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Abstract

Aim: The objective was to adapt the person-centered maternity care scale (PCMCS) developed by Afulani
et al. in 2017 to Turkish and to perform the validity and reliability study of this scale.

Methods: The population of this methodological study consisted of 280 mothers who were referred to the
postpartum service of a public hospital in eastern Turkey. Linguistic validity, context validity, and pilot
practice studies regarding the PCMCS that could be used in the first nine postpartum weeks were per-
formed. Explanatory factor analysis and confirmatory factor analysis were performed to assess the construct
validity of the form. Reliability of PCMCS was tested through the Cronbach’s a internal consistency coeffi-

cient, total item correlation, and test-retest analysis.

Results: The Turkish version of the PCMCS a 21-item scale with three sub-dimensions was obtained. These
three sub-dimensions found as a result of explanatory factor analysis and confirmatory factor analysis
supported the scale structure. Cronbach’s a reliability coefficient scale was adequate for total and sub-

dimensions.

Conclusion: Turkish version of PCMCS was found to be a valid and reliable instrument to be used for
assessing the person-centered maternity care for women in the postpartum period.

Key words: maternity care, PCMC, person-centered care, person-centered maternity care scale, reliability

and validity, Turkish adaptation.

Introduction

Person-centered maternity care (PCMC) is a signifi-
cant factor that decreases the abortus rates and affects
the rate of mortality among mothers." It is a delivery
service that develops the idea of seeking the ways to
be healthy, and that is Sleighs respectful-sensitive
to the preferences, needs, and values of women and
their families.” This system includes the sensitivity of
health professionals, communication between people
and health professionals, inter-personal treatment,
personal participation, and relevant structures.

Behaving women unethically and negligently or even
insulting them during delivery indicates that the
PCMC is weak at that location of service. As women
reflect their poor experiences to the society, the
demand for the delivery care services may demand.*”
A study conducted in Africa on the experiences of
women during delivery indicated that young women
with a poor financial status were afraid of seeing poor
attitudes toward them in health facilities and of being
stigmatized.”> Moreover, a study conducted in Turkey
indicated that 76.5% of women were not satisfied with
their delivery process. The same study reported that
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women expected interest, smiles, and psychological sup-
port from the midwives, and that they wanted their
pains to be relieved and their questions to be
answered.” Accordingly, delayed, unnecessary, insuffi-
cient, and harmful care should be minimized.2'° PCMC
plays a key role in this regard. In addition to improving
the health of mothers and newborns, PCMC has the
notion of improving the satisfaction from health
services.”!"1?

Every woman has the right to receive sexual and
reproductive health services with dignity and respect,
which is also valid during the delivery process.”'?
Department of Public Services and Management
underlined the importance of an open, transparent
and reliable relationship between the midwives and
women during the provision of the health service.?
The consensus of mother and newborn health dated
2009 recognized the deficiencies in the care provided
during pregnancy, delivery, and postpartum periods
and stressed that the maternity care should be devel-
oped and provided faster in these.* Many countries
recommend PCMC to increase the quality of delivery
care services.'*"” The main components of this care
are the caring models supervised by midwives who
are considered as important actors in terms of increas-
ing women’s preferences and person-centered
care.'”” A measurement tool that can measure the
respectful and sensitive care services called PCMC and
experienced by women is not present in Turkey.
Increased awareness on PCMC revealed the need for
such an instrument. This study aimed to adapt the
PCMC Scale developed by Afulani et al” in 2017 to
Turkish and to perform its validity and reliability study.

Methods

Design and participants

This methodological study was conducted at a Public
Hospital in the east of Turkey. The population con-
sisted of mothers who were in the puerperal service
of the relevant hospital between July and October
2020. The proposed size of sample should be at least
5-10 times greater than the number of items in a mea-
surement tool during the process of adapting this
measurement tool into a different culture.'®'® Accord-
ingly, the sample consisted of 280 mothers, a figure
that is 10 times higher than the number of items in
the scale (n = 28). Mothers who met the inclusion
criteria were selected from the relevant population
through the random sampling method.

Inclusion criteria:

* Being literate

¢ Having no issues of communication

e Experience of vaginal delivery

e Being in the first 9 weeks of postpartum period
e No diagnosis of any psychiatric conditions

Instruments

Data were collected through the “Personal Introduc-
tion Form” and Turkish version of the scale that was
originally named ‘“Person-Centered Maternity Care
(PCMC)” and that could be used in the postpartum
period, as the latter was finalized after the linguistic
and context validity was ensured and pilot practices
were performed. Moreover, face-to-face interview
method was performed to collect data. The interviews
lasted approximately 10 min.

