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Abstract

Background Perceived care quality and patient satisfaction have been important care quality indicators in recent
decades, and healthcare professionals have been influential on women's childbirth experience. This study investigated
the measurement properties of the Persian version of the Pregnancy and Childbirth Questionnaire (PCQ), designed to
measure mothers'satisfaction with the quality of healthcare services provided during pregnancy and childbirth.

Methods This is a cross-sectional methodological study. Instrument translation, face validity, content validity,
structural validity, and reliability evaluation were performed to determine the measurement properties of the PCQ’s
Persian version. A backward-forward approach was employed for the translation process. Impact scores were selected
based on the items'importance to measure face validity. Content validity index (CVI) and content validity ratio (CVR)
were calculated to measure content validity, and exploratory and confirmatory factor analyses were used to measure
structural validity. The cluster random sampling method was used, resulting in a sample of 250 eligible women
referred to the health centers of Tabriz, Iran, who were 4 to 6 weeks after giving birth. Cronbach'’s alpha coefficient
and Intraclass Correlation Coefficient (ICC) using a test-retest approach were used to determine the questionnaire’s
reliability.

Results The impact scores of all items were above 1.5, which indicates a suitable face validity. The content validity
was also favorable (CYR=0.95, CVI=0.90). Exploratory factor analysis on 25 items led to the removal of item 2 due

to a factor loading of less than 0.3 and the extraction of three factors explaining 65.07% of the variances. The results
of the sample adequacy size were significant (< 0.001, and Kaiser-Meyer-Olkin =0.886). The model’s validity was
confirmed based on the confirmatory factor analysis fit indicators (i.e, RMSEA=0.08, SRMR=0.09, TLI=0.91, CFI=0.93,
x%/df=4.65). The tool's reliability was also confirmed (Cronbach’s alpha=0.88, and ICC (95% Cl)=0.93 (0.88 to 0.95)).

Conclusion The validity and reliability of the PCQ’s Persian version were suitable to measure the extent to which
Iranian women are satisfied with the quality of prenatal and intrapartum care.
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Background

Healthcare systems are primarily concerned with deliv-
ering effective evidence-based services to meet clients’
clinical/medical needs and their expectations of good
quality care [1]. Therefore, in recent decades, perceived
care quality and patient satisfaction have become impor-
tant indicators of care quality [2]. Pregnant women often
refer to different care providers, which may interfere with
personal treatment and continuity of care and negatively
affect women’s satisfaction with the care they receive [3].
Birth attendants’ continuous support during childbirth
improves the childbirth experience [4].

Mother’s satisfaction and childbirth experience are
essential factors with significant short-term and long-
term consequences on mother and child, such as post-
partum depression, post-traumatic stress disorder,
breastfeeding ability, and child abuse. Healthcare profes-
sionals influence women’s childbirth experience [5].

Millions of women around the world still fail to access
prenatal, intrapartum, and postpartum health services
[6]. Many healthcare problems are due to poor quality
of care [7]. The percentage of perinatal care quality in a
study on pregnant women in Iran was as follows: 50.8%
inadequate, 16.1% average, 27.7% adequate, and 5.4%
excellent [8]. Therefore, it is necessary to analyze and
monitor the quality of the care provided during preg-
nancy and childbirth.

Assessing the quality of care should be primarily based
on the experience of the target group. Many tools are
designed to examine women’s satisfaction with the care
provided by health systems. For example, the question-
naire Measuring Satisfaction with Maternal and New-
born Health Care Following Childbirth, published in
2011 in the United States, was proposed to measure the
mothers’ satisfaction with the postpartum health care
provided to mothers and their babies until two months
after childbirth [9].

