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Introduction: Despite improvements in the accessibility of maternity care worldwide, 
Maternity Care Quality (MCQ) has not proportionately improved. A prerequisite to MCQ 
improvement is careful MCQ assessment using valid and reliable instruments. 

Objective: This study aims to develop and evaluate the psychometric properties of the MCQ 
in Maternity Units Scale (MCQ-MUS).

Materials and Methods: This study, with an exploratory sequential mixed methods design, 
was conducted in two phases of development and psychometric evaluation. In the first 
phase, a hybrid concept analysis was employed to define the concept and develop the 
questionnaire items. In the psychometric evaluation phase, we assessed face validity, 
content validity, construct validity (tested on 220 midwives using Exploratory Factor 
Analysis [EFA]), internal consistency (using Cronbach’s α), and test re-test reliability (using 
Intraclass Correlation Coefficient [ICC]) of the questionnaire.

Results: Based on the factor analysis, 39 items were loaded on four factors: Professional care, 
appropriate human and physical resources, effective interaction and communication, and 
professional commitment, which explained 49.61% of the total variance. The Cronbach’s α 
and ICC values for the entire scale were 0.936 and 0.945, respectively.

Conclusion: The MCQ-MUS is a valid and reliable instrument that can be used to assess the 
MCQ in maternity units.
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Introduction

are quality refers to “the degree to which 
healthcare services for individuals and popu-
lations increase the likelihood of desired 
health outcomes and are consistent with 
current professional knowledge” [1]. Care 

quality can also be defined in a three-dimensional for-
mat, in which the relationships among structure, pro-
cess, and outcomes are based on the notion that a 
good structure should promote a good process and a 
good process should promote good outcomes [2]. Ma-
ternity Care Quality (MCQ) has a significant impact on 
childbirth outcomes and can help reduce maternal and 
perinatal mortality rates, ultimately contributing to the 
achievement of the sustainable development goals [3, 
4]. Nonetheless, according to the World Health Orga-
nization (WHO), despite the improved accessibility of 
maternity care services worldwide, the MCQ has not 
improved proportionately [5]. There is no clear defini-
tion for the concept of MCQ, and there are limited stud-
ies in this field. The MCQ is beyond the administration 
of medications and monitoring of women during labor; 
it is the emotional presence of healthcare providers for 
the women to comfort them through providing guid-
ance, support, and counseling [6]. Respectful Maternity 
Care (RMC) is a key approach for MCQ improvement [7].

For MCQ improvement, an assessment is first needed, 
which helps assess the quality of care plans, the process 
of their implementation, and their success rate. MCQ 
assessment requires standardized instruments. To our 

knowledge, there is no comprehensive tool to evaluate 
the MCQ in the maternity units. There is an instrument 
for MCQ assessment called the GRIlle d’Observation des 
Soins (GRIOS), which was developed based on available 
guidelines in Senegal and in accordance with the guide-
lines of the International Federation of Gynecology and 
Obstetrics (FIGO) [5]. This instrument has 12 criteria to 
assess the process of intrapartum care and does not 
include items related to the structural aspects of MCQ 
such as access to resources. Moreover, the develop-
ment of this instrument, based on the guidelines of a 
local area and a federation, limits its generalizability to 
other cultural contexts. A study identified and suggest-
ed 30 quality indicators for care assessment in birth cen-
ters in the Netherlands [8], which are context-specific 
and cannot be easily generalized to other contexts. Ad-
ditionally, these indicators are specific to birth centers, 
as such centers for childbirth are not available in Iran. 

It seems that in Iran, there is no comprehensive and 
standard tool based on a tool design process framework 
to evaluate the MCQ. Instruments used for MCQ assess-
ment in Iran have addressed some aspects of MCQ. For 
example, one study only included items on the process 
component of the MCQ [9], while another study includ-
ed the items related to the structure and process com-
ponents of the MCQ [10]. Other studies also used in-
struments which addressed only some aspects of MCQ 
such as midwives’ knowledge and practice concerning 
respectful RMC [11] and midwives’ relationships with 
women in maternity units [12]. The lack of a compre-
hensive instrument for MCQ assessment in Iran under-
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● The MCQ in maternity units is a complex and multidimensional concept. 