Personal introduction form

This form includes items that consisted of certain
demographic and obstetric characteristics (age, preg-
nancy week, employment status, income level, educa-
tional status, place of residence, form of delivery) of
puerperal women.

Person-centered maternity care scale

Developed by Afulani, Smith, Golub, and Sudhinaraset
in Kenya in 2016, this scale consisted of 30 items and
three sub-dimensions: dignity and respect/item (4, 5, 6,
7, 21, and 22), communication and autonomy/item
2, 3,8,9,10, 11, 12, 13, and 16), and supportive care/
item (1, 14, 15, 17,18, 19, 20, 23, 24, 25, 26, 27, 28,
29, and 30). The items 21 and 22 in the scale were
reversely coded. Except the item 13, 17, and 18 (five
options; coded as 0, 1, 2, 3, 4), all items had four options
(scores as “no, never” 0, “yes, occasionally” 1, “yes,
often” 2, and “yes, always” 3). The minimum score to
be obtained from the scale was 0, while the maximum
was 90; lower scores indicated poorer PCMC.”

Turkish adaptation process

The Turkish adaptation process consisted of three
steps: linguistic validity, context validity, and pilot
practices.

The translation of PCMC Scale from English to
Turkish was first performed by the researchers and
expert linguists, and then the translated form was
reviewed by other expert linguists and compared
with the original scale. Following the comparison,
items of both forms were found to have the same
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meanings, and the linguistic validity process was
completed.

The English and Turkish forms of the scale were
submitted to 10 teaching staff (five from the Depart-
ment of Midwifery, four from the Department of
Gynecology and Obstetrics Nursing, and one from
the Department of Family Medicine) who were
experts in their fields for context validity, and experts
were asked to score the items with points ranging
from 1 to 4 (1: item not suitable, 2: item to be made
suitable, 3: item suitable but requires revision, 4: item
totally suitable) and to assess the items of the scale for
suitability and clarity. Through the Kendall W analy-
sis, suitability of experts’ opinions was reviewed.”
Based on experts” opinions, items 29 and 30 (Could
you access to water in the health facility? Could you
access to electricity in the health facility?) were
excluded as there was no issue of accessing to water
and electricity in Turkey. No statistically significant
difference was found between the scores obtained
from other items, and experts’ answers to the items
were found to be consistent (Kendal W = 0.075;
p = 0.623 > 0.05).

Considering experts’ opinions, the pilot practice
was performed with 30 people, and the data obtained
from this practice were not included in the main sam-
ple. No item that was misunderstood was found in
the assessment performed following the pilot practice,
and the Turkish form of the scale with 28 items was
implemented on the participants.

Psychometric Testing of PCMC

Validity

The sufficiency and size of the sample were tested
before the factor analysis to ensure the construct
validity of the scale. For that purpose, Kaiser-Meyer-
Olkin (KMO) test was used. To determine whether
the scale suited the factor analysis, Barlett’s Test of
Sphericity analysis was performed. The KMO values
used to decide whether the data were suitable for fac-
tor analysis were interpreted as “perfect” when they
were between 090 and 1.00, “very well” when
between 0.80 and 0.89, “well” when between 0.70 and
0.79, “moderate” when between 0.60 and 0.69, and
“poor” when between 0.50 and 0.59. The desired
KMO value for performing factor analysis was above
0.60; as the value of Bartlett’'s Test of Sphericity
increases, the data become more suitable for factor
analysis.”"*

© 2021 Japan Society of Obstetrics and Gynecology.

Turkish version of the PCMC scale

Validity analysis is “the degree of an instrument
tool in terms of correctly measuring an attitude with-
out mixing it with another attitude.”” Two values,
namely composite reliability (CR) and average vari-
ance extracted (AVE), are calculated in the validity
analysis. The results obtained from the CR value anal-
ysis indicating how much a latent variable was repre-
sented by the variables that constituted the latent
variable were generally in parallel to the calculated
Cronbach’s a coefficient. CR results should be 0.70
and higher. The AVE value indicating the mean vari-
ance value in the observable variables which are
related to a theoretically non-observable structure
should be greater than the non-explainable variance
and 0.50.%

While examining the scale factor structure, the pop-
ular principal component analysis was used, and
results were assessed based on the idea that the factor
loads regarding the items obtained at the end of the
analysis should be at least 0.30.*> CFA was performed
to support the correctness of the sub-dimensions
obtained through EFA. The threshold values regard-
ing the goodness of fit index for the model were as
follows: )(2/ sd rate obtained at the end of CFA as <5,
RMSEA value as <0.08 and GFI, CFI, and IFI values
as >0.90.%