The Quality of Prenatal Care Questionnaire (QPCQ)
was designed in Canada in 2014 to measure the quality
of prenatal care 4 to 6 weeks after childbirth [10]. The
pregnancy- and maternity-care patients’ experiences
questionnaire (PreMaPEQ) with 16 items and 145 items
was designed in 2015 to measure the pregnancy, child-
birth, and postpartum care, as well as public health clin-
ics’ care provided to pregnant women in Norway. The
questionnaire should be completed about 4 to 12 months
after delivery. This relatively long period may affect the
results’ accuracy during pregnancy and childbirth due to
the memory limitations of the respondents [11]. In addi-
tion, the Measurement of Midwifery Quality Postpar-
tum (MMAY postpartum) questionnaire with 16 items
was designed in Germany in 2021 to measure the qual-
ity of midwifery care after childbirth from the mothers’
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perspective. It measures only the quality of care provided
at home until about four months after delivery [12].

Truijens et al. (2014) designed the Pregnancy and
Childbirth Questionnaire (PCQ), which is a valid (good
face validity and structural validity) and reliable (high
internal consistency) instrument. This questionnaire has
25 items and measures Dutch mothers’ satisfaction with
the quality of care provided during pregnancy in health
centers and childbirth in hospitals [3]. The questionnaire
should be filled out about 4—6 weeks after childbirth.
Eighteen items examine the experiences and perceptions
of pregnant women regarding the quality of prenatal care,
divided into personal treatment (11 items) and educa-
tional information (7 items). The rest (7 items) reflect
mothers’ satisfaction with intrapartum care.

The PCQ was prepared for countries where childbirth
happens at home and in hospitals. Since the perceived
quality of care is a general concept and is not limited to
a specific care system, this questionnaire applies to any
system. Measuring the quality of healthcare provided to
pregnant women during pregnancy and childbirth and
responding to their needs and expectations is increas-
ingly essential. Therefore, this study was conducted to
investigate the measurement properties of the PCQ as a
valid and reliable tool to measure the quality of care pro-
vided to pregnant women in Iran during pregnancy and
childbirth.

Methods

Study design

This cross-sectional methodological study follows five
translation stages: content validity, face validity, struc-
tural validity, and reliability evaluation to determine the
measurement characteristics of the PCQ’s Persian ver-
sion. The target population includes pregnant women
referring to health centers in Tabriz, Iran.

Sample size

The structural validity in factor analysis requires at least 5
to 10 participants per the questionnaire’s items [13]. This
study selects participants per each of the questionnaire’s
25 items, leading to a sample of 125 participants. Consid-
ering the design effect of 2 due to cluster sampling, the
sample was calculated as 250.

Eligibility criteria

Inclusion criteria include women who had vaginal child-
birth in the last 4—6 weeks. The exclusion criteria include
underlying diseases such as cardiovascular disease, dia-
betes, mental disabilities, or other mental disorders, the
death of a loved one in the past three months, and the
unwillingness to participate in the study.
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Sampling and data collection

We used thewww.random.org website and randomly
selected a quarter of the public health centers of Tabriz
City from their list in the SIB system (https://sib.iums.
ac.ir). The SIB system is an integrated health system and
was designed to register, maintain, and update the elec-
tronic health record information of Iranians. Also, the
type of health care services needed in community health
centers are entered and recorded in this system. Then, we
identified and called women who had given birth in the
last 4 to 6 weeks. The research objectives were explained
to them, and they consented to participate in face-to-face
meetings in the health center at a given time. In the meet-
ings, participants were informed comprehensively about
the research, their written consent was obtained, and the
researcher filled out the sociodemographic and obstetric
characteristics questionnaire and the PCQ. Because some
participants were illiterate or had low educational levels,
to ensure the uniformity of the data collection method,
the interview method was conducted to obtain the data.
All interviews were conducted by a researcher (K.A.).
Because only women with vaginal childbirth in the last 4
to 6 weeks were selected from the list in the SIB system
(which was the main inclusion criterion for this study),
the number of people who were excluded was small.
Three people due to gestational hypertension, two people
due to s diabetes mellitus, and six people due to unwill-
ingness to participate in the study were not invited for
the interview.

