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ABSTRACT 

 

Person-centered maternity care (PCMC) is one of the significant dimensions of the 

World Health Organization’s (WHO) Quality of Care Framework and is highlighted in 

the latest WHO recommendations on intrapartum care. There is no valid tool to measure 

PCMC in Cambodia; therefore, the aim of this study was to develop the Cambodian 

version of PCMC scale adapted from a validated tool and assess its psychometric 

properties. The standard procedures of scale development including translations, expert 

reviews, cognitive interviewing, field study, and psychometric assessment were 

conducted. The translation and pretesting were optimized to achieve acceptable cultural 

equivalence and content validity. The psychometric analysis supported the validity and 

reliability of the 20-item Kh-PCMC scale as a tool to measure women’s experience of 

received maternity care among Cambodian postpartum women in facility settings. 
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CHAPTER Ⅰ: INTRODUCTION 

  

Background 

Globally, 810 women die every day worldwide due to preventable causes during 

pregnancy and childbirth (World Health Organization, 2019a). The reduction of 

unacceptably high maternal mortality has been a global priority of maternal and child health. 

Strategies to address high maternal mortality from preventable causes in low and middle-

income countries have traditionally been focused on expanding the provision of basic 

obstetric services. Although coverage of health services has been expanded, it has not fully 

contributed to the reduction of maternal mortality (Graham & Varghese, 2012; Koblinsky et 

al., 2016). Even when health services were available, there was less attention paid to 

interpersonal quality and responsiveness to women (Larson et al., 2015). To make matters 

worse, there reports emerged on women’s experiences of disrespect and abuse by health 

providers during childbirth in facility settings (Bohren, 2015; Bowser & Hill, 2010). This 

crucial gap called for a more comprehensive focus on the quality of care, beyond the solo 

coverage of essential obstetric care (Miller et al., 2016; Souza et al., 2013), towards engaging 

women in health care to improve women’s experience of care (ten Hoope-Bender et al., 

2014; World Health Organization, 2014). The global agenda has shifted from the exclusive 

focus on survival to the inclusion of thriving and transformation in line with the United 

Nations’ Sustainable Development Goals (SDGs) (United Nations Inter-agency and Expert 

Group on MDG Indicators, 2015). Two strategies employed to accelerate reduction of 

preventable maternal mortality are first, addressing inequity and second, strengthen health 

systems to respond to women’s needs and priorities (World Health Organization, 2015a). 

Recently, increasing evidence was incorporated into the latest World Health Organization 

(WHO) recommendations on intrapartum care for women’s positive childbirth experience to 

enhance women-centered outcomes (World Health Organization, 2018). These 
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recommendations responded to the WHO Quality of Care Framework for Maternal and 

Newborn Health in terms of the care dimensions of both provision and experience (World 

Health Organization, 2018). 

Person-centered maternity care is highlighted coherently in the WHO 

recommendations on intrapartum care for women’s positive childbirth experience and the 

WHO Quality of Care Framework for Maternal and Newborn Health (Tuncalp et al., 2015). 

Person-centered maternity care corresponds to the “experience of care” dimension of this 

Quality of Care Framework, which includes intrapartum care quality dimensions such as 

effective communication, respect and dignity, and emotional support (Tuncalp et al., 2015). 

Previous studies have suggested that person-centered dimensions influence a patient’s desire 

to seek health care (Bohren et al., 2014; Kyomuhendo, 2003; Larson, Leslie, & Kruk, 2017; 

Liambila & Kuria, 2014; Matsuoka, Aiga, Rasmey, Rathavy, & Okitsu, 2010; Sethi et al., 

2017; Sheferaw, Mengesha, & Wase, 2016; Srivastava, Avan, Rajbangshi, & Bhattacharyya, 

2015; Thaddeus & Maine, 1994); the intention to select the same facility for future deliveries 

(Kujawski et al., 2015; Larson, Hermosilla, Kimweri, Mbaruku, & Kruk, 2014); demand 

better care (Bohren et al., 2014; Kruk et al., 2009; Larson et al., 2015), satisfaction with care 

(Kruk et al., 2016; Larson et al., 2014; Larson et al., 2017; Srivastava et al., 2015), and the 

long term effect on future reproduction (McLachlan et al., 2016). 

Cambodia is one of nine successful countries to achieve 75% reduction of their 

Maternal Mortality Ratio (MMR). MMR in Cambodia has significantly decreased from 1200 

per 100,000 live births in 1990 to 170 per 100,000 live births in 2014 (World Health 

Organization, 2015c). Despite the substantial improvements, however, MMR in Cambodia 

remains the sixth-highest among the Asia-Pacific countries, after Myanmar, Nepal and the 

Lao PDR at 180 or more maternal deaths per 100,000 live births (World Health Organization, 

2019b). The coverage of facility deliveries and deliveries assisted by skilled birth attendants 

(SBA) has increased from 22% and 44% in 2005 to 83% and 89% in 2014, respectively 
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(National Institute of Statistics, 2015). However, several qualitative studies revealed that 

Cambodian women did not always receive women-centered care during childbirth at the 

health facility. Women’s poor perception of the interpersonal aspect of quality of care is 

reported to be a significant barrier to health service utilization (Ith, Dawson, & Homer, 2012; 

Khun & Manderson, 2007; Matsuoka et al., 2010; Sheratt, White, & Chhuong, 2006). 

Women’s non-use of facility health services will lead to delays in care seeking behavior and 

delays in accessing life-saving medical intervention (Thaddeus & Maine, 1994), and 

significant losses for the achievement of SDG3 target (Miller et al., 2016). Despite the 

recognition of the importance of the quality of care, women’s experience of childbirth has 

not been reflected in efforts to improve the quality of maternity care (van den Broek & 

Graham, 2009). Little is known about the ongoing situation in Cambodia because there is 

limited evidence and no reliable instrument is available to quantify women’s experience of 

care. 

There are various tools to measure women’s childbirth experiences, but there was a 

lack of consensus to operationalize the constructs of person-centered maternity care. To date, 

there is only one validated tool that cover comprehensive dimensions of the WHO Quality 

of Care Framework as process indicators using standardized procedures of scale 

development including cognitive interviewing and psychometric analysis: the Person-

Centered Maternity Care (PCMC) Scale. The PCMC scale is a validated tool to measure 

women’s experiences of received care during childbirth in facility settings in developing 

countries (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017). It was initially 

developed and validated in Kenya and subsequently in India (Afulani, Diamond-Smith, 

Phillips, Singhal, & Sudhinaraset, 2018) and was used in Ghana (Afulani et al., 2019). The 

original PCMC scale that was developed in Kenya includes 30 items with three subscales 

representative of the “experience of care” dimension of the WHO Quality of Care 

Framework: (1) dignity and respect, (2) communication and autonomy, and (3) supportive 
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care.  

In cross-cultural instrument development, multi-dimensional factors need to be 

considered not only in translation but also cultural interpretation, values, and attitudes (Willis, 

2015). Further, cross-cultural research requires strategies to tackle the fact that, across 

cultures, underlying concepts may not be identical or even comparable and, thus, an 

instrument that is appropriate in one context may not be adequate in another context 

(Harkness, Van de Vijver, & Johnson, 2003). A translated version of the questionnaire must 

meet two following requirements: (1) to be valid, reliable, legal, and cost-effective; (2) to 

exhibit appropriate levels of sematic and conceptual equivalence and minimize problems 

created by lack of equivalence (Behling & Law, 2000). Cross-cultural instrument 

development often involves translation from the source language to the target language, but 

simple forward and back translation techniques do not automatically maintain equivalence 

across cultures (Thrasher et al., 2011). In cross-cultural instrument development, researchers 

should assess not only technical and sematic equivalence but also conceptual equivalence 

and cultural relevance before data collection using multiple quantitative and qualitative 

methods and techniques (Squires et al., 2013). In addition, the psychometric quality of the 

instrument needs to be examined when used in a different geographical setting, among a 

different target population in a different context. 

However, few studies perform adequate pretesting (Smith, 2004), and few studies 

describe in-depth how cultural context influence the instrument adaptation and validation 

process and how to address the challenges (Balqis-Ali et al., 2021). A poorly translated and 

adapted instrument would lack equivalence with the original instrument, leading to poor 

validity, reliability, and comparability (Guillemin, Bombardier, & Beaton, 1993). 

Therefore, the present study aimed to develop a reliable and valid PCMC scale in the 

Khmer language for use in Cambodian postpartum women adapted from the validated 

PCMC scale from Kenya and India, considering the influence of cultural context. 
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Purpose of this study 

The purpose of the present study is to develop the Cambodian version of PCMC 

(Kh-PCMC) scale in the Khmer language for the use in Cambodian postpartum women, 

considering the cultural context, and to assess the scale’s psychometric properties. 

 

Research question 

The preliminary research question of this study was: Is the Cambodian version of 

PCMC scale valid and reliable tool to measure the quality of people-centered maternity care 

among childbearing women in Cambodia?  

The specific research questions are: (1) Dose the Cambodian version of PCMC scale 

exhibit appropriate levels of semantic and conceptual equivalence to the original PCMC 

scale?; (2) Dose the Cambodian version of PCMC scale present appropriate levels of content 

validity?; and (3) Based on the findings of a field study, what are the estimated validity and 

reliability of the Cambodian version of PCMC scale? 

 

Definitions of terms 

Quality of care refers to “the extent to which health care services provided to individuals 

and patient populations improve desired health outcomes. In order to achieve this, health 

care needs to be safe, effective, timely, efficient, equitable, and people-centred” (World 

Health Organization, 2006a). Quality of care has three dimensions: (1) provision of care, (2) 

experience of care, and (3) health facility environment, which are measured by eight 

elements elaborated in the WHO Quality of Care Framework for Maternal and Newborn 

Health (Tuncalp et al., 2015). 

 

Technical care refers to “the application of clinical medicine to a personal health problem” 
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(Donabedian, 1988) or “technical aspects to inter-personal care” (Campbell, Roland, & 

Buetow, 2000). Technical care is illustrated as “provision of care” dimension of quality of 

care (Hulton, Matthews, & Stones, 2000; Tuncalp et al., 2015) and commonly measured by 

the amount and scope of provided evidence-based clinical practices. 

 

Interpersonal care refers to “the interaction of health care professionals and users” 

(Campbell et al., 2000). Interpersonal skills include communication, the ability to build a 

relationship of trust, understanding and empathy with the patient (Blumenthal, 1996) and to 

show humanism, sensitivity and responsiveness (Hulton et al., 2000). Interpersonal care is 

illustrated as the “experience of care” dimension of quality of care (Hulton et al., 2000; 

Tuncalp et al., 2015). 

 

Person-centered maternity care refers to “providing maternity care that is respectful and 

responsive to individual women and their families’ preferences, needs, and values, and 

ensuring that their values guide all clinical decisions” (Institute of Medicine, 2001), and 

similarly “providing care which takes into account the preferences and aspirations of 

individual service users and the cultures of their communities” (World Health Organization, 

2006a). Person-centered maternity care corresponds to the “experience of care” dimension 

of the WHO Quality of Care Framework for Maternal and Newborn Health (Tuncalp et al., 

2015). Person-centered maternity care can be measured by the PCMC scale with three 

theoretical domains: (1) dignity and respect; (2) communication and autonomy; and (3) 

supportive care.  

 

Dignity and respect refer to “care organized for and provided to all women in a manner that 

maintains their dignity, privacy, and confidentiality, ensures freedom from harm and 

mistreatment, and enables informed choice and continuous support during labor and 
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childbirth” (WHO 2018, p19). 

 

Effective communication includes the following components as a minimum: introducing 

oneself to the healthcare user ; calling the user by her name; offering information in an 

understandable way; respecting and responding to the woman's needs, preferences, and 

questions with a positive attitude; supporting the woman’s emotional needs with empathy 

and compassion; ensuring women’s choices; ensuring explanation and informed consent; 

encouraging the woman to express her needs and preferences; ensuring that privacy and 

confidentiality; and ensuring woman’s companion of choice (WHO, 2018, p25). 

 

Supportive care refers to emotional support including companionship during labor. The 

emotional support to enhance physiological processes during childbirth generates both short 

and long-term benefits (Olza et al., 2018). 

 

Skilled birth attendant (SBA) refers to “an accredited health professional – such as a 

midwife, doctor or nurse – who has been educated and trained to proficiency in the skills 

needed to manage normal (uncomplicated) pregnancy, childbirth and the immediate 

postnatal period, and in the identification, management and referral of complication in 

women and newborn” (World Health Organization, Department of Reproductive Health and 

Research, 2004) both primary and secondary midwives, doctors and nurses who have been 

trained and have graduated from medical school in Cambodia. 

 

Cultural context refers to an object to consider, such as beneficiary’s values and worldview, 

customs, norms, historical background, and social system (Huckle & Wals, 2015). It is both 

tangible and intangible, exists as a pillar that runs through the society. It is everything that is 

produced by human thought and action (Sekine, personal communication, 11 Jun 2020). 
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CHAPTER Ⅱ: LITERATURE REVIEW 

 

This chapter consists of two sections. Section 1 describes the constructs and measures 

of the key concepts of this study, and Section 2 describes country profiles and related health 

information from Cambodia. 

 

Section1: Conceptual framework 

 

Quality of Care 

Definition 

Quality of care, a multi-dimensional concept, is considered as a fundamental human 

right for every human being (UN Committee on Economic, Social, and Cultural Rights, 

2000). Donabedian (1966; 1988) proposed a framework for assessing quality of care based 

on the components of the structure, process, and outcomes of care. Structure refers to the 

organizational factors that enable women to access a health system where care is provided 

(Donabedian, 1980). Process denotes the actual care delivery and receipt between providers 

and users (Donabedian, 1988) and outcome refers to the consequences of the interaction 

between individuals and a health care system (Campbell et al., 2000). Donabedian’s model 

has been widely used for defining quality of care (Mocumbi et al., 2019; Srivastava et al., 

2015). 

The Institute of Medicine (IOM) proposed a definition of quality of care as “the degree 

to which health services for individuals and populations increase the likelihood of desired 

health outcomes and are consistent with current professional knowledge” and six dimensions 

of quality of care: (1) safety, (2) effectiveness, (3) patient-centredness, (4) timeliness, (5) 

efficiency, and (6) equity (Institute of Medicine, 2001). Subsequently, the WHO defined the 

quality of care as “the extent to which health care services provided to individuals and patient 
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populations improve desired health outcomes. To achieve this, health care needs to be safe, 

effective, timely, efficient, equitable, and people-centered” (World Health Organization, 

2006a). 

In the maternity service context, Hulton et al., (2000) proposed a framework for 

quality of care in maternity services with two dimensions of care, namely, “provision of care” 

and “experience of care”. While provision of care is obviously a fundamental aspect of 

quality of care, a woman’s experience of that care is also important. “Experience of care” 

refers to “the extent to which a woman feels she understands what is going on and feels that 

her questions have been answered adequately” and “whether she receives sufficient 

information that she has a right to know” (Hulton et al., 2000). Thus, quality of care can only 

be achieved by satisfying these two inseparable components of provision and experience. 

For example, it is possible that even though the care provided might be technically competent, 

standardized care it may not be acceptable to women, while, conversely, ineffective or even 

harmful care may be more familiar and, therefore, acceptable to them.  

Based on Donabedian (1966) and Hulton (2000) models of quality of care, the WHO 

developed the “Quality of Care Framework for Maternal and Newborn Health” to identify 

the action points towards improving the quality of care provided in facilities (Tuncalp et al., 

2015) (Figure 1). This framework conceptualizes the quality of care for maternal and 

newborn health within the context of the health system. Process of care has interlinked 

dimensions of provision and experience of care and the environment of the health care 

facility. The provision of care dimension includes: (1) “evidence-based practices for routine 

and emergency care”; (2) “actionable information systems where record-keeping enables 

review and audit mechanisms”; and (3) “functional referral systems between levels of care 

should be in place”. The experience of care dimension includes: (4) effective communication, 

“a woman (or her family if required) should feel that she understands what is happening, 

what to expect and knows her rights”; (5) respect and dignity, “she should receive care with 
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respect and dignity”; (6) emotional support, “she should have access to the social and 

emotional support of her choice”. And the following two components that are related to 

health facility environment: (7) competent and motivated human resources; and (8) the 

availability of essential physical resources (Tuncalp et al., 2015). Quality process of care 

leads to desired health outcomes: coverage of key practices, and people-centered outcomes, 

at both individual and facility levels. 

The quality of care is typically evaluated in three domains: structure, process, and 

outcome (Donabedian,1966). Maternal mortality is one of the health outcomes of the quality 

of care and maternal mortality ratio (MMR) is used as an outcome indicator of the 

Millennium Development Goals (MDGs) and Sustainable Development Goals (SDGs). 

However, it is not suitable for assessing the quality of care (Maine & Rosenfield, 2001), 

because “ratio” represents an estimated value and limited data availability (Alkema et al., 

2016). A high maternal mortality ratio could indicate severity, but it does not identify where 

problems exist. On the other hand, process indicators are useful to identify the specific 

aspects of quality of care to be improved (Maine & Rosenfield, 2001). 

“Process” can be further divided into technical (or clinical) care and patient experience 

(or interpersonal care) (Campbell et al., 2000; Donabedian, 1988). Technical care refers to 

“the application of clinical medicine to a personal health problem” (Donabedian, 1980). 

Technical care should be appropriate and necessary because care is often overused (provided 

when inappropriate) and underused (not provided when necessary) (Brook, McGlynn, & 

Cleary, 1996). The termination of both clinical care and technical care has been used to 

describe more bio-medically oriented aspects of health professionals’ behavior, but it is 

better to describe technical aspects of inter-personal care (Campbell et al., 2000). 

Interpersonal care describes the interaction of health care professionals and users (Campbell 

et al., 2000). Interpersonal skills include communication, the ability to build a relationship 

of trust, understanding, and empathy with the patient and to show humanism, sensitivity, and 
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responsiveness (Hulton et al., 2000). 

 

Person-Centered Maternity Care 

Definition 

Person-centeredness is one of the six aims of the Institute of Medicines Health Care 

Quality Initiative (Institute of Medicine, 2001) and one of the principles of the SDGs (World 

Health Organization, 2015d). Person-centered maternity care emphasizes quality of care that 

is “respectful of and responsive to individual preferences, needs, and values” (Institute of 

Medicine, 2001). The IOM also endorsed six dimensions of patient-centered care which 

stated that care must be: (1) respectful to patients’ values, preferences, and expressed needs; 

(2) coordinated and integrated; (3) provide information, communication, and education; (4) 

ensure physical comfort; (5) provide emotional support – relieving fear and anxiety; and (6) 

involve family and friends. Person-centered maternity care corresponds to the” experience 

of care” dimension of the WHO Quality of Care Framework for Maternal and Newborn 

Health (Tuncalp et al., 2015). The WHO’s operational definition of “people-centered” is 

“providing care which takes into account the preferences and aspirations of individual 

service users and the cultures of their communities” (World Health Organization, 2006a). 

Person-centered maternity care places women’s values, decision-making, and cultural 

backgrounds at the center of maternity care.  Relational aspects of quality of care were 

considered to be more important for women than inputs, such as equipment or cleanliness 

(Larson et al., 2015).  

Person-centeredness is an essential part of the quality of care for three reasons. Firstly, 

every woman has a right to be treated with respect and dignity (Larson, Sharma, Bohren, 

& Tunçalp, 2019). The Universal Rights of Childbearing Women Charter, for example, 

declared that “every woman has a right to dignified, respectful, sexual and reproductive 

health, including during childbirth” (White Ribbon Alliance, 2011).  
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Secondly, person-centered maternity care increases health service utilization and 

health outcomes (Larson et al., 2019). Previous studies suggested that those who had 

negative care experiences in the facility were less likely to seek health care (Bohren et al., 

2014; Kyomuhendo, 2003; Larson et al., 2017; Liambila & Kuria, 2014; Matsuoka et al., 

2010; Sethi et al., 2017; Sheferaw et al., 2016; Srivastava et al., 2015; Thaddeus & Maine, 

1994); intention to select the same facility for future deliveries (Kujawski et al., 2015;  

Larson et al., 2014); demand better care (Bohren et al., 2014; Kruk et al., 2009; Larson et al., 

2015); and have better satisfaction (Kruk et al., 2016; Larson et al., 2014; Larson et al., 2017). 

On the other hand, one study by Larson et al., (2015) suggested that the greatest predictor of 

women’s preference regarding health facilities was the kind care and treatments by the 

providers. Person-centered maternity care can contribute to the timely provision of care, 

improved patient-provider communication, and increased adherence to treatments, all of 

which can improve maternal and neonatal outcomes (Koblinsky et al., 2016; S. Miller et al., 

2016). 

Thirdly, person-centeredness is crucial for health care in terms of addressing the 

asymmetry of power between women and providers (Kruk et al., 2018). There are an 

increasing number of reports from women on mistreatment during facility delivery in many 

settings (Bohren, 2015; Bowser & Hill, 2010). This research stemmed from the result of a 

broader interest in gender inequality (Jewkes, 2015). Normalization and internalization of 

power relationships between women and providers made women accept poor quality of care 

(Freedman et al., 2018). Thus person-centeredness can help to improve communication 

between the health worker and patient and thereby reduce information asymmetry.  

In summary, quality of care starts with the people who receive the care. For women’s 

their health care realities such as accessibility to and acceptability of care need to be taken 

into consideration. Making care more patient-centered can improve various areas of quality 

of care. 
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Measurement 

Person-centeredness measures regarding quality of care need to distinguish between 

the objectives of usage, namely, “experience of care” as a process indicator and “satisfaction 

with care” as an outcome indicator (Larson et al., 2019). Assessment of “experience of care” 

which refers to the interactions that patients have with the health system (Larson et al., 2019), 

can be used to identify gaps or evaluate changes in quality resulting from interventions or 

policies. Findings can help identify specific target areas for interventions towards quality 

improvement for health care. Assessment of “satisfaction with care”, which refers to patients’ 

evaluation of the care provided relative to their expectations (Larson et al., 2019), can be 

used to evaluate whether the provided care meets the individual’s needs and expectations. 

Satisfaction measurements are useful for identifying areas of service provision that are 

important to individuals. Satisfaction with care may be influenced by patient demands, 

values, or expectations, and as such, qualitative studies would be useful to understand 

underlying causes. Satisfaction measurements can be used to identify aspects of services that 

are valuable to women, but they might not be useful for revealing ways in which the actual 

care itself might be improved.  

Patient-reported measures to assess the quality of patient-centered care could be 

leveraged to inform care providers about where improvements are required from the patient’s 

perspective (Tzelepis, Sanson-Fisher, Zucca, & Fradgley, 2015). Patient-reported measures 

are crucial to the reliable measurement of patient-centered care because only the patient 

knows whether they received the level of information desired, communication was 

appropriate and understandable, and care was responsive to their values and needs (Tzelepis 

et al., 2015).  

To date, there is a lack of agreement on a consistent operational definition and 

standardized summary measurements of person-centered maternity care due to the 
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multifaceted nature of maternal health. A recent theoretical rapid review on patient-centered 

care that included 39 studies revealed the common elements of patient-centered care to be: 

exchanging information (73.5%); fostering the patient-clinician relationship (64.7%); 

decision-making (47.1%); enabling patient self-management (44.1%); and responding to 

emotions (35.3%) (Ramlakhan et al., 2019). Another systematic review identified 36 

instruments to measure women’s childbirth experiences that demonstrated a wide range of 

purpose, content, and quality of psychometric properties (Nilvér, Begley, & Berg, 2017). 

“Women’s childbirth experience” was measured by the following varied terms and concepts: 

childbirth experience (27.8%); satisfaction with care / birth / childbirth (36.1%); perception 

of birth / care (13.9%); control (11.1%); support (8.3%); fear of childbirth (5.6%); childbirth 

trauma (2.8%); birth memories (2.8%); and childbirth schema (2.8%) (Nilvér et al., 2017). 

Available studies in the field of person-centered maternity care assessment varied in 

conceptualization, operational definition, and standard measures. There are few existing 

instruments to quantitatively measure women’s perception of maternity care provided in 

health facilities. To our knowledge, there are five validated instruments to measure women’s 

perception of childbirth: the Childbirth Experience Questionnaire (CEQ), the Respectful 

Maternity Care (RMC) scale, the Mothers on Respect Index (MORi), the Person-Centered 

Maternity Care (PCMC) and the Women’s perception of respectful maternity care (WP-

RMC) scale. 

The Childbirth Experience Questionnaire (CEQ) was developed by Dencker and 

colleague (2010) in Swedish to assesses women’s perceptions and feelings during childbirth 

in four dimensions; own capacity, professional support, perceived safety; and participation, 

and later validated in English, Spanish, and Chinese (Dencker, Taft, Bergqvist, Lilja, & Berg, 

2010). 

Respectful Maternity Care (RMC) scale was developed by Sheferaw and colleague 

(2016) to measure women’s perception of respectful maternity care in public health facilities 
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in Ethiopia. The RMC scale includes 15-items scored using a five-point Likert scale accross 

four components: (1) friendly care, (2) abuse-free care, (3) timely care, and (4) 

discrimination-free care (Sheferaw, Mengesha, & Wase, 2016). 

The Mothers on Respect Index (MORi) was developed in British Columbia by Vedam 

and colleagues (2017) to assess the patient-provider interactions and relationship, and was 

validated in both Canada and the USA. The MORi includes 14-items that were originally 

measured by three or four response options, which were modified to suit the larger context 

of Canada as a whole and the USA. The MORi scale measures a sense of comfort, behavior, 

and perception of racism and discrimination when women interact with primary maternity 

care providers (Vedam et al., 2017). 

Person-Centered Maternity Care (PCMC) Scale was developed by Afulani and 

colleagues to assess women’s childbirth experiences (Afulani, Diamond-Smith, Golub, & 

Sudhinaraset, 2017). It was initially validated in Kenya and subsequently in India (Afulani 

et al., 2018), and was used for studies in Ghana (Afulani et al., 2019). The scale includes 30 

items with three subscales representative of the “experience of care” dimension of the WHO 

Quality of Care Framework: (1) dignity and respect, (2) communication and autonomy, and 

(3) supportive care. The items are scored using a four-point Likert scale.   

Women’s perception of respectful maternity care (WP-RMC) scale was developed by 

Ayoubi and colleagues (2020) in Iran and includes 19 items to assess women’s comfort, 

participatory care, and mistreatment (Ayoubi et al., 2020).  

The descriptions and quality of psychometric properties of selected instruments are 

presented in Table 1. 

Exiting instruments can be modified and adapted for new settings. Adaptation of an 

instrument means “to render questions culturally or linguistically appropriate in a cross-

national context” (Harkness, Van de Vijver, & Johnson, 2003, p27). When choosing the 

instrument, we need to examine the existing instrument’s specific applications carefully and 
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choose the best fit to our purpose, setting, population, and cultural context. Because the focus 

of the present study is on the “experience of care” dimension of the WHO Quality of Care 

Framework as it pertains to maternal and newborn health within health care facilities 

(Tuncalp et al., 2015), the PCMC scale is the only instrument currently available that is able 

to measure the exact constructs of the study.  

The PCMC scale was considered to be the most appropriate instrument to use in this 

study because it covers comprehensive dimensions of person-centered maternity care that 

correspond to the WHO Quality of Care Framework, and, similar to our study setting, it was 

validated in two low- and middle-income countries using standard procedures for scale 

development (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017; Afulani et al., 2018). 

Another strength of using the PCMC scale is that it is a process indicator. By using 

the process indicators, it will enable us to make concrete suggestions on what kind of 

maternity care should be provided. A recent study reported on the use of the PCMC scale to 

measure the effectiveness of simulation training emphasizing dignity and respect, 

communication and autonomy, and supportive care in Ghana (Afulani et al., 2019). 

Compared to the baseline survey, women at the end-line survey six months later reported 

improved person-centered maternity care; especially significant was an 87% increase for 

communication and autonomy. The findings suggested that simulation trainings gave health 

providers the opportunity to learn, practice, and reflect on their provision of care for 

improvement (Afulani et al., 2019). The PCMC scale was also used in the recent PCMC 

quality improvement intervention study in India, which using a matched case-control design. 

The study showed that the mean PCMC score of the intervention group increased by 22.9 

points compared to the control group (Montagu et al., 2020). Changing PCMC requires 

changing the process of care, indicating that the PCMC scale is a useful tool for routine 

monitoring and accountability of PCMC in progress (Afulani et al., 2020).  