● The MCQ-MUS is a valid and reliable tool for measuring MCQ in maternity units. 

● The MCQ-MUS has 39 items and four dimensions.

Plain Language Summary 

The quality of care in maternity units is one of the issues that has a great impact on the childbirth outcomes. Evalu-
ating the quality of maternity care can help in designing interventions to address the care problems in maternity 
units and ultimately lead to motivation in providing higher-quality care and meeting the needs of women. This study 
developed and evaluated the psychometric properties of an Maternity Care Quality (MCQ) scale named The MCQ in 
Maternity Units Scale (MCQ-MUS). The Exploratory Factor Analysis (EFA) yielded a four-factor structure: Professional 
care, appropriate human and physical resources, effective interaction and communication, and professional commit-
ment. This valid scale can be used to measure the MCQ provided by healthcare providers in maternity units and help 
identify groups of caregivers who need intervention and training.
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scores the need to design a culturally adapted tool for 
this purpose. Therefore, the present study aims to de-
velop and evaluate the psychometric properties of the 
MCQ in Maternity Units Scale (MCQ-MUS).

Materials and Methods

This study with an exploratory sequential mixed meth-
ods design was conducted from February 2019 to Sep-
tember 2021, based on the classical test theory and in 
two phases. In the first phase of the study, the MCQ-
MUS was developed through a hybrid concept analysis. 
Since the concept of care quality has been defined and 
its importance has been proven in existing studies, and 
its relationship with maternal care has been determined 
[13-15], we intended to reach a higher level of its ex-
pansion and evolution through the concept analysis and 
break the concepts into their components and rebuild 
them so that their features and dimensions are well de-
fined as completely as possible [16] and provide a clear 
definition of the concept. The hybrid model integrates 
deductive methods (a literature review) and inductive 
methods (a qualitative study) to provide more detailed 
data and clearer explanations about the concepts and, 
hence, is preferred over other concept analysis ap-
proaches [17]. It consists of three main stages: theoreti-
cal, fieldwork, and final analysis. In the theoretical stage, 
an integrative review study was conducted based on 
Whittemore and Knafl’s approach [18], which provides a 
framework for the comprehensive assessment of com-
plex concepts or theories and allows for the inclusion 
of studies with different methodologies in the review 
[19]. The steps of this phase included specifying the re-
view purpose, searching the literature, evaluating data, 
analyzing data, and presenting the results. The first step 
provides a comprehensive definition for the concept of 
MCQ in maternity units through determining its attri-
butes, antecedents, and consequences. In the second 
step, online databases such as Medline, as well as the 
websites of healthcare and midwifery care organizations 
such as the WHO and the international confederation of 
midwives, were searched to retrieve articles published 
until July 6, 2019 because we started our search from 
this date and there have been many changes in the 
method of maternal care during childbirth due to the 
development of mother-friendly hospitals and the prac-
tice of physiological childbirth. Finally, 21 qualitative 
studies, 12 review studies, one mixed-methods study, 
one cross-sectional study, and two guidelines were re-
trieved and their quality was appraised using the mixed 
appraisal tool (for qualitative and quantitative studies), 
the appraisal of guidelines research and evaluation (for 