The research tools

Sociodemographic and obstetric characteristics ques-
tionnaire This questionnaire is a researcher-made tool
that includes some questions used to describe partici-
pants’ characteristics such as age, education, occupation,
income, number of pregnancies and deliveries, and par-
ticipation in childbirth preparation classes. The validity
of this questionnaire was measured through qualitative
content and face validity.

The PCQ questionnaire includes 25 items, of which
18 items measure the quality of perinatal care and seven
measure the quality of childbirth care. The questionnaire
uses a five-point Likert scale from completely agree (1) to
completely disagree (5). The PCQ scores can vary from
25 to 125, with higher scores correlated with higher sat-
isfaction levels [3]. The original version is available as a
supplementary file 1.

The translation processes

After obtaining permission from the initial designers of
PCQ, Truijens et al. [3], the translation process was car-
ried out using a five-step forward and backward transla-
tion approach [14]. First, the questionnaire items were
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translated separately by at least two translators fluent
in Persian and English using semantic translation and a
forward-translation approach. Contrary to literal transla-
tion, semantic translation transfers the essential mean-
ings to the destination language. In other words, the
translated questionnaire’s questions and words should
be the same as those of the original. Second, the forward
versions were compared by another supervisor translator,
the existing contradictions were corrected, and a con-
solidated version was created from the forward versions.
Third, the consolidated version was translated using a
backward-translation approach into English by two trans-
lators fluent in Persian and English, who were blind to the
questionnaires. Fourth, the expert committee, including
three to four translators fluent in both languages, revised
the forward, consolidated, and backward versions. The
committee included one expert in language, one expert
in questionnaire translation, one expert familiar with the
concepts, and one coordinator. The experts investigated
semantic, terminology, experimental, and perceptual
equalities. The fifth stage includes the pre-test, where the
pre-final version is provided to the target group.

Face validity

Once the questionnaire’s final version was prepared, the
face validity determination form was given to 10 women
who had a delivery in the last 4—6 weeks. The items were
evaluated in terms of difficulty, relevance, and ambigu-
ity by ten eligible women to confirm the questionnaire’s
qualitative face validity. In addition, the item impact
method using a 5-point Likert scale from unimportant
(1) to very important (5) was used to calculate the impact
scores and confirm the questionnaire’s quantitative face
validity, retaining items with an impact score of greater
than 1.5 [15].

Content validity

The content validity form was given to 10 midwifery
and reproductive health specialists to check its con-
tent validity. The content validity of the tool was evalu-
ated from a qualitative perspective based on the experts’
opinions on the questionnaire’s overall structure, the
items’ contents, Persian grammar, and accurate scoring
were received, and the necessary corrections were made.
Moreover, the content validity index (CVI) and content
validity ratio (CVR) were calculated in the quantitative
part. The experts were asked to determine the items’
relevance, clarity, and simplicity using a 4-point Likert
scale to calculate the CVI. The CVI varies between 0
and 1 [16]; items with CVI>0.79 were kept, items with
0.79>CVI>0.70 were revised, and items with CVI<0.70
were removed. The CVR was performed based on the
experts’ opinions about each of the tool’s items using
a 3-point Likert scale in terms of the necessity (i.e.,
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necessary, useful but unnecessary, and unnecessary).
According to the experts’ opinions and using the Lawshe
table, items with CVR>0.62 were kept, and the rest were
removed [17].