As the original 30-item PCMC scale developed in Kenya was validated in India with 
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27 items and in Ghana with 24 items, further evaluation of validity and reliability is needed 

when applying it to different settings. It is recommended that the quality of an instrument’s 

psychometric properties is assessed according to standard tools such as the COnsensus-based 

Standards for the Selection of health status Measurement Instruments (COSMIN) checklist 

(https://www.cosmin.nl/) (Mokkink et al., 2010; Mokkink, Prinsen, Bouter, Vet, & Terwee, 

2016; Mokkink et al., 2018b; Terwee et al., 2007).  
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Section2: County profile 

 

Cambodia is a lower-middle-income country in South East Asia bordering the Gulf of 

Thailand, between Thailand, Vietnam, and Laos, with a landmass of approximately 180,000 

square kilometers (Ministry of Foreign Affairs of Japan, 2021, July 2). The total population 

is 15.3 million, 78% of which live in rural areas, and 29 % is younger than 15 years of age 

(National Institute of Statistics, 2020). Over 90% of the population belongs to the Khmer 

ethnic group, and minorities include Chinese, Vietnamese, Cham, and Khmer Loeu. The 

official language is Khmer, which is derived from Sanskrit and Pali. The prevailing religion, 

adhered to by approximately 95% of the population, is Buddhism (Ministry of Foreign 

Affairs of Japan, 2021, July 2). There is significant internal migration from rural 

communities to the capital Phnom Penh for seeking employment (World Health 

Organization. Regional Office for the Western Pacific, 2015). 

 

Historical background 

Cambodia experienced a history of colonialism, domestic conflict, and genocide 

during the Khmer Rouge regime (1975-1979), which destroyed the entire health system 

including infrastructures and skilled human resources. The United Nations Transitional 

Authority in Cambodia (UNTAC) supported Cambodian refugees living on the Thai border 

and consolidated peace in the Paris Peace Agreements. Multilateral and bilateral donor 

agencies and international NGOs played a major role in the reconstruction of the health 

system and Cambodia has made progress in rebuilding its society. Political stability and 

security have accelerated its economic growth and, by 2015, Cambodia reached lower-

middle-income status (World Health Organization. Regional Office for the Western Pacific, 

2015). 
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Socio-Economics Demographics information 

The Cambodian Demographic Health Survey (CDHS) indicated the following trends 

regarding the country’s socioeconomic improvements (National Institute of Statistics, 2000; 

2005; 2010; 2014). 

• The proportion of the population living below the national poverty line declined 

from 53.2% in 2004 to 20.5 in 2011  

• Gross domestic product per capita increased from 608 in 1993 to 2,454 in 2012 

• The fertility rate declined from 6.0 in 1990 to 2.7 in 2014  

• Female literacy increased from 66% in 2000 to 81% in 2014 

• Girls net enrollment in primary education increased from 76% in 1997 to 97 % in 

2012 

• Access to clean water increased from 31% in 1990 to 67% in 2011 

• Access to improved sanitation increased from 9% in 1990 to 33% in 2011 

• Electricity coverage increased from 16.6% in 2000 to 56 % in 2014 

• The median birth interval increased from 40 months in 2010 to 43.8 months in 

2014 

• The median age at first birth increased from 22.3 years in 2000 to 22.4 years in 

2014 

• The proportion of pregnant women who attended at least 4 visits or more, 

increased from 9% in 2000 to 76% in 2014 

 

Belief 

About 90% are Khmer people who traditionally adhere to Theravada Buddhism. The 

most significant cultural beliefs and practices among Cambodian women were based on 

Theravada Buddhism (Kelley, 1996). Cambodian people’s beliefs are deeply integrated into 

their way of life and their identity. When the concept of women-centered care was introduced 
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and adapted to the Cambodian context, Cambodian midwives described women-centered 

care as “merciful heart” representing Buddha and valued “family-like” care (Japan 

International Cooperation Agency, 2019, Matsumoto, 2015). A qualitative study on cultural 

consideration among Cambodian refugees in the US described this close integration of faith 

and Cambodian identity as “to be Cambodian is to be a Buddhist” and that, in Cambodia, 

the Buddha and the King are placed within a well-defined hierarchical structure (Kelley, 

1996). The study also revealed that the Cambodian people valued having children as the 

desired outcome of marriage (Kelley, 1996).  

 

Health policy 

The health system including infrastructure, personnel, and services was severely 

damaged during decades of civil conflict in Cambodia. The Government of Cambodia shows 

a very strong commitment toward improving maternal and child health, which was the 

priority of the Health Sector Strategic Plan 2008-2015 (HSP2) (Ministry of Health Cambodia, 

2008). The Fast-Track Initiative (FTI) was launched to promote reproductive health, 

maternal, newborn, and child health (RMNCH) in 2008 (Ministry of Health Cambodia, 

2010a). One of the principal measures was to improve the numbers and the quality of 

midwives, which fell within the purview of the National Strategic Development Plan (NSDP 

2009-2013) , a program that emphasized human resource development (Ministry of Planning 

Cambodia, 2010). 

 

Maternal mortality 

The maternal mortality ratio (MMR) is defined as the number of maternal deaths 

during pregnancy and childbirth or within 42 days of termination of pregnancy per 100,000 

live births during the same time period (World Health Organization, 2019b). 

The disease pattern of Cambodia was dominated by maternal and child mortality and 
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infectious diseases caused by poor nutrition due to poverty and an unhygienic environment. 

The Ministry of Health Cambodia showed a strong commitment to the reduction of MMR 

by their goal of increasing the number of midwives at the health center level, through salary 

increases and incentives for midwives, and by strengthening midwifery education and 

training (Sheratt et al., 2006). The government also made health centers operate 24 hours per 

day, added maternity waiting for houses, and extend delivery rooms at health centers for the 

training of midwives to make maternity services more accessible (Miller et al., 2003). 

Cambodia became one of nine successful countries to achieve the MDG5 target (Miller et 

al., 2003), with an MMR reduction from 1200 per 100,000 live births in 1990 to 170 per 

100,000 live births in 2014 (World Health Organization, 2015c). The successful reduction 

of MMR in Cambodia was also related to declines in fertility, socio-economic and 

educational improvements, and better road conditions (World Health Organization, 2015b).   

 

Facility-based delivery assisted by Skilled Birth Attendants 

There are two different health indicators for delivery: the proportion of health facility 

deliveries and deliveries assisted by skilled birth attendants. Because the distribution of 

health facilities was insufficient, at least attendance from a skilled birth attendant is needed 

in low-income countries like Cambodia. The Cambodian Demographic Health Survey 

(CDHS) showed that the coverage of facility delivery and delivery assisted by skilled birth 

attendants had increased from 22% and 44% in 2005 to 83% and 89% in 2014, whereas the 

MMR decreased from 472 to 170, respectively (National Institute of Statistics, 2005; 2014) 

(Figure 4). 

The significant increase in the number of facility-based deliveries may be due to 

performance-based contracting schemes started in late 2005 as a supply-side financing 

strategy to improve the performance of public health facilities (Takahashi & Chuemchit, 

2016). Outsourcing management to international organizations has been implemented in 
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Cambodia since 1990. The contracting has been financed by donors or domestic funding. 

Contracted facilities receive incentives by certain process and output indicators. It also 

provides incentives for staff' capacity building, and basic pharmaceuticals, and materials. 

The performance of contracted facilities has improved to the extent where they ensure the 

Minimum Package of Activities (MPA) (Ir, Horemans, Souk, & Van Damme, 2010). The 

findings of another study suggested that Government-funded Midwifery Incentive Schemes 

(GMIS) were an effective mechanism to make midwives change their behavior and practice 

from promoting home delivery to facility delivery (Ir et al., 2015). 

 

Quality of maternity care 

According to the WHO, quality of care reflects both how care is provided and how 

care is experienced, within the available health facility environment. The quality of maternity 

care in Cambodia can be overviewed using the following eight elements of the WHO Quality 

of Care Framework as it pertains to maternal and newborn health within facilities.  

 

Provision of care 

The provision of care is commonly evaluated by the amount and scope of care 

provided. 

 

(1) Evidence-based practices for routine and emergency care 

High quality care should be evidence-based and implemented technically qualified 

individuals. Good care, according to Hulton et al., refers to “the use of technologies that have 

been justified scientifically” (2000). Providing evidence-based care is important to keep the 

childbirth process safe and normal (Begley, Sedlicka, & Daly, 2018; Rubashkin & Minckas, 

2018).  

Evidence-based practices for routine and emergency care were referred from WHO’s 
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practical guide and guideline, such as “Care in Normal birth” (Technical Working Group, 

World Health Organization, 1997), “Pregnancy, Childbirth, Postpartum and Newborn Care: 

A Guide for Essential Practice” (World Health Organization, United Nations Population 

Fund, World Bank & United Nations Children's Fund (UNICEF), 2015), “WHO 

recommendations: intrapartum care for a positive childbirth experience” (WHO, 2018), and 

so on. Locally, “Safe motherhood clinical management protocols” for health centers 

(Ministry of Health Cambodia, 2010b) and referral hospital (Ministry of Health Cambodia, 

2013b) were used to strengthen technical skills and evidence-based interventions in 

Cambodia.  

A qualitative study that explored how Skilled Birth Assistants (SBAs) perceived their 

clinical practices during labor indicated that actual SBA practices were not inconsistent with 

the WHO practical guide on managing complications in pregnancy and childbirth (Ith, 

Dawson, & Homer, 2013). This finding was consistent with a previous quantitative study on 

practices of SBA in Cambodia (Ith et al., 2012) and subsequent studies. A previous study 

found that all the women at target hospitals in Cambodia gave birth in the supine position 

(Sandin-Bojö, Hashimoto, Kanal, & Sugiura, 2012), while the evidence from a later 

Cochrane review showed the benefit of non-supine position during childbirth (Gupta, Sood, 

Hofmeyr, & Vogel, 2017). In turn, liberal use of episiotomy was found in Cambodia (Ith, 

Dawson, Homer, & Whelan, 2013); however, routine episiotomy is not recommended 

(Technical Working Group, World Health Organization, 1997; WHO, 2018). These findings 

are in accordance with the findings of a midwifery review from Cambodia, which found that 

more than 50 % of Cambodian midwives had not enough confidence to provide essential 

care to manage normal birth (Sheratt et al., 2006). Poor evidence-based practices are deeply 

related to the health system including education, recruitment, and retention. 

A project to improve evidence-based practices of SBAs and enhance women and baby-

friendly care in Cambodia was carried out between 2010 to 2015 by the Ministry of Health 
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Cambodia and Japan International Cooperation Agency (JICA). The intervention included 

participatory training on evidence-based practices, midwifery philosophy, addressing 

adverse attitudes and behaviors of SBAs, and environmental improvement, etc. The project 

evaluation survey showed significant improvements in target facilities through the 

interventions. The frequency of practices that are demonstrably useful and should be 

encouraged (CATEGORY A) increased as follows: offering oral fluids during labor and 

delivery increased from 37% in 2010 to 65% in 2014; respecting women’s choice of 

companions during labor and birth increased from 5% in 2010 to 94% in 2014; and freedom 

in position and movement throughout labor increased from 43% in 2010 to 87% in 2014. In 

addition, the frequency of practices that are harmful or ineffective and should be eliminated 

(CATEGORY D) decreased as follows: routine use of the supine position during labor 

decreased from 96% in 2010 to 11% in 2014; directed bearing down efforts (Valsalva 

maneuver) during the second stage of labor decreased from 59% in 2010 to 14% in 2014; 

and routine revision (manual exploration) of the uterus after delivery decreased from 68% 

in 2010 to 2% in 2014 (Japan International Cooperation Agency, Human Development 

Department, 2014 September; Takahashi, June 2021). Unfortunately, the latest evidence on 

Cambodia’s progress in developing evidence-based practices of SBAs and enhancing 

women- and baby-friendly care is not available due to lack of research after 2014.  

Emergency Obstetric and Newborn Care (EmONC) is one of the essential programs 

aimed at reducing high maternal and newborn mortality. The number of EmONC facilities 

and their signal functions are indicators to assess the provision of care. EmONC represents 

a set of clinical interventions including vacuum extraction, manual removal of placenta, and 

antibiotics use, which address each of the direct causes of maternal deaths. The number of 

facilities that provide Basic Emergency Obstetric and Newborn Care (BEmONC) and 

Comprehensive Emergency Obstetric and Newborn Care (CEmONC) has increased from 25 

and 19 in 2009 to 96 and 36 in 2013, respectively (Ministry of Health Cambodia, 2015).  
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The WHO’s recommended essential cesarean rate is 10% to 15%. The overuse of 

cesarean sections is a big concern worldwide, to address which the WHO proposed the 

Robson classification system as a global standard for applying cesarean sections. (World 

Health Organization, 2015e). In Cambodia, cesarean sections can be provided only at 

CEmONC facilities, and the cesarean section rate of 8.12% was under the standard (Verma 

et al., 2020). Postpartum hemorrhage (PPH) is the leading cause of maternal death in 

Cambodia, and the training of Active Management of the Third Stage of Labor (AMTSL) 

was introduced to reduce PPH. The research showed that only 17 % of public health facilities 

undertook the correct procedure for AMTSL (Liljestrand & Sambath, 2012). These results 

may imply poor healthcare infrastructure and poor evidence-based practices for emergency 

care.  

 

(2) Actionable information systems 

Appropriate record-keeping is important to review causes of maternal death and 

complications, but there was often inconsistent or missing in developing countries (Hulton 

et al., 2000). In 2010, the Ministry of Health Cambodia introduced the Health Management 

Information System (HMIS) with web-based reporting. HMIS covers the following 

components: consultations, immunizations, birth spacing, deliveries, laboratory 

examinations, referrals, and hospitalizations. HMIS information is used for quarterly and 

annual reviews (World Health Organization. Regional Office for the Western Pacific, 2015). 

National surveillance on maternal death audit is conducted routinely, but the health 

information system in Cambodia still requires service quality improvement. 

 

(3) Functional referral systems 

The quality of a county’s health referral systems is crucial to prevent maternal 

mortality (Hulton et al., 2000).  
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Cambodia has health referral systems from the primary level to district, provincial and 

national level (Figure 6). Operational District (OD) is the most peripheral sub-unit within 

the health system. The size and coverage of the health system are determined by economic 

and public health considerations, it does not correspond exactly with the to administrative 

district Cambodia (Ministry of Health Cambodia, 2008). 

Public health service delivery is organized through two levels of services, the 

Minimum Package of Activity (MPA) provided at the health centers, and the Complementary 

Package of Activity (CPA) provided at the referral hospitals (Ministry of Health Cambodia, 

2012). MPA is a minimum level primary health care service mainly for rural populations. 

Each Health Center covers around 10,000-20,000 people. Services include initial 

consultations and primary diagnosis, emergency first aid, chronic disease care, maternal and 

child care (including normal delivery), birth spacing advice, immunization, health education, 

and referral. In 2010, only 43% of health centers provided the full minimum package of 

services. CPA is classified by three levels based on the number of staff, beds, medicines, 

equipment, and clinical activities: 

• CPA1 hospitals have basic obstetric services. In 2011, there were 33 hospitals. 

• CPA2 hospitals provide basic and emergency care services and other specialized 

services. In 2011, there were 31 hospitals at this level. 

• CPA3 hospitals provide large-scale surgery and various specialized services. In 

2011, there were 26 hospitals at this level. 

 

Experience of care 

The “experience” dimension of quality of care reflects components of sensitivity and 

responsiveness to person-centered maternity care (Ojelade et al., 2017) beyond meeting 

basic medical needs. In Cambodia, professional attitudes and interpersonal communication 

were described in the core competency framework for midwives (Ministry of Health 
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Cambodia, 2013a). 

 

(4) Effective communication 

According to the WHO recommendations on intrapartum care for a positive childbirth 

experience, “effective communication between maternity care providers and women in labor, 

using simple and culturally acceptable methods, is recommended” (WHO, 2018, p25). 

“Effective communication” includes the following as a minimum: care provider introducing 

themselves; calling the user by her name; offering information in an understandable way; 

respecting and responding to the woman's needs, preferences, and questions with a positive 

attitude; supporting the woman’s emotional needs with empathy and compassion; ensuring 

the woman’s choices; ensuring explanation and informed consent; encouraging the woman 

to express her needs and preferences; ensuring privacy and confidentiality; and ensuring 

woman’s companion of choice (WHO, 2018, p25). A qualitative study to explore what 

matters to women during childbirth indicated that women everywhere value the support and 

reassurance of care providers who are sensitive to their needs (Downe, Finlayson, Oladapo, 

Bonet, & Gülmezoglu, 2018). Effective communication is one of the key components of 

Respectful Maternity Care (Shakibazadeh et al., 2018), and the care provider’s competency 

in interpersonal communication and counseling skills need to be ensured (WHO, 2018, p25). 

To date, there is limited evidence related to effective communication of SBAs in Cambodia. 

 

(5) Care provided with respect and dignity 

According to the WHO recommendation on intrapartum care for a positive childbirth 

experience, “respectful maternity care” refers to “care organized for and provided to all 

women in a manner that maintains their dignity, privacy, and confidentiality, ensures 

freedom from harm and mistreatment, and enables informed choice and continuous support 

during labor and childbirth” (WHO 2018, p19). Respectful maternity care has multiple 
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components: including being free from harm and mistreatment; having privacy and 

confidentiality; dignified care; receiving information and being supported in the process of 

informed consent; continuous access to family and community support; high-quality 

physical environment and resources; equitable maternity care; effective communication; 

having choices and the opportunity to make decisions; availability of competent and 

motivated human resources; and receiving efficient, effective and continuous care (WHO 

2018, p21). Women valued respectful care, and the kind and warm attitudes of health 

providers (Jolly, Aminu, Mgawadere, & van den Broek, 2019; Rosen et al., 2015; 

Shakibazadeh et al., 2018; Sheferaw et al., 2017; Wassihun, Deribe, Worede, & Gultie, 2018), 

what matters to women during childbirth is consistent worldwide (Downe et al., 2018). 

Respectful maternity care is important because there are increasing reports of women’s 

mistreatment and disrespectful care from many African countries. To date, there are no 

obvious reports on violence and abuse in Cambodia. However, a qualitative study reported 

that Cambodian women did not always receive respectful and humane care from SBAs at 

public health facilities (Ith, Dawson, & Homer, 2013). This is consistent with another study 

in which women described staff attitudes as unfriendly, rude, or impolite (Matsuoka et al., 

2010). Another report suggested that negative attitudes and absence of health staff were the 

big obstacles for rural women to use health facilities (Ministry of Health Cambodia, 2006), 

and the Bureau of Nursing and Midwifery Cambodia (2016) were concerned about nurses’ 

providing less compassionate, respectful, and empathic care to their patients. On the other 

hand, another study suggested that the compensation of low wage midwives brought better 

attitudes towards the poor (Annear, 2010). Performance-based incentives for midwives 

contributed to improving health provider's performance, encouraging the midwives to stay 

at the health center regularly, and improve their behavior (Ir et al., 2010; Ir et al., 2015). 

Because low salary, poor living conditions, and poor work environment are all potential 

barriers for midwives to providing respectful care (Ndwiga, Warren, Ritter, Sripad, & Abuya, 
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2017), ensuring a respectful and dignified working environment for health providers is an 

important aspect to improve the quality of care.  

 

(6) Emotional support 

Physiological childbirth is a transformative experience that empowers women. 

Emotional support to enhance physiological processes during childbirth generates both short 

and long-term benefits (Olza et al., 2018). Emotional support is also important because the 

fear, pain, and anxiety experienced by expectant mothers may diminish the potential 

physiological process of labor (Striebich, Mattern, & Ayerle, 2018).  

According to the WHO recommendation on intrapartum care for a positive childbirth 

experience, “a companion of choice is recommended for all women throughout labor and 

childbirth” (WHO, 2018, p29). The evidence from a Cochrane review indicated the benefit 

of companionship during labor, which was more likely to result in a shorter labor, 

spontaneous vaginal birth, and higher satisfaction (Bohren, Hofmeyr, Sakala, Fukuzawa, & 

Cuthbert, 2017).  

The lack of emotional support, impolite attitudes of health staff, and discomfort in 

hospital settings contributed to women’s dissatisfaction with health service in rural 

Cambodia (Matsuoka et al., 2010). While Cambodian women tend to seek emotional support 

from their family, not from care providers, due to the cultural factors (Sakurai-Doi et al., 

2014). For Cambodian care providers, “family-like support” is the key concept to 

understanding the philosophy of women-centered maternity care in the Cambodian context 

(Japan International Cooperation Agency, 2019). This is similar to sentiment expressed by 

women from Southwest Nigeria who valued spiritual support and prayers from family and 

health providers. This study reported that prayer from health providers was the best 

experience for many Nigerian women during childbirth (Olza et al., 2018). The need for 

emotional and spiritual support is highly reflective of the sociocultural context.  
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Health facility environment 

(7) Competent and motivated human resource 

Appraisal of human resources involves evaluation of the quality and quantity of health 

and non-health professionals who provide care to patients (Hulton et al., 2000). 

Cambodia faced a severe shortage of health professionals after decades of civil war. 

Reconstruction of the health system required increasing the number of health personals who 

could provide basic health services. The Ministry of Health began a one-year primary 

midwife (PMW) course, but the quality of the PMW’s service was not satisfactory. The first 

Midwifery Forum was held in 2005 and suggested increasing the number of midwives at the 

health center level, motivating midwives by increasing their salary and incentives and 

strengthening midwifery education and training (Sheratt et al., 2006). In response to the 

findings, the Government-funded Midwifery Incentive Schemes (GMIC) was implemented 

in 2007 as a supply-side financing strategy, because low salary, and poor living conditions, 

poor work environment contributed to shortage and low retention rate of health personal 

(Chhea, Warren, & Manderson, 2010). GMIS aimed to promote facility deliveries by paying 

midwives and other health personnel with cash incentives based on the number of live births 

assisted in public health facilities. Renumeration of USD15 per live birth in a health center 

and USD10 per live birth in a referral hospital was paid to midwives. The Health Center is 

the usual place for a normal delivery, so the government provides stronger incentives to assist 

normal delivery in health centers. This is commonly known as supply-side result-based 

financing to motivate midwives to promote facility delivery, thereby contributing to the 

reduction of MMR. 

The “Fast track initiative” was launched in 2008 to prioritize midwifery strengthening 

(Ministry of Health Cambodia, 2010a). With the slogan “midwives in all health centers”, the 

Ministry of Health Cambodia accelerated their efforts to allocate at least one midwife to each 
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Health Center. Three years of direct-entry midwifery training was introduced to boost the 

number of secondary midwives (SMW). All health centers met the goal of having at least 

one primary midwife (with one year of education) by 2009 and over 50 % of health centers 

had secondary midwives (with three years education) for each facility (Ministry of Planning 

Cambodia, 2010). By 2015, approximately 750 new midwives were graduating every year, 

and 5128 midwives were working in the public sector in Cambodia (Ms. Chea Ath, Director 

of Cambodian Midwife Association, personal communication, Dec 2015), and all the health 

centers had at least one primary midwife, while 85% has a secondary midwife. One study 

reported this increased number of newly recruited midwives and total number of midwives 

working in the public sector, and suggested the success of Cambodia’s efforts in midwifery 

education, recruitment and retention (Fujita et al., 2013). 

For regulating the quality of health professionals, accreditation of education and 

competency assessment are big concerns (Fujita et al., 2019). While there was an increasing 

number of private nursing schools, many of them were not under the control of the Ministry 

of Health Cambodia. In 2008, the accreditation of educational programs and authorization 

of higher education with nine minimum quality standards began, however, the standards did 

not cover important elements of clinical education and practices. Core competency 

framework for midwives was issued in 2013 (Ministry of Health Cambodia, 2013a). 

National Exit Exams were partially started in 2013 and National Entrance and Exit Exams 

in all health professional disciplines were started in 2016. Despite these steps forward, 

examinations are not yet utilized for registration and licensing and several challenges for the 

quality of health professionals remain.  

An important milestone, in the provision of high-quality, best practice-based nursing 

services to countries of the Association of Southeast Asian Nations (ASEAN) was their 

signing of Mutual Recognition Arrangements (MRA) in 2006 and establishment of the Joint 

Coordinating Committee on Nursing (AJCCN) in 2007 (Fujita et al., 2019).  
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(8) Availability of essential physical resources 

     Physical resources refer to the grounds, buildings, both medical and non-medical 

equipment, vehicles, medical and office supplies, pharmaceuticals, and general 

infrastructure such as water and electricity (Hulton et al., 2000). 

From 1995 to 2012, the number of health centers increased from 514 to 1,029, and 

referral hospitals from 67 to 82, respectively (World Health Organization, 2015b). Health 

centers typically serve a population of 10,000 people living within a 10 km radius of the 

facility, while referral hospitals serve a population of 100,000 people living within a 20-

30km radius. Although the number of health facilities has increased, the provision of 

essential drugs, such as oxytocin, misoprostol, magnesium sulfate was limited (Liljestrand 

& Sambath, 2012). The poor environment at hospitals has also been of concern, which is 

related to both patient comfort and safety (Cambodian Council of Nursing, 2015). 

 

Affordability 

High out-of-pocket health expenditure causes indebtedness and poverty in Cambodia 

(Damme, Leemput, Por, Hardeman, & Meessen, 2004). The Health Equity Fund (HEF) 

scheme was implemented in late 2005 as a demand-side health financing mechanism to 

promote access to public health facilities for the poorest certified as ID poor. The 

management of HEFs was organized by non-governmental organizations (NGO) acting as a 

third-party purchaser. HEFs beneficiaries are identified by criteria at the community level or 

health facilities. HEFs cover user fees, transportation, and food of beneficiaries. A 

comprehensive review of HEFs showed that, overall, coverage of the poor was extensive but 

not complete, and targeting of the poor was accurate and cost-effective (Annear, 2010). 

Available evidence suggested that hospital-based HEFs contributed to reducing financial 

barriers and out-of-pocket expenditure for the poor of Cambodia (Noirhomme et al., 2007). 
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The Ministry of Health and Belgian Technical Cooperation started Voucher schemes 

in 2007 to complement the existing Health Equity Fund scheme in three Cambodian districts. 

The objective of this scheme was to improve access to safe delivery for poor women. The 

management of the voucher scheme was sub-contracted to NGOs operating the HEF, 

Voucher Management Agency. Recipients were poor pregnant women in the catchment area. 

Poor women were identified by village health volunteers using the same questionnaire of as 

the HEF. Eligible women could receive a voucher with five detachable coupons, which 

provide free services at the health center (antenatal care, delivery, and postnatal care) and 

transportation costs for five round trips from her home to the health center and referral from 

the health center to a referral hospital in the event of complications. The vouchers were only 

vailed for the current pregnancy. Available evidence showed the number of facility deliveries 

increased sharply after the introduction of Voucher and HEF schemes (Ir et al., 2010) and 

suggested the combination of these two schemes had the potential for reducing financial 

barriers and improve access to SBA among poor women (Ir et al., 2010; Ir et al., 2015; Van 

de Poel, Flores, Ir, & Van Doorslaer, 2014). 

 

Chapter summary 

Overall, the “provision of care” dimension and “health facility environment” 

dimension of the WHO Quality of Care Framework were significantly improved in 

Cambodia since the turn of the 21st Century. The quality of the “experience of care” 

dimension remained to be addressed, as Cambodian women reported negative experiences 

on interpersonal care, especially regarding the unfriendly attitudes of health staff. Quality 

improvement interventions were focused on increasing quantity and expanding coverage of 

maternal health services, but they did not fully address the barriers for women to access 

health services (Ensor, 2004). Thus, a comprehensive focus on the quality of care is required 

with special attention on the “experience of care” dimension. Little is known about the 
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women’s experience of care in Cambodia, and further research is needed. To this end, the 

PCMC scale seems to be a useful instrument to quantify and visualize the status of person-

centered maternity care in the Cambodian context. 
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CHAPTER Ⅲ: STUDY DESIGN AND MATERIALS 

 

Study design 

This study is a nonexperimental sequential mix-methods design to develop the 

Cambodian version of the PCMC (Kh-PCMC) scale and assess its psychometric properties. 

The present study followed the standard procedures of scale development recommended by 

DeVellis (2016): including translations; expert reviews; cognitive interviewing and pretests; 

and a field study for psychometric assessment.  

The study consisted of two phases. Phase 1 involved cross-cultural translation and 

adaptation of the Cambodian version of scale using a qualitative approach. The overall 

procedures were performed following the WHO guideline on translation and adaptation of 

instruments (https://www.who.int/substance_abuse/research_tools/translation/en/) updated 

in 2016. Phase 2 was a field study for psychometric assessment using a quantitative approach. 