guidelines), and the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses (PRISMA) checklist 
(for review studies). Conventional content analysis was 
used to determine the attributes, antecedents, and con-
sequences of the concept of MCQ in maternity units. 
The results of this integrative review have been report-
ed in our previous study [20]. In the fieldwork stage of 
the hybrid concept analysis, a descriptive qualitative 
study was conducted. Participants were four midwives, 
two faculty members of the midwifery department, 
three obstetricians and their assistants, two policy mak-
ers, and six postpartum women, who were purposively 
selected from the Kashan University of Medical Sci-
ences and public and private hospitals in Kashan, Iran. 
Data were collected through in-depth semi-structured 
interviews held in participants’ preferred places. Each 
interview took 25–60 minutes. Data were analyzed in 
MAXQDA software, version 18 using Graneheim and 
Lundman’s conventional content analysis method [21]. 
The results of this qualitative study have been reported 
in our previous study [22]. In the final stage of the hy-
brid concept analysis, the codes and categories gener-
ated in the first and second phases were compared and 
combined, and the different dimensions of the concept 
of MCQ in maternity units were determined and used to 
generate the items of MCQ-MUS. 

In the second phase of the study, the psychometric 
properties, including face validity, content validity, con-
struct validity, and reliability, were assessed. Qualita-
tive and quantitative methods were used to assess face 
validity. In the qualitative assessment, ten midwives 
from maternity units were interviewed about the diffi-
culty, suitability, and clarity of the items. Based on their 
comments, revisions were made. In the quantitative 
assessment, ten midwives from maternity units were 
invited to rate the comprehensibility of the items on a 
five-point scale from 1 (“low comprehensibility”) to 5 
(“high comprehensibility”). Then, the item impact score 
was calculated based on their rating. Items with impact 
scores >1.5 were considered appropriate [23].

Content validity of MCQ-MUS was also assessed using 
qualitative and quantitative methods. For qualitative as-
sessment, 10 midwifery instructors experienced in ma-
ternity care were invited to give written feedback on the 
wording, grammar, allocation, and scoring of the items. 
The items were then revised based on their comments. 
For quantitative assessment, the Content Validity Ratio 
(CVR) and Content Validity Index (CVI) were calculated. 
Accordingly, 15 experts in maternity care were asked 
to rate each item on a three-point scale: 2=essentia, 
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1=useful but not essential, and 0=unessential. Then CVR 
was calculated using the Equation 1:

1. CVR=(ne-(N/2)/(N/2)

where N was the total number of experts and ne was 
the number of experts who rated an item as “essential”. 
The minimum acceptable CVR is 0.49 when the number 
of experts is 15 [24]. Moreover, experts were asked to 
rate item relevance on a four-point scale: 4=completely 
relevant, 3=relevant, 2= somewhat relevant, and 1= ir-
relevant. Then, CVI was calculated by dividing the num-
ber of experts rated an item 3 or 4 by the total number 
of experts. The minimum acceptable CVI value is 0.78 
[25]. The average scale-level CVI (S-CVI/Ave) was also 
calculated by averaging the item CVI values. An S-CVI/
Ave value >0.80 is considered acceptable, and a value 
>0.90 is considered excellent [26]. Modified kappa was 
also calculated for each item to reduce the probability 
of chance agreement. This statistic reflects inter-rater 
agreement and is interpreted as: Excellent (>0.74), good 
(0.60–0.74), or weak (<0.6) [27].

For assessment of construct validity, the Exploratory 
Factor Analysis (EFA) was performed. Accordingly, 220 
midwives with a work experience of more than two 
years and a bachelor’s degree or higher were selected 
from hospitals affiliated to Tehran and Kashan medical 
universities. The Keyser-Meyer-Olkin (KMO) and the 
Bartlett’s tests were conducted to test sampling ad-
equacy and factor analysis appropriateness, and the 
number of factors was determined based on eigenval-
ues and scree plot. The minimum factor loading value 
was set at 0.3, and eigenvalues less than one were omit-
ted [28]. Principal Axis Factoring (PAF) with Promax ro-
tation was used in factor analysis. Data normality and 
outliers were assessed using skewness (±3) and kurtosis 
(±7) [29]. 