Reliability

Reliability values regarding the scales were found
through the Cronbach’s a (alpha) coefficient. This
coefficient value ranges between 0 and 1. As the value
gets closer to 1, the reliability regarding the internal
consistency of a scale increases. Accordingly, values
under 0.50 cannot be accepted, while values between
0.50 and 0.60 are weak. Moreover, values between 0.60
and 0.70 are questionable, and values between 0.70
and 0.80 are acceptable, while figures between 0.80 and
0.90 are good, and 0.90 and 1.00 are perfect in terms
of reliability.”*® Internal consistency coefficients
calculated in the scales are affected by the number of
items in the scale. Therefore, as the number of items
in a scale increases, the internal consistency coefficient
will also increase.?” If the number of items in a scale
is low, a value of 0.50 is considered to be sufficient for
the reliability of the scale.?? Moreover, in case of a
scale with a few items, Cronbach’s a or correlation
coefficients between the items of a scale as well as the
CR coefficients can be utilized to determine the inter-
nal consistency. In the event that the calculated values
of correlation between the items are over 0.20, the reli-
ability of this scale is considered to be sufficient.*® For
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PCMC, the total item correlation coefficients were
examined to review the relationship between the
scores obtained from test items and the total score
from the test.

Thirty mothers were included in the study for the
test—retest analysis of the scale. The invariance of
the scale by time was measured through the test-
retest correlation.”

Data analysis

The data set initially underwent the reliability analy-
sis and EFA on Statistical Program in Social Sciences
(SPSS) version 25. To determine whether there was a
relationship between the independent variables (fac-
tor sub-dimensions), variance inflation factor (VIF)
analysis was performed. Finally, after performing
CFA on AMOS 23 package software, goodness of fit
and test values of the model whose Structural

TABLE 1 Distribution of sociodemographic variables of
mothers in the postpartum period (1 = 280)

Variables n %
Education

Mlliterate 19 6.8

Literate 48 17.1

Primary school 57 20.4

Middle school 68 24.3

High school 77 27.5

Undergraduate and above 11 39
Working status

Working 53 18.9

Not working 227 81.1
Living place

Urban 155 55.4

Rural 125 44.6
Social security

Yes 238 85

No 42 15
Economical situation

Good 65 23.2

Middle 175 62.5

Bad 40 14.3
Living child

No 23 8.2

One 103 36.8

2nd 80 28.6

3 and above 74 26.5
Planned pregnancy

Yes 209 74.6

No 71 25.4
Total 280 100

Age (mean + SD) 27.75 £+ 5.60

Abbreviation: SD, standard deviation.

Equation Modeling was established were interpreted.
The significance level was accepted VI as 0.05.

Multivariate normal distribution

In order to use CFA and EFA methods, which are
multivariate analysis methods, the data were first
checked for multiple normal distribution. The value
obtained from the formula “a x (a + 2)” (a: number of
observed variables) should be greater than the
Mardia’s Coefficient (the multivariate value in
AMOS).>? The skewness and kurtosis values of data
indicated that the 42 threshold was ensured, and the
data were accepted to show normal distribution. A
total of 287 participants were included in the study
and seven of these participants were eliminated
because they were below the value of p < 0.01, which
was obtained depending on the Mahalanobis distance
result,”® and analysis was carried out with 280 ques-
tionnaires. The multivariate normal distribution con-
trol of the data was controlled by the “Observations
farthest from the centroid (Mahalonobis distance)
Menu” in the AMOS program. The skewness value of
the model was calculated to be 6.576 and since it was
less than 8, multivariate normal distribution
was provided.**

Ethical issues

Patience Afulani was contacted through e-mail and
asked for her permission in the early stages of
adapting PCMC into Turkish culture. Then, written
permission was obtained from the institution where
the study was conducted, and approval of the Com-
mittee of Non-Interventional Clinical Studies within
the Health Sciences Department at Inonu University
(Decision No: 2019/281) was received. In addition,
informed consent form was administered to the par-
ticipants, and those who were voluntary were
included.

Results

Table 1 presents the distribution of the socio-
demographic variables of women in the postpartum
period. Mean age of the participating women was
27.75 £ 5.60 years. Of them, 18.9% were employed,
81.1% were unemployed, 62.55 had income equal to
expenses, 27.5% were high school graduates, 55.4%
lived in an urban area, 36.8% had one child, and
74.6% had planned pregnancy (Table 1).

© 2021 Japan Society of Obstetrics and Gynecology.