The psychometric properties of the Cambodian version of PCMC scale were assessed 

according to the COnsensus-based Standards for the Selection of health status Measurement 

Instruments (COSMIN) standards of Risk of Bias checklist (Mokkink et al., 2018b), which 

substitutes the original COSMIN checklist (Mokkink, et al. 2010) (https://www.cosmin.nl/). 

The study protocol is shown in Figure 9.  

 

Research instrument 

The Person-Centered Maternity Care (PCMC) scale was initially developed in Kenya 

by Dr. Patience A. Afulani, PhD, MD, MPH and her colleagues in the University of 

California, San Francisco (UCSF) (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017). 

It is one of the most valid and reliable instruments for measuring women’s experiences of 

received care during childbirth at health facilities, and has been validated in India (Afulani 

et al., 2018) and used in Ghana (Afulani et al., 2019). The original PCMC scale validated in 

https://www.cosmin.nl/
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Kenya includes 30 items on three key subscales that represent the “experience of care” 

dimension of the WHO Quality of Care framework: dignity and respect, communication and 

autonomy, and supportive care (Tuncalp et al., 2015). The “dignity and respect” dimension 

is measured by following the six items: treated with respect, friendly, visual privacy, record 

confidentiality, verbal abuse, and physical abuse. The “communication and autonomy” 

dimension is measured by following the nine items: self-introduction, call user by name, 

involvement in care, consent to procedures, delivery position choice, language, explain 

examinations/procedures, explain medicines, and able to ask questions. The “supportive care” 

dimension is measured by following the 15 items: time to care, talk about feeling, support 

anxiety, labor support, delivery support, attention when need help, control pain, enough staff, 

received best care, trust, crowded, clean, electricity, water, and safe. These three subscales 

were strongly correlated with each other, with correlation coefficients (r) ranging from 0.53 

to 0.63, and with the main scale (r=0.75, 0.86, and 0.9 for dignity and respect, 

communication and autonomy, and supportive care, respectively) (Afulani, Diamond-Smith, 

Golub, & Sudhinaraset, 2017). Items are scored using a four-point frequency response in the 

form of “0=No, never”, “1=Yes, a few times”, “2=Yes, most of the time”, “3=Yes, all the 

time”. The item ratings are aggregated to scale scores by summing each item. The total 

possible score ranges from 0 to 90, with higher scores representing better care. In urban and 

rural Kenya, interviews were conducted by English, Swahili, and Luo. 

Through the validation process for the Indian version of the PCMC scale, a 27-item 

scale was developed. The original PCMC scale was translated into Hindi and all interview 

were conducted in Hindi, following the standard procedure of scale development. The Indian 

PCMC scale including one additional item on the “supportive care” domain (“Were you or 

your family asked to buy anything from outside the health facility for your care?”) that was 

not used on the Kenyan version due to low factor loading; however, according to the 

literature review, “being asked to pay bribes” was found to be essential item as it is central 



 

37 

 

to assessing the mistreatment in India. On the other hand, items related to facility 

environment were dropped from Indian version due to theoretical reasons (Afulani et al., 

2018).  

 In both Kenya and India, the respective PCMC scales have shown high content, 

construct, and criterion validity and good internal consistency reliability, as described in 

detail elsewhere (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017; Afulani et al., 

2018). Content validity of the PCMC scale was assured through a comprehensive literature 

review, expert review, and cognitive interviewing. The full scale and subscales of the original 

version have good internal consistency reliability, with a Cronbach’s α value of over 0.8 for 

the full scale and ranging between 0.61 and 0.75 for the subscales (Afulani, Phillips, Aborigo, 

& Moyer, 2019). Recently, a 13-item unidimensional short version of PCMC scale was 

proposed using a data-driven approach, for application across multiple settings (Afulani, 

Feeser et al., 2019). An international comparison of the PCMC across Kenya, India and 

Ghana, presented in the Lancet, suggested that the “communication and autonomy” domain 

was the bottle neck across three settings (Afulani, Phillips et al., 2019). The principal 

investigator of the present study obtained approval from the original developer of the 

instrument, Dr. Afulani, to use the PCMC scale for a validation study in Cambodia. The 

original 30 items plus the one additional item from the Indian version (being asked to pay 

bribes) was used for validation in Cambodia. 

 

Research team 

A research team was organized to conduct this study. The principal investigator was 

not allowed to travel Cambodia due to the COVID-19 pandemic; thus, the present study was 

remotely conducted and managed by the principal investigator from Japan, with strong 

supports and commitments from Cambodian colleagues, local research assistants, Japanese 

experts familiar with Cambodia, and other collaborators. Every effort was made with the 
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limited resources available and despite the strict travel restrictions to proceed with the 

research in a systematic and scientific way. 
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CHAPTER Ⅳ: CULTURAL TRANSLATION AND ADAPTATION (PHASE 1) 

 

Objective 

The objective of the present study (Phase 1) was to establish cross-cultural 

equivalence and content validity of the Cambodian version of the PCMC (Kh-PCMC) scale. 

 

Methods 

 

Research design 

A cross-cultural study using a qualitative approach was conducted. The overall 

procedures were performed according to the WHO guideline on translation and adaptation 

of instruments (https://www.who.int/substance_abuse/research_tools/translation/en/) 

updated in 2016. The translation and adaptation process in this study is shown in Figure 10 

included six steps: (1) forward translation, (2) expert review, (3) back-translation, (4) 

pretesting and cognitive interviewing, (5) final version, and (6) documentation. The iterative 

process ensured cross-cultural and conceptual equivalence.  

 

Equivalence 

In important consideration of cross-cultural research is cross-cultural equivalence. The 

survey instrument needs to be equally natural, acceptable, and feasible (Smith, 2004). 

Equivalence refers to “the degree to which survey measures or questions can assess identical 

phenomena across two or more cultures” (Johnson, 2003, p. 351). A literature review by 

Johnson (1998) revealed were 52 different types of equivalence that can be classified into 

two fundamental domains: interpretive equivalence and procedural equivalence. Interpretive 

equivalence examines the extent to which concepts are interpreted similarly across cultures, 

and emphasizes the equivalence of meaning (Johnson, 1998). Procedural equivalence, on the 
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other hand, concerns the measures and procedures used to make cross-cultural comparisons 

(Johnson, 1998). The focus is to achieve interpretive equivalence rather than procedural 

equivalence (WHO, 2016).  

 The most common type of interpretive equivalence is conceptual equivalence, which 

refers to a “construct that exists in two or more cultures and can be measured using similar 

or different survey questions” (Johnson, 2003, p. 349). Hui & Triandis (1985), cross-cultural 

measurement specialists, suggested that conceptual equivalence was a necessary condition 

for making a cross-cultural comparison. Cognitive interviewing was found to be a useful 

approach for pretesting conceptual equivalence of survey questionnaires (Napoles-Springer, 

Santoyo-Olsson, O'Brien, & Stewart, 2006). The strategy to minimize the potential gap to 

assess conceptual equivalence is to utilize the “etic” and “emic” anthropological model. Etic 

constructs exist in identical form across cultures, while emic constructs exist in a single 

culture (Hui & Triandis, 1985). The ideas and concepts represented by survey questions can 

be classified as “etic”, and cultural-specific ideas and concepts can be classified as “emic”. 

The standardized survey questions on etic construct are asked first, followed by contextual 

specific emic probes. “Emically defined etic constructs” could be useful for as pretesting 

cross-culturally (Hui & Triandis, 1985). In the present study, conceptual equivalence was 

assessed by performing literature reviews, expert reviews, cognitive interviewing, and 

discussions at translators’ team meetings. 

Semantic equivalence refers to “equivalence in the meaning of words, and achieving 

it may present problems with vocabulary and grammar” (Guillemin et al., 1993). The 

common translation method is decentering, which refers to a translation process in which 

the source language and the target language versions are equally open to modification during 

the development phase (Brislin, 1973, pp. 37-38). In the present study, semantic equivalence 

was assessed by performing parallel forward translation, expert reviews, cognitive 

interviewing, and discussions at translators’ team meetings. 
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Content validity refers to “the degree to which the content of a health-related patients-

reported outcomes (HR-PRO) instrument is an adequate reflection of the construct to be 

measured” (Mokkink et al., 2010), is considered to be the most important measurement 

property (Mokkink et al., 2018a). There are three aspects of content validity: “(1) relevance 

(all items in a PROM should be relevant for the construct of interest within a specific 

population and context of use), (2) comprehensiveness (no key aspects of the construct 

should be missing), and (3) comprehensibility (the items should be understood by patients 

as intended)” (Terwee et al., 2018). Content validity is evaluated by subjective judgment 

from patients and professionals. During Phase 1 of the present study, content validity was 

assessed by expert review and cognitive interviewing with potential respondents. 

Table 2 presents the definition for each criterion and methods used in the study. 

 

Procedures 

The following steps were performed iteratively until the Kh-PCMC scale was 

finalized. We used 31 items as initial item pool: the original 30 item validated in Kenya 

and one additional item (being asked to pay bribe) that was validated in India.  

 

Step 1: Forward translation using a parallel committee approach 

The purpose of cross-cultural translation in this study is to improve equivalence 

between the instrument in the original language (English) and the target language (Khmer). 

The committee translation approach was used to achieve transparency and quality of 

translation (Behling & Law, 2000) as presented in Figure 11.  

The principal investigator has speaking and listening skills in Khmer for working level 

with seven years of expatriate work experience in the field of community development and 

maternal and child health in Cambodia, and 18 years of close relationship with Cambodia 

and its people since 2003. Due to the limited reading and writing skills to conduct qualitative 
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research, and limited professional resources for this language (which is not widely-spoken), 

the team translation approach was employed because it enabled the guarantee of the quality 

of translation and equivalence.  

The 31-item English version of the PCMC scale was first translated to the Khmer 

language by two independent bilingual translators whose mother tongue is Khmer. The 

criteria of a forward translator are recommended as (1) bilingual and bicultural (in-depth 

experience in the English-speaking culture) whose mother language is the target language, 

(2) knowledgeable about health terminology and the content area, and (3) preferably a health 

professional. When applying the team translation approach, one should be knowledgeable 

about health and another should be familiar with colloquial phrases, emotional terms, and 

idiomatic expressions (Sousa & Rojjanasrirat, 2011; WHO, 2016). In this study, three 

bilingual or trilingual Cambodian women were hired as translators. Translator A was a 

registered nurse-midwife in Cambodia with a Master’s degree in public health sciences from 

New Zealand, who has four years of working experience in Khmer-English translation and 

interpretation in the field of maternal and child health. The translator B was non-clinical 

Cambodian woman living in Japan, who has experience in Khmer-Japanese translation and 

interpretation including in the field of nursing. These two translators were provided the 

necessary information on this instrument including the PCMC Scale Guide created by Dr. 

Afulani and colleagues (UCSF/UCLA, 2020 5 May). During the translation process, the 

translators had close contact and discussions with the principal investigator as needed. The 

translators were instructed to emphasize conceptual equivalence, and use natural and simple 

languages that would be easily accessible for laywomen. The two independent translations 

were synthesized into a preliminary initial translated version of the instrument in Khmer by 

translator C. Translator C was a trilingual native Cambodian linguistic expert, who had 

previously been an English teacher at a secondary school in Cambodia and was currently 

working as an assistant professor at University in Japan. The preliminary initial translated 
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version of the instrument in Khmer was then reviewed by a native Japanese-speaking 

trilingual linguistic expert who had ten years of experience as a Japanese language teacher 

in Cambodia (Khmer-Japanese) and nine years of experience in the USA (English-Japanese), 

and had an experience of giving birth in the USA. 

The translation committee member included two Cambodian forward translators, a 

Japanese linguistic expert, and the principal investigator. The online translation committee 

was organized several times to discuss ambiguities and discrepancies in Khmer, English and 

Japanese, and incorporated the suggestions to the 31-item Kh-PCMC scale version 1.  

 

Step 2: Expert review 

To enhance the quality of translation, it is recommended an expert panel include 

translators, content experts (health professional), a methodologist, and a monolingual 

member whose mother language is the target language (Sousa & Rojjanasrirat, 2011). 

Monolingual Cambodian members can support ensuring cultural appropriateness, as they 

have different language abilities from bilingual and bicultural experts (Ferrans, 2010). In this 

study, four clinical experts in maternal and child health in Cambodia including two 

monolinguals, three content experts in maternal and child health in Cambodia (including two 

high ranking officials), and an academic expert with experience in instrument development 

(high ranking official) were included in our expert panel as shown in Table 3.  

The Kh-PCMC scale version 1 was reviewed by the eight Cambodian experts on our 

panel to identify unnatural expressions and to review cultural appropriateness for the 

Cambodian context. The original 30-item PCMC scale, 31-item Kh-PCMC scale version 1, 

and the PCMC Scale Guide were provided to the experts individually and the principal 

investigator had individual communication with each expert by email and face-to-face online 

meetings. The round table discussion method is not appropriate for the Cambodian context, 

because it is common for Cambodian people to be reluctant to speak out in front of seniors 
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and high-ranking officials. In addition, the translation committee discussed the issues 

identified by the experts, and the principal investigator gave feedback to experts, which led 

to the development of the 31-item Kh-PCMC scale version 2.  

 

Step 3: Back translation 

Back translation is a useful process for detecting subtle differences in nuance between 

target language and the original instrument. The differences detected through back 

translation need to be examined through cognitive interviewing. The recommended criteria 

for a back-translator are a as bilingual individual (target language and English), whose 

mother tongue is English (original language), and knowledgeable of health terminology and 

the content area (Sousa & Rojjanasrirat, 2011). Unfortunately, no eligible translator could be 

found for five months; however, because the principal investigator was proficient in the 

Khmer language, back translation was used for only the purpose of cross-checking the 

translation in the present study. The revised Khmer translation was, therefore, back-

translated to English by a field coordinator and alternative words and phrases in Khmer were 

suggested by a native Japanese-speaking trilingual linguistic expert. Discrepancies and 

nuanced translations were discussed and resolved among the translation committee. No 

translation change was made at this step. 

 

Step 4: Cognitive interview 

The cognitive interviewing process is qualitative in nature and is used to improve 

measurement instruments by gathering information on whether it will function. Cognitive 

interviewing has been defined as “the administration of draft survey questions while 

collecting additional verbal information about the survey responses, which is used to 

evaluate the quality of the response or to help determine whether the question is generating 

the information that its author intends.” (Beatty & Willis, 2007). The primary objective of 
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the cognitive interviewing is “to understand the internal mechanisms underlying the survey 

response process” and to develop “effective practices for writing survey questions that 

produce low levels of response error” (Willis, 2015). The purpose of cognitive interviewing 

is to assess the cognitive match between the question’s intent and the respondent’s 

interpretation; the errors with the wording of questions; whether questions were appropriate; 

and the length of the tool (Collins, 2003; Jobe & Mingay, 1989). Refining the questionnaire 

using cognitive interviewing is the foundation for successful quantitative research. Cognitive 

interviewing using a qualitative approach was conducted to assess the content validity and 

cultural equivalence of 31-item Kh-PCMC version 2.  

 

Setting 

The cognitive interviewing took place at two public health facilities from January to 

March 2021. Convenience sampling with one urban hospital and one rural health center was 

applied in the cross-cultural study (Van de Vijver, Fons JR & Leung, 1997). 

Of the 25 provinces in Cambodia, the capital Phnom Penh and Kampong Chhnang 

province were selected as the target study site for this study. Cambodia remains 

predominantly rural with 80% of the population residing in rural areas. Between 2010 and 

2015, Cambodia experienced rapid urban population growth (1.75) driven by rural-urban 

migration due to the poverty and lack of jobs in the rural areas (Global Green Growth 

Institute, 2016). Phnom Penh is the most populated province in Cambodia. The total 

populations of Phnom Penh are estimated to be 1,501,725 as of 2019 (National Institute of 

Statistics, 2019). National gross domestic product (GDP) per capita increased rapidly from 

the accelerated economic growth stemming from economic investment in garment 

manufacturing, construction and tourism from abroad. According to the World Bank (2021), 

Cambodia’s GDP growth rate was 7.4%. the rural-urban migration of reproductive-aged 

women increased as they sought employment in the garment factories in Phnom Penh 
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Special Economic Zone. Phnom Penh has one national hospital, seven Operational Districts 

(OD), one Provincial hospital (CPA3), seven referral hospitals (CPA1,2) and 43 health 

centers (MPA) (National Institute of Public Health, 2000). One urban hospital located in the 

capital city was selected purposively in the study, because the hospital functions as a national 

top referral hospital receiving a variety of women with any residence, any economical 

background, any religions, and both normal and high-risk pregnancies. The average number 

of deliveries at the hospital is about 600 per month with 30 % of those being cesarean 

deliveries. Postpartum women hospitalize two nights and three days in the maternity ward 

after normal vaginal delivery and seven days after the cesarean delivery. The hospital also 

functions as the center of maternal and child health administration, clinical practice, and 

education. For the present study, it was important to target this hospital, considering the 

future implications of the instrument in Cambodia.  

Kampong Chhnang province is the one of the 25 provinces in Cambodia and located 

90 kilometers north of Phnom Penh, the capital city. Kampong Chhnang sits at the foot of 

the Tonle Sap Lake, a tributary of the Mekong River, and the Khmer Muslim people live 

along the river. There are 7 districts, 65 communes, 478 villages, and 525,932 total 

population (Ministry of Planning, 2019). There are three Operational District (OD), one 

Provincial hospital (CPA3), two referral hospitals (CPA1), and 39 health centers without 

beds, and three health centers with beds (MPA) (National Institute of Public Health, 2000). 

Each health center is located in a geographical catchment area and covers a target population 

of 10,000-20,000 people. Health centers provide the Minimum Package of Activity (MPA) 

including primary health care services (initial consultations and primary diagnosis, 

emergency first aid, ANC, normal delivery, PNC, immunization, health education, and 

referral) for the population within the catchment area. One health center with beds was 

selected purposively as another study site of this study. The average number of normal 

delivery cases in this facility was around 10 per month. Those who deliver at the health 
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center stay two nights and three days after vaginal delivery.  

The principal investigator has working experience at these two health facilities and 

has very close contact with midwives and staff.  

 

Sample 

The samples of a qualitative study are generally small and based on the principle of 

saturation (Strauss, A., & Corbin, J.,1998). The recommended total number of cognitive 

interviews has been reported in one study to be 10-30 (Willis & Artino Jr, 2013), while 

another suggested a minimum of 15 interviews (DeMaio & Landreth, 2004), and the size of 

each round was recommended to be not more than 10 interviews (Willis, 2015, p6). 

In this study, two groups of potential participants were obtained from an urban and a 

rural area using, as Willis suggested, “a variety of recruitment strategies, which are intended 

to produce variation in the types of individuals recruited” (Willis, 2015, p6), such as age, 

economical background, educational background, and ethnic groups. This strategy was 

adopted because a previous study suggested the poor, less educated, younger, and minority 

women were less likely to receive quality care (Say & Raine, 2007). An international study 

that investigated the use of the PCMC scale in four settings also suggested that those who 

had higher education and those who gave birth at lower-level facilities showed the higher 

PCMC scores (Afulani, Phillips et al., 2019).  

 

Participants 

Women who have just delivered were purposively identified and recruited. 

Regarding the inclusion criteria, female respondents were eligible for participation if they: 

 were of reproductive age (aged 18-49 years);   

 were willing to participate in the study; 

 had given birth at the target facility; 
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 had any mode of delivery (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017); 

 had a live birth; and 

 understood the Khmer language. 

With regards the exclusion criteria, respondents were not be eligible if they: 

 were not willing to participate in the study;  

 had a stillbirth or their baby was hospitalized due to serious complications, such as 

congenital diseases or cerebral palsy; and 

 were admitted for reason other than childbirth. 

 

Recruitment 

Because the principal investigator was not allowed to travel overseas due to the 

COVID-19 pandemic, eligible participants were identified and recruited by field assistants 

on-site under the remote supervision of the principal investigator. 

At the urban hospital, four Cambodian midwifery students were hired to work as field 

assistants. They identified eligible participants from the hand-written daily report from the 

hospital’s delivery room with support from staff midwives. Two to three candidates were 

identified based on the above eligibility criteria. However, due to a lack of consistent 

information between the delivery room and maternity ward, the eligible participants had to 

be located from their maternity ward injection reports, or through verbal communication 

with the midwives working on duty at the maternity ward. After checking the room number 

and the bed number, the field assistants visited the eligible participants at the bedsides, 

screened for eligibility by using a screening sheet, asked their willingness to participate in 

the study, and scheduled interviews. 

At the rural health center, eligible participants were identified by the chief midwife 

based on the eligibility criteria. When an eligible participant was identified, the chief 

midwife contacted the principal investigator to arrange an online interview. 
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A written explanation of this study was provided to the women, and written informed 

consent was obtained from all participants. Respondents were also asked whether the 

interview could be audio-recorded during the consent process. Each respondent was 

provided with an honorarium of 10,000 riels (USD 2.5, based on the standard of Cambodia) 

to show appreciation for their participation. 

 

Interviewer training 

Three native Khmer-speaking female Cambodian nursing students were hired to 

conduct the cognitive interviewing. Working with one interviewer is more likely to ensure 

the consistency and credibility of the qualitative interview data (Twinn, 1997), but in reality, 

it can be difficult to keep their engagement for several months. Skill-based interviewer 

training helps to minimize variability between interviewers (Barbosa, Duarte, Bastos, & 

Andrade, 2018). Before data collection, the principal investigator provided interviewer 

online training remotely that included an explanation of the purpose of the study, the role 

and responsibility of the interviewers, data collection procedures, the way to recruit eligible 

women, the concept of person-centered maternity care, the intended meanings of the 31-item 

Kh-PCMC scale, practice sessions with the scale, and ethical considerations.  

 

Data collection 

The three rounds of cognitive interviewing and tool revision were undertaken from 

January to March 2021: the Kh-PCMC scale version 2 was revised after 10 interviews in the 

1st round; the Kh-PCMC scale version 3 was tested with 5 women in the 2nd round and 

revised again; the Kh-PCMC scale version 4 was tested with 5 women in the 3rd round and 

revised to the Kh-PCMC scale version 5. We did not delete any items from 31 items at this 

stage. The process of cognitive interviewing and tool revisions is shown in Figure 10.  

The interview schedule was arranged for the convenience of the respondent and the 
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availability of the principal investigator, native Khmer speaking interviewer, and field 

assistants in Cambodia. Face-to-face online interviews using video call were conducted in 

Khmer by two interviewers; one was a native Khmer speaking female Cambodian who asked 

structured questions in Khmer, and another was principal investigator to ask additional 

probes and take filed notes. The Cambodian interviewer read aloud each item of the 

structured questionnaire and the response options and, after the respondent had selected the 

best fitting option, registered the respondent’s answer in an online questionnaire (Google 

form). The principal investigator then asked additional probes, using the verbal probing 

approach, for any items that were confusing or took a long time to answer (Willis & Artino 

Jr, 2013). There are two types of cognitive interview methods: think aloud and verbal 

probing. One study from India, suggested the use of the verbal probing approach when 

participants struggle to comprehend the questions during a think aloud session causing an 

impasse (Scott et al., 2020). Thus, the verbal probing approach is perhaps a useful technique 

to employ where the respondent’s educational level is limited. 

The cognitive interview guide was developed by the principal investigator based on 

the PCMC Scale Guide developed by the research team of the University of California San 

Francisco (UCSF/UCLA, 2020 5 May). The guide included the frequency of PCMC 

indicators, and a rating of the importance of the indicators with appropriate qualitative 

probes. At first, the pre-developed “proactive verbal probes” were used after each question 

such as: “What happened when [specific key question]?” (Recall probes); “How did you 

arrive at that answer?” (Process-oriented probe); “Why do you say…?” (Elaborative probes); 

“What does [a key term from the survey question] mean to you?” (Meaning-oriented probe); 

“Was this question difficult for you to answer?” (Evaluative probe); “How would you 

rephrase this question to make it better?” (Paraphrase of a question) (Afulani, Diamond-

Smith, Golub, & Sudhinaraset, 2017; Scott et al., 2020). Then, “reactive verbal probes” were 

used according to the respondent’s reactions. The verbal probing approach was useful to 
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elicit respondent’s experiences behind the frequency response options; alternative keywords 

and their meanings; and the reason why they choose a given response option. In the end, the 

comprehensiveness of the questions about their childbirth experiences was asked and 

confirmed.  

 

Analysis 

For quantitative data, socio-demographic information, maternal characteristics, and 

response options were coded and scored for data entry. Descriptive statistic was used to 

determine frequency and distribution. 

For qualitative data, Audio recorded interviews data were first transcribed verbatim in 

Khmer and translated to English (some were translated English to Japanese). After each 

interview, two interviewers had a reflection meeting to discuss the issues. For quality 

assurance, the principal investigator and the Japanese linguistic expert read transcripts while 

listening to audio-recording to ensure translation quality. The transcripts and field notes were 

reviewed by the principal investigator to identify ambiguous or confusing questions, and 

classified typologies of question failure using the Appraisal system for Cross-National 

Survey proposed by Lee (2014) and the four stages task analytic model proposed by 

Tourangeau (1988). The four stages model described the cognitive process as including: (1) 

comprehension, (2) retrieval, (3) judgment, and (4) response selection (Tourangeau & 

Rasinski, 1988). Cognitive interviewing should not be focused on how many times a problem 

is identified, but on how many participants identify the same particular problem. Thus, 

descriptions of the problem underpinning are important (Beatty & Willis, 2007). Identified 

problems were discussed among the translation team before consultation with the tool 

developer. 
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Step 5: Final version 

The revisions of translation were an iterative process. Not only before pretesting but 

during and after cognitive interviewing, minor modifications were made based on the inputs 

from the field interviews. The version was finalized through consensus among the committee. 

The back translated 31-item Kh-PCMC final version (version 5) was confirmed with the tool 

developer and received approval. 

 

Ethical consideration 

   This study protocol was conducted with ethical approval from both the Ethical 

Committee of the Faculty of Medicine, University of Tsukuba (#1605) and the National 

Ethics Committee for Health Research, Ministry of Health Cambodia (#322 NECHR). 
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Results 

 

Initial translation among the translation committee 

Two independent translators performed a parallel forward translation. Translation A 

was selected to use for the basis of the synthesis as it was deemed to have good expression 

by the third translator who was a trilingual and bicultural Cambodian linguistic expert. The 

synthesized version was reviewed by a trilingual Japanese linguistic expert and three points 

were suggested throughout the questions. First, some direct dictionary translations were 

found such as “doctor (vechchobandet)” and “nurse (kileanoubadthayikea)”. People 

normally used one Khmer term “medical teacher (kroupet)” for all the professions. Since it 

was too long to list up all professions as the original question, we decided to use “medical 

teacher team (krom kroupet)” to summarize all professions. Second, the tense was ambiguous 

in many questions because there are no differences between the present tense and the past 

tense in the Khmer language. We decided to add some specific words that specify the tense 

such as “this delivery” and “for yourself”. Third, “did you feel” and “do you feel” in original 

questions were dropped unintentionally from both forward translations. Because the PCMC 

scale is designed to measure women’s experiences of received care, it is important to 

measure the subjective experience of what women feel, not the fact that it was done. So, we 

decided to add “did you feel” and “do you feel” as original questions. The translator 

committee was organized to discuss ambiguities and discrepancies, such as the absence of 

the equivalent meaning within the Khmer vocabulary. The initial translation among 

translation committee incorporated into the 31-item Kh-PCMC scale version 1.  

 

Summary recommendation from the expert review 

The 31-item Kh-PCMC scale version 1 was evaluated by eight Cambodian experts. 

Four experts pointed out following questions were not relevant because it was not commonly 
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practiced in Cambodia; introduced yourself (#2); called by name (#3); delivery position 

choice (#10). Based on the suggestions, our translation committee discussed continuously 

selecting appropriate Khmer words to keep both the intent and cultural equivalence of the 

original questions. For example, we decided to use “welcome” instead of “introduce self” 

(#2), “called appropriately” instead of “called by name" (#3). One monolingual expert in the 

rural area pointed out some formal words were difficult for rural women to understand such 

as “information (ptrmean)” (#7), “delivery position” (#10), “anxieties” (#15), “postnatal 

ward (wardsphnek samphop)” (#27), and “environment (bristhean)” (#28). Our process 

suggested important insights for the development of a questionnaire that could be easily 

heard and understood even by less educated women living in rural areas, rather than a 

questionnaire that can be read and understood by experts. We added several term options to 

the cognitive interview guide to examine which Khmer term would be the most 

understandable for women.  The comments from the expert panel were incorporated into the 

31-item Kh-PCMC scale version 2. 