Structural validity

Evaluation of structural validity was done by explor-
atory factor analysis (EFA) and confirmatory factor
analysis (CFA) [18]. Employing both exploratory and
confirmatory factor analyses was rooted in the nature
of our study’s theoretical framework. While our initial
approach was to test a pre-specified model based on
existing theories, we also recognized that the solidity of
the underlying theoretical structure could benefit from
a more exploratory examination. The exploratory factor
analysis allowed us to explore potential underlying struc-
tures in an unbiased manner, given the evolving nature
of the research domain and the potential for undiscov-
ered dimensions. Subsequently, the confirmatory fac-
tor analysis aimed to validate and confirm the proposed
model, aligning with established theories as much as
possible [19]. The EFA with Kaiser-Meyer Olkin criteria
and Bartlett’s Sphericity test using the principal com-
ponent analysis method with Varimax rotation (direct
noblemen) were used to examine structural validity and
extract factors with a factor loading of more than 0.3 [20].

Table 1 Sociodemographic characteristics of participants and
scores of PCQ (n=250)

Characteristics Mean (SD)

Age (year) 28(5.9)

Gravidity 1.8(0.7)

Parity 1.5(0.5)

Education Number (Percent)
llliterate & Primary 17 (6.8)
Secondary School 53(21.2)

High School 23(9.2)
Diploma* 80(32)
University 77 (30.8)

Occupation
Housewife 200 (80)
Employee 50 (20)

Income
Not Adequate 20 (8)

Somewhat Adequate 188 (75.2)
Adequate 42 (16.8)

PCQ scores Mean (SD) Minimum - Maximum
PCPT 42.3(8.3) 22-55
PCEI 264 (6.2) 11-35
IPC 27 (6.2) 14-35
Total 95.7 (18.9) 57-125

SD: Standard Deviation; PCQ: Pregnancy and Childbirth Questionnaire; PCPT:
Prenatal Care-Personal

Treatment; PCEI: Prenatal Care-Educational Information; IPC: Intrapartum Care

*End of high school education
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Moreover, CFA uses the fit indices to check the model
fit. The desired fit indices and their acceptable values to
confirm the model are as follows: root mean score error
of approximation (RMSEA)<0.08, standardized root
mean square residual (SRMR)<0.10, Baseline vs. Satu-
rated (Chi® /df) <5, comparative fit index (CFI)>0.90 and
Tucker-Lewis Index (TLI)>0.90 [21].

Reliability

Test-retest reliability and internal consistency were used
to determine the questionnaire’s reliability [22]. The
questionnaire completion process involved two stages
separated by a two-week interval, during which 30 eli-
gible participants took part to assess retesting stability.
Participants were conveniently sampled, and data for this
stage were gathered through in-person interviews. Inter-
nal consistency was determined based on Cronbach’s
alpha coefficient. An intra-class correlation coefficient
(ICC) greater than 0.7 was considered favorable [23].

Statistical analyses

SPSS Statistics 25 (IBM Corp, Armonk, NY, USA) and
STATA 15 (Statcorp, College Station, Texas, USA) were
used to analyze data. Descriptive statistics such as fre-
quency (percentage) and mean (standard deviation) were
used to describe the sociodemographic and obstetric
characteristics data, which were normally distributed.
Content validity using CVR and CVI, face validity using
the impact score, structural validity using EFA and CFA,
and the reliability of the research tool using Cronbach’s
alpha coefficient and ICC were examined.

Ethical considerations

The required permissions were first obtained from the
Ethics Committee of Tabriz University of Medical Sci-
ences (IRTBZMED.REC.1401.093). All ethical prin-
ciples, including obtaining the necessary permission
from the initial designers of the tool, obtaining written
informed consent from all the participants, ensuring the
confidentiality of their information, and the freedom to
exit the study, were observed throughout the research.

Results
The cluster sampling method was used, and 250 post-
partum women were studied from August to December
2022. The PCQ descriptive characteristics are given in
Table 1.