Turkish version of the PCMC scale

TABLE 2 Factor loadings and item-total correlations of the PCMC scale

Questions (abbreviation Dignity and ~ Communication and  Supportive Corrected item-total
of scale items) respect autonomy care Mean + SD correlations
4 (treated with respect) 0.886 3.04 £1.96 0.315
5 (friendly) 0.905 2.72+£0.83 0.568
6 (visual privacy) 0.882 2.27 +0.99 0.489
7 (record confidentiality) 0.879 3.03 £ 0.89 0.538
1 (time to care) 0.059* 118 £ 1.17 0.418
2 (introduce self) 0.121% 0.89 + 0.96 0.023
3 (called by name) 0.852 2.88 + 0.84 0.554
8 (involvement in care) 0.837 254 +£ 091 0.626
9 (consent to 0.831 2.58 + 0.95 0.493
procedures/exams)
10 (delivery position 0.829 2.07 £0.95 0.494
choice)
11 (language) 0.816 3.03 £0.88 0.519
12 (explain exams/ 0.808 2.59 £ 0.97 0.597
procedures)
13 (explain medicines) 0.795 2.68 +£1.13 0.493
16 (able to ask 0.488 2.95 4+ 0.96 0.624
questions)
17 (labor support) 0.193% 1.04 + 0.93 0.217
18 (labor support) 0.067° 1.32 £ 0.92 0.313
14 (talk about feeling) 0.891 217 £0.94 0.570
15 (support anxiety) 0.869 2.51 £ 0.04 0.576
19 (attention when need 0.868 2.72 £ 091 0.606
help)
20 (control pain) 0.809 2.68 + 0.93 0.534
21 (verbal abuse) 0.061% 111 £ 1.15 0.008
22 (physical abuse) 0.047° 0.98 £1.01 0.383
23 (enough staff) 0.730 2.78 £0.92 0.406
24 (took best care) 0.866 2.74 +0.87 0.731
25 (trust) 0.613 2.86 = 0.86 0.672
26 (crowded) 0.079% 0.89 + 1.06 0.069
27 (clean) 0.647 2.24 +0.94 0.359
28 (trust) 0.652 2.89 £ 0.95 0.617
% Variance explained 17.007 26.498 27.874 Total = 71.379

Abbreviations: PCMC, person-centered maternity care; SD, standard deviation. and “Factor load <0.30.

Validity

Following the KMO analysis, patients’” KMO coeffi-
cient was 0.92 while their y* value following the
Barlett’s test of Sphericity analysis was 5271.281. Test
results were statistically significant (p = 0.001 < 0.05).
Based on the KMO results, sample size was sufficient
and suitable for factor analysis.

As a result of the EFA performed for the validity of
28-item PCMC, factor load value ranged between
0.882 and 0.905 for the dignity and respect sub-
dimension, 0.488 and 0.852 for communication and
autonomy, and 0.613 and 0.891 for supportive care. In
addition, 17.007% of the total variance consisted of
dignity and respect sub-dimension, while 26.498%
consisted of communication and autonomy, and
27.874% was explained by the supportive care. The

© 2021 Japan Society of Obstetrics and Gynecology.

rate of explaining the total variance was 71.379%
(Table 2). Items 1, 2, 17, 18, 21, 22, and 26 were
excluded owing to their low factor loads (factor load
<0.30). Therefore, the 21-item three-dimensional ‘“Per-
son-Centered Maternity Care Scale” was achieved.

The goodness of fit indices calculated to test the
suitability of the model in the structural equation
modeling are displayed in Table 3 in detail. The CFA
used to form the non-observable variables through
the observable variables while creating a model is a
commonly utilized method> The CFA was
implemented on the scale, and correctness of the
dimensions was tested.

The CFA goodness of fit indices regarding the
PCMC were as follows: y* 726.227, df 186 (p <0.05),
22/df 3.904, RMSEA 0.102, GFI 0.792, CFI 0.896, and
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TABLE 3 CFA goodness of fit indices for PCMC scale

Fit index First model Model 2 Good fit Acceptable compliance
CMIN 726.227 408.973 The model with the smallest value is more compatible
sd 186 181

P 0.001 0.001 p <0.05

7*/sd 3.904 2.260 <3 3-5

GFI 0.792° 0.8857 20.95 0.90-0.95

IFI 0.897° 0.957 20.95 0.90-0.95

CFI 0.996 0.956 20.97 0.95-097
RMSEA 0.102 0.067 <0.05 0.05-0.08

Abbreviations: CFA, confirmatory factor analysis; CFI, Comparative Fit Index; CMIN, minimum difference/mismatch coefficient; GFI,
goodness of fit index; IFI, Bollen’s Incremental Fit Index; P, statistical, significant; PCMC, person-centered maternity care; RMSEA, root
mean square error of approximation; sd, degree of freedom; 4°/sd, dividing the minimum difference value by the degrees of freedom.

and “Values are not in the desired range.