 

The characteristics of sample women 

The 20 early postpartum women (average 2.9 days after childbirth) were interviewed 

in the hospital (Table 4). The characteristics of sample of women are shown in Table 5. The 

20 women represented a variety of socioeconomic backgrounds and maternal characteristics. 

The mean age of the women was 28.5 years [range: 18-42 years], and mean parity was 1.9 

[range: 1-4] births. The cultural and socioeconomic diversity of the 20 women in our sample 

can represented as by a number of criteria. Regarding religious affiliation, 16 (80%) were 

Buddhism, three (15%) were Khmer Muslim, and one (5%) was a Christian. In terms of 

occupation, four (20%) were farmers, seven (35%) were factory workers, six (30%) were 

housewives, two (10%) were self-employed, and one (5%) was a company employee. In 

terms of education level, 2 (10%) had no education, eight (40%) had primary education, six 
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(30%) had secondary education, two (10%) had attended high school, and two (10%) had 

graduated university. Looking at the insurance held by the women in our sample, four (20%) 

possessed ID poor cards certified as poor, six (30%) had social security insurance which is 

provided to factory workers, and half of the women had no insurance. With regards mode of 

delivery, 12 (60%) had a normal vaginal delivery, while eight (40%) had caesarian surgery, 

while 15 (75%) delivered their baby at urban hospitals, and the remaining five (25%) at rural 

health centers.  

 

Issues identified through cognitive interviewing 

Among the 31 questions in the Kh-PCMC scale, 14 problems were identified through 

the cognitive interviewing as shown in Table 6. These problems were classified into five 

types of issues using the Appraisal system for Cross-National Survey (Lee, 2014): (1) 

translation and adaptation; (2) translation vocabulary; (3) reference points; (4) task 

performance: nonreachable answers; and (5) response category. Twelve of 14 problems 

(85%) were in the comprehension stage of the cognitive process and a half of comprehension 

problems required cultural adaptation to resolve.  

 

Cultural translation and adaptation  

The most common issue identified through the cognitive interviewing was the issue 

of cultural translation and adaptation, for which cultural context needs to be considered.  We 

also found different contexts between urban hospital and rural health center. 

Take the example of item #2: “Did the medical staff introduce themselves when they 

first came to see you?”, the initial Khmer translation used the word “welcome” (svakom) 

instead of “introduce themselves” according to the expert’s suggestions; however, this 

appeared to be not a semantically and conceptually equivalent translation. At the 1st round, 

three of the ten respondents both in urban and rural settings answered how they were handled 
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or guided at the reception at the time of admission. On the other hand, in the rural health 

center, midwives and women were already acquainted as they were members of the same 

community, and, therefore, the midwives did not see it as appropriate to introduce themselves 

when the women came to the health center. Qualitative probes revealed that nine of the 20 

respondents wanted to know who would be in charge of their childbirth as those who could 

rely upon when they have a problem, while they did not care about their names. So, we 

reverted to translation from “welcome” to “introduce themselves” and added definition of 

“introduce themselves” as “for example, their name or profession”.  The response errors 

were addressed by additional explanations. 

Similarly, for item #3 “Did the medical staff call you by name?”, we used “call 

appropriately” instead of “call by name” based on the suggestions by the expert panel. We 

found that 11 of 20 respondents at the urban hospital were called by name when they had 

got injections or examinations at the hospital setting, indicating that the usual mode of calling 

a patient is by name. Surprisingly, two respondents at the urban hospital said they thought it 

appropriate as they called by their room number and/or bed number, because they could 

identify medical staff called them (ID2, ID10).  

Three of 20 respondents said that “call by name” was an appropriate translation 

because “there are many patients, there is no mistake (ID6)” and because “I have a name so 

it is natural to be called by name (ID13)”. On the other hand, being called by name was 

considered impolite in situations where midwives and women were long-time acquaintances 

in rural community settings. Four of the 20 respondents said that being called by the 

honorific terms of “Bong” (prefix for older woman in Khmer) or “Oung” (prefix for younger 

woman in Khmer) was more appropriate because they were younger than medical staff (ID9, 

ID15, ID17, ID21). One woman said, “it is ok for older people to call younger people by 

name, but the other way is not” (ID9). The remaining 13 women said being called either way 

was ok. Because “being called appropriately” is attributable to individual preference, we 
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decided to use both the original question (being called by name) and the contextual specific 

question (called appropriately) in the survey question to examine which was appropriate for 

the final version.   

Item #8 “Did you feel like the doctors, nurses or other staff at the facility involved you 

in decisions about your care?” was the challenging question for adaptation. We tried to 

explore what does “involvement in decisions” mean for Cambodian women. There were 

several translation options such as “participate (chaulruom)”, “decide (samrech che)”, and 

“understand (yobl)” that arose from qualitative probing, but we found that it was not simply 

a vocabulary issue. Many respondents could not make sense of, or were confused by, the 

question intent. Some respondents reported, “I don’t know what to answer. I don’t know 

what I was asked.” (ID2, ID 9, ID11, ID12, ID13). Eleven of the 20 women who had vaginal 

delivery were unfamiliar with the question intent because they have never thought or 

experience participating in decisions of their care. Some respondents reported “I do not know, 

I am happy to follow the doctor’s decisions” (ID3, ID8); “I just follow the midwives and do 

as they instruct. Following the midwives was important because it would lead to good 

results.” (ID4). On the other hand, six respondents who had cesarean delivery at the urban 

hospital stated “I agreed with doctor’s explanation, then I decided to have cesarean delivery 

by myself” (ID10, ID17). They thought it was important to be well informed and decide by 

themselves. One woman, a university graduate, said the “I wanted to give birth normally but 

I got surgery. I hoped to receive a good explanation, but I didn’t. I decided to have surgery 

for my own life and my baby’s life because no one would take responsibility if any problems 

happened” (ID7). Those who had cesarean delivery experienced a process of choice and 

decision-making. Overall, being “involved in decisions” for Cambodian women meant to 

follow doctor’s advice and go through with the treatment if they agreed. Therefore, to reflect 

this idea, we used the Khmer translation of the phrase “ask your opinion and decision”. 

Further, we decided to add the scenario of whether or not there was an opportunity to make 
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care decisions during the process of labor, because some women could not understand the 

question intent. The response errors were addressed by additional explanations. 

Regarding the item #10 “During the delivery, did you feel like you were able to be in 

the position of your choice?”, all respondents at the 1st round could not understand the initial 

Khmer translation of “be able to be in the position of your choice”. Nowadays, in Cambodia, 

it is common to give birth in the supine position on the delivery bed. Therefore, we changed 

the translation from “choice” to phrase closer in meaning to “favorite free position”, which 

made this item more understandable for women. Qualitative probing revealed that five of 

the 20 women valued free movement during labor because it could help reduce labor pain 

and contribute to smooth delivery. One woman at the urban hospital reported that she was 

introduced to the concept of free delivery position with the aid of a poster in the delivery 

room. She could move freely during her labor and delivered in the supine position. We 

decided to use “favorite free position” in the Khmer translation, while asking “Did you 

deliver in the supine position?” to shed light on the current status in Cambodia. For those 

who had cesarian delivery, we asked them whether they were able to position themselves 

freely while waiting for surgery. 

Lastly, some respondents had some confusion with the following phrase in item #19 

“when you needed help”. Three of 20 women, who were all at the urban hospital, were 

confused this item as they needed help from their families, not from medical staff. When this 

issue occurred, as required, we reminded the women of the help they received from medical 

staff. The response errors were addressed by additional confirmation. 

 

Translation vocabulary  

Some vocabulary within the Khmer translation was not familiar to the respondents. 

The vocabulary issues were further classified into two types: technical terms and words with 

multiple definitions. None of the respondents at the 1st round understood the meaning of the 
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initial translation of “delivery position (iriyeabath)”. The Khmer translation of “delivery 

position (iriyeabath)” was found to be a technical term that was familiar only among those 

who were involved in the specific project including one forward translator and the clinical 

experts in the urban hospital. We replaced the term “delivery position (iriyeabath)” with the 

word “movement (chalnea)”, but this still required additional explanation to make it 

comprehendible for example “delivery position lying on your back”. The response errors 

were addressed by additional explanations. 

When multiple meanings are contained within a single English word, there are also 

multiple ways of translating it. Regarding item #14, the possible definitions of the word 

“feeling” includes (1) “the fact of feeling something physical”; (2) “emotion”; and (3) 

“opinion” (Cambridge Dictionary, 2021). Some of the women interviewed understood the 

translation of the word “feelings” to carry the connotations of both “physical condition 

(sruolokhluon)” and “emotions (arommo)”, while some answered that they were asked about 

physical condition (sruolokhluon) but not emotions (arommo). Since we found different 

responses between “physical condition (sruolokhluon)” and “emotions (arommo)” in 

pretesting, we decided to use two question options in the survey to examine which was most 

appropriate for the final version.   

 

Reference point 

There were some instances of temporal and spatial confusion caused by a missing or 

vague reference point.  

Regarding item #1 “How did you feel about the amount of waiting time?”, two of 10 

respondents at the 1st round answered about the time it took to give birth, not the time they 

had to wait to receive care. Although there was a clear instruction, respondents confused 

about what time they have been waiting for. We added the time flame as “from when you 

arrived to when you received care”. There was no response error at the 2nd and 3rd rounds. 
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Item #9 “Did the doctors, nurses or other staff at the facility ask your 

permission/consent before doing procedures on you?” and #12 “Did the doctors and nurses 

explain to you why they were doing examinations or procedures on you?” are related to 

procedure and examination. Responses from four of the 10 women at the 1st round of 

interviewing referred to non-invasive procedures and care such as measuring blood pressure. 

Many women found it difficult to imagine specific situations and kinds of examinations or 

procedures referred to because the details were not specified. Therefore, we decided to add 

example examinations and procedures, such as pelvic examination and episiotomy to this 

item, and as a result, there was no response errors at the 2nd and 3rd rounds. 

Although the reference point and setting were clearly stated in the instruction and 

question, understanding of time and the spatial frame was sometimes lost or misunderstood. 

For example, regarding the item 6 “During examinations in the labor room, were you 

covered by a cloth or blanket or screened with a curtain so that you did not feel exposed?”, 

included the instruction of “during examinations in the labor room”; however, at the 1st 

round of interviewing, two of 10 respondents, who had both had cesarian delivery, answered 

this question in reference to their experience in the operation room and Intensive Care Unit 

(ICU). Some respondents answered about their experience in general, although the question 

was intended to extract the woman’s personal experience of received care specifically. It is 

likely that these temporal and spatial confusions arose from the women’s understanding and 

the ambiguous grammatical tense in Khmer language; thus, additional explanations and 

examples were given to respondents during cognitive interviewing as required. 

 

Task performance and response category   

Item #7 “Do you feel like your health information was or will be kept confidential at 

this facility?”, is related to record confidentiality was non reachable answers. Thirteen of 20 

the respondents (65%) answered that they did not know whether it was kept confidential. 
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While some answered that their records were kept confidential because the medical staff did 

not tell their information to others. Interestingly, five of 20 respondents answered no 

information would be kept confidential including the ID poor holders that indicated those 

who were the poorest and HIV positive patients. All 20 respondents reported they wanted to 

share their health information with their family. Based on the results, we added another 

response category “Don't know if it was kept secret” as the highest response category. 

 

Context-specific issues 

Respondents tended to fail to answer frequent responses. Although interviewers read 

aloud to provide answer options, respondents often answered just “yes”, “ok (atei te)”, 

“normal (thommotea)” and by doing so did not engage properly with answer options 

available. When a woman answered “yes”, it often meant that they were just making 

agreeable responses, perhaps because they did not understand the question intent or they had 

interpreted in a different way. During the interviews, the women’s first responses often 

needed to be reconfirmed by further qualitative questions. For example, one woman 

answered “yes” as a first response when asked about record confidentiality; however, 

additional qualitative probing questions, used to elicit more detail, revealed that she did not 

know whether her records were kept be confidential or not. The probing also revealed that 

she did not understand the meaning of the term “health information”. Additional 

explanations and examples were often required in such cases. 

Our respondents were asked to select responses on a frequency Likert scale, however, 

they tended to choose the same answer option from the importance Likert scale. Some 

women could not tell the differences between the negative questions (Do you think the 

experience of physical abuse is important?) and its reverse questions (Do you think the 

experience of physical abuse is NOT important?). 

In addition, regarding the item #4, “Did the medical staff at the facility treat you with 



 

62 

 

respect?”, when we tried to explore what respect means to Cambodian women, we found 

many respondents had difficulty understanding abstract questions. Many women reported 

being satisfied when the medical staff came to see them on time. Some reported that respect 

means using good words. The notion of “good” medical services for Cambodian women 

seems to involve receiving injections and intravenous drips despite being unnecessary or a 

lack of medical indications. 

 

Feasibility of the PCMC scale in Cambodia 

The average time for the interview was 65 minutes (range: 40-90 minutes). It was 

acceptable for the respondents but some their families complained to that it was too long. 

All respondents preferred face-to-face interviews although it was time-consuming. Some 

said “because it is difficult for me to read” and others said “because I had no experience to 

answer [questionnaires]”. Those who were not educated at all took more time than those who 

had been educated. Choosing one of four answer options was not a familiar exercise for 

uneducated women. One uneducated woman, for example, repeated “thank you” without 

responding to the questions because she was happy to experience being interviewed for the 

first time. During the face-to-face interviews, the women and the interviewer could 

communicate using a very simple and gentle Khmer language, however, additional 

explanations were often required to make the question fully comprehensible, including 

rephrasing with easier words, giving specific examples, and repeating the questions. Thus, 

face-to-face interviews were a feasible way for Cambodian postpartum women to participate 

in the research. 

 

Final version 

The revision process and reasons for the revisions is presented in Supplementary 

Table1. We spent a substantial amount of time attempting to accurately capture the cultural 
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context of Cambodia and select appropriate words and phrases. When there were any unclear 

points and nuanced problems, the principal investigator consulted with the Japanese 

trilingual linguistic expert. For unsolved issues, the principal investigator consulted with the 

tool developer, Dr. Afulani, and received feedback and approval for any changes. The 

translation committee and tool developer, all approved the retention of the 31 items for use 

in a field survey. 
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Discussion 

 

Summary result 

The present study documented the process of cultural translation and adaptation of 

the PCMC scale to the Cambodian context. The team translation approach contributed to a 

balanced translation by gathering a research team of mixed skills and viewpoints (Harkness, 

Van de Vijver, & Johnson, 2003) despite the limited resources working with a relatively of 

rare language. A monolingual clinical expert in a rural area played an important role to 

represent the reality of rural settings. Unsurprisingly, subsequent cognitive interviewing with 

potential respondents revealed the significant question response errors that proved the 

limitation of using only the forward and back translation approach. The most common type 

of issue that occurred with the translation was cultural adaptation while some issues could 

not be classified into existing coding models of the Appraisal system for Cross-National 

Survey (Lee, 2014). This result suggested the limitation of using pre-defined framework. 

 

Discussion 

Our study had three novel findings: (1) discrepancies between global importance and 

the local reality; (2) discrepancies between understanding of experts and the reality of 

women; and (3) the challenge of collection and interpretation of disadvantaged women’s 

voices. These were methodological challenges to conducting a cross-cultural study among 

women in Cambodia. To address these challenges, we considered how ideas from 

anthropology could be used to reframe and unpack the perspectives and methodology in our 

cross-cultural adaptation study. 

First, the discrepancies between global importance and the local reality warrants 

consideration with regards the culturally specific context of Cambodia. For instrument 

translation, it is of vital importance to ascertain the linguistic meaning and logic of the target 
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population to ensure that the solutions to translational problems are based on a thorough 

understanding of local issues and needs (Robyn, 2017, chapter3) 

Take the concept of “self”, for example. The original question intent of “being called 

by name” is based on individualistic Western values; however, it cannot fully capture the 

Eastern construct of “self”, which is based on a more collectivistic culture (Behling & Law, 

2000). Cambodia has a unique culture concerning the name. Our respondents answered that 

not being mistaken for others was important even they were called by their room and bed 

number, suggesting being called “by name” was not so important for them. This may 

however be simply due to the high patient volume at the urban hospital compared to the rural 

health center, and not allied with the concept of respecting an individual. This result is in 

better accordance with anthropological research, which revealed that Cambodian people 

believe human being consists of an inseparable physical body and name (ego) (Ang, 2007). 

The body is a container and a name is given to the body, to identify a self (ego) and 

distinguish it from others. This name can be changed due to special circumstances (Ang, 

2007). One of the key foundations to interpret the Cambodian context is Buddhist values and 

teachings such as “reincarnation” and “karma”. For Cambodian people, there are 

traditionally eight rites of passage from birth to death, that involve a process of birth, rebirth, 

and moving to the next stage (Ang, 2007). Childbirth is one of eight rites of passage for 

women. Given that the body and its name is reborn through childbirth, it might be reasonable 

to interpret that Cambodian woman do not care so much for the name given to the body at a 

previous stage. Further, this finding is closely allied with personal reports that Cambodian 

people often change their name due to the result of fortune-telling; some people use a 

different name for official and private use; some children are even given “a school name” by 

a teacher because the family did not care about their child’s name (Komi, personal 

communication, 25 March 2021).  

Another potential explanation is that, rather than using a person’s name, Cambodian 
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often show respect to older people by using the term “Bong” for those who are senior to 

them and “Oung” to those junior.  A polite way of calling others is important for Cambodian 

people. This finding is consistent with the study from Kenya, which revealed that Kenyan 

women wanted to be called in a polite manner (Afulani, Kirumbi & Lyndon, 2017). The idea 

of respecting seniors was more familiar among rural women wherein community-based 

interpersonal relationships exist, as they felt that being called by name was emotionally 

distant. This example offers insight into the importance of considering differences across 

context. 

Decision-making can be made only where there are choices available. Our respondents 

who had cesarean delivery understood the intent of the question that asked them about 

involvement in the decision-making process, while those who had normal delivery could not 

comprehend the meaning of this item.  According to the results of the cognitive interviewing, 

what decision-making means to Cambodian women seemed to be close to the idea of 

“informed consent” or “unquestioned adherence” rather than joint decision-making with 

health providers. Cambodian women rarely put forward alternative opinions independently 

or have the expectation to engage in clinical dialogues. This could potentially be related to 

the Buddhist concept of “karma”, a form of fatalism in which people accept their situation 

no matter how irrational and minimize friction with surroundings to avoid any collision 

(Nakajima, 2012; Takahashi & Randeep, 2021). Our result could be also explained by the 

traditional Cambodian gender norms, which is consistent with another study form India that 

also has strong gender norms (Scott et al., 2020). In the recruitment of participants for our 

study, we often experienced the husband’ refusing his wife’s participation during the 

informed consent process. In the Cambodian context, it seems that a woman’s inability to 

participate in decision making is normalized among the women themselves and among other 

family members and health providers, too. Asking for approval and suggestions from their 

husband, mother, and family is a cultural practice among Cambodian women, and they 
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sometimes use that norm strategically. This was one example of where the Cambodian 

cultural context showed a significant difference from the more global emphasis on the 

importance of protecting women’s autonomy and self-determination.  

Decision making is also related to sense of control. One of our respondents (a 

university graduate) reported that she was not satisfactory with having cesarean delivery due 

to lack of information from health providers and the limited time with which to make 

decision. But she independently decided to go ahead with the cesarean delivery because she 

reasoned that no one else could be responsible for her life. The evidence from a study that 

used the MORi index to measure women’s sense of control suggested that time pressure may 

be a barrier for women to engage in shared decision-making (Vedam et al., 2017). This is 

consistent with the empirical report from a Japanese senior midwife who stated that “if a 

woman has enough time, she can decide by herself. Sense of control in childbearing will 

contribute to a positive sense of control in childcaring” (Matsuura, personal communication, 

25 Oct 2019). Therefore, it is important for a woman to have a sense of control and 

satisfaction with the decision-making. 

Delivery position choice is related to decision-making. Cambodian women were 

unaware that they had alternative choices to the supine position so that they did not question 

giving birth in the supine position. This finding is consistent with previous studies across the 

world. In Cambodia, women had no choice to deliver in a supine position (Sandin-Bojo, 

Hashimoto, Kanal, & Sugiura, 2012). In rural Kenya and Ghana 70% and 59% of women, 

respectively, had no choice of delivery position (Afulani, Phillips et al., 2019). In Malawi, 

less than 5% of women were aware of other possible birth positions (Zileni et al., 2017). The 

latest WHO guideline (2018) recommended free delivery positions during the second stage 

of labor. The evidence suggests that upright birth positions during the second stage of labor 

might reduce episiotomy and instrumental vaginal births (WHO, 2018). A Cochran review 

suggested the benefits of non-supine positions to reduce the duration of the second stage of 
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labor and labor pain (Gupta et al., 2017). To date, the supine position is still dominant in 

many low- and middle-income countries; therefore, evidence-based local implementation 

needs to be accelerated in each context and exiting health system. 

Another unique cultural feature of the Cambodian context is nursing task sharing. 

Some women confused about the question that address receiving the help needed, thinking 

that it meant help from family rather than medical staff. This can be explained by the large 

extent of nursing task sharing and skill mixing among doctors, nurses, and patient families 

due to a shortage of health professionals with 1.1 health service providers per 1,000 people 

in Cambodia (World Health Organization, 2006b). Much of the non-invasive nursing care is 

provided by the patient’s family in Cambodia, including bedside hygiene, bathing, and 

changing sanitary napkins (Sakurai-Doi et al., 2014). The misunderstanding of the question 

intent on “when you needed help” may be due to this particular context.  

The item that referred to medical record confidentiality, was difficult to answer for 

some of our respondents. Of the 20 respondents, 25% answered that no information would 

be kept confidential, including those who were the ID poor holders which indicate the 

poorest and/or HIV positive patients. This is contrary to other studies from some high HIV 

prevalent African countries in which personal information, such as HIV test results, were 

known to be treated confidentially (Jolly et al., 2019; Ouedraogo et al., 2014; Shakibazadeh 

et al., 2018). This confusion may be due to differences in what “confidentiality” means to 

women across differing cultural or economic settings; further research is required, therefore, 

to understand the meaning of confidentiality for Cambodian women.  

Overall, our results are in good accordance with the findings from an Indian study, 

which showed that the global PCMC concepts did not resonate among respondents in a 

society there was where unquestioned adherence to expert knowledge, implicit consent, 

women’s low awareness of alternative options, and distinct gender norms and social 

hierarchy between care providers and care receivers (Scott et al., 2020). The questions based 
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on global importance needed to be reframed to the context. One of the useful strategies for 

achieving semantic equivalence is to use a higher degree of abstraction, but it did not work 

well in Cambodia. Our anthropological approach: etic/emic mix emerge (Hui & Triandis, 

1985) using emic constructs elicited from qualitative probes succeeded to get closer to the 

reality of Cambodian women, suggesting good reframing to the context. 

Second, we found clear discrepancies between the expert’s views and the women’s 

reality. Cognitive interviewing revealed that what matters to Cambodian women during 

childbirth was different from what was understood by the experts. Translated items that 

reflected expert knowledge sometimes appeared conceptually and semantically different 

from the original. This translation problem is consistent with other studies (Balqis-Ali et al., 

2021; Bing-Jonsson, Slater, McCormack, & Fagerstrom, 2018). This may be because the 

experts come at the problems from different cultural perspectives, knowledge, and logical 

responses (Robyn, 2017, chapter3). In this sense, Patient Reported Measurement Outcomes 

(PRMOs) measures such as the PCMC scale should be evaluated by potential respondents 

(de Figueiredo Ferreira et al., 2020). The tool developer, Dr. Aflulani, mentioned that “the 

fact that something is not normally done does not mean women do not want it. The PCMC 

questions should be aspirational to what women want and not just what is normally done.” 

(Afulani, personal communication, 7 Jan 2021). Our experts evaluated some items as “not 

relevant” because it was not practiced in Cambodia; however, “relevance” should be 

aspirational to what women want and not just what is normally done. For professionals, 

taking on board non-professional knowledge can be one of the most challenging and most 

rewarding parts of an anthropological approach (Robyn, 2017, chapter3). To do so, it was 

necessary for us doing some qualitative work to understand the values and preferences of 

women in Cambodia. In the present study, we asked the frequency of PCMC indicators, 

followed by a rating of the importance of indicators with qualitative probes to understand 

the reasoning and explore the meaning. The qualitative probes provided insightful 
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understandings of what Cambodian women matter during childbirth. 

In this regard, the present study weighted heavily the role of cognitive interviewing 

with potential respondents rather than expert review. The cognitive interviewing was 

optimized to minimize the response errors, improve equivalence and validity, and contribute 

to accurate and less biased results. Several recent nursing research articles have also 

suggested the contribution of cognitive interviewing in instrument development (Beck et al., 

2017; Lee, Lee, & Aranda, 2018; Park, Park, McCreary, & Norr, 2017) and described it as 

an essential aspect of cross-cultural instrument development (Jang et al., 2020). Well-

developed patient-reported measurement tool are useful for improving health care; however, 

the generalizability of such instruments remains difficult due to subjectivity and differences 

in cultural context. 

Third, the interpretation and incorporation of the voices of disadvantaged women 

requires some ingenuity. Issues identified from cognitive interviewing in the present study, 

were more related to women’s cognitive process than question failures and analytical coding. 

Because the disadvantaged women were not accustomed to doing surveys, it was sometimes 

hard to understand their answers and reasoning only from their immediate response to the 

survey questions. For example, some respondents always answered “two times” but could 

not explain why and how. This may be attributed to acquiescence bias whereby respondents 

show a propensity agrees with the structured questions. Subsequent qualitative probing 

questions often provided “their logic” as to why they arrived at that answer. This is consistent 

with another study in which the respondents were more comfortable reporting their 

experiences narratively than framing answers to the survey questions; moreover, subsequent 

qualitative descriptions were contradictory to what the initial response suggested (Scott et 

al., 2020). And similar to other studies (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 

2017; Scott et al., 2020; Zongrone et al., 2018), the frequency Likert scale was found to be 

more successful than the Likert scale of agreement and disagreement and rating of the 
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importance. 

It was challenging to elicit rich qualitative data from disadvantaged women. We failed 

to elicit deeper meetings of the word “respect” despite using several qualitative probes, as 

many respondents had difficulty understanding abstract questions. Our finding is in accord 

with a previous study from Cambodia, which reported that it was not adequate to evaluate 

the quality of care by the satisfaction with the provider’s attitude and health outcome from 

poorly educated women (Ith, Dawson, & Homer, 2013). A similar challenge was reported 

from the study from Côte d'Ivoire that less-educated women were not used to be questioned 

on patient-reported outcome (Lambert et al., 2020). This can be explained by the fact that 

women’s expectations of care were not high to begin with, grounded by the normalization 

of low quality of care (Bowser & Hill, 2010). It may also be explained as a limitation of 

online interviews because women’s initial responses changed drastically after further 

probing and rapport building (McMahon et al., 2014). 

Therefore, what women know about their lived experience is important, and 

recognizing this knowledge is the first step to ensure solutions based on a real understanding 

of issues and their needs (Robyn, 2017, chapter3). Taking an anthropological approach, 

putting the women at the center of the care practice requires nothing short of reframing. 

Significant reframing involves taking account cultural context rather than just focusing on 

problems (Robyn, 2017, chapter3). In this regard, a low level of education may be a 

“problem” for the researcher but may not for the women.  

To fully take into account Cambodian women’s reality, rather than relying on only 

verbal data from women, one alternative should be the triangulation of non-verbal data and 

description of the cultural context. Research design and methods could take a multi-

methodological incorporated anthropological approach: including direct observation of 

delivery, fieldwork, non-verbal data collection such as drawing and mapping, known as 

“Participatory Rural Appraisal (PRA)” and “Participatory Learning and Action (PLA)” 
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(Chambers, 1983), and interviews with other individuals such as family and companions. 

This novel idea is consistent with other studies that suggested women’s childbirth experience 

needed to be assessed using a range of data inputs (Bazant & Huang, 2013). The evidence 

showed that there was a huge disparity between self-report and direct observation of 

disrespect and abuse during childbirth, because it was internalized and normalized for both 

care provider and care receiver (Freedman et al., 2018). Researchers need to realize the 

existence of invisible normalization and internalization in the target society. This has been 

highlighted by other mix-methods studies that have, by their approaches, been able uncover 

insights that might have gone unnoticed. For example, quantitative and qualitative 

investigations into the situation of disrespect and abuse had significant differences (Kambala 

et al., 2017).  