For the assessment of internal consistency and test-
retest reliability, 30 midwives from maternity units com-
pleted MCQ-MUS at two time points with an interval of 
two weeks and their test data were used to calculate 
Cronbach’s α for internal consistency and their test-re-
test data were used to calculate Intraclass Correlation 
Coefficient (ICC) for test/re-test reliability using the two-
way mixed model. ICC values more than 0.80 were con-
sidered acceptable. Moreover, Standard Error of Mea-
surement (SEM) was calculated as Equation 2: 

2. SEM =Sd√1-ICC

where SD was the standard deviation.

Results

In the first phase, based on the results of the theoreti-
cal [22] and fieldwork [20] stages of the hybrid concept 
analysis, definitions and concepts were integrated and, 
finally, the concept of MCQ in maternity units was de-
fined as “a complex and multidimensional concept 
which refers to the process of providing care to the 
parturient during the childbirth process by a morally 
and scientifically competent midwife based on profes-
sional standards and mental/emotional/informational/
instrumental support in order to empower the parturi-
ent and improve her self-efficacy in maternity unit un-
der appropriate physical conditions and using adequate 
equipment, which maintains maternal and neonatal 
health and leads to a positive childbirth experience and 
is influenced by internal and external motivation, atten-
tion to the parturient expectations, physical/psychologi-
cal preparation of the parturient during pregnancy, and 
efficient managerial support”. This definition revealed 
that the four dimensions of the concept encompassed 
effective interaction, maternal empowerment, profes-
sional care, and appropriate human and physical re-
sources. Based on this definition and the results of the 
hybrid concept analysis, a primary item pool with 150 
items was created. Items were compared, revised, and 
combined. Finally, an initial draft of MCQ-MUS with 88 
items was developed.

In assessing face validity, the impact scores of all items 
were found to be in the range of 2.6-5, i.e. more than 
the minimum acceptable value of 1.5, and hence, none 
of the items was omitted. In the qualitative face validity 
assessment, five items were revised due to poor com-
prehensibility. In assessing content validity, four items 
were revised, nine overlapping items were combined, 
three items were omitted, one new item was added, 
and the allocation of two items was changed based on 
experts’ comments. During the quantitative content 
validity assessment of the 77-item draft, six items with 
CVR values <0.49 were omitted. The remaining items 
had acceptable CVI values of 0.88–1. The S-CVI/Ave was 
0.94, and the modified kappa value of the items was in 
the range of 0.72–1.

Participants who were selected for assessment of 
construct validity were 220 midwives with a mean 
age of 34.35±8.14 years and a mean work experience 
of 9.68±7.84 years. Most participants had a bachelor’s 
degree and rotating work shifts (Table 1). The KMO 
value was obtained as 0.922, and the Bartlett’s test was 
significant (P=0.001), confirming sampling adequacy 
(Table 2). The scree plot showed a five-factor structure 
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for MCQ-MUS (Figure 1). However, different 4– and 
8-factor structures were tested through different 
rotations. Finally, PAF and Promax rotation revealed 
the four-factor structure as the best structure for MCQ-
MUS. The extracted four factors comprised 39 items 
and accounted for 49.61% of the total variance (Table 
3). The factors were labeled as professional care (18 
items), appropriate human and physical resources (10 
items), effective interaction and communication (8 
items), and professional commitment (3 items). These 

factors explained 37.41%, 5.65%, 3.72%, and 2.84% of 
the variance, respectively. The Cronbach’s α values of 
the four factors were 0.741–0.940, the ICC of the scale 
was 0.950 (95% CI; 0.781%, 0.984%), and the SEM of the 
scale was 1.68 (Table 4).