IFI 0.897 (Table 3). The desired results regarding the
goodness of fit indices in the initially-prepared model
could not be achieved in the assessment. In cases
where a good fit index cannot be obtained, model
modifications are made depending on the covariances
between observed and unobservable variables in the
confirmatory factor analysis. These modifications are
now created on the basis of error terms, and the resid-
ual error term of the unobservable variable is denoted
by “e.”®® Therefore, modification indices regarding the
model were examined and the dual residual terms
with the highest value were el—e2, el-e5, e2—e5, e4—
€9, and el4—el5. Covariance was drawn between
these terms, and model was re-formed and

calculations were performed accordingly. As covari-
ance cannot be drawn for the residual terms between
the dimensions, attention was paid to the detail that
drawings had the same dimensions.”® The covari-
ance’s drawn between these dual error terms indi-
cated that there was a common structure explaining
an abstract concept between these error terms. This
explanation was related to the common structure
formed by these dual terms, rather than the factors.
These two error terms collectively explained a case
that was statistically significant.

Error covariance’s regarding these items were
related, and a second CFA model was achieved. Fol-
lowing the changes, CFA goodness of fit indices were

72
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FIGURE 1 Drawing diagram for the results of person-centered maternity care scale in IBM SPSS AMOS 24
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TABLE 4 PCMCS and sub-dimensions Cronbach’s
alpha values

Scale Cronbach’s alpha
PCMCS 0.821
Dignity and respect 0.613
Communication and autonomy 0.774
Supportive care 0.743

Abbreviation: PCMCS, person-centered maternity care scale.

as follows: y* 408.973, df 181 (p < 0.05), x*/df 2.260,
RMSEA 0.067, GFI 0.885, CFI 0.956, and IFI 0.957
(Table 3). Following the second CFA model, the
PCMC Scale diagram is displayed in Figure 1.

Reliability

As a result of Cronbach’s a reliability analysis per-
formed to measure the internal consistency of PCMC
scale, the total internal consistency coefficient of the
scale was 0.821, while the internal consistency coeffi-
cient value was 0.613 for dignity and respect sub-
dimension, 0.774 for communication and autonomy,
and 0.743 for supportive care (Table 4).

The correlation values between the mean score of
first practice and secondary practice regarding the
PCMC, the latter of which was performed 3 weeks
later, ranged (Table 5) between 0.983 and 1.00. A posi-
tive and statistically significant relationship was
found within all dimensions and sub-dimensions in
relation to the PCMC (p < 0.05). In addition, the f test
within the dependent groups did not significantly dif-
fer in the pre and post-test stages (p > 0.05).

The lowest and highest scores obtained by
280 mothers from the entire scale were 21 and
65, respectively, and women’s mean score was
39.96 &+ 7.98. The lowest and highest scores obtained
from “Dignity and Respect” were 0 and 12, while the
mean score was 6.38 £+ 2.91. In addition, the lowest

TABLE 5 PCMCS and sub-dimensions test-retest values

Turkish version of the PCMC scale

and highest scores obtained from “Communication
and Autonomy” were 7 and 26, while the mean score
was 14.94 £+ 4.99, and the lowest and highest scores
obtained from “Supportive Care” were 9 and 27, while
the mean score was 16.66 + 6.22 (Table 6).

Discussion

Validity

To test the construct validity of PCMC adapted into
Turkish, EFA and CFA were performed. Before con-
ducting the factor analysis, KMO analysis was per-
formed to test the sufficient and suitability of the
sample size. KMO value of PCMC Scale was 0.92. The
same value was 0.91 in the original version” and in
the Indian version.”” The »? value of 5271281 and
tested sample size analysis value of p = 0.001 < 0.05
indicated that the sample size was sufficient and suit-
able for performing factor analysis (Table 2).

Varimax Rotation was used in the EFA stage of the
factor analysis. Factor load values ranged between
0.488 and 0.905. The rate of explanation regarding the
total variance was 71.379% (Table 2). The original
form of PCMC scale consists of 30 items. The factor
loads which are related to the items found at the end
of EFA used to examine the scale factor structure
should be at least 0.30.7%3% The items 1, 2, 17, 18,
21, 22, and 26 (How did you feel about the amount of
time you waited?, During your time in the health
facility did the doctors, nurses, or other health care
providers introduce themselves to you when they first
came to see you?, Were you allowed to have someone
you wanted [from outside of staff at the facility, such
as family or friends] to stay with you during labor?,
Were you allowed to have someone you wanted to
stay with you during delivery?, Did you feel the doc-
tors, nurses, or other health providers shouted at you,

PCMCS Mean + SD t *p value r =p value

SC Test 15.20 + 4.67 0.283 0.778 0.986 0.001
Retest 14.87 + 4.45

CA Test 15.07 + 4.62 0.313 0.755 0.987 0.001
Retest 14.70 £ 4.43

DR Test 7.10 +2.58 0.001 1.000 1.000 0.001
Retest 7.10 £ 2.58

PCMC Test 37.37 £10.44 0.265 0.792 0.994 0.001
Retest 36.67 £+ 10.03

Abbreviation: CA, Comunication and autonomy; DR, Dignity and respect; PCMCS, person-centered maternity care scale; SC, Supportive
care; SD, standard deviation; t, dependent samples ¢ test; r, pearson correlation analysis. and *p > 0.05; **p < 0.05.

