be applied to include a larger sample of healthcare pro-
fessionals (for example physicians, nurses, and assistant
nurses) in clinical settings to measure their confidence in
palliative care.

Conclusion

The study showed that the Swedish version of the
SEPC-scale is applicable to healthcare professionals
in Swedish settings and assesses both their perceived
capability to deliver palliative care and their emotional
self-confidence to cope with situations that refer to
death and dying. Following the core values of palliative
care, this study also took the opportunity to construct
a broader version of the instrument by modifying the
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items to include various healthcare professions, and
multiple care contexts and diagnoses. Cultural adap-
tation when translating an instrument is vital, estab-
lishing relevance and enabling acceptance to various
healthcare professionals and contexts. Using the meth-
odological approach of an expert panel and cogni-
tive interviewing, the SEPC-scale is considered valid
for use in Swedish healthcare practice, for multiple
care settings and healthcare professionals, and is not
solely specific to cancer care or medical students and
physicians.
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