Quality of care is multidimensional in nature. Healthcare quality is more complex and 

difficult to measure due to subjectivity, intangibility, and heterogeneity (Mosadeghrad, 2012). 

The present study, therefore, highlighted the significance of contextual understandings of 

what might be termed “invisible culture” using a multi-method incorporated anthropological 

approach.  

 

Strengths and limitations 

Two main strengths of this study were identified. First, the present study addressed the 

exploration of cultural contexts for the cross-cultural adaptation process. It contributed to 

achieving cultural equivalence and content validity of the instrument. Second, we 

successfully carried out this study and pioneered online data collection under severe travel 

restrictions due to the COVID-19 pandemic. Although internet disruption and audio 

interruption due to technical problems could not be avoided due to the influence of the 

weather and power outages in Cambodia, advances in internet communications technology 

and the strong commitment from our dedicated collaborators enabled the conducting of 
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online interviews even in rural Cambodia.  

There are several limitations of our study. First, the pandemic-related travel 

restrictions led to a slight lack of data from verbal interviews, which limited the exploration 

of the larger landscape of contextual understandings. The “cultural context” was presented 

only as classic concepts of Buddhism values and teachings such as “reincarnation” and 

“karma”; however, it was somewhat weak in terms of presenting as “lived data” in current 

Cambodian society. The principal investigator should have made more use of own emic 

perspective that has acquired through 18 years relationship with the Cambodian people, and 

own empirical data that has accumulated in moving between emic and ethic. Further research 

is required to make use of ethnography based on fieldwork to capture “lived cultural context” 

and take into account the women’s reality of childbirth in Cambodia. 

Second, due to convenience sampling, the degree to which these results could be 

generalized to the whole Cambodian nation is unclear but warrants examination. Future 

studies should include all levels of public health facilities from all provinces, and private 

clinics. 

Third, limitations of translation are of some concern. Nuances in the Khmer language 

can influence the meaning of the question and some English words may not have Khmer 

equivalents. Implicit and explicit cultural differences between written and oral languages 

were too complex to be properly addressed during interviews. Although the principal 

investigator is not a native Khmer nor native English speaker and the translation team were 

not professionally trained translators, we made every effort to utilize the available limited 

resources for this relatively rare language to create our translation.  

Fourth, it was difficult to conduct cognitive interviewing with women in private spaces, 

because all respondents wanted to share their health information with their family members. 

Due to the unique perception of confidentiality, the Cambodian research assistant suggested 

that it was not culturally appropriate to separate the women from their families during the 
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early postpartum period. This was also observed in another study from India (Scott et al., 

2020). Thus, the women’s answers may be biased by social desirability because the family 

members were present.  

Fifth, online interviewer bias needed to be addressed because the relationship between 

respondent and interviewer can affect the quality of data. Because Cambodian women 

preferred face-to-face interviews on-site, remote online interviews may have been a barrier 

to elicit rich qualitative data. 

 

Chapter summary 

In conclusion, understanding of cultural context contributed to reframe and unpack 

our perspectives and methodological issues in our cross-cultural instrument development 

study. The present study highlighted the importance of cross-cultural translation and 

adaptation before conducting a questionnaire survey to obtain accurate data from the target 

setting. The translation and adaptation process requires skills, experiences, and considerable 

time investment to maximize cross-cultural equivalence between the source and target 

instruments, but it was a rewarding and worthwhile process. Further research is required to 

assess the larger landscape including the social and health systems, and triangulate a variety 

of data to fully take into account the lived reality for Cambodian women.  
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CHAPTER Ⅴ: A FIELD STUDY AND PSYCHOMETRIC ANALYSIS (PHASE 2) 

 

Objective 

 

The objective of the present study (phase 2) was to administrate a field survey using 

the Cambodian version of PCMC (Kh-PCMC) scale developed in phase 1 and test its 

psychometric properties. 

 

Method 

 

Research design 

A cross-sectional, cross-cultural validation study was conducted.   

 

Study period 

The data collection was conducted from April to August 2021. 

 

Study population 

The target study population was postpartum Cambodian women who have just 

delivered at target public health facilities.  

 

Sample size 

For fine-tuning of the assessment tool in scale development studies using exploratory 

factor analysis, the ratio of minimum sample size (N) for a particular analysis to the number 

of variables (p) is recommended (MacCallum, Widaman, Zhang, & Hong, 1999; 

Worthington & Whittaker, 2006). According to a review of the sample size used to validate 

a scale, the recommendations range from 2 to 20 subjects per item (Anthoine, Moret, 



 

76 

 

Regnault, Sébille, & Hardouin, 2014). Tinsley and Tinsley (1987), cited by DeVellis, 

suggested that five to ten subjects to one item are sufficient (DeVellis, 2016). Another way 

of sample size determination for scale development is to use the absolute minimum sample 

size ranging from 100 to over 1000 (Mundfrom, Shaw, & Ke, 2005). The other approach is 

to consider performing statistical factor analysis. Comrey and Lee (1992), cited by Gungor 

& Beji, suggested the following guidance: 50=very poor, 100=poor, 200= fair, 300=good, 

500=very good, and 1,000 or more=excellent (Gungor & Beji, 2012). When conducting 

confirmatory factor analysis, recommended sample size varies from 150 to 1000 subjects 

according to the normality of data and parameter estimation methods (Boomsma & 

Hoogland, 2001; Muthén & Muthén, 2002).  

In this study, as the number of variables (p) is 31 items (30 items in original and one 

item from the Indian validation), when using a ratio five subjects per item (DeVellis, 2016), 

the required sample size is 155. Considering the 10% of expected refusal and incomplete 

data, the expected required sample size was 155+15=170. When using a ratio of the ten 

subjects per item (DeVellis, 2016), the required sample size would be 341. With the 

limitation of the duration of data collection and budget, the required sample size of this study 

was set a minimum of 170 to a maximum of 300. 

 

Sample and recruitment 

The study was conducted at the same two public health facilities used in phase 1: one 

urban hospital in Phnom Penh and one health center in Kampong Chhnang province. These 

facilities were selected for convenience based on a personal relationship with the principal 

investigator, both agreed to participate in this study. The early postpartum women who 

delivered at the two facilities were recruited at the maternity ward before discharge. The 

inclusion criteria and exclusion criteria were the same as phase 1. Women who were eligible 

for inclusion in this study were those: (1) aged 18-49 years old; (2) willing to participate; (3) 
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delivered at the target facility; (4) had a live birth; (5) able to understand the Khmer language. 

Women who were excluded from the study those: (1) not willing to participate in the study; 

(2) had a stillbirth or whose baby was hospitalized due to serious complications, such as 

congenital diseases and cerebral palsy; and (3) admitted for reasons other than childbirth. 

Convenience sampling has been previously applied in cross-cultural studies (Van de Vijver, 

Fons JR & Leung, 1997). 

In Phnom Penh, the capital city in Cambodia, the total number of deliveries was 1625 

in January 2020 (National Institute of Public Health, 2000) and the average number of 

delivery cases at the target urban hospital was 600 per month, which had increased to 900 

per month under COVID-19 due to the closure of private clinic (personal communication 

with Ms. Oung Lida, 10 July 2021). The sample was postpartum women who had vaginal 

delivery within three days and who had cesarean delivery within seven days before discharge. 

Eligible women were identified by four enumerators from the records at the maternity ward 

and recruited for convenience once every three days for each enumerator. There are two 

maternity ward floors, each floor was under the charge of two enumerators. 

In Kampong Chhnang province, a predominantly rural province located 90 kilometers 

north of Phnom Penh, the average number of delivery cases at the health center was 10 per 

month (National Institute of Public Health, 2000). The sample was postpartum women who 

had vaginal delivery within three days before discharge. All eligible women were recruited 

at the health center supported by the center’s c chief midwife.  

The eligibility screening criteria were set up at the beginning of the online 

questionnaire to prevent mistakes in recruitment by enumerators. Verbal informed consent 

was obtained after explanation using a flyer and instructions stated in the online 

questionnaire, including explanations that the participation would be voluntary, and the 

submission of online questionnaire would be considered to indicate agreement to participate 

in this study, and that consent cannot be withdrawn after submission. Enumerators input the 
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agreement for participation into the online questionnaire platform. Each respondent was 

provided with gifts worth 10,000 riels (USD 2.5, based on the standard of Cambodia) such 

as baby soup and baby power to show gratitude for their participation in this study. 

 

Enumerator recruitment and training 

To avoid professional bias, non-health professionals are preferable as enumerators 

(Bohren et al., 2019), because non-clinical enumerators might reduce underreporting due to 

normalization (Freedman et al., 2018). Four Cambodian midwifery students were recruited 

and trained in March 2021, but ultimately refused to go to the hospital for data collection 

due to the outbreak of COVID-19 in Phnom Penh in April 2021. According to the discussion 

with the chief midwife in the urban hospital, the only possible way at the time was to recruit 

hospital staff as enumerators considering infection control, policies and accessibility to 

patient records and eligible women inside the hospital. Four midwives who worked at 

gynecology wards and infection control division, and were not involved in the care of the 

mothers and babies were assigned by the chief midwife as enumerators. Because there were 

restrictions on the entry of outsiders into the hospital under COVID-19 restrictions. At the 

health center in Kampong Chhnang, one local non-clinical student was recruited as an 

enumerator.  

Online enumerator training sessions were conducted several times by the principal 

investigator including how to use the online questionnaire, explanation of each question 

intent and how to select answer options, interview practice, and peer reviews. The principal 

investigator emphasized two important tips: do not guide and always confirm the woman’s 

personal experience. 

 

Data collection 

The 31-items Kh-PCMC scale was administrated online along with questions to gather 
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data on socio-demographics, maternal characteristics, and outcome measures (satisfaction, 

future intention to deliver the same hospital) through the Google form online platform. Face-

to-face interviews were conducted in Khmer in private space at the facility grounds from 

April to August 2021. Data collection was interrupted during certain periods of suspected 

close contact with COVID-19 positive patients. The enumerators read aloud each item and 

answer options, giving explanations and rephrasing when necessary, and let the women 

select the response that fits best from the answer options. The enumerators inputted the 

respondent’s answers to the online questionnaire using a smartphone or tablet computer, and 

data were uploaded directly to the cloud. To prevent missing data, we have set up the online 

questionnaire so that it was only possible to proceed to the next section when all answers 

entered. For the enumerators’ quality assurance, the principal investigator joined online for 

the first ten interviews for each enumerator in the urban hospital and all interviews in the 

rural health center. When enumerators faced unclear points during data collection, the 

principal investigator explained and addressed the issues each time. 

A total of 278 women at the urban hospital and 22 women at the health center were 

interviewed with a response rate of 100% and no missing data. 

 

Psychometric analysis 

The psychometric properties of the Kh-PCMC scale were assessed according to the 

COnsensus-based Standards for the Selection of health status Measurement Instruments 

(COSMIN) standards of Risk of bias checklist (Mokkink et al., 2018b) which substitutes the 

original COSMIN checklist (Mokkink, et al. 2010) (https://www.cosmin.nl/). In this study, 

the five measurement properties of content validity, structural validity, internal consistency, 

hypotheses testing for construct validity, and cross‐cultural validity, for of the Kh-PCMC 

scale were assessed. Criterion-related validity could not be assessed due to the lack of a 

“gold standard” to measure PCMC. Inter-rater reliability could not be assessed because the 

https://www.cosmin.nl/
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questionnaire s purpose was to collect data on women’s individual experience, not agreement 

between different raters. Test-retest method and Measurement error could not be assessed 

due to the limited duration. Responsiveness is planned to be evaluated in future studies. 

Table 7 presents the definition of measurement properties and methods used in our study. 

Statistical analysis was performed using IBM SPSS version 27 and IBM Amos version 27. 

 

Data quality  

Firstly, the normality of data distribution was determined using a one-sample 

Kolmogorov-Smirnov test (significance<0.05) for descriptive variables. Univariate analysis 

was performed to determine the distribution of all the items. Where questions had a response 

option in the “not applicable” category, “not applicable” was recoded to the highest response 

category to obtain a uniform scale for the psychometric properties as described elsewhere 

(Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017). This approach is conservative as 

it assumes the highest quality rating for each “not applicable” response (Afulani et al., 2018). 

Negative items were reverse coded to reflect a scale of 0 as the lowest level to 3 as the highest 

level.  

The mean and standard deviation of each item were examined to assess floor and 

ceiling effects. Theoretically, floor and ceiling effects, which indicate restrictions at the 

lower and upper ends of a measure, are considered if more than 15% of respondents achieved 

the lowest or highest possible score, respectively (McHorney & Tarlov, 1995). Items with 

high floor or ceiling effects were considered for removal (Polit & Beck, 2013). As an initial 

examination of item performance, a correlation matrix was constructed. The standard 

recommendation to eliminate items is item-total correlation of less than 0.30 or above 0.80 

(Polit & Beck, 2013). For two items (#2, #14) which asked the same question in two different 

ways, we considered which item to retain for factor analysis by floor or ceiling effects, the 

histogram, and correlation matrix. 
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(1) Content validity 

Content validity refers to “the degree to which the content of a health-related patients-

reported outcomes (HR-PRO) instrument is an adequate reflection of the construct to be 

measured” (Mokkink et al., 2010), is considered to be the most important measurement 

property (Mokkink et al., 2018a). There are three aspects of content validity: “(1) relevance 

(all items in a PROM [patient reported outcome measure] should be relevant for the construct 

of interest within a specific population and context of use), (2) comprehensiveness (no key 

aspects of the construct should be missing), and (3) comprehensibility (the items should be 

understood by patients as intended)” (Terwee et al., 2018). Content validity is evaluated by 

subjective judgment from patients and professionals. The preliminary work including 

cognitive interviewing and expert review ensured good content validity. In phase 2, the 

content validity index (CVI) (Polit & Beck, 2006; Polit, Beck, & Owen, 2007) of the 31-

items Kh-PCMC scale was assessed by eight Cambodian experts. The experts included a 

medical doctor, four senior midwives including two monolinguals, an academic expert with 

experience in instrument development, a WHO officer, and a government official. CVI is a 

4-point ordinal rating scale scored as follows: l= not relevant, 2= unable to assess relevant, 

3= relevant with need of minor revisions, 4= very relevant. Content experts were asked to 

rate each item on a 4-point ordinal rating scale and add open-ended comments and 

suggestions. 

Regarding the number of experts, Lynn (1986) suggested that “a minimum of five 

experts would provide a sufficient level of control for chance agreement; however, in some 

content areas it may be difficult to locate this many content/domain experts and to obtain 

their cooperation”. Content experts were asked to evaluate each item on a 4-points scale for 

the applicability to the Cambodian context. The CVI of each item (I-CVI) was calculated as 

the ratio of the number of “3=relevant with needs minor revisions” and “4=very relevant” 
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responses to the number of experts with 0.78 or above being preferred (Polit & Beck, 2006). 

The overall CVI of the scale was calculated as the averaging calculation (S-CVA/Ave) 

method with 0.9 or above as the preferred outcome (Polit & Beck, 2006). 

Overall, the quality of content validity was evaluated with three steps recommended 

by the COSMIN methodology: (1) standards for evaluating quality of the PROM 

development, (2) standards for evaluating the quality of content validity studies of PROMs, 

and (3) criteria for content validity using the scoring system (Terwee et al., 2018). 

 

Internal structure 

(2) Structural validity 

Structural validity refers to “the degree to which the scores of an HR-PRO instrument 

are an adequate reflection of the dimensionality of the construct to be measured” (Mokkink 

et al., 2010). Dimensionality was assessed by performing iterative exploratory factor 

analysis. The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was examined to 

check the suitability of data for factor analysis. A KMO value of 0.5 or above is considered 

satisfactory as the criterion for sampling adequacy (Shirkey & Dziuban, 1976; Hinkin, 

Tracey, & Enz, 1997).  

Factor analysis was used to assess construct validity. The initial exploratory factor 

analysis was performed to examine a scree plot of eigenvalues using all 31 items to 

determine the number of factors to retain. Both the Kaiser’s rule with eigenvalues greater 

than one (Hair, Anderson, Mehta, & Babin, 2008) and the “break” in the scree plot (Hinkin 

et al., 1997; DeVellis, 2016) was used to determine the number of factors to extract, along 

with theoretical considerations. 

Multiple rounds of subsequent exploratory factor analysis were performed to examine 

the item loadings to determine which items to retain or delete. The acceptable factor loading 

was set to greater than 0.3 (Tinsley & Brown, 2000), while a lenient cut-off points of 0.1 
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was used to retain items in the India validation (Afulani et al., 2018) because all of the items 

have been vetted in the validation from Kenya and item reduction was not the main objective 

at this stage (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017). 

Factor rotations were applied to simplify the interoperability of factor solutions 

(Costello & Osborne, 2005) and to facilitate the interpretation of the results (Katchova A, 

2021 August 15). In the present study, Promax rotation was used to allow for correlations 

between the rotated factors. The use of Promax rotation was justified because the PCMC 

domains are theoretically correlated. We compared our factor structures to that obtained in 

Kenya validation and tested with confirmatory factor analysis.  

 

(3) Internal consistency  

The internal consistency reliability (homogeneity), which refers to “the degree of the 

interrelatedness among the items” (Mokkink et al., 2010), was assessed using Cronbach’s 

coefficient alpha. Cronbach’s alphas of 0.7 or higher are generally considered sufficient 

evidence of reliability for a new scale (Terwee et al., 2007), or 0.8 or higher for a mature 

scale (DeVellis, 2016). 

 

Remaining measurement properties 

(4) Hypotheses testing for construct validity 

Convergent validity is “the degree to which the scale can predict health outcome” 

(DeVellis, 2016), which is assessed with Pearson correlation coefficients using P values (r,p). 

According to previous studies, we set ten hypotheses about the expected magnitude and 

direction of relationships between the Kh-PCMC scale and reference measures: satisfaction 

with care (Kruk et al., 2016; Larson et al., 2014; Larson et al., 2017; Srivastava et al., 2015), 

quality of care rating (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017), and the 

future intention to seek delivery care in the same facility if she were to be pregnant again 
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(Kujawski et al., 2015; Larson et al., 2014). The hypothesis was that the Kh-PCMC full scale 

or subscales would be positively correlated with satisfaction with care, quality of care rating, 

and the future intention to seek delivery care in the same facility if she were to be pregnant 

again, according to the findings from available studies (Afulani, Diamond-Smith, Golub, & 

Sudhinaraset, 2017; Afulani et al., 2018; Afulani, Phillips, Aborigo, & Moyer, 2019). In 

addition, it is expected that poor women and illiterate women would have a lower PCMC 

score, according to the previous study which found that the disadvantaged women were less 

likely to receive good quality of person-centered maternity care (Afulani, Sayi, & Montagu, 

2018). Ideally, factors associated with PCMC should be included in the hypotheses based on 

the results of systematic reviews, but since there are no systematic reviews in this area yet, 

the hypotheses were formulated based on available previous studies. Correlation coefficients 

under 0.3, between 0.3 and 0.6 and over 0.6, were considered low, moderate and high, 

respectively (Andresen, 2000). When at least 75% of the result are in correspondence with 

hypothesis, this suggests good construct validity.  

 

(5) Cross‐cultural validity 

Cross‐cultural validity refers to “the degree to which the performance of the items on 

a translated or culturally adapted HR-PRO instrument are an adequate reflection of the 

performance of the items of the original version of the HR-PRO instrument” (Mokkink et 

al., 2010). In this study, cross‐cultural validity is assessed according to cultural translation 

and adaptation process using team translation, expert reviews, and cognitive interviewing in 

phase 1. 
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Result 

 

A total of 300 postpartum Cambodian women were interviewed from April to August 

2021. Table 8 shows the demographic characteristics of respondents. The mean age of the 

women was about 29 years (range of 18 to 46) with the mean parity of 2.26 (range of 1 to 8 

children). Almost all of the women were married (99.3%) and Buddhist (97.3%). About half 

(48.5%) of women had less than primary education, and 69.1% had some difficulty in 

reading the Khmer language or were illiterate; 6.6% were certified as the poorest to be 

exempt from paying medical expenses; and 41.5% of the sample resided in provinces, 

indicating that the rural population also utilized the urban hospital in Phnom Penh. The 

postpartum length for women interviewed was between one and seven days. Table 9 shows 

the original three domains and 31 questions of PCMC scale, and comparison of disposition 

in Cambodia, Kenya, India and short version. 

 

Data quality 

All data were normally distributed. There was no missing data. While seven items 

(#7,21,22,23,29,30,31) were of a particularly high mean (+1SD) of greater than 2.9 in upper 

limit of 3, we retained all items at this stage. Considering item distribution and theoretical 

importance, the translation of “call you by your name (#3)” and “feeling (psychological) 

(#14)” were retained to factor analysis. 

 

Score distribution 

The mean Kh-PCMC scores on the full scale and subscales are shown in Table 10. 

The mean Kh-PCMC full score for the sample based on the sum of the original 30 items was 

69.52 (SD=9.47) with a range of 48 to 89 (where 0 is the worst score and 90 is the best score). 

The means Kh-PCMC sub-scale scores for the sample were 16.01 (SD=1.53) with a range 
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of 8 to 18, 15.43 (SD=3.92) with a range of 6 to 24, and 36.26 (SD=4.38) with a range of 24 

to 44, dignity and respect, communication and autonomy, and supportive care, respectively. 

The distributions of items are shown in Supplementary Table 2. 

 

Psychometric properties 

(1) Content validity 

Content Validity Index (CVI) evaluation of the 31 items by eight content experts is 

presented in Table 11. From the expert review, the S-CVI/Avg (scale-level content validity 

index, average) was 0.96 and the S-CVI/UA (scale-level content validity index, universal 

agreement) was 0.74 with a total item agreement of 23 of 31 items (7 items at 0.87, and 1 

item at 0.75). Overall evaluation for the quality of content validity is presented in Table 12-

14, suggesting good content validity. 

 

(2) Structural validity 

Kaiser–Meyer–Oklin values of 0.83 and the Bartlett’s test of sphericity (Chi-squared 

value = 3484.092 and df 465, p < 0.001) indicated that the overall variables were satisfactory 

for factor analysis. 

The initial exploratory factor analysis using principal factor with 31 items yielded ten 

factors with one dominant factor with eigenvalues of greater than one, (7.22, 2.284, 2.077, 

1.75, 1.624,) respectively, accounting for 66.83% of the total variance. Because the original 

PCMC scale has a three-factor structure, the second exploratory factor analysis was 

performed using principal factor and Promax rotation assuming a three-factor structure. The 

second exploratory factor analysis with 31 items yielded three factors including one 

dominant factor, 17 items loaded on the first factor, 11 on the second factor, and three on the 

third factor. If we used a cut-off of 0.3, 11 items would be eliminated, leaving 20 items. 

While if we used a cut-off of 0.1, two items would be eliminated, leaving 29 items (Table 
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15). 

Another round of exploratory factor analysis using principal factor and Promax 

rotation with both 20 items and 29 items were performed. The comparison of rotated factor 

loading between 20 items and 29 items are presented in Table 16 and 17, respectively, and 

as a scree plot in Figure 12. There was significant positive correlation between the first 

factor and the second factor for both 20 items (r=0.56) and 29 items (r=0.58). There was no 

significant correlation between the first factor and the third factor, and the second factor and 

the third factor. When we compare the scree plot, the “break” in the scree plot for 20 items 

after exploratory factor analysis showed more steeper between the third factor and the fourth 

factor (Figure 12), indicating that a three-factor structure would be an appropriate and data-

driven solution. The scree plot for the 29 items after exploratory factor analysis yielded one 

dominant domain and did not show a clear three-factor solution.  

The items and data were carefully analyzed, and the decision was made to eliminate 

11 items with cut-off of 0.3 using a data-driven approach (Table 18). These were “2. 

introduce themselves”, “7. record confidentiality”, “9. consent to procedures”, “21. verbal 

abuse”, “22. physical abuse”, “23. bribes”, “26. trust”, “28. clean”, “29. water”, “30. 

electricity”, and “31. safe”. The decision was made based on the following reasons: (1) all 

items had low factor loadings of less than 0.3; (2) item #7, 21, 22, 23, 29, 30, and 31 had 

particularly high mean (+1SD) greater than 2.9 in an upper limit of 3; (3) item #2 had low I-

CVI (0.75); (4) items #28, 29, 30, and 31 are theoretically classified into health facility 

environmental dimension of quality of care, not experience of care dimension. 

Exploratory factor analysis of 20 items yielded three factors, 12 items loaded on the 

first factor, six items on the second factor, and two items on the third factor (Table 16). The 

three factors were named in line with the original domains: dignity and respect, 

communication and autonomy, and supportive care, respectively. However, the items loading 

on each of the three factors did not represent clear conceptual domains, because the factors 
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extracted included a mix of items from each of the original domains. For example, the first 

factor included “11. language”, “13. call by name”, “16. able to ask questions”, which 

conceptually should have loaded on the second factor, and “14. talk about feeling”, “19. 

attention when needed help”, “20. control pain”, which conceptually should have loaded on 

the third factor.  

We, therefore, regrouped the retained items into three conceptual domains drawn from 

the “experience of care” dimension of the WHO Quality of Care Framework. However, some 

items loaded negatively on the theoretically derived domain and positively on the data-

driven domain. The original three-factor structure was not reproduced from Cambodian data. 

Instead, the distribution of the items, cultural rationale, and the judgment from the tool 

developer was considered. We consulted with Dr. Afulani, the tool developer, about our 

results and received approval to use data-driven 20 items for the Cambodia validation. 

We also tested our final factor structure of four patterns of 20 and 29 items derived 

from data after exploratory factor analysis and theory to that obtained in the Kenyan 

validation with confirmatory factor analysis. However, all four patterns did not meet the 

criteria for accepted goodness fit index (Table 19). 

 

(3) Internal consistency 

The 20-item Kh-PCMC scale has a Cronbach’s alpha of 0.86, suggesting good internal 

consistency. Cronbach’s alphas of the three subscales: dignity and respect, communication 

and autonomy, and supportive care were 0.85, 0.76, and 0.91, respectively (Table 20).  

 

(4) Hypotheses testing for construct validity 

Eight of ten predefined hypotheses were confirmed (80%) by the positive correlations 

between the 20-item Kh-PCMC scale score and available reference scales and selected 

characteristics, suggesting good construct validity. The 20-item Kh-PCMC full scale score 
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was significantly related to satisfaction with care and quality of care rating (p < .001). The 

association trend showed little positive correlation (r = 0.249), and moderate positive 

correlation (r = 0.593), respectively, in the total sample of 300 participants (Table 21).  

 

(5) Cross-cultural validity 

The preliminary work for cultural translation and adaptation supported acceptable 

cross-cultural validity. 

 

The overall measurement properties of the 20-item Kh-PCMC scale were evaluated 

based on updated COSMIN criteria for good measurement properties (Mokkink et al., 

2018a). The summary results are shown in Table 22. Lists of Reliability and Validity 

assessed in Phase 2 are presented in Table 23. The summary of the 20-item Kh-PCMC is 

presented in Table 24. 
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Discussion 

 

Summary result 

The present study provided evidence that the 20-item Kh-PCMC scale is a valid and 

reliable instrument to measure women’s experience of received maternity care among 

Cambodian postpartum women in facility settings.  

The preliminary work towards the development of this scale including cognitive 

interviewing and expert review ensured good content validity and acceptable cross-cultural 

validity. The S-CVI/Avg of 0.96 also showed high content validity.  

The psychometric analysis yielded a 20-item scale in Cambodia, derived from the 

validated instrument in Kenya (30-item) and India (27-item). The three-factor solution that 

emerged from exploratory factor analysis is consistent with the Kenyan version (Afulani, 

Diamond-Smith, Golub, & Sudhinaraset, 2017) and Indian version (Afulani et al., 2018), 

and represent the WHO Quality of Care Framework as subscales of: “dignity and respect,” 

“communication and autonomy,” and “supportive care”, which support the structural validity 

of the 20-item Kh-PCMC scale.  

The 20-item Kh-PCMC scale has high internal consistency reliability with a 

Cronbach’s alpha of 0.86 for the full scale and 0.76-0.91 for the subscales. Similar results 

were found with the Kenyan version, namely, high internal consistency reliability with a 

Cronbach’s alpha of 0.88 for a rural sample, 0.83 for an urban sample, and 0.86 for a 

combined sample (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017), and in Indian 

version which had a Cronbach’s alpha of 0.85 (Afulani et al., 2018).  