In investigating the qualitative face validity, all the
questionnaire items were described appropriately and
without ambiguity or difficulty. All of them scored at least
1.5 when investigating the quantitative face validity. The
CVI and CVR were equal to 0.9 and 0.95, respectively,
which indicates the acceptability of the content validity.
Table 2 presents the results of face and content validities.
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Table 2 The results for the content and face validity of the
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Table 3 Result of Facture analysis of the PCQ based on EFA

Iranian version of PCQ (n=10) (n=250)
Item cvi CVR Impact score Items Factor Factor Factor
PCPT-1 0.80 0.90 1.90 1 2 3
PCPT-2 0.83 0.90 4.00 Factor 1: Prenatal Care-Personal Treatment
PCPT-3 0.90 1.00 3.20 Possibility to discuss things in 0431
PCPT-4 083 090 430 confidence
PCPT-5 067 0.70 3.20 My partner was involved during 0.174
PCPT6 096 1.00 470 prenatal visits
PCPT.7 0.70 1.00 390 Care provider was able to put my 0.605
PCPT-8 1.00 1.00 336 mind at ease - ,
PCPT9 096 100 240 Iwas'mvo\ved in p'\anmng. . 0.586
PCPT10 100 100 343 Treating personal information with ~ 0.672
confidence
PCPTTT 096 1.00 328 Sufficient amount of check-ups 0.594
PCEIT2 086 1.00 287 Communication between 0.785
PCEI-13 096 100 3.36 professionals
PCEF14 1.00 1.00 3.96 Care providers aware of my prefer-  0.819
PCEI-15 1.00 1.00 2.16 ences and wishes
PCEI-16 1.00 1.00 2.66 Clear who was in charge of care 0.843
PCEI17 0.86 0.90 336 during pregnancy
PCEI-18 1.00 1.00 2.80 Treated in a respectful manner 0.857
IPC-19 0.90 1.00 222 Participation in decision-making 0.812
IPC-20 0.83 0.90 378 process
IPC-21 1.00 1.00 273 Factor 2: Prenatal Care- Educational Information
IPC-22 090 1.00 344 To discuss the pros and cons of screening 0.764
IPC-23 0.76 0.70 336 Information regarding what to expect 0.902
IPC-24 096 0.90 378 Information was complete 0.885
IPC-25 096 1.00 259 Information satisfied my needs 0923
CVI: Content Validity Index; CVR: Content Validity Ratio; PCQ: Pregnancy and ~ Quality of information can be improved 0313
Childbirth Questionnaire; PCPT: Prenatal Care-Personal Treatment; PCEI: Information regarding normal delivery 0.791
Prenatal Care-Educational Information; IPC: Intrapartum Care . . X
Information regarding a healthy lifestyle 0.700
Factor 3: Intrapartum Care
Three factors were extracted using the exploratory fac-  €€Ping informed on progress of birth 0.802
tor analysis on 25 items of the questionnaire. The first ~ Paid attention to partner during delivery 0.782
factor, i.e., prenatal care-personal treatment, included Bengaware of preferencesand wishes 0844
11 items and explained 49.49% of the total variance. The Communication with professionals during delivery 0.852
. . . Communication between professionals 0.720
second factor, i.e., prenatal care-educational informa- . ‘ .
tion, included seven items and explained 10.98% of the Clear Wh? wasin charge _Of care durmg delivery ) 0856
Involved in decision making regarding anaesthesia 0497

total variance, and the third factor, i.e., intrapartum care,
included eight items and accounted for 4.59% of the total
variance (Table 3). Moreover, the second item during the
exploratory factor analysis was removed due to its fac-
tor loading of less than 0.3, and the number of items was
reduced from 25 to 24 (Fig. 1).

The KMO (0.886) was appropriate, indicating the ade-
quacy of the sample size. The result of Bartlett’s Test of
Sphericity (P* 0.001) was significant, indicating accept-
able implementation of factor analysis concerning the
correlation matrix on the study sample.

The results of CFA confirm a good fit of the model,
and the model’s factor structure is confirmed (RMSEA
(95% CI)=0.081 (0.074 to 0.180), SRMR=0.09, TLI=0.91,
CF1=0.93, x*/df=4.65, x2_ms=1137.25, see Table 4).