© 2021 Japan Society of Obstetrics and Gynecology.



Ozsahin et al.

TABLE 6 PCMCS scoring information

Min-Max scores to

Min-Max scores in

Scale receive from the scale received from the scale Mean + SD
PCMCS 0-66 21-65 39.96 +£7.98
Dignity and respect 0-13 0-12 6.38 291
Communication and autonomy 0-26 7-26 14.94 £+ 4.99
Supportive care 0-27 9-27 16.66 £ 6.22

Abbreviations: Max, maximum; Min, minimum; PCMCS, person-centered maternity care scale; SD, standard deviation.

scolded, insulted, threatened, or talked to you
rudely?, Did you feel like you were treated roughly
like pushed, beaten, slapped, pinched, physically
restrained, or gagged?, Thinking about the labor and
postnatal wards, Did you feel the health facility was
crowded?) whose factor loads were under 0.30 were
excluded from the analysis. Based on experts’ opin-
ions, items 29 and 30 (Could you access to water in
the health facility? Could you access to electricity
in the health facility?) were excluded without consult-
ing to experts’ opinions as there were no institutions
that could not have access to electricity and water in
Turkey. Consequently, 21-item Turkish version was
achieved (Table 2). Results were largely consistent
with the results of EFA factor analysis regarding the
original scale,” items were collected under three fac-
tors in the Turkish version, which was also the case
for the original form of the scale, and construct valid-
ity was ensured (Figure 1).

Correctness of items was tested by applying CFA
on the three-dimensional scale with 21 items that
were obtained through EFA. The y*/sd rate found at
the end of CFA was <5, while RMSEA was <0.08 and
GFl, CFl, and IFI values were higher than 0.90, which
were accepted as the lower threshold value for the
goodness of fit index regarding the model data.”
The goodness of fit index values calculated in the first
model regarding the scale were x*> 726227, df
186 (p < 0.05), */df 3.904, RMSEA 0.102, GFI 0.792,
CFI 0.896, and IFI 0.897. Following the examination of
the modification indices regarding the model, the
residual terms with the highest value were el—€2, el-
e5, e2-e5, e4—e9, and eld—el5, and calculations were
performed after the model was re-formed by drawing
covariance’s between these dual residual terms. As
desired results regarding the goodness of fit indices
obtained from the first model were not achieved,
error covariance’s regarding these items were corre-
lated and a second CFA model was applied
(Figure 1). The CFA goodness of fit indices calculated

for the newly-established model with the error covari-
ance’s drawn between the dual residual terms were
as follows: y* 408.973, df 181 (p < 0.05), */df 2.260,
RMSEA 0.067, GFI 0.885, CFI 0.956, and IFI 0.957
(Table 3). The model was found to show acceptable
goodness of fit. The CFA analysis results supported
the three-factor scale structure that arose from the
EFA. In the relevant scale, the higher scores on “dig-
nity and respect,” “communication and autonomy,”
and “supportive care” sub-dimensions indicate that
puerperant’s satisfaction with maternity care services
is high. When satisfaction with maternity care
services is high, women are more likely to choose the
same health facility for their next birth.” Using the
three-factor scale with validity and reliability in Turk-
ish society may contribute to women’s health by
improving the birth experiences of women.

Reliability

Reliability of PCMC was assessed through Cronbach’s
a internal consistency coefficient, total item correla-
tion, and test-retest analysis. Following the
Cronbach’s «a reliability analysis performed to mea-
sure the internal consistency of 21-item PCMC that
could be used during the first nine weeks in the post-
partum period, the internal consistency coefficient of
“dignity and respect” sub-dimension was 0.613, while
it was 0.774 for “communication and autonomy” and
0.743 for “supportive care”; the total internal consis-
tency coefficient was 0.821 (Table 4). In the original
form of the scale developed by Afulani et al.,”
Cronbach’s a internal consistency coefficient was 0.63
for “dignity and respect “sub-dimension, 0.73 for com-
munication and autonomy” sub-dimension and 0.72
for “supportive care” sub-dimension; the total internal
consistency coefficient was 0.86.” Regarding the
Indian form, Cronbach’s a internal consistency coeffi-
cients were 0.70, 0.67, 0.71, and 0.85, respectively,
while they were 0.66, 0.78, 0.75, and 0.88,
respectively, in the Kenyan form. Cronbach’s «
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internal consistency coefficients were 0.62, 0.72, 0.66,
and 0.84, respectively, in the Ghanaian form.2 The
Cronbach’s alpha internal consistency coefficients
suited the original scale and other scales translated
into other languages,>”® and Turkish version of
PCMC was highly reliable in terms of its total struc-
ture and sub-dimensions.