In turn, hypothesis testing for construct validity found correlations between the 20-

item Kh-PCMC scale and reference measures, showed acceptable construct validity within 

this field where gold standards are not available. This is consistent with the Kenyan version 

which showed that a higher PCMC score was associated with increasing satisfaction with 
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care and rating of quality of care (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017).  

The 20-item Kh-PCMC scale with a four-point frequency response ranging from 0 to 

4 (“0 = No, never”, “1 = Yes, a few times”, “2 = Yes, most of the time”, “3 = Yes, all the 

time”) was proposed to measure three domains of the “experience of care” dimension of the 

WHO Quality of Care framework: dignity and respect (12 items), communication and 

autonomy (6 items), and supportive care (2 items). The item ratings were aggregated to scale 

scores by summing each item. The total possible score ranged from 0 to 60, with higher 

scores representing better person-centered maternity care. 

Overall, according to COSMIN standards and criteria of quality of measurement 

properties, the 20-item Kh-PCMC scale was supported to be a valid and reliable measure 

Cambodian women’s experiences of received care during childbirth in facility settings. 

 

Factor interpretation 

Due to the potential cultural and social differences, it is necessary to validate the 

PCMC scale in a different context. Nineteen of 30 items were common across Kenya 

(Africa), India (South Asia), and Cambodia (Southeast Asia), which enable meaningful 

international comparisons among very different settings. Our exploration found the items 

loaded on each subscale differed from the original version, while the overall PCMC concept 

remained similar. For example, the first factor (dignity and respect) included “3. call by 

name”, “10. delivery position choice”, “11. language”, and “16. able to ask questions”, which 

conceptually should have loaded on the second factor (communication and autonomy), and 

“14. talk about feelings”, “19. attention when needed help”, and “20. control pain”, which 

conceptually should have loaded on the third factor (supportive care). Our finding suggested 

that differing local contexts and cultures influenced the women’s experience of received care, 

hence influencing item loading.  

There are four potential explanations for the difference in item location.  
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First, it is probably attributable to the overarching themes of the PCMC that produce 

meaningful interactions between the subscales. Our finding showed a significant positive 

correlation between the subscales of “dignity and respect” and “communication and 

autonomy” (r=0.51). This is consistent with the original version in which the subscales were 

shown to be strongly correlated with each other, with correlation coefficients (r) ranging 

from 0.53 to 0.63, and with the main scale (r=0.75, 0.86, and 0.9 for dignity and respect, 

communication and autonomy, and supportive care, respectively) (Afulani, Diamond-Smith, 

Golub, & Sudhinaraset, 2017). The original PCMC scale was developed as a theory-based 

practical tool that can be easily administered in various contexts (Afulani, Diamond-Smith, 

Golub, & Sudhinaraset, 2017). A recent study proposed a unidimensional 13-items PCMC 

short scale using a data-driven approach that could be applied to multiple settings (Afulani, 

Feeser et al., 2019). Thus, there may be flexibility of which items fits which subscales 

according to the context.  

Second, the difference in item location could be explained by contextual difference. 

This is supported by the previous validation studies which showed that the factor loading 

was different between urban and rural populations within Kenya (Afulani, Diamond-Smith, 

Golub, & Sudhinaraset, 2017), and the factor loading from Indian data was also different 

from the conceptual domains (Afulani et al., 2018). Because the total number of participants 

were 1,407 in Kenya (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017), and 2,018 in 

India (Afulani et al., 2018), the difference was not due to sampling issues. Rather, the factor 

structure may differ across different contexts and different sub-populations. In that sense, 

our findings reflected local reality where the concept of person-centered maternity care was 

not yet familiar and not commonly practiced (Matsumoto, Fukushima, Takahashi, Oishi & 

Egami, 2015; Oung, personal communication, 3 Mar 2021). The original PCMC scale 

consists of three conceptual domains, however, there may not have clear differences among 

“dignity and respect,” “community and autonomy,” and “supportive care” for our 
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respondents under the current situation in Cambodia. Out result suggested that the types of 

care offered in Cambodia differ from those offered in other settings. For example, for item 

“#14. talk about feeling”, our result showed only 26.2% of women were always asked about 

emotional feelings while 76.4 % of women were always asked about physical condition, 

suggesting poor emotional care from medical staff. As the progress of labor is well known 

to be influenced by psychological aspects (Olza et al., 2018; Striebich, Mattern, & Ayerle, 

2018), Cambodian women may seek emotional care from their families rather than medical 

staff. For item “#3. call by name”, our result found that 42.2% of women felt they were 

called appropriately while 75.7 % were not always called by their name, suggesting a 

culturally appropriate way of calling is important. For item “#10 delivery position choice”, 

our results found 47.5% of women felt they were able to assume their favorite free position 

while 96% of women had vaginal delivery in the supine position, suggesting that they had 

no question about giving birth in the supine position. These differences in local or cultural 

context could influence the shifting of items across the subscales. 

Third, another potential reason lies in the language issue related to the equivalence of 

translation. The PCMC scale was validated in Kenya and India, where English is one of the 

official languages and the interviews were conducted in English, Swahili, and Luo in Kenya, 

in Hindi in India, respectively. On the other hand, in Cambodia, the official language and 

interview language were in Khmer. The limited vocabulary of the Khmer language and the 

issue that English is not commonly used in the country may have influenced the limited 

nuanced translation from English into Khmer. This is consistent with a recent study from 

Cambodia in which the translation from English to Khmer was a big challenge due to 

unfamiliarity with nuanced technical jargon in the cultural and linguistic settings (Matsuoka, 

Fujita, Koto-Shimada, & Zwi, 2021). This is also consistent with other studies that have 

shown how terms can be influenced by culture and render translations conceptually different 

(Balqis-Ali et al., 2021; Bing-Jonsson et al., 2018). The language barrier is one of the 
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limitations of any cross-cultural study. 

Fourth, as we have already discussed in the methodological challenge in phase 1, 

comprehension errors among Cambodian postpartum women may have affected the quality 

of data. Thus, the obtained data from the respondents may have influenced the results of 

factor analysis. 

Another justification is needed whether the third factor (supportive care) holds as a 

factor, because there were only two items that consist of the third factor. This can be justified 

by cultural importance. In Cambodia, the cultural values based on the mixture of Animism, 

Hinduism, and Buddhism are strongly reflected in the perspectives and behaviors of women 

during maternity (Yamazaki, 2018). Cambodian people normally believe in “karma”, 

defined as “the force generated by a person’s actions held in Hinduism and Buddhism to 

perpetuate transmigration and in its ethical consequences to determine the nature of the 

person’s next existence” (retrieved from Merriam-Webster dictionary). The items included 

in the first-factor (dignity and respect) may reflect items in which women felt the medical 

staff did something good to/for them. In the Cambodian context, this was probably attributed 

to karma, as it is also considered as good karma to let the others do good deeds. This is 

empirically supported by the JICA project (2010-2015) when introducing the new concept 

of midwifery care, Cambodian medical staff incorporated the concept in connection with the 

heart of mercy (Matsumoto et al., 2015). Two items of labor companion and delivery 

companion that loaded on the third factor (supportive care) were both related to family 

presence. Our result agrees with a previous report which found that family-like care was a 

reasonable way for Cambodian medical staff to understand the concept of person-centered 

maternity care (Japan International Cooperation Agency, 2019). Cambodian people attach 

great importance to the family which is reflective of its collectivistic culture (Ang, 2007). 

This is consistent with the evidence from Nigeria and Uganda where women “desired 

midwives who acted as “mums” to them, who warmly received them, and who provided 
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reassurance and encouragement to give birth well” (Bohren et al., 2017). Further, our result 

is consistent with a unique Cambodian contextual feature that nursing tasks are shared 

among doctors, nurses, and patient families. Many non-invasive nursing cares including 

bedside hygiene, bathing, and changing sanitary napkins, were normally provided by the 

patient family (Sakurai-Doi et al., 2014). Cambodian women are more likely to seek 

emotional support and reassurance to their family. Therefore, even though it only consisted 

of two items, the third factor was retained as a factor that reflects a context where family 

support is important. 

 

Item interpretation 

Health facility environment 

The four items related to the health facility environment (clean, water, electricity, and 

safe) did not load well and were eliminated from the 20-item Kh-PCMC scale, which was 

included in the “supportive care” sub-scale in the Kenyan validation. This is consistent with 

previous PCMC validation studies in which three items related to the health facility 

environment (water, electricity, and crowding) were removed from the version in India 

(Afulani et al., 2018) and also from the 13-item short scale due to poor factor loading 

(Afulani, Feeser et al., 2019). In the original PCMC scale, items related to the health facility 

environment were retained because they are conceptually and empirically important aspects 

of person-centered care (Benova, Cumming, & Campbell, 2014; Shakibazadeh et al., 2018), 

and because the independent health facility environment subscale had low reliability 

(Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017). On the contrary, the health facility 

environment is theoretically an independent dimension besides the “experience of care” 

within the WHO Quality of Care Framework (Tuncalp et al., 2015). Thus, the poor loading 

of items related to the health facility environment may be attributable to the theoretical 

background. The facility environment is a foundational requirement in care settings.  
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Abuse 

Two items related to disrespect and abuse (verbal abuse and physical abuse) did not 

load well and were eliminated from the 20-item Kh-PCMC scale, which were included in 

“dignity and respect” sub-scale in the Kenyan validation. In Kenya, the item physical abuse 

had poor loading but was retained due to conceptual and empirical significance (Afulani, 

Diamond-Smith, Golub, & Sudhinaraset, 2017). The poor loadings of items related to abuse 

were likely due to the low prevalence of verbal and physical abuse in Cambodia. Comparing 

to other available studies, the percentage of verbal abuse was 4% and that of physical abuse 

was 3% in Cambodia, 10 % and 4% in rural Kenya, 18 % and 1% in urban Kenya, 13 % and 

4% in Ghana, and 19 % and 3% in India, respectively (Afulani, Phillips et al., 2019). 

Worldwide, there have been rising reports of disrespect and abuse in maternity care in 

institutional settings (Bowser & Hill, 2010; Bohren et al., 2014; Bohren, 2015), hence 

eliminating disrespect and abuse during the childbirth is an urgent problem (World Health 

Organization, 2014). Previous research has shown that self-reported measures were likely to 

underreport instances of disrespect and abuse during childbirth compared to direct 

observation, because it becomes internalized and normalized for both care provider and care 

receiver (Freedman et al., 2018). Thus, direct observation may be a more effective way to 

investigate the reality of disrespect and abuse.  

Another explanation may be due to Cambodian people’s religious praxis where abuse 

is considered as being bad karma which should avoided in order to achieve good luck in the 

next life. The 20-item Kh- PCMC scale does not capture extreme forms of the poor PCMC 

(verbal and physical abuse) but it is culturally appropriate for use in Cambodia. This is in 

good harmony with the 13-item short PCMC scale that captures the positive dimension of 

PCMC and can be applied across multiple settings (Afulani, Feeser et al., 2019). 
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Limitations and strengths 

There are several limitations in the present study.  

First, the sample was not, perhaps, generalizable to all Cambodia, though our study 

included samples from 11 residence provinces of the 25 provinces in Cambodia. Future 

studies should aim to include samples from all regions and all levels of health facilities and 

private clinics. 

Second, limited resources may have influenced quality of data. Although our 

translators, expert panels, and enumerators were not experienced professionals, we did our 

utmost to proceed with the study within the limited available resources and under COVID-

19 restrictions. 

Third, social desirability bias is a concern as the interviews were conducted in the 

maternity ward before discharge by the hospital staff at the urban hospital. Previous studies 

suggested that women were less likely to report negative experiences inside health facilities 

(Kruk et al., 2018; Wassihun et al., 2018). In addition, other research suggested that women 

were more likely to report their experiences positively when interviewed earlier postpartum 

with the joy of having just delivered a baby (Sando et al., 2017; Savage & Castro, 2017). 

The mean postpartum length of our respondents was 2.5 days, which is similar to within 48 

hours in the study from India, but shorter than the within nine weeks period used in the study 

from rural Kenya, within one week in urban Kenya, and within eight weeks in the Ghanaian 

study (Afulani, Phillips et al., 2019). On the contrary, another study suggests that two to 

seven days of health facility stay were associated with a significantly decreased PCMC score, 

due to increasing the probability of experiencing poor person-centered care during the stay 

(Dagnaw, Tiruneh, Azanaw, Desale, & Engdaw, 2020). In this sense, the PCMC score found 

in this study is likely to overestimate actual levels. 

Fourth, similar to previous studies (Guillemin et al., 1993; Beaton, Bombardier, 

Guillemin, & Ferraz, 2000), balancing content validity and maintaining linguistic and 
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statistical accuracy was a big challenge. The content validity is the single most important 

psychometric property of the questionnaire (Mokkink et al., 2018a). Only when there is good 

content validity, can the questionnaire can be considered successful, and the rest of the 

psychometric properties become useful (Terwee et al., 2007). In the present study, the 

content validity of the Kh-PCMC scale was assured by literature review, expert review, 

cognitive interviewing, and CVI. However, we were concerned about eliminating items that 

matter to Cambodian women during childbirth. The present study used a cut-off of 0.3 

(Tinsley & Brown, 2000) for a more data-driven approach, while the validation in Kenya 

and India used conservative and inclusive decisions, and a relaxed cut-off of 0.1 to retain 

items (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017; Afulani, 2018). In addition, 

without qualitative research for an item generation stage, it is possible that we have neglected 

some aspects of what matters to Cambodian women during childbirth. Future qualitative 

research will be meaningful to capture comprehensive PCMC for the Cambodian population. 

Despite these limitations, there are notable strengths of the present study. First of all, 

to the best of our knowledge, this is the first reliable and valid instrument to quantitatively 

measure women’s experience of received care during childbirth in Cambodia. Since we have 

an assumption that potential cultural and social differences may influence the 

conceptualization of person-centered maternity care, the notable strength of the present study 

is to emphasize cultural context, language, and local practices for use in Cambodia. 

Second, the recent qualitative evidence synthesis suggested that what matters to 

women during childbirth were consistent across many settings, albeit that the evidence to 

support this claim thus far has come from only one continent of the world (Africa) (Downe 

et al., 2018). The previous validation studies of the PCMC scale also called for further 

validation in additional settings including Southeast Asian populations with a data-driven 

approach (Afulani, Feeser et al., 2019). Therefore, we believe this is the first significant 

response from Cambodia using such a data-driven approach. 
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Third, developing the global standard to measure person-centered maternity care is an 

urgent priority in this area (Afulani, Diamond-Smith, Golub, & Sudhinaraset, 2017) and, the 

present study contributed to additional validation of the PCMC scale in the Asian context to 

facilitate meaningful international comparison. 

Finally, the present study made a very important contribution to the pioneering online 

methodology of cross-cultural nursing research in low and middle-income countries. This 

study opened the possibility of online data collection, as we made it possible to conduct 

online interviews even in rural Cambodia. Considering our experience of the COVID-19 

pandemic, it is highly likely that data collection using online technology will be more and 

more mainstream in the future. The findings and experiences of the online interview are 

summarized in the Appendix 9. Although we cannot compare our findings to previous studies 

(because there is no available data from before COVID-19 pandemic), it seemed there was 

no significant impact on the outcomes of the present study because the family were allowed 

to stay with the respondents, which was the same as before the pandemic. However, without 

direct observation and field study, the actual situation of the data collection cannot be fully 

understood. 

 

Chapter summary 

In conclusion, in the present study, the 20-item Kh-PCMC scale was developed and 

psychometric validation was conducted. The findings from psychometric analysis supported 

acceptable content validity, acceptable construct validity and high internal consistency 

reliability of the 20-item Kh-PCMC scale to measure women’s experience of receiving 

maternity care among Cambodian postpartum women in facility settings. Our study 

validated an existing PCMC scale in a new context and found significant overlap in item 

level across three very different contexts. The differences across settings highlighted the 

need for careful consideration of cultural context as well as attention to cross-cultural 
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translation and adaptation. The original 30-items PCMC scale included all theoretically 

related items that cover comprehensive constructs, while the 20-item Kh-PCMC scale 

presented a more practical and locally validated alternative in good accord with the 13-item 

short PCMC scale. Our result suggests a significant implication for further validation studies 

in other countries that the short PCMC scale may be more feasible to use multiple settings. 
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CHAPTER Ⅵ:  OVERALL CONCLUSION 

 

In summary, in the present study, the 20-item Kh-PCMC scale was developed and 

validated. The translation and pretesting process in Phase 1 was optimized to achieve 

acceptable conceptual and semantic equivalence between the original PCMC scale and the 

20-item Kh-PCMC scale. In addition, by conducting qualitative research using the cognitive 

interviewing method, we were able to gain a deeper understanding of the underlying 

Cambodian cultural context of why measurement errors occur in structured questionnaire 

surveys and why postpartum women respond as they do to questions. The cultural adaptation 

process in Phase 1 made it possible to interpret the quantitative data in Phase 2 from the 

cultural context and ensure the cross-cultural validity of the 20-item Kh-PCMC scale. The 

findings from the psychometric analysis in Phase 2 supported acceptable content validity, 

acceptable construct validity, and high internal consistency reliability of the 20-item Kh-

PCMC scale. 

 

Recommendation 

There are two potential limitations and future recommendations of the present study.  

Firstly, our result in Phase 1 showed a significant gap between Western-based notions 

of global importance and Asian local reality and the discordance between expert perspectives 

and respondents’ cognitions. We described the difficulties of conducting structured 

questionnaire surveys with postpartum women in Cambodia at present. This is one of the 

limitations of the present study; however, it does provide a significant insight that it is 

important to look at quantitative data in Phase 2 with recognition of these gaps. We believe 

patient-reported measures are crucial for the reliable measurement of patient-centered care 

because only the patient knows whether they received the level of information desired, 

communication was appropriate and understandable, and care was responsive to their values 
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and needs (Tzelepis et al., 2015). To ensure the quality of data, it is important to not be fully 

dependent on women’s self-reports, but to triangulate the data with combined direct 

observation and fieldwork. This will help us to understand how Cambodian women 

experience maternity care during childbirth, especially in situations where the women have 

limitations to answering the structured questionnaires. The findings from the present study 

will be important baseline data for Cambodia because numeric indicators are mainstream in 

the area of global health.  

Second, since the exploratory qualitative study is out of the scope of the present study, 

a potential limitation of this study is that we did not extract and add what PCMC is specific 

to Cambodia but deducted from the existing 31-item pool. Further exploratory qualitative 

study is required to understand what PCMC means to Cambodian women and develop a 

Cambodian specific PCMC scale in the future. To our knowledge, Cambodian people attach 

great importance to the family as part of its collectivistic culture (Ang, 2007).  The value of 

family is not only the physical presence but warmth, intimacy, and emotional interpersonal 

interaction that family can bring. Because item #4 “Did the medical staff at the facility treat 

you with respect?”, was difficult for our respondents, family-based language rather than 

focusing on the concept of “respect” might be better suited for the in Cambodian context; 

for example, “Did you feel the medical staff treated you as if they were your mother?” or 

“Did you feel the medical staff talk to you as if they were your family?” could be alternative 

translations for the Kh-PCMC scale based on the cultural context specific to Cambodian. In 

addition, though we named the third factor “supportive care” in line with the original 

theoretical domain, “family-like care” might be more appropriate in the Cambodian cultural 

context. 

The latest WHO guideline on intrapartum care was based on evidence mainly gathered 

from African counties (Downe et al., 2018). This suggests that what is touted as “global 

importance” is in fact not really representative of the whole world. Since there is limited 
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intrapartum care research from South-East Asian countries, evidence from Cambodia, which 

reflects Buddhist values, will contribute to deepening our understanding and the potential 

modification of global importance and framework. What we call “global importance” should 

be based on scientific evidence from all over the world.   

 

Implications for Nursing 

There are three significant clinical implications from this study for nursing in 

Cambodia.  

Firstly, comprehensive care provision is important to improve the quality of care in 

Cambodia. Our finding showed a significant positive correlation between the subscales of 

“dignity and respect” and “communication and autonomy” (r=0.51), suggesting these two 

constructs were overlapping. This is consistent with the original PCMC scale in which the 

subscales were strongly correlated with each other, with correlation coefficients (r) ranging 

from 0.53 to 0.63, and with the main scale (r=0.75, 0.86, and 0.9 for dignity and respect, 

communication and autonomy, and supportive care, respectively) (Afulani, Diamond-Smith, 

Golub, & Sudhinaraset, 2017). A recent study proposed a unidimensional 13-items PCMC 

short-scale using a data-driven approach that could be applied to multiple settings (Afulani, 

Feeser, et al., 2019). These results suggest that provision of specific items (maternity care) 

may not ensure quality improvement but comprehensive care provision is required due to 

the diversity and individuality of the subjects.  

Secondly, the 20-item Kh-PCMC scale, which is compatible with the 13-item short 

version, is considered more feasible in terms of cost-effectiveness and burden to respondents 

for use in Cambodia and other low- and middle-income countries. Considering the low 

literacy rate of the study participants, we needed to conduct face-to-face interviews with 

additional explanations when we used the Kh-PCMC scale. Our respondents were 

cooperative with the interview, but some families complained that it was too long for early 
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postpartum women. Cost-effectiveness and low burden for the respondents need to be 

considered in conducting research using scales (Behling & Law, 2000). 

Thirdly, nursing education needs to be strengthened by incorporating the PCMC 

concept and practice. This is consistent with the research implication from Ghana that the 

components of PCMC should be incorporated into pre-service and in-service medical 

education (Afulani et al., 2019). Also, the recent mixed-method study from Kenya suggested 

the need for care provider training on person-centered care approaches focused on patient-

provider interpersonal relationships because there is high discordance between women and 

providers’ perspectives in regards to person-centered maternity care experience 

(Sudhinaraset, Giessler, Golub, & Afulani, 2019).   

In Cambodia, understanding the concept of person-centered maternity care may have 

been difficult for disadvantaged women and even for some medical staff. Where nurses and 

midwives themselves have never experienced being cared for (i.e., personal experience of 

person-centered maternity care) and where there was no role model, they might not know 

how to provide good care because they have not experienced or seen it practiced properly. 

Because the concept of person-centered maternity care is not included in the current 

curriculum of formal pre-service and in-service nursing education in Cambodia, the first step 

is for nurses and midwives to become familiar with the concept of person-centered maternity 

care. To achieve this, it is important that person-centered maternity care is incorporated into 

nursing education as a concept that is compatible with the Buddhist values that exist in the 

daily lives of Cambodian people, rather than it being touted as a Western concept of care 

brought from the outside. This is empirically supported by the JICA project (2010-2015) 

where introducing the new concept of midwifery care, Cambodian medical staff 

incorporated the concept in connection with the Buddhist teaching of the heart of mercy 

(Matsumoto et al., 2015). In addition, family-like care was a reasonable way for Cambodian 

medical staff to understand the concept of person-centered maternity care (Japan 
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International Cooperation Agency, 2019). Participatory training including role-playing, the 

direct observation of good practices and role models, and hands-on training made providers’ 

behavior and attitude experience a “good change” in Cambodia, Brazil, and other countries 

(Japan International Cooperation Agency, 2019). This is consistent with a previous study 

that showed the effectiveness of PCMC simulation training for health providers in Ghana 

(Afulani et al., 2019). Midwives could gain a deeper understanding of what PCMC is and 

put it into actual care practice for clients, through actual experiences of being cared for as a 

childbearing woman, or mock experiences such as role-playing and simulation training, or 

observation experiences of person-centered maternity care. Good person-centered maternity 

care practice by midwives should lead to a positive influence for Cambodian mothers. 

In addition, the biggest success factor that made it possible to carry out this study was 

the presence of core trainers who deeply understood the value of person-centered maternity 

care through the previous JICA project (2010-2015). They have promoted person-centered 

maternity care to other midwives in the hospital and taught it to midwifery students as a role-

model after the JICA project. They also valued the significance of the present study and had 

strong commitment and kindly supported proceeding with the data collection from the 

Cambodian side despite the restrictions of the COVID-19 pandemic. Fostering such 

prominent health personnel is important both for promoting nursing research in this area and 

for improving the quality of clinical nursing care in Cambodia. 

 

Future use of Kh-PCMC scales 

 The present study provides an effective tool, the 20-item Kh-PCMC scale, to 

quantitatively measure women’s childbirth experiences to understand an overview of the 

quality of intrapartum care, and to identify the needs from women’s perspective for quality 

improvement in Cambodia. In addition, the 20-item Kh-PCMC scale will facilitate further 

research in Cambodia to allow comparisons across settings and time, statistical analysis to 



 

106 

 

examine the determinants and health outcomes of care during childbirth, and routine 

monitoring and evaluation of interventions and projects based on the WHO recommendation 

on intrapartum care for a positive childbirth experience (WHO, 2018). It could provide 

visible and variable data for policymakers and practitioners to take action for quality 

improvement. 

The present study makes an important contribution to taking into account Cambodian 

women’s voices, preferences, and values, which is fundamental to enhancing person-

centered maternity care in Cambodia. However, because culture is not static or identical 

across regions, but changes over time and place, further study is needed to refine the 20-item 

PCMC scale to reflect the changes and perhaps formulate additional items specific to the 

Cambodian cultural context. Continuous effort should be taken to finetune the instrument 

over time to meet the changing need of Cambodian women. 
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Figure  1 WHO Quality of Care Framework for maternal and newborn health within facility 

(Tuncalp et al., 2015) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

Figure  2  Map of Cambodia (United Nations, 2004) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

Figure  3 Trends in Maternal Mortality Ratio, Cambodia 

(World Health Organization, 2015c) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

Figure  4 Trends in maternal health services coverage, Cambodia  

(National Institute of Statistics, 2014) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

Figure  5  The number of EmONC facilities in Cambodia 

 (Ministry of Health Cambodia, 2015) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

Figure  6 Health system organization in Cambodia  

(Ministry of Health Cambodia, 2008) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

Figure  7 Trends in number of midwives (public sector)  

(Fujita et al., 2013) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

Figure  8 Trends in number of health facilities, Cambodia 

(World Health Organization, 2015b) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

Figure  9 The protocol of the present study 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

           
                      
                 
                   

                           
              
                   
                    

                       

        
                                   

              
                        

                   
                            

                        

                                
     

                    

                       
                 
                   
                            
                                 



 

 

 

 

 

 

 

Figure  10 Process of translation and adaptation of instrument 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

Figure  11 Process of committee translation approach 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

(a) Scree plot for 20 items after exploratory factor analysis 

 

 

 

 

(b) Scree plot for 29 items after exploratory factor analysis 

 

 

 

Figure  12 Comparison of Scree plot after exploratory factor analysis  
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Table 1 Quality of psychometric properties of selected instruments  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Table 2 Definition of equivalence criteria for cross-cultural translation and adaptation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Criteria Difinition Process

Conceptual equivalence

Construct exist in two or more cultures 

and can be measured using similar or 

different survey questions

・Committee translation 

・Expert reviews

・Cognitive interviews

Semantic equivalence 

Equivalence in the meaning of words, 

and achieving it may present problems 

with vocabulary and grammar

・Committee translation 

・Expert reviews

・Cognitive interviews

Content validity 

The content of each item of the 

instrument is relevant to the phenomena 

of each culture being studied

・Literature review

・Content expert reviews

・Cognitive interviews



 

 

 

Table 3 List of Cambodian experts 

 

# Area Language skill Affiliation and Background  

1 Content experts Bilingual WHO, MD  

2 Content experts Bilingual Urban hospital, MD, MPH  

3 Content experts Bilingual Ministry of Health, MW  

4 Clinical expert  Bilingual Urban hospital, MW  

5 Clinical expert  Bilingual Urban hospital, MW  

6 Clinical expert  Monolingual Urban hospital, MW  

7 Clinical expert Monolingual Rural health center, MW  

8 Academic expert  Bilingual Ministry of Health, RN., PhD  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Table 4 Respondent sample of cognitive interviewing  

 

  1st round 2nd round 3rd round Total 

Urban hospital 7 4 4 15 

Rural health center 3 1 1 5 

Total 10 5 5 20 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Table 5  The characteristics of 20 women involved in the cognitive interviewing 

Characteristics  Number  Percent 

Age (years) 
  

 
Mean[range] 28.5 [18-42]  

 

 
<20 2 10.0  

 
20-24 3 15.0  

 
25-29 7 35.0  

 
30-34 4 20.0  

 
>35 4 20.0  

    

Parity 
  

 
Mean[range] 1.9 [1-4] 

 

 
1 9 45.0  

 
2 5 25.0  

 
3 4 20.0  

 
4 2 10.0  

    

Marital status 
  

 
Married  20 100.0  

    

Religion 
  

 
Khmer 16 80.0  

 
Khmer Muslim 3 15.0  

 
Cristian 1 5.0  

    

Occupation 
  

 
Farmer  4 20.0  

 
Factory worker 7 35.0  

 
Housewife 6 30.0  

 
Self-employed retail 2 10.0  

 
Company employee 1 5.0  

 

 

 



 

 

 

 

Table 5 The characteristics of 20 women involved in the cognitive interviewing (cont.) 