Cronbach’s alpha was 0.88 for the whole tool, 0.78, 0.83,
and 0.84 for the subdomains PCPT, PCEIL and IPC, in

% of variance 49.5 11 5
Total score 60.07
PCQ: Pregnancy and Childbirth Questionnaire; EFA: Exploratory Factor Analysis

order. In addition, ICC (95% CI) for the whole tool was
0.93 (0.88 to 0.95) and 0.94 (0.90 to 0.96), 0.89 (0.83 to
0.93), and 0.86 (0.78 to 0.91) for above subdomains
(Table 5). The final Persian version is available as a sup-
plementary file 2.

Discussion

Women’s satisfaction with maternity services, espe-
cially care during childbirth and delivery, has become
increasingly important to healthcare providers, manag-
ers, and policymakers, so increasing satisfaction is sug-
gested to improve healthcare [24]. Measuring the quality
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Fig. 1 Factor structure model of the PCQ based on CFA. (All factor loadings are significant at P<0.001). PCPT: Prenatal Care-Personal Treatment; PCEL:

Prenatal Care Educational Information; IPC: Intrapartum Care

Table 4 The model fit indicators of the PCQ (n=250)

Goodness of fitindices  CFA Acceptable value
X2 1137.253
2 4659 <5
af
P-value <0.001 0.05>
CFI 0.932 >0.90
TLI 0910 >0.90
SRMR 0.091 <0.10
RMSEA (95% Cl) 0.081 (0.074-0.108) <0.08

x2: chi-square; df: degrees of freedom; x2/df: normed chi-square; CFI:
Comparative Fit Index; TLI: Tucker-Lewis index; SRMR: Standardized root mean
squared residual; RMSEA: root mean square error of approximation

Table 5 Reliability Statistics of the PCQ

Factors Cronbach’s a coefficient 1CC (C1 95%)
(n=30)

PCPT 0.78 0.94 (0.90 to 0.96)

PCEI 0.83 0.89 (0.83 t0 0.93)

IPC 0.84 0.86 (0.78t0 0.91)

PCQ (Total) 0.88 0.93 (0.83t0 0.93)

ICC: Intra-class Correlation Coefficient, Cl: Confidence Interval, PCQ: Pregnancy
and Childbirth Questionnaire; PCPT: Prenatal Care-Personal Treatment; PCEI:
Prenatal Care Educational Information; IPC: Intrapartum Care

of prenatal and intrapartum care is an essential step to
evaluating its effectiveness more completely [10]. There-
fore, appropriate measurement tools are needed to prop-
erly assess satisfaction with care during pregnancy and
childbirth. This study investigates the measurement char-
acteristics of the PCQ in Iranian women. The validity of
this questionnaire was confirmed by face, content, and
structural validity, and the reliability was also confirmed
by test-retest and internal consistency in Iranian women.

Women who had received prenatal and intrapartum
care completed the questionnaire, which is consistent
with the growing consumer’s perspective in assessing
healthcare quality. There are various maternity satisfac-
tion measures, including single-item measures to exten-
sive surveys of all aspects of maternity care [24—25].

The questionnaire’s items examine aspects such as
communication, independence, participation, profes-
sionalism, educational information, teamwork, and
spouse participation. Women, especially during child-
birth, believe that the provided care should not be limited
to providing information, but professionals with empathy
and personal commitment should also understand their
feelings and values [3, 26].

The questionnaire’s CVI and CVR were appropriate,
and no item was removed. The model adequacy was
confirmed using the value obtained for KMO and the



Abdolalipour et al. BMC Health Services Research (2024) 24:365

significance of Bartlett’s test. Three factors similar to the
original version were extracted for this tool, but the sec-
ond item was removed from the subscale prenatal care-
personal treatment. The removed item relates to the
wife’s participation in prenatal care, which was removed
due to its factor loading of less than 0.3. Moreover, the
exploratory factor analysis extracted three factors,
explaining 65.07% of the variance, which is higher com-
pared to that of the original tool (56.2%) [3].