The total item correlation coefficients were >0.20,
meaning they were over the acceptable threshold in
terms of item selection, and the total item correlation
coefficients ranged between 0.315 and 0.568 for “dig-
nity and respect,” 0.493 and 0.626 for “communication
and autonomy,” and 0.406 and 0.731 for “supportive
care.” High correlation coefficient for each item indi-
cates that the item is effective and sulfficient for mea-
suring the desired attitude. The correlation between
each item and total score was acceptable and statisti-
cally significant (p < 0.05) in the present study. The
total item correlation coefficients obtained from
the scale ranged between 0.315 and 0.731, and the
total reliability value of the scale was 0.821 (Table 2).

The correlation values ranged between 0.983 and
1.00 between the mean scores regarding the first prac-
tice implemented on 30 patients for test-retest analy-
sis and second practice that was performed 3 weeks
later (Table 5); a positive and statistically significant
relationship was found (p < 0.05). Moreover, the t test
value did not significantly differ in the pre- and post-
test stages within the dependent groups (p > 0.05),
and the scale was invariant against the time.

Regarding the mean scores from PCMC, the total
mean score from the scale was 39.96 + 7.98; the mean
score of “dignity and respect” sub-dimension was
6.38 = 0.91, while it was 14.94 £ 4.99 for “communi-
cation and autonomy,” and 16.66 & 6.22 for “support-
ive care.” In the 30-item original version, the total
mean score was 59.8 + 13.1, while it was 14.8 £2.9
for “dignity and respect,” 14.4 & 5.5 for “communica-
tion and autonomy,” and 30.15 £ 6.7 for “supportive
care.” Regarding the Indian version of PCMC, the
total mean score from 27-item scale was 50.3 & 10.9,
while it was 14.1 & 3.48 for “dignity and respect,”
9.6 £ 4.3 for “communication and autonomy,” and
26.7 + 5.19 for “supportive care.”® There were differ-
ences between the mean scores owing to the different
number of items between country-specific versions.
Healthcare infrastructure, cultural structure, and
health perception of each country differ. Health ser-
vices should be improved and culturally appropriate
care should be given in regions where women’s satis-
faction with maternity care is low. In addition, while

© 2021 Japan Society of Obstetrics and Gynecology.
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interpreting scale scores, factors affecting the results
should not be ignored and it should be kept in mind
that women'’s perception levels may differ culturally.

Conclusion

Results of the present study were consistent with the
results of the original scale. Three-factor structure of
the scale obtained through the EFA was confirmed
with the results of CFA. Based on the experts’ opin-
ions, items 29 and 30 were excluded as there were no
Turkish institutions that had no access to electricity
and water. Owing to low factor loads, items 1, 2,
17, 18, 21, 22, and 26 were also excluded, and the
21-item scale with three sub-dimensions was formed
(Appendix 1). Cronbach’s a internal consistency coef-
ficient, total item correlation, and test-retest analysis
of the scale had high correlation. These results indi-
cated that the Turkish form of PCMC was valid and
reliable. In addition, PCMC scale may contribute to
the development of person-centered maternal care.

Limitations

Participants are taken from the women giving birth in
a public hospital in Turkey is the limitation of the
research. It cannot be generalized to the general popu-
lation since it is performed in a single center. Also
found in the original scale of 29 (Could you access to
water in the health facility?), and 30 (Could you
access to electricity in the health facility) items are
exempted under the expert opinion is not appropriate
physical infrastructure of the health institutions in
Turkey. Therefore, intercultural differences should be
taken into account when comparing mean scores in
future studies.
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Appendix I. Kisi Odakli Annelik Bakim Olcegi (Person-centered maternity care scale)

Scale Items

1. Saglik kurulusundaki hekimler ve diger saglik personelleri size isminizle hitap etti mi? (Did the doctors, nurses, or
other health care providers call you by your name?)

(0) Hayir, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

2. Saglik kurulusundaki hekimler ve diger saglik personelleri size saygili davrandilar m1? (Did the doctors, nurses, or
other staff at the facility treat you with respect?)

(0) Hayrr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

3. Saglik kurulusundaki hekimler ve diger saglik personeli size arkadasca davrandilar mi1? (Did the doctors, nurses, and
other staff at the facility treat you in a friendly manner?)