 

Characteristics  Number  Percent 

Education 
  

 
No 2 10.0  

 
primary  8 40.0  

 
Secondary 6 30.0  

 
High 2 10.0  

 
University 2 10.0  

    

Economic background 
  

 
Non-ID poor 16 80.0  

 
ID poor holder* 4 20.0  

    

Mode of delivery** 
  

 
Normal 12 60.0  

  C/S 8 40.0  

*Indicating the poorest  

** One vacuum delivery was excluded due to neonatal outcome. Forceps 

is not practiced in Cambodia. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

Table 6 Issues identified from cognitive interviewing 

 

 

 

 

 

Cognitive 

process*

Feature Potential 

problem**

# Original Question Reason of Revision Revised questions Action taken

2 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?

We used “welcome” as the initial translation as 

experts suggested Cambodian people normally did 

not introduce themselves. But it found a lack of 

semantic equivalence because 3 of 10 respondents 

(1st round) answered how she handled at the 

reception at the time of admission. 

9 of 20 respondents answered they wanted to know 

who would support her birth, but not necessarary to 

know thier name. We decided to add explanation.

During your time in the 

health facility did the 

medical staffs introduce 

themselves to you when 

they first came to see 

you? For example, their 

name or profession.

Definition 

added

3 Did the doctors, nurses, 

or other health care 

providers call you by 

your name?

We used “call appropriately” as the initial Khmer 

translation as experts suggested Cambodian people 

normally do not call by name but by bong/oung. But 

we found 11 of 20 respondents were called by 

name when injection and examination at the hospital 

setting. 2  of 20 respondents reported being called 

by room and bed number was also appropriate 

because they could identify themselves. 3 women 

preferred being called by name, 4 women preferred 

by bong /oung, and 10 women answered either was 

ok. It means being called appropriately for the 

person is important. We decided to use both 

original question with explanation and contextual 

specific question.

Etic:  Did the medical 

staffs call you by your 

name?

Emic:  Did the medical 

staffs call you 

appropriately?

Etic/emic 

mix emerge

8 Did you feel like the 

doctors, nurses or other 

staff at the facility 

involved you in 

decisions about your 

care?

11 women who had normal delivery were 

unfamiliar with this question intent, because it is 

natural to follow doctors in Cambodia. 6 women 

who had C/S stated that “being well informed, I 

decided to have C/S”. We decided to add 

explanations as to whetherthere was an opportunity 

to make decisions during the process of labor, if 

neccesary.

Did you feel like the 

medical staffs at the 

facility ask your opinion 

and decision about your 

care?  (For example, 

can you decide for 

yourself whether you 

want to have a natural 

or caesarean section?)

Scenario 

added

10 During the delivery, do 

you feel like you were 

able to be in the 

position of your choice?

All respondents (1st round) did not make sense 

with this question intent, because there was no 

choice but supine position in Cambodia. "favorite 

free position" was more understandable, and 5 

women valued due to reduce pain.

During the delivery, do 

you feel like you were 

able to be in your 

favorite free position?

Terminology 

replaced

cultural 

confusion

19 When you needed help, 

did you feel the doctors, 

nurses or other staff at 

the facility paid 

attention?

3 of 20 confused needed help from her family not 

medical staff. This may be because women 

normally ask needed help to her family. We added 

explanation when there was confusion.

When you needed help, 

did you feel the medical 

staffs at the facility 

responded to what you 

need?

Explanation 

and 

confirmation 

added

techinical 

term

10 During the delivery, do 

you feel like you were 

able to be in the position 

of your choice?

No one understood the initial translation of 

delivery position「(iriyeabath）ឥរយិាបថ」 We 

changed favorite free position 「(chalnea)

ចលនា」instead of choice.

During the delivery, do 

you feel like you were 

able to be in your 

favorite free position?

Terminology 

replaced

Explanation 

added

Multiple 

definitions

14 Did the doctors and 

nurses at the facility talk 

to you about how you 

were feeling?

Feeling includes both physical and emotional 

condition. 5 of 10 respondents (1st round) reported

 to be asked physical condition, while only one 

respondents was asked emotional condition. Since

 psychological aspect affect the progress of 

childbirth, we decided to ask both the 

psychological aspect (arommo) អារម្មណ៍ and the 

physical condition (sruolokhluon) ស្រួលខ្ល នួ.

Did the medical staffs at 

the facility talk to you 

about how you were 

feeling (Physical 

/Psychological) ?

Two 

questions 

asked

Comprehens

ion

Translation/

adaptation

Words 

requiring 

adaptation

 

Comprehens

ion

 Vocabulary



 

 

 

Table 6 Issues identified from cognitive interviewing (cont.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cognitive 

process*

Feature Potential 

problem**

# Original Question Reason of Revision Revised questions Action taken

missing 1 How did you feel about 

the amount of time you 

waited? Would you say 

it was very short, 

somewhat short, 

somewhat long, or very 

long?

Temporal confusion. 2 of 10 respondents (1st 

round) answered time to take giving birth, not the 

waited time for care. Although there is a clear 

instruction before the questions, it was difficult to 

tell what time you've been waiting for. We added 

the time flame as "from when you arrived to when 

you received care". There was no response error in 

2nd and 3rd round.

Did you feel to wait long 

or short from when you 

arrived to when you 

received care?

Definition 

added

Lack of 

understandin

g of 

respondents

6 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?

Spatial confusion. 2 of 10 respondents (1st round) 

answered when she was in operation room(1) and 

ICU(1). Although there is a clear setting in the 

question.  We added the example of examination to 

make women visualize the situation.

During examinations in 

the labor room (for 

example, pelvic 

examination),  were you 

covered up with a cloth 

or blanket or screened 

with a curtain ?

Explanation 

added

9 Did the doctors, nurses 

or other staff at the 

facility ask your 

permission/consent 

before doing procedures 

on you?

4 of 10 respondents (1st round) answered doing 

procedure as non-invasive care such as measuring 

blood pressure. This question is consent matter, we 

added explanation doing procedure as invasive 

care such as pelvic examination and episiotomy. 

There was no response error in 2nd and 3rd round.

Did the medical staffs at 

the facility ask your 

permission/consent 

before doing procedures 

on you? For example, 

pelvic examination and 

episiotomy

Explanation 

added

12 Did the doctors and 

nurses explain to you 

why they were doing 

examinations or 

procedures on you?

8 of 10 respondents (1st round) were not clear 

about what kind of examination. We added 

explanation doing procedure as pelvic examination 

or fetal heart rate monitering. Also, all respondents 

(1st round) failed to answer why. We added 

explanation as the objectives or reasons why.

Did the medical staffs 

explain to you the 

objectives or reasons 

why they were doing 

examinations or 

procedures on you? For 

example, pelvic 

examination or fetal 

heart rate monitering

Explanation 

added

 

Comprehens

ion

Translation/

adaptation

Uncommon 

expression

8 of 10 respondents (1st round) were not clear 

about what kind of information. We added example 

such as the information on the medical record.

Explanation 

added

Retrieval Task 

performance

Non 

reachable 

answers

Eesponse 

category 

added

Response Response 

category

Nonexhausti

ve

* Four stages task analytic model (Tourangeau, 1988)

**The Appraisal system for Cross-National Survey (Lee, 2014)

7 Do you feel like your 

health information  was 

or will be kept 

confidential at this 

facility?

Do you feel like your 

health information was 

kept confidential at this 

facility? For example, 

the information on the 

medical record.
13 of 20 respondents answered do not know 

whether it was kept confidential. This is non 

reachable answers. 5  of 20 respondents answered 

no information to be kept confidential. All 20 

respondents want to share her health information to 

her family. Since there is no answer option, we 

added another response category "don't know" (non 

reachable answers).
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Table 8 Characteristics of 300 women involved in the field survey 

Characteristics  Number Percent 

Age (years)   

 Mean (SD) 29.32 5.94  

 <20 13 4.3 

 20-24 50 16.7 

 25-29 94 31.3 

 30-34 77 25.6 

 35-39 53 17.7 

 40< 13 4.2 
    

Parity   

 Mean (SD) 2.26 1.20  

 1 89 29.6 

 2 112 37.2 

 3 54 17.9 

 4 28 9.3 

 5 15 5 

 7 1 0.3 

 8 1 0.3 
    

Marital status   

 Married  299 99.3 

 Widowed 1 0.3 
    

Religion   

 Buddhism 293 97.3 

 Khmer Muslim 6 2 

 Cristian 1 0.3 
    

Occupation   

 Housewife 125 41.5 

 Factory worker 98 32.6 

 Self-employed retail 36 12 

 Company employee 18 6 

 Farmer 15 5 

 Government official 4 1.3 

  Scavenger  4 1.3 



 

 

 

Table 8 Characteristics of 300 women involved in the field survey (cont.) 

Characteristics  Number Percent 

Education (*enrollment)   

 No 26 8.6 

 Primary school  120 39.9 

 Secondary school  95 31.6 

 High school  48 15.9 

 University 11 3.7 

    

Literacy   

 Illiterate 55 18.3 

 With some difficulty 153 50.8 

 Very well 92 30.6 

    

Economical background   

 Non-ID poor 280 93.4 

 ID poor holder (the poorest) 20 6.6 

    

Postpartum day   

 Mean (SD) 2.52 1.42 

    

Mode of delivery   

 Vaginal delivery (normal) 196 65.1 

 Vaginal delivery (episiotomy) 42 14 

 CS 62 20.6 

    

Residence   

 Phnom Penh 176 58.5 

 Kampong Chhnang 34 11.3 

 Kandal 48 15.9 

 Kampong Speu 18 6 

 Kampong Cham 5 1.7 

 Prey veng 9 3 

 Takeo 5 1.7 

 Kampong Thom 2 0.7 

 Tbong Khmun 1 0.3 

 Pursat 1 0.3 

  Kratie 1 0.3 



 

 

 

Table 9 Items for person-centered maternity care scale 

 

Domain Scale item Disposition

Cambodia 

(20items)

Kenya

(30 items)

India

(27 items)

short scale

(13 items)

#4: Did the doctors, nurses, or other staff at the facility treat you with respect? Retained Yes Yes Yes

#5: Did the doctors, nurses, and other staff at the facility treat you in a friendly 

manner?
Retained Yes Yes Yes

#6: 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?
Retained Yes Yes Yes

#7: Do you feel like your health information was or will be kept confidential at this 

facility?
Deleted: low loading Yes Yes No

#21: Did you feel the doctors, nurses, or other health providers shouted at you, 

scolded, insulted, threatened, or talked to you rudely?
Deleted: low loading Yes Yes No

#22: Did you feel like you were treated roughly like pushed, beaten, slapped, 

pinched, physically restrained, or gagged?
Deleted: low loading Yes Yes No

#2: 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?
Deleted: low loading Yes Yes No

#3: Did the doctors, nurses, or other health care providers call you by your name? Retained Yes Yes Yes

#8: Did you feel like the doctors, nurses or other staff at the facility involved you in 

decisions about your care?
Retained Yes Yes Yes

#9: Did the doctors, nurses or other staff at the facility ask your permission/consent 

before doing procedures on you?
Deleted: low loading Yes Yes Yes

#10: During the delivery, do you feel like you were able to be in the position of your 

choice?
Retained Yes Yes Yes

#11: Did the doctors, nurses or other staff at the facility speak to you in a language 

you could understand?
Retained Yes Yes No

#12: Did the doctors and nurses explain to you why they were doing examinations or 

procedures on you?
Retained Yes Yes Yes

#13: Did the doctors and nurses explain to you why they were giving you any 

medicine?
Retained Yes Yes Yes

#16: Did you feel you could ask the doctors, nurses or other staff at the facility any 

questions you had?
Retained Yes Yes Yes

#1: How did you feel about the amount of time you waited? Would you say it was 

very short, somewhat short, somewhat long, or very long?
Retained Yes Yes Yes

#14: Did the doctors and nurses at the facility talk to you about how you were 

feeling?
Retained Yes Yes Yes

#15: Did the doctors, nurses or other staff at the facility try to understand your 

anxieties and fears?
Retained Yes No No

#17: Were you allowed to have someone you wanted to stay with you during labor? Retained Yes Yes No

#18: Were you allowed to have someone you wanted to stay with you during 

delivery?
Retained Yes Yes No

#19: When you needed help, did you feel the doctors, nurses or other staff at the 

facility paid attention?
Retained Yes Yes Yes

#20: Do you feel the doctors or nurses did everything they could to help control your 

pain?
Retained Yes Yes No

#23: Did the doctors, nurses or other staff at the facility ask you or your family for 

money other than the official cost
Deleted: low loading No Yes No

#24: Do you think there was enough health staff in the facility to care for you? Retained Yes Yes No

#25: Did you feel the doctors, nurses or other staff at the facility took the best care 

of you?
Retained Yes Yes Yes

#26: Did you feel you could completely trust the doctors, nurses or other staff at the 

facility with regards to your care?
Deleted: low loading Yes Yes No

#27: Thinking about the labor and postnatal wards, Did you feel the health facility 

was crowded?
Retained Yes No No

#28: 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?
Deleted: low loading Yes Yes No

#29: Was there water in the facility? Deleted: low loading Yes No No

#30: Was there electricity in the facility? Deleted: low loading Yes No No

#31: In general, did you feel safe in the health facility? Deleted: low loading Yes Yes No

Dignity and 

respect

Communication 

and autonomy

Supportive care



 

 

 

Table 10 Distribution of full PCMC scale and subscales of 300 women in Cambodia  

 

  Number 

of items 

Mean 

scores 

SD Min  Max Possible 

range 

Full PCMC Scale 30 69.32  9.47  48 89 0 to 90 

Subscale        

Dignity and respect 6 16.01  1.53  8 18 0 to 18 

Communication and 

autonomy 

9 15.43  3.92  6 24 0 to 27 

Supportive Care 15 36.26  4.38  24 44 0 to 45 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Table 11 CVI evaluation of the 31-item Kh-PCMC scale by eight experts 

 

Item Expert 1 Expert 2 Expert 3 Expert 4 Expert 5 Expert 6 Expert 7 Expert 8 Number of  agreement Item CVI¹

1 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

2 - - ✓ ✓ ✓ ✓ ✓ ✓ 6 0.75

3 - ✓ ✓ ✓ ✓ ✓ ✓ ✓ 7 0.87

4 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

5 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

6 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

7 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

8 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

9 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

10 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

11 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

12 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

13 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

14 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

15 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

16 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

17 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

18 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

19 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

20 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

21 ✓ - ✓ ✓ ✓ ✓ ✓ ✓ 7 0.87

22 ✓ - ✓ ✓ ✓ ✓ ✓ ✓ 7 0.87

23 ✓ - ✓ ✓ ✓ ✓ ✓ ✓ 7 0.87

24 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

25 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

26 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

27 ✓ - ✓ ✓ ✓ ✓ ✓ ✓ 7 0.87

28 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

29 ✓ - ✓ ✓ ✓ ✓ ✓ ✓ 7 0.87

30 ✓ - ✓ ✓ ✓ ✓ ✓ ✓ 7 0.87

31 ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 8 1.00

S-CVI/Ave²= 0.96

S-CVI/UA³= 0.74

Number of agreement 29 24 31 31 31 31 31 31 0.96

Propotion of relevant 0.93 0.77 1.00 1.00 1.00 1.00 1.00 1.00

¹Item CVI=Number of experts rating the item either 3 or 4/total number of experts.

²S-CVI/Ave=Sum of the I-CVIs (I-CVI1+I-CVI2+I-CVI3+ …….+I-CVIn)/total number of items. Averaging method.

³S-CVI/UA=Number of items that achieved rating 3 or 4 by all experts/total number of items. Universal agreement method.

⁴Average propotion of agreement across experts=Proportion of agreement of each expert/total number of experts

"-" l= not relevant, 2= unable to assess relevant, "✓" 3= relevant with needs minor revisions, 4= very relevant

Average propotion of 

agreement across experts⁴



 

 

 

Table 12 Standards for evaluating the quality of PROM development (COSMIN box 1) 

 

Ratings: V= very good; A = adequate; D = doubtful; I = inadequate; N= not applicable

1a.  PROM design PROM

General design requirements

1 V

2 V

3 V

4 V

5 V

Concept elicitation (relevance and comprehensiveness)

6 V

7 A

8 V

9 V

10 V

11 V

12 V

13 V

A

A

1b.  Cognitive interview study or other pilot test 

14 V

General design requirements

15 V

Comprehensibility

16 V

17 V

18 V

19 V

20 A

21 V

22 V

23 V

24 V

25

V

SUBTOTAL QUALITY OF COMPREHENSIBILITY STUDY Lowest score of items 15-25 A

Comprehensiveness

26 Were patients asked about the comprehensiveness of the PROM? If NO or not clear, skip items 27-35 V

27 V

28 V

29 V

30 A

31 V

32 V

33 V

34 V

35

V

A

TOTAL QUALITY OF THE PILOT STUDY Lowest score of items 14-35 A

TOTAL QUALITY OF THE PROM DEVELOPMENT STUDY Lowest score of items 1-35 A

Were problems regarding the comprehensiveness of the PROM appropriately addressed by adapting the 

PROM?

SUBTOTAL QUALITY OF COMPREHENSIVENESS STUDY Lowest score of items 15, 26-35

Was each item tested in an appropriate number of patients?

Were skilled interviewers used?

Were the interviews based on an appropriate interview guide?

Were the interviews recorded and transcribed verbatim?

Was an appropriate approach used to analyse the data?

Were at least two researchers involved in the analysis?

Was an appropriate method used for assessing the comprehensiveness of the PROM?

Were patients asked about the comprehensibility of the PROM?     If NO or not clear, skip items 17-25

Were all items tested in their final form?
Was an appropriate qualitative method used to assess the comprehensibility of the PROM instructions, items, 

response options, and recall period?
Was each item tested in an appropriate number of patients?

Were skilled interviewers used?

Were the interviews based on an appropriate interview guide?

Were the interviews recorded and transcribed verbatim?

Was an appropriate approach used to analyse the data?

Were at least two researchers involved in the analysis?

Were problems regarding the comprehensibility of the PROM instructions, items, response options, and recall 

period appropriately addressed by adapting the PROM?

Was the final set of items tested?

Was the cognitive interview study or other pilot test performed in a sample representing the target population?

Were skilled group moderators/ interviewers used?

Were the group meetings or interviews based on an appropriate topic or interview guide?

Were the group meetings or interviews recorded and transcribed verbatim?

Was an appropriate approach used to analyse the data?

Was at least part of the data coded independently?

Was data collection continued until saturation was reached?

For quantitative studies: was the sample size appropriate?

SUBTOTAL QUALITY CONCEPT ELICITATION STUDY Lowest score of items 6-13

TOTAL QUALITY OF THE PROM DESIGN Lowest score of items 1-13

Was a cognitive interview study or other pilot test performed?     If NO skip items 15-35

Was an appropriate qualitative data collection method used to identify relevant items for a new PROM?

Is a clear description provided of the construct to be measured?

Is the origin of the construct clear: was a theory, conceptual framework or disease model used or clear rationale 

provided to define the construct to be measured?

Is a clear description provided of the target population for which the PROM was developed?

Is a clear description provided of the context of use (i.e. discriminative, evaluative purpose, and/or predictive)

Was the PROM development study performed in a sample representing the target population for which the 

PROM was developed?



 

 

 

Table 13 Standards for evaluating the quality of content validity studies of PROMs 

(COSMIN box 2) 

 

 

Score: V= very good; A = adequate; D = doubtful; I = inadequate; N= not applicable

PROM

2a. Asking patient about relevance

1 Was an appropriate method used to ask patients whether each item is relevant for their experience with the 

condition?

V

2 Was each item tested in an appropriate number of patients? V

3 Were skilled group moderators/interviewers used? A

4 Were the group meetings or interviews based on an appropriate topic or interview guide? V

5 Were the group meetings or interviews recorded and transcribed verbatim? V

6 Was an appropriate approach used to analyse the data? V

7 Were at least two researchers involved in the analysis? V

SUBTOTAL QUALITY OF RELEVANCE STUDY Lowest score of items 1-7 A

2b. Asking patients about comprehensiveness

8 Was an appropriate method used for assessing the comprehensiveness of the PROM? V

9 Was each item tested in an appropriate number of patients? V

10 Were skilled group moderators/interviewers used? A

11 Were the group meetings or interviews based on an appropriate topic or interview guide? V

12 Were the group meetings or interviews recorded and transcribed verbatim? V

13 Was an appropriate approach used to analyse the data? V

14 Were at least two researchers involved in the analysis? V

SUBTOTAL QUALITY OF COMPREHENSIVENESS STUDY Lowest score of items 8-14 A

2c. Asking patients about comprehensibility

15 Was an appropriate qualitative method used for assessing the comprehensibility of the PROM instructions, 

items, response options, and recall period?

V

16 Was each item tested in an appropriate number of patients? V

17 Were skilled group moderators/interviewers used? A

18 Were the group meetings or interviews based on an appropriate topic or interview guide? V

19 Were the group meetings or interviews recorded and transcribed verbatim? V

20 Was an appropriate approach used to analyse the data? V

21 Were at least two researchers involved in the analysis? V

SUBTOTAL QUALITY OF COMPREHENSIBILITY STUDY Lowest score of items 15-21 A

2d. Asking professionals about relevance

22 Was an appropriate method used to ask professionals whether each item is relevant for the construct of 

interest?

V

23 Were professionals from all relevant disciplines included? V

24 Was each item tested in an appropriate number of professionals? V

25 Was an appropriate approach used to analyse the data? V

26 Were at least two researchers involved in the analysis? V

SUBTOTAL QUALITY OF RELEVANCE STUDY Lowest score of items 22-26 V

2e. Asking professionals about comprehensiveness

27 Was an appropriate method used for assessing the comprehensiveness of the PROM? I

28 Were professionals from all relevant disciplines included? V

29 Was each item tested in an appropriate number of professionals? V

30 Was an appropriate approach used to analyse the data? NA

31 Were at least two researchers involved in the analysis? V

SUBTOTAL QUALITY OF COMPREHENSIVENESS STUDY Lowest score of items 27-31 I



 

 

 

Table 14  Criteria for content validity of 20-item Kh-PCMC scale 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Score: + = sufficient; - = insufficient; ? = indeterminate; ± = inconsistent 

PROM 

developmen

t study

Content 

validity 

study

Rating of 

reviewers

OVERALL 

RATINGS 

PER PROM

QUALITY 

OF 

EVIDENCE

+ / - / ? + / - / ? + / - / ? + / - / ± / ?
High, 

moderate, 

low, very low

1 Are the included items relevant for the construct of interest?
1 + + +

2 Are the included items relevant for the target population of interest?
1 + + +

3 Are the included items relevant for the context of use of interest?
1 + + +

4 Are the response options appropriate? + + +

5 Is the recall period appropriate? + + +

RELEVANCE RATING (+ / - / ± / ?) + + + + High

6 Are all key concepts included? + - ±

COMPREHENSIVENESS RATING (+ / - / ± / ?) + - ± ± moderate

7 Are the PROM instructions understood by the population of interest as intended? + +

8 Are the PROM items and response options understood by the population of interest as intended? + +

9 Are the PROM items appropriately worded? +

10 Do the response options match the question? +

COMPREHENSIBILITY RATING (+ / - / ± / ?) + + + + High

CONTENT VALIDITY RATING (+ / - / ± / ?) + ± + + High

1
 These criteria refer to the construct, population, and context of use of interest in the systematic review.

2
 Add more columns if more content validity studies are available

3
 If ratings are inconsistent between studies, consider using separate tables for subgroups of studies with consistent results.

PROM (subscale)

Relevance

Comprehensiveness

Comprehensibility



 

 

 

Table 15 Rotated factor loadings of 31 items on subscale from a survey of 300 women 

 

 

 

 

 

 

 

 

 

Factor 1 Factor 2 Factor 3 Cut off point

16 Able to ask questions 0.937 -0.183 -0.051

5 friendly manner 0.908 -0.057 -0.101

11 Language 0.699 0.036 0.024

4 respect 0.658 0.194 -0.055

19 Attention when needed help 0.657 0.093 0.167

14 talk about feeling 0.656 0.059 -0.099

10 Delivery position choice 0.591 -0.233 0.28

27 crowded 0.532 -0.381 -0.058

20 Control pain 0.503 0.219 -0.048

15 Support anxiety 0.479 0.165 0.019

3 Call by name 0.448 0.24 0.004

1 Time to care 0.382 -0.275 0.042

28 clean 0.269 -0.121 -0.065 Deleted: cut off of 0.30

31 Safe 0.261 -0.042 -0.088 Deleted: cut off of 0.30

2 Introduce themselves 0.182 0.029 0.079 Deleted: cut off of 0.30

7 Record confidentiality 0.168 -0.063 -0.013 Deleted: cut off of 0.30

22 Physical abuse -0.06 -0.025 -0.016 Deleted: cut off of 0.10

8 Involvement in care -0.228 0.812 -0.036

24 Enough staff -0.079 0.671 0.004

13 Explain medicine 0.211 0.587 0.064

12 Explain procedures 0.195 0.542 0.121

25 Took best care 0.173 0.54 -0.034

6 privacy -0.18 0.357 -0.099

26 Trust 0.285 0.297 -0.083 Deleted: cut off of 0.30

30 Electricity -0.086 0.28 -0.017 Deleted: cut off of 0.30

29 water -0.026 0.212 -0.027 Deleted: cut off of 0.30

23 Bribes -0.096 0.205 -0.064 Deleted: cut off of 0.30

9 consent to procedures 0.129 0.187 0.053 Deleted: cut off of 0.30

18 Delivery companion -0.05 -0.019 0.931

17 Labor companion -0.09 -0.058 0.903

21 Verbal abuse 0.015 -0.054 0.064 Deleted: cut off of 0.10

*Principal factor and Promax rotation



 

 

 

Table 16 Exploratory factor analysis result of 20 items of the Kh-PCMC scale 

 

 

 

 

 

 

 

 

 

 

 

Factor 

(data based)
Items Factor 1 Factor 2 Factor 3 Theoretical factor structure

16 Able to ask questions .92 -.15 -.07 Communication and autonomy 

5 friendly manner .89 -.04 -.10 Dignity and respect

11 Language .67 .09 .01 Communication and autonomy 

14 talk about feeling .64 .07 -.11 Dignity and respect

19 Attention when needed help .64 .13 .16 Supportive care

4 respect .64 .22 -.06 Supportive care

10 Delivery position choice .62 -.24 .28 Communication and autonomy 

27 crowded .55 -.39 -.06 Supportive care

20 Control pain .47 .26 -.05 Supportive care

15 Support anxiety .46 .19 .03 Supportive care

3 Call by name .45 .25 .00 Communication and autonomy 

1 Time to care .38 -.26 .04 Supportive care

8 Involvement in care -.22 .80 -.04 Communication and autonomy 

24 Enough staff -.08 .66 .02 Supportive care

13 Explain medicine .20 .62 .04 Communication and autonomy 

12 Explain procedures .18 .57 .11 Communication and autonomy 

25 Took best care .16 .52 -.02 Supportive care

6 privacy -.18 .34 -.08 Dignity and respect

18 Delivery companion -.01 .02 .93 Supportive care

17 Labor companion -.05 -.02 .90 Supportive care

Correlation between factors Ⅰ Ⅱ Ⅲ

Ⅰ ー .56* .06

Ⅱ ー .03

Ⅲ ー

Principal factor, Promax rotation

* p <.01

Dignity and 

respect

Communication 

and autonomy

Supportive care



 

 

 

Table 17 Exploratory factor analysis result of 29 items of the Kh-PCMC scale 

 

Factor 

(data based)
Items Factor 1 Factor 2 Factor 3 Theoretical factore structure

Dignity and respect16 Able to ask questions 0.94 -0.18 -0.05 Communication and autonomy 

5 friendly manner 0.91 -0.06 -0.10 Dignity and respect

11 Language 0.70 0.04 0.02 Communication and autonomy 

4 respect 0.66 0.19 -0.06 Dignity and respect

19 Attention when needed help 0.66 0.09 0.17 Supportive care

14 talk about feeling 0.66 0.06 -0.10 Supportive care

10 Delivery position choice 0.59 -0.23 0.28 Communication and autonomy 

27 crowded 0.53 -0.38 -0.06 Supportive care

20 Control pain 0.50 0.22 -0.05 Supportive care

15 Support anxiety 0.48 0.17 0.02 Supportive care

3 Call by name 0.45 0.24 0.00 Communication and autonomy 

1 Time to care 0.38 -0.28 0.04 Supportive care

28 clean 0.27 -0.12 -0.07 Supportive care

31 Safe 0.26 -0.04 -0.09 Supportive care

2 Introduce themselves 0.18 0.03 0.08 Communication and autonomy 

7 Record confidentiality 0.17 -0.06 -0.01 Dignity and respect

Communication and autonomy 8 Involvement in care -0.23 0.81 -0.04 Communication and autonomy 

24 Enough staff -0.08 0.67 0.00 Supportive care

13 Explain medicine 0.21 0.59 0.06 Communication and autonomy 

12 Explain procedures 0.20 0.54 0.12 Communication and autonomy 

25 Took best care 0.17 0.54 -0.03 Supportive care

6 privacy -0.18 0.36 -0.10 Dignity and respect

26 Trust 0.29 0.30 -0.08 Supportive care

30 Electricity -0.09 0.28 -0.02 Supportive care

29 water -0.03 0.21 -0.03 Supportive care

23 Bribes -0.10 0.21 -0.06 Supportive care

9 consent to procedures 0.13 0.19 0.05 Communication and autonomy 

Supportive care 18 Delivery companion -0.05 -0.02 0.93 Supportive care

17 Labor companion -0.09 -0.06 0.90 Supportive care

Correlation between factors Ⅰ Ⅱ Ⅲ

Ⅰ ー .58* 0.13

Ⅱ ー 0.10

Ⅲ ー

Principal factor, Promax rotation

* p <.01



 

 

 

Table 18  The reasons to eliminate PCMC scale items during factor analysis 

 

 

 

 

 

 

 

 

 

 

 

 

Reasons Items

Low factor loading of less than 0.3

Low I-CVI

#2: 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?