For scoring, the weight of each item was primarily de-
termined using the percent of the variance explained 
and factor loading values. Then, its raw score in the 
range of 1–5 was multiplied by its weight. The total score 

Table 1. Characteristics of the participants (n=220)

Variables Mean±SD/No. (%)

Age (y) 34.35±8.14

Work experience (y) 9.68±7.84

Marital status

Single 48(21.9)

Married 170(77.1)

Divorced/Widow 2(1)

Number of children

0 90(41.2)

1 72(32.5)

2 51(23)

3 7(3.3)

Type of delivery

No children 87(39.7)

Normal vaginal delivery 71(32.1)

Cesarean section 62(28.2)

Educational level

Bachelor’s degree 204(92.9)

Master’s degree 11(4.83)

Doctoral degree 5(2.27)

Type of work shift 

Morning shift 30(13.8)

Night shift 3(1.4)

Rotating shift 187(84.8)

Table 2. The KMO and Bartlett’s tests results

ScoreVariables

0.922KMO of sampling adequacy

4497.300Approx. chi-square

Bartlett’s test of sphericity 741df

0.001p
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Table 3. The items and factors of the questionnaire and factor loads of each item

Items

Factors

Professional 
Care

Effective Interaction 
and Communication

Appropriate 
Human and 

Physical Resources

Professional 
Commitment

I assess the delivered placenta and membranes 
to check whether they are complete. 0.864

After delivery, I administer oxytocin or 
methylergometrine if necessary. 0.845

I perform the necessary measures for the 
baby (including drying, warming, determining 
Apgar score, vitamin K injection, height and 
weight measurement, etc.).

0.78

I check the uterine immediately after delivery 
of the placenta, and massage the uterine only 
if necessary (not continuously).

0.738

I take a complete history from the parturient 
at admission. 0.73

I perform prep and drape before delivery. 0.695

I observe personal safety during care provision 
to the parturient. 0.68

I establish skin-to-skin contact between 
mother and baby. 0.615

I auscultate and record fetal heart rate 
according to the latest national protocols. 0.583

I use nasal aspirator for baby if necessary. 0.58

I give information to the mother about 
neonatal care (e.g. skin-to-skin contact, 
vaccination, screening tests, etc.).

0.576

I give information to the mother about 
postpartum care (e.g. eating, physical activity, 
personal hygiene, etc.).

0.576

I maintain safety standards (e.g. the standards 
for infection prevention) during maternity 
care.

0.534

I help the mother in breastfeeding during the 
first hour after birth. 0.486

I pay attention to the evacuation of the 
bladder during labor. 0.477

After full cervical dilation, I encourage and 
help the parturient in pushing the baby, if she 
wants.

0.466

I perform rooming-in after birth. 0.439

I pay attention to the abnormal signs in the 
parturient or her fetus during all stages of 
labor.

0.425

I have adequate maternity-related theoretical 
knowledge. 0.828

I don’t judge the parturient during care 
delivery. 0.805

I create an appropriate hygienic condition for 
the parturient in maternity unit. 0.714

I continuously update my professional 
abilities. 0.703

I observe the principles of confidentiality and 
privacy. 0.593

I unconditionally accept all parturients 
regardless of their medical and sociocultural 
background.

0.543
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of each factor was determined by summing the scores 
of all items, and the total score of the scale was deter-
mined by summing the scores of all factors. The possible 
total score of the scale was in the range of 100.7–503.5, 
with higher scores showing higher MCQ (Table 5).

Discussion 

In this study, we developed a scale to measure the 
MCQ in maternity units named “MCQ-MUS” and evalu-
ated its psychometric properties. It had 39 items and 
four factors, namely professional care, appropriate hu-
man and physical resources, effective interaction and 
communication, and professional commitment. The 
main features of this questionnaire are the inclusion of 
all aspects of MCQ in maternity units and the develop-

ment based on the experiences of midwives and mater-
nity care experts. Faye et al. developed the GRIOS based 
on local guidelines and protocols in Senegal and the 
guidelines of the FIGO and, hence, is not generalizable 
to Iranian culture [5]. Simbar et al. used an instrument 
to assess the quality of midwifery care, which included 
many items related to professional care and clinical 
measures, although the instrument was developed 
based on the protocols of the WHO for the manage-
ment of normal vaginal delivery [10], while the MCQ-
MUS was developed through a hybrid concept analysis 
and has a small number of items. Therefore, it is easy to 
understand and answer the items, takes less time, and 
the collected data may be more reliable. Tripathi et al. 
also developed a measure to assess the quality of facil-
ity-based labor and delivery care, which had five main 