(0) Haynr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

4. Yapilan muayeneler sirasimnda kendinizi rahatsiz hissetmemeniz igin, {izeriniz (bir perdeyle, bir bezle ya da bir
battaniyeyle) kapatildi m1? (During examinations in the labor room, were you covered up with a cloth or blanket or
screened with a curtain so that you did not feel exposed)

(0) Hayir, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

5. Bu saghk kurulusunda saglik bilgilerinizin gizli tutulacagin veya giivenli bir sekilde saklanacagm diistiniiyor
musunuz? (Do you feel like your health information was or will be kept confidential at this facility?)

(0) Hayrr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

6. Hekimlerin ve diger saglik personellerinin, bakiminiz ile ilgili kararlara sizi dahil ettigini hissettiniz mi? (Did you feel
like the doctors, nurses or other staff at the facility involved you in decisions about your care?)

(0) Hayir, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time) (4) Herhangi bir karar vermek zorunda kalimad: (Did not have to make any decisions)

7. Hekimler ve diger saglik personelleri, sizinle ilgili islem yapmadan &nce izninizi/rizaniz1 aldilar m1? (Did the doctors,
nurses or other staff at the facility ask your permission/consent before doing procedures on you?)

(0) Hayir, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

8. Dogum stiresince, kendi sectiginiz pozisyonda miydimiz? (During the delivery, do you feel like you were able to be in
the position of your choice?)

(0) Haynr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

9. Hekimler ve diger saglik personelleri sizin anlayabileceginiz bir dilde konustular mi? (Did the doctors, nurses or other
staff at the facility speak to you in a language you could understand?)

(0) Haynr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

10. Hekimler ve diger saglik personelleri, muayene ve islemlerin neden yapildigi hakkinda size agiklama yaptilar mi? (Did
the doctors and nurses explain to you why they were doing examinations or procedures on you?)
(0) Hayr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, ¢ogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

11. Hekimler ve diger saglik personelleri ilaglarin size ne amagla verildigini agiklad: mi? (Did the doctors and nurses
explain to you why they were giving you any medicine?)
(0) Hayr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time) (4) Hig ila¢ almadim (Did not get any medicine)
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12. Hekimler ve diger saglik personelleri sizinle neler hissettiginizle ilgili konustular mi? (Did the doctors and nurses at
the facility talk to you about how you were feeling?)

(0) Hayur, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

13. Hekimler ve diger saglik personelleri endiselerinizi ve korkularinizi anlamaya ¢alistilar mi? (Did the doctors, nurses or
other staff at the facility try to understand your anxieties and fears?)

(0) Hayur, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time) (4) Endiselerim ve korkularim yoktu (Did not have any anxieties or fears)

14. Herhangi bir sorunuz oldugunda hekimlere ve diger saglik personellerine rahatlikla sorabildiniz mi? (Did you feel you
could ask the doctors, nurses or other staff at the facility any questions you had?)

(0) Haynr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

15. Yardima ihtiya¢ duydugunuzda, hekimlerin ve diger saglik personellerinin bunu 6nemsedigini hissettiniz mi? (When
you needed help, did you feel the doctors, nurses or other staff at the facility paid attention?)

(0) Hayur, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

16. Hekimler ve diger saglik personelleri, agrilarimizi kontrol altina almaniz igin ellerinden gelen her seyi yaptilar mi? (Do
you feel the doctors or nurses did everything they could to help control your pain?)

(0) Hayur, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

17. Bakiminuzin saglanmasi icin yeterli sayida saglik personeli oldugunu diisiiniiyor musunuz? (Do you think there was
enough health staff in the facility to care for you?)

(0) Hayir, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

18. Saglik kurulusundaki hekimlerden ve diger saglik personellerinden verilebilecek en iyi bakimi aldigimzi hissetiniz mi?
(Did you feel the doctors, nurses or other staff at the facility took the best care of you? )

(0) Hayrr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

19. Hekimlere ve diger saglik personellerine bakimimz konusunda tamamen giivenebileceginizi hissettiniz mi? (Did you
feel you could completely trust the doctors, nurses or other staff at the facility with regards to your care?)

(0) Haynr, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)

20. Banyolar, tuvaletler ve saglik kurulusunun genel ¢evresininin temizligiyle ilgili ne diistindiintiz? (Thinking about the
wards, washrooms and the general environment of the health facility, will you say the facility was very clean, clean,
dirty, or very dirty)

(0) Cok kirli (Very dirty) (1) Kirli (Dirty) (2) Temiz (Clean) (3) Cok temiz (Very clean)

21. Saglik kurulusunda genel olarak kendinizi giivende hissettiniz mi? (In general, did you feel safe in the health facility?)
(0) Hayir, asla (No, never) (1) Evet, birkag kez (Yes, a few times) (2) Evet, cogu zaman) (Yes, most of the time) (3) Evet,
her zaman (Yes, all the time)
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