Cronbach’s alpha coefficient for the whole tool and
subscales PCPT, PCEIL and IPC was equal to 0.88, 0.78,
0.83, and 0.84, respectively, which were acceptable, but
compared to the original tool, with corresponding values
0f 0.92, 0.89, 0.83 and 0.86, were lower [3].

Many studies have examined satisfaction with mater-
nal care, but there are a few valid tools with a particular
focus on satisfaction during pregnancy and childbirth.
The Labor and Delivery Satisfaction Index (LADSI) ques-
tionnaire with 38 items is frequently used to measure
women’s satisfaction with prenatal and intrapartum care.
However, the reliability of the whole tool («=0.34) and its
subscales (i.e., caring component a=0.11, and technical
component a=0.78) is low [27]. The Maternal Satisfac-
tion for Caesarean Section (MSCS) questionnaire with
22 items has good validity and reliability but is limited to
women giving birth by cesarean delivery [28]. Moreover,
Intrapartal care concerning WHO recommendations
(IC-WHO) questionnaire with 63 items was proposed to
measure the quality of care during childbirth based on
WHO recommendations [29]. Compared to other ques-
tionnaires, this tool focuses on women’s understanding of
the care’s safety factor, and measurement is based on this.
Intrapartal-Specific QPP-questionnaire (QPP-I) with 32
items asks women to evaluate the provided care during
childbirth in terms of the perceived reality and the sub-
jective importance of care [30]. This tool has good con-
tent and structure validity, but its reliability is reported to
be low in some subscales (i.e., perceived reality subscales
a range=0.50 to 0.92; and subjective importance sub-
scales o range=0.49 to 0.93).

The pregnancy and maternity care patients’ experi-
ences questionnaire (PreMaPEQ) is very comprehensive
and measures women’s experiences during pregnancy,
childbirth, and postpartum, as well as the care provided
in public health clinics. Its content and structure valid-
ity are suitable, but its reliability in three scales was less
than 0.7 [11]. This questionnaire has 145 items, which
answers to them may be difficult for mothers. Moreover,
the questionnaire is provided to women for comple-
tion about 4 to 12 months after childbirth, which limits
its results” accuracy due to possible memory limitations
of mothers about their pregnancy and childbirth expe-
riences. Some indications suggest that surveying time
to measure satisfaction affects satisfaction ratings. For
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example, satisfaction with care can change even over a
short period [24]. Moreover, women’s satisfaction at hos-
pitals can significantly vary from those after discharge.
Assessing satisfaction with childbirth at a certain time
after childbirth seems to be more appropriate because
mothers have enough time to review their experience and
determine their satisfaction. However, the long periods
may result in some biases in answering the questions.
The PCQ is given to women about 4 to 6 weeks after
childbirth, which seems a suitable time to measure moth-
ers’ satisfaction with the quality of care during pregnancy
and delivery.

The research strengths and limitations

This study has some strengths including using the same
data collection method (interview), a random selection
of women from the health centers of Tabriz city with dif-
ferent socio-economic characteristics, and conducting
interviews in the same time range (4 to 6 weeks) after
childbirth. The studied women had only vaginal delivery
and other childbirth types such as cesarean delivery were
not included. Future research is suggested to apply this
tool to women with cesarean delivery. Moreover, another
research weakness was using the same set of data for
exploratory and confirmatory factor analyses.

Conclusion

The results confirmed the validity and reliability of the
PCQ’s Persian version to measure the satisfaction level
with the quality of prenatal and intrapartum care among
Iranian women. Face, content, and structural validity
and calculation of internal consistency and intra-class
correlation coefficient were done for the assessment of
measurement properties. This tool helps specialists and
medical staff to evaluate the quality of care provided
during pregnancy and childbirth from the women’s per-
spective and, if necessary, carry out the necessary inter-
ventions to improve the quality of the care.
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