Items

Factors

Professional 
Care

Effective Interaction 
and Communication

Appropriate 
Human and 

Physical Resources

Professional 
Commitment

I carefully and patiently listen to the 
parturient’s words. 0473

I perform the necessary follow-ups in 
case of the malfunctioning of devices 
such as fetal heart monitoring device, 
sphygmomanometer, etc.

0.468

I have adequate skills and experience for care 
delivery in maternity unit. 0.435

I regularly check the equipment and devices 
for neonatal cardiopulmonary resuscitation 
in maternity unit.

0.404

I provide the parturient with the necessary 
information in maternity unit (e.g. about 
pain relief methods, labor process, etc.).

0.799

I provide explanations to the parturient 
before any measure. 0.742

I try to reduce the parturient’s stress and 
anxiety by providing simple and complete 
answers to her questions.

0.654

I create the conditions for the presence of 
companions or a midwife at maternity unit. 0.642

I obtain the parturient’s permission before 
any measure. 0.633

I establish a good relationship with the 
parturient and her family members. 0.59

I fulfill the physiological needs of the 
parturient such as the need for eating and 
drinking.

0.545

I help the parturient better tolerate labor 
pain through informing her about the 
positive impacts of uterine contractions.

0.47

I minimize the waiting time for receiving 
maternity care. 0.78

I provide maternity care with the lowest 
possible use of medical interventions. 0.637

I observe the principles of non-maleficence 
and beneficence during maternity care 
delivery.

0.499
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Table 5. Scoring method and total scores for the questionnaire

Score Calculation FormulaDifference Between Min and Max Pos-
sible Raw Score

Range of 
ScoresDimensions

(Raw score-88)/35235288-440Professional care

(Raw score-7.3)/29.229.27.3-36.5Appropriate human and physical 
resources

(Raw score-4)/16164-20Effective interaction and com-
munication

(Raw score-1.2)/4.84.81.2-6Professional commitment

(Raw score-100.7)/402.8402.8100.7–503.5Overall

Figure 1. Scree plot for the extracted factors based on eigenvalues

Table 4. Cronbach’s α and ICC values for the questionnaire

SEMP
95% CI

ICCCronbach’s αDimensions
Lower, Upper

1.730.0010.78, 0.970.920.84Professional care

1.30.0010.75, 0.960.910.88Appropriate human and physical resources

1.070.0010.73, 0.960.900.74Effective interaction and communication

0.600.0010.7, 0.950.880.94Professional commitment

1.680.0010.78, 0.980.950.94Overall
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dimensions, namely technical quality, interpersonal 
care, screening and monitoring, infection prevention/
control, and avoidance of harmful/non-indicated prac-
tices. However, that instrument was developed based 
on the opinions of maternal and neonatal care experts 
in Sub-Saharan Africa; hence, it may not be generaliz-
able to Iranian culture [30]. 

The first dimension of MCQ-MUS was professional care 
with 18 items. Professional care includes all care measures 
necessary for women in maternity units such as diagnosis, 
treatment, preventive measures, and patient education. 
MCQ in maternity units should be assessed through assess-
ing the processes of perinatal and postnatal care [2]. Mo-
ridi et al. developed the Midwives’ Knowledge and Practice 
Scale on RMC which had a care dimension measuring the 
importance of providing evidence-based care and informa-
tion [11]. The second dimension of MCQ-MUS was appro-
priate human and physical resources with 10 items. The 
highest factor loading value in this dimension was related 
to the item “I have adequate maternity-related theoretical 
knowledge”, denoting the importance of maternity-related 
knowledge. In this dimension, the items “I don’t judge the 
parturient during care delivery”, “I observe the principles 
of confidentiality and privacy”, and “I unconditionally ac-
cept all parturients regardless of their medical and socio-
cultural background” imply the necessity of adherence to 
ethical principles. The item “I carefully and patiently listen 
to parturient’s words” also highlights the importance of 
communication skills in maternity units. In line with this 
finding, Butler et al. in a qualitative study, also reported 
communication skills as a key aspect of professionalism 
among healthcare providers in maternity units [31]. Sen-
gane reported constant presence of midwife during labor, 
adequate interpersonal communication skills, and estab-
lishment of effective communication with clients as the 
key aspects of midwifery care [32]. The item “I create an 
appropriate hygienic condition for the parturient in mater-
nity unit” also had a high factor loading value in the second 
dimension. Availability of a hygienic environment, obser-
vance of the principles of hygiene and cleanliness [33-35], 
and careful attention to the hygiene of the labor room [36] 
are among the important components of a good mater-
nity unit. Observance of hygiene and availability of clean 
bathrooms contributed to maternal satisfaction in western 
Kenya [37]. Simbar et al. also included items on physical 
structure, environmental hygiene, and equipment in their 
instrument for the assessment of midwifery care qual-
ity [10]. Shakibazadeh et al. also reported the significant 
impact of physical environment on care quality in health 
facilities [7].

The third dimension of MCQ-MUS was effective inter-
action and communication. Effective communication 
with the parturient and her family during labor is the 
cornerstone of quality care delivery. Good and trust-
based relationships and continuous effective support 
during labor and childbirth stop the fear-pain cycle, im-
prove calmness, reduce catecholamine release, relieve 
pain, and thereby, strengthen uterine contractions, fa-
cilitate the progress of physiologic delivery, and mini-
mize labor duration [38]. Studies on the development 
and psychometric evaluation of RMC instruments also 
highlighted the importance of midwife-parturient rela-
tionships [11, 39-42]. The item “I provide the parturient 
with the necessary education and information in mater-
nity unit” had highest factor loading. Providing timely 
education to the parturient facilitates effective com-
munication and interaction between midwife and par-
turient [43], calms the parturient, and turns childbirth 
into a positive experience [44]. The scale for women’s 
perception of RMC developed by Ayoubi et al. also had 
items related to access to information, maintenance of 
maternal dignity, informed consent, participatory care, 
providing comfort, and avoidance of mistreatment [39].

Professional commitment was the last dimension of 
MCQ-MUS. Professional commitment refers to inner sat-
isfaction with the assigned tasks and close adherence 
to them without any need for supervision. Professional 
commitment is a strong belief in professional values 
and their acceptance that motivates people to promote 
their profession and maintain professionalism. It in-
cludes components such as professional concerns and 
preoccupations, honesty, loyalty, conscientiousness, 
beliefs, morality, inner satisfaction, professional devel-
opment, and professional involvement [45].

One strength of MCQ-MUS is its comprehensiveness 
and coverage of the two MCQ elements of process and 
structure. However, its limitation is that it is appropriate 
for MCQ assessment among women with low-risk preg-
nancies. Additionally, the number of participants in the 
psychometric assessment was low, and all of them were 
from a single city in Iran. Therefore, the development 
of instruments for MCQ assessment among women 
with high-risk pregnancies is recommended. Moreover, 
further studies are recommended to assess the factor 
structure of MCQ-MUS using confirmatory factor analy-
sis or to evaluate its psychometric properties in other 
languages. It can be concluded that the 39-item MCQ-
MUS with the four dimensions of professional care, 
appropriate human and physical resources, effective 
interaction and communication, and professional com-
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mitment is a valid and reliable instrument. Therefore, 
it can be used for MCQ assessment in maternity units.
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