Low factor loading of less than 0.3

High mean (+1SD) of greater than 2.9

#7: Do you feel like your health information was or will be kept confidential at this 

facility?

Low factor loading of less than 0.3
#9: Did the doctors, nurses or other staff at the facility ask your permission/consent 

before doing procedures on you?

Low factor loading of less than 0.3

High mean (+1SD) of greater than 2.9

#21: Did you feel the doctors, nurses, or other health providers shouted at you, 

scolded, insulted, threatened, or talked to you rudely?

Low factor loading of less than 0.3

High mean (+1SD) of greater than 2.9

#22: Did you feel like you were treated roughly like pushed, beaten, slapped, 

pinched, physically restrained, or gagged?

Low factor loading of less than 0.3

High mean (+1SD) of greater than 2.9

#23: Did the doctors, nurses or other staff at the facility ask you or your family for 

money other than the official cost

Low factor loading of less than 0.3
#26: Did you feel you could completely trust the doctors, nurses or other staff at the 

facility with regards to your care?

Low factor loading of less than 0.3

Theoretically different demension

#28: 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?

Low factor loading of less than 0.3

High mean (+1SD) of greater than 2.9

Theoretically different demension

#29: Was there water in the facility?

Low factor loading of less than 0.3

High mean (+1SD) of greater than 2.9

Theoretically different demension

#30: Was there electricity in the facility?

Low factor loading of less than 0.3

High mean (+1SD) of greater than 2.9

Theoretically different demension

#31: In general, did you feel safe in the health facility?



 

 

 

Table 19 Conformatory factor analysis results of 300 women 

 

 

Index X² df GFI¹ CFI² RMSEA³ 

Cut-off of Good fit     >0.95 >0.97 <0.05 

Cut-off of Accepted fit     >0.90 >0.95 <0.08 

Model 1  

(EFA data-derived 20 items）* 
534.92  167.00  0.85  0.86  0.09  

Model 2  

(theoretically derived 20 items） 
1028.73  167.00  0.73  0.67  0.13  

Model 3  

(EFA data-derived 29 items) * 
1043.21  374.00  0.81  0.78  0.08  

Model 4  

(theoretically derived 29items ）* 
1551.88  374.00  0.72  0.62  0.10  

*Warning. No path diagram.      

¹The Goodness of Fit is the proportion of variance accounted for by the estimated population 

covariance. 
 

²The Comparative Fit Index compares the fit of a target model to the fit of an independent, or 

null, model. 
 

³The Root Mean Square Error of Approximation is a parsimony-adjusted index. Values closer to 0 represent a 

good fit. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Table 20 Internal consistency and distribution of the 20-item K-PCMC scale and subscale 

from a survey of 300 women 

 

    Alpha  Mean SD Min Max 
Possible 

range 

Full PCMC scale (20 items)  .86 44.25  8.68  26 60 0 to 60 

Sub-scale       

 Dignity and respect 

 (12 items) 
.85 25.68  5.87  13 37 0 to 36 

 
Communication and 

autonomy 

 (6items) 

.76 13.40  3.79  4 18 0 to 18 

  
Supportive care 

 (2 items) 
.91 5.18  1.72  0 6 0 to 6 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

Table 21 Predefined hypotheses testing and result 

 

Hypotheses Correlation 

value 

Confirmed 

There is positive little to moderate correlation between 

PCMC full score and satisfaction with care. 

0.249** Yes 

There is positive little to moderate correlation between 

PCMC full score and quality of care rating. 

0.593** Yes 

There is positive little to moderate correlation between 

PCMC full score and the future intention to seek delivery 

care in the same facility. 

-0.065 No 

There is positive moderate correlation between dignity and 

respect subscale score and satisfaction with care. 

0.601** Yes 

There is positive moderate correlation between 

communication and autonomy subscale and satisfaction 

with care. 

0.474** Yes 

There is positive little to moderate correlation between 

dignity and respect subscale score and quality of care 

rating. 

0.311** Yes 

There is positive little correlation between communication 

and autonomy subscale and quality of care rating. 

0.149** Yes 

There is negative little correlation between PCMC full 

score and poor. 

-0.026 No 

There is negative little correlation between literacy and 

PCMC full score. (It is expected illiterate women have 

lower PCMC score than women with literacy.) 

-0.146* Yes 

There is negative little correlation between mode of 

delivery and PCMC full score. (It is expected women with 

C/S have lower PCMC score than women with vaginal 

delivery.) 

-0.177**     Yes 

* p<.05   ** p<.01 
  

Correlation coefficient: <0.3 low, 0.3-0.6 moderate, 0.6<high 
 

 

 

 

 

 

 

 

 

 



 

 

 

Table 22 Quality of study on measurement properties of the 20-item Kh-PCMC scale 

 



 

 

 

Table 23 Lists of Reliability and Validity of 20-item Kh-PCMC scale assessed in Phase 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dignity and 

respect

 (12 items)

Communication 

and autonomy

 (6items)

Supportive care

 (2 items)

Internal consistency (N=300) α=0.86 α=0.85 α=0.76 α=0.909

Hypotheses testing for construct validity (N=300)

Satisfaction with care 0.249*** 0.601*** 0.474*** -0.13*

Quality of care rating 0.593*** 0.311*** 0.149** -0.105

Future intention to give birth -0.065 -0.28 -0.08 -0.04

*** p <.001 (2-tailed) ** p <.01 (2-tailed) * p <.05 (2-tailed)

Subscale

Full PCMC 

scale 

(20 items)



 

 

 

Table 24  The 20-item Kh-PCMC scale 

 

 

 

 

Subscale Contents Items

#16: Did you feel you could ask the doctors, nurses or other staff at the 

facility any questions you had?

#5: Did the doctors, nurses, and other staff at the facility treat you in a 

friendly manner?

#11: Did the doctors, nurses or other staff at the facility speak to you in a 

language you could understand?

#14: Did the doctors and nurses at the facility talk to you about how you 

were feeling?

#19: When you needed help, did you feel the doctors, nurses or other 

staff at the facility paid attention?

#4: Did the doctors, nurses, or other staff at the facility treat you with 

respect?

#10: During the delivery, do you feel like you were able to be in the 

position of your choice?

#27: Thinking about the labor and postnatal wards, Did you feel the 

health facility was crowded?

#20: Do you feel the doctors or nurses did everything they could to help 

control your pain?

#15: Did the doctors, nurses or other staff at the facility try to understand 

your anxieties and fears?

#3: Did the doctors, nurses, or other health care providers call you by 

your name?

#1: How did you feel about the amount of time you waited? Would you 

say it was very short, somewhat short, somewhat long, or very long?

#8: Did you feel like the doctors, nurses or other staff at the facility 

involved you in decisions about your care?

#24: Do you think there was enough health staff in the facility to care for 

you?

#13: Did the doctors and nurses explain to you why they were giving you 

any medicine?

#12: Did the doctors and nurses explain to you why they were doing 

examinations or procedures on you?

#25: Did you feel the doctors, nurses or other staff at the facility took the 

best care of you?

#6: 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?

#17: Were you allowed to have someone you wanted to stay with you 

during labor?

#18: Were you allowed to have someone you wanted to stay with you 

during delivery?

Dignity and respect To assess maternity care that 

women felt the medical staff did 

something good to them,  which 

is attributed to Buddhist values 

such as Karma.

Communication and 

autonomy

To assess maternity care that 

related to effective 

communication between women 

and medical staff.

Supportive care To assess maternity care that 

related to family presence. 

Cambodian people attach great 

importance to the family in the 

collectivistic culture.



 

 

 

Supplementary table 1 The revision process and reasons for revisions 

 

 

# Original Question Initial translation 

Khmer version 1

Khmer version 3

(1st round of CI)

Back-translation 

(version 3)

Final Khmer version Back-translation 

(final version)

1 How did you feel 

about the amount of 

time you waited? 

Would you say it was 

very short, somewhat 

short, somewhat 

long, or very long?

តតើអ្នកគិតយ៉ា ង

ត ៉ាចចំត ោះតេល

តេលានៃការរង់ចំ? 

តតើអ្នកគិតថាវាខ្ល ី

ណាស់ ខ្លបីងគ រួ យូរ

បងគ រួ ឬយូរណាស់?

តតើអ្នកមាៃ

អារ មណ៍យ៉ា ងណា

ចំត ោះចំៃួៃនៃ

តេលតេលាដែលអ្នក

រង់ចំកន ុងការ

ទទួលការដែទ?ំ

How did you feel 

about the amount of 

time you waited to 

receive care?

តតើតំងេីតេលអ្នកចូល

 ក ៃទតីេទយរហូតបាៃ

ទទួលការដែទ,ំអ្នកបាៃ

ចំយូរឬឆាប់？

Did you feel to wait long 

or short from when you 

arrived to when you 

received care?

2 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?

កន ុងអំ្ឡុងតេល

អ្នកតៅ ៃទ រីតេទយ 

តតើគ្គតូេទយៃិង

បុគគលិកតសេងតទៀត

បាៃដណនំខ្ល ៃួតគ

ែល់អ្នកតៅតេល

ដែលតគជួបអ្នក

តលើកែំបូងឬតទ?

គ្គតូេទយៃិង

បុគគលិកតសេងតទៀត

បាៃស្វា គ ៃ៍អ្នក

តទ តៅតេលដែល

តគជួបអ្នកតលើក

ែំបូងឬតទ?

During your time in 

the health facility did 

the doctors, nurses, 

or other health care 

providers welcome 

you when they first 

came to see you?

តតើអំ្ឡុងតេលអ្នកតៅ

កន ុង ៃទ រីតេទយ/ ណឌ ល

សុខ្ភាេ，គ្ក ុគ្គតូេទយ

បាៃដណនំខ្ល ៃួ　តេល

េួកគាត់បាៃជួបអ្នក

តលើកែំបូងដែរឬតទ?

ឧទហរណ៍ គ្បាប់ត ម្ ោះ

ៃិងជំនញរបស់េួកតគ

តទ?

During your time in the 

health facility did the 

medical staffs introduce 

themselves to you when 

they first came to see you? 

For example, their name 

or profession.

តតើគ្ក ុគ្គតូេទយបាៃតៅ

អ្នកត ត ម្ ោះដែរឬតទ?

Did the medical staffs call 

you by your name?

តតើគ្គតូេទយឬបុគគលិក 

ែនទតទៀត បាៃតៅអ្នក

តោយស រ យឬតទ?

Did the medical staffs call 

you appropriately?

6 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?

កន ុងអំ្ឡុងតេល

េិៃិតយកន ុងបៃទប់

ឈឺត ោះ សគ្មាល 

តតើអ្នកគ្តេូបាៃតគ

គ្គបតោយគ្កណាត់

 ឬភួយ ឬ បំាង

តោយវាងំៃៃតែើ បី

កំុតអាយ អ្នកែនទ

ត ើលត ើញឬតទ?

កន ុងអំ្ឡុងតេល

េិៃិតយកន ុងបៃទប់

ឈឺត ោះ សគ្មាល 

តតើអ្នកគ្តេូបាៃតគ 

បំាងតែើ បីកំុតអាយ 

អ្នកែនទត ើលត ើញ

ឬតទ?

During examinations 

in the labor room, 

were you covered up 

that no one else can 

see?

 អំ្ឡុងតេលេិៃិតយតៅ

កន ុងបៃទប់ឈឺត ោះ

សគ្មាលកូៃ (ឧទហរណ៍

ការេិៃិតយសបូ ៃ) តតើអ្នក

គិតថាអ្នកគ្តេូបាៃតគ

បំាង តោយតគេយួ រគ្ក

ណាត់រភួឺយរបិឺទជា ួយ

វាងំៃៃតទ?

During examinations in 

the labor room (for 

example, pelvic 

examination),  were you 

covered up with a cloth or 

blanket or screened with a 

curtain ?

7 Do you feel like your 

health information  

was or will be kept 

confidential at this 

facility?

តតើអ្នកគិតថាថាេ

ត៌មាៃសុខ្ភាេ 

របស់អ្នក គ្តេូបាៃ

តគរកាជាការ

សំងាត់តទ?

តតើអ្នកគិតថាេត៌

មាៃសុខ្ភាេ 

របស់អ្នក គ្តេូបាៃ

តគរកាជាការ

សំងាត់តទ?

Do you feel like your 

health information 

was  kept 

confidential?

តតើអ្នកគិតថា េត៌មាៃ

សុខ្ភាេរបស់អ្នក គ្តេូ

បាៃគ្ក ុគ្គតូេទយរកាជា

ការសមាា ត់  ដែរឬតទ? 

ឧទហរណ៍េ័ត៌មាៃរបស់

អ្នកកន ុងរបាយការណ៍តេទយ

Do you feel like your 

health information was 

kept confidential at this 

facility? For example, the 

information on the 

medical record.

8 Did you feel like the 

doctors, nurses or 

other staff at the 

facility involved you 

in decisions about 

your care?

តតើអ្នកគិតថាគ្គូ

តេទយ ឬបុគគលិក

ែនទតទៀតបាៃតអា

យអ្នកចូលរ ួកន ុង

ការសតគ្ ចចិតត

ទក់ទងៃឹង ការ

ដែទរំបស់អ្នកឬតទ?

តតើអ្នកគិតថាគ្គូ

តេទយ ឬបុគគលិក

ែនទតទៀតបាៃតអា

យអ្នកចូលរ ួកន ុង

ការសតគ្ ចចិតត

ទក់ទងៃឹង ការ

ដែទរំបស់អ្នកឬតទ?

Did you feel like the 

doctors, nurses or 

other staff at the 

facility involved you 

in decisions about 

your care?

កន ុងការសគ្មាលកូៃ 

តលើកតៃោះ, តតើ គ្ក ុគ្គូ

តេទយបាៃសួរតយបល់ឬ

ការសតគ្ ចចិតតរបស់អ្នក

ដែរឬតទ？ឧទហរណ៍តតើ

អ្នកអាចសតគ្ ចចិតត

តោយខ្ល ៃួឯងថាចង់

សគ្មាលកូៃតោយធ ម

ជាតិឬេោះកាត់បាៃតទ?

Did you feel like the 

medical staffs at the 

facility considered your 

ideas in decisions about 

your care?  For example, 

can you decide for 

yourself whether you 

want to have a natural 

or caesarean section?

9 Did the doctors, 

nurses or other staff 

at the facility ask 

your 

permission/consent 

before doing 

procedures on you?

តតើគ្គតូេទយ ឬ 

បុគគលិកែនទតទៀត  

បាៃសំុការអ្ៃុញ្ញ

ា តិអ្នក/ការយល់

គ្េ របស់អ្នក ុៃ 

តេលេិៃិតយឬតទ?

តតើគ្គតូេទយ ឬ 

បុគគលិកែនទតទៀត  

បាៃសំុការអ្ៃុញ្ញ

ា តិអ្នក/ការយល់

គ្េ របស់អ្នក ុៃ 

តេលេិៃិតយឬតទ?

Did the doctors, 

nurses or other staff 

at the facility ask 

your 

permission/consent 

before doing 

procedures on you?

តតើ ុៃតេលេិៃិតយែូច

ជាេិៃិតយសបូ ៃជាតែើ  

គ្ក ុគ្គតូេទយបាៃសំុការ

អ្ៃុញ្ញញ ត / ការយល់គ្េ 

 េីអ្នកដែរឬតទ?

Did the medical staffs at 

the facility ask your 

permission/consent before 

doing procedures on you? 

For example, pelvic 

examination and 

episiotomy?

3 Did the doctors, 

nurses, or other 

health care providers 

call you by your 

name?

តតើគ្គតូេទយ 

ឬបុគគលិក ែនទ

តទៀតតៅ បាៃតៅ

អ្នកត ត ម្ ោះតទ?

តតើគ្គតូេទយ 

ឬបុគគលិក ែនទ

តទៀត បាៃតៅអ្នក

តោយស រ យ

តោយ ិៃតរ ើសតអ្ើង

ឬត ើលងាយអ្នកតទ?

Did the doctors, 

nurses, or other 

health care providers 

call you 

appropriately by not 

discriminating or 

looking down on 

you?



 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

# Original Question Initial translation 

Khmer version 1

Khmer version 3

(1st round of CI)

Back-translation 

(version 3)

Final Khmer version Back-translation 

(final version)

កន ុងអំ្ឡុងតេលឈឺត ោះ

សគ្មាលកូៃ, តតើអ្នកគិត

ថា អ្នកអាចតធា ើចលន

បាៃតោយតសរ ើតែរឬតទ ?

During the delivery, do 

you feel like you were 

able to be in your favorite 

free position?

តតើតេលសគ្មាល អ្នក

បាៃតគងបញ្ឈរជងគង់

ដ ៃតទ？

Did you delivered  in the 

supine position?

12 Did the doctors and 

nurses explain to you 

why they were doing 

examinations or 

procedures on you?

តតើគ្គតូេទយេៃយល់

អ្នកថាតតើតហតុអ្ា ី

បាៃ ជាេួកតគ

កំេុងេិៃិតយអ្នកឬ

តធា ើសក មភាេណា

 ួយតលើអ្នកឬតទ?

តតើគ្គតូេទយេៃយល់

អ្នកថាតតើតហតុអ្ា ី

បាៃ ជាេួកតគ

កំេុងេិៃិតយអ្នកឬ

តធា ើសក មភាេណា

 ួយតលើអ្នកឬតទ?

Did the doctors and 

nurses explain to you 

why they were doing 

examinations or 

procedures on you?

តតើគ្ក ុគ្គតូេទយបាៃ

េៃយល់អ្នកេីតគាល

បំណងៃិង ូលតហតុ

ដែលតគតធា ើតតសត ឬេិៃិតយ

អ្នកតទ?　ឧទហរណ៍

តេលេិៃិតយសបូ ៃៃិងស្វត

ប់តបោះែូងកូៃ

Did the medical staffs 

explain to you the 

objectives or reasons 

why they were doing 

examinations or 

procedures on you? For 

example, pelvic 

examination or fetal 

heart rate monitering

តតើគ្ក ុគ្គតូេទយ បាៃសួរ

អ្នកថា តតើអ្នកគ្សួលខ្ល ៃួ 

តហើយឬតៅ

Did the medical staffs at 

the facility talk to you 

about how you were 

feeling (physical) ?

តតើគ្ក ុគ្គតូេទយ បាៃសួរ

អ្នក េីអារ មណ៍របស់អ្នក

 ដែរឬតទ?

Did the medical staffs at 

the facility talk to you 

about how you were 

feeling (psychological)?

19 When you needed 

help, did you feel the 

doctors, nurses or 

other staff at the 

facility paid 

attention?

តៅតេលដែលអ្នក

គ្តេូការជំៃួយ តតើ

អ្នកគិតថា គ្គតូេទយ

 ឬបុគគលិក ែនទ

តទៀត យកចិតត

ទុកោក់ ចំត ោះអ្នក

 ឬតទ?

តៅតេលដែលអ្នក

មាៃបញ្ញា  តតើអ្នក

គិតថា គ្គតូេទយ ឬ

បុគគលិកែនទតទៀត

 យកចិតតទុកោក់ 

ចំត ោះអ្នក ឬតទ?

When you have a 

problem, did you 

feel doctors or other 

staff care about you?

តៅតេលអ្នកគ្តេូការ

ជំៃួយ　តតើអ្នកគិតថា　

គ្ក ុគ្គតូេទយបាៃយល់េី

តគ្ ូេការរបស់អ្នកតទ?

When you needed help, 

did you feel the medical 

staffs at the facility 

respond to  what you 

need?

14 Did the doctors and 

nurses at the facility 

talk to you about 

how you were 

feeling?

តតើគ្គតូេទយបាៃ

ជដជកជា ួយអ្នកថា

 តតើអ្នកមាៃ

អារ មណ៍ែូចត តចតទ?

តតើគ្គតូេទយបាៃសួរ

អ្នកេីអារ មណ៍អ្នក

តទ?

Did the doctors and 

nurses at the facility 

talk to you about 

how you were 

feeling?

10 During the delivery, 

do you feel like you 

were able to be in the 

position of your 

choice?

កន ុងអំ្ឡុងតេល

សគ្មាល តតើអ្នក

គិតថា អ្នកអាច

សថ ិតតៅកន ុង

ឥរយិបែដែលជា

ជតគ្ ើសរបស់អ្នក

ឬតទ?

តតើតេលសគ្មាល

អ្នកគិតថា អ្នក

សថ ិតកន ុងឥរយិបែ

ដែលងាយគ្សួល

សគ្មាលកូៃឬតទ ?

During the delivery, 

do you think you 

were in a 

comfortable 

delivery position?



 

 

 

Supplementary table 2 Distribution of PCMC variables 

PCMC variable Number Percent 

#1. Did you feel to wait long or short from when you arrived to 

when you received care? 

    

 
0. very short 118 39.20 

 
1. somewhat short 142 47.20 

 
2. somewhat long 39 13.00 

 
3. very long 1 0.30 

    

#2. During your time in the health facility did the medical staff 

introduce themselves to you when they first came to see you? For 

example, their name or profession. 

  

 
0 No, none of them 259 86.00 

 
1 Yes, a few of them 19 6.30 

 
2 Yes, most of them 6 2.00 

 
3 Yes, all of them 16 5.30 

    

#3.1. Did the medical staff call you by your name? 
  

 
0 No, never 49 16.30 

 
1 Yes, a few times 90 29.90 

 
2 Yes, most of the time 88 29.20 

 
3 Yes, all the time 73 24.30 

    

#3.2. Did the medical staff call you by bong/ oung? 
  

 
0 No, never 17 5.60 

 
1 Yes, a few times 56 18.60 

 
2 Yes, most of the time 187 62.10 

 
3 Yes, all the time 40 13.30 

    

#3.3. Did the medical staff call you appropriately? 
  

 
0 No, never 1 0.30 

 
1 Yes, a few times 6 2.00 

 
2 Yes, most of the time 166 55.10 

  3 Yes, all the time 127 42.20 

 

 



 

 

 

 

 

PCMC variable Number Percent 

#4. Did the medical staff at the facility treat you with respect? 
  

 
0 No, never 1 0.30 

 
1 Yes, a few times 16 5.30 

 
2 Yes, most of the time 180 59.80 

 
3 Yes, all the time 103 34.20 

    

#5. Did the medical staff at the facility treat you in a friendly 

manner? 

  

 
0 No, never 1 0.30 

 
1 Yes, a few times 56 18.60 

 
2 Yes, most of the time 154 51.20 

 
3 Yes, all the time 89 29.60 

    

#6. During examinations in the labor room (for example, pelvic 

examination), were you covered up with a cloth or blanket or 

screened with a curtain? 

  

 
0 No, never 1 0.30 

 
1 Yes, a few times 2 0.70 

 
2 Yes, most of the time 36 12.00 

 
3 Yes, all the time 261 86.70 

    

#7. Do you feel like your health information was kept confidential 

at this facility? For example, the information on the medical record. 

  

 
0 No, never 2 0.70 

 
1 Yes, a few times 2 0.70 

 
2 Yes, most of the time 22 7.30 

 
3 Yes, all the time 250 83.10 

  4 Did not know it was kept confidential  24 8.00 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

PCMC variable Number Percent 

#8. Did you feel like the medical staff at the facility considered your 

ideas in decisions about your care?  For example, can you decide 

for yourself whether you want to have a natural or caesarean 

section? 

  

 
0 No, never 56 18.60 

 
1 Yes, a few times 11 3.70 

 
2 Yes, most of the time 62 20.60 

 
3 Yes, all the time 157 52.20 

 
4 Did not have to make any decisions 0 0.00 

 
5 preferable to follow doctors 14 4.70 

    

#9. Did the medical staff at the facility ask your permission/consent 

before doing procedures on you? For example, pelvic examination 

and episiotomy? 

  

 
0 No, never 1 0.30 

 
1 Yes, a few times 9 3.00 

 
2 Yes, most of the time 63 20.90 

 
3 Yes, all the time 227 75.40 

    

#10. During the delivery, do you feel like you were able to be in 

your favorite free position? 

  

 
0 No, never 17 5.60 

 
1 Yes, for a short time 36 12.00 

 
2 Yes, most of the time 100 33.20 

 
3 Yes, all the time 143 47.50 

 
4 No choice other than following doctors 4 1.30 

    

#11. Did the medical staffs at the facility speak to you in a language 

you could understand? 

  

 
0 No, never 1 0.30 

 
1 Yes, a few times 23 7.60 

 
2 Yes, most of the time 173 57.50 

  3 Yes, all the time 103 34.20 

 

 

 

 



 

 

 

 

 

PCMC variable Number Percent 

#12. Did the medical staff explain to you the objectives or reasons 

why they were doing examinations or procedures on you? For 

example, pelvic examination or fetal heart rate monitoring. 

  

 
0 No, never 38 12.60 

 
1 Yes, a few times 21 7.00 

 
2 Yes, most of the time 127 42.20 

 
3 Yes, all the time 114 37.90 

    

#13. Did the medical staff explain to you why they were giving you 

any medicine? 

  

 
0 No, never 95 31.60 

 
1 Yes, a few times 40 13.30 

 
2 Yes, most of the time 46 15.30 

 
3 Yes, all the time 118 39.20 

 
4 Did not get any medicine 1 0.30 

    

#14.1. Did the medical staff at the facility talk to you about how you 

were feeling? (Physical) 

  

 
0 No, never 28 9.30 

 
1 Yes, a few times 7 2.30 

 
2 Yes, most of the time 35 11.60 

 
3 Yes, all the time 230 76.40 

    

#14.2. Did the medical staff at the facility talk to you about how you 

were feeling? (Psychological) 

  

 
0 No, never 16 5.30 

 
1 Yes, a few times 34 11.30 

 
2 Yes, most of the time 171 56.80 

 
3 Yes, all the time 79 26.20 

 

 

 

 

 

 

 

 



 

 

 

 

 

PCMC variable Number Percent 

#15. Did the medical staff at the facility try to understand your 

anxieties and fears? 

  

 
0 No, never 2 0.70 

 
1 Yes, a few times 17 5.60 

 
2 Yes, most of the time 166 55.10 

 
3 Yes, all the time 114 37.90 

 
4 I did not have any anxieties or fears 1 0.30 

    

#16. Did you feel you could ask t the medical staffs at the facility 

any questions you had? 

  

 
0 No, never 2 0.70 

 
1 Yes, a few times 57 18.90 

 
2 Yes, most of the time 152 50.50 

 
3 Yes, all the time 89 29.60 

    

#17. Were you allowed to have someone you wanted to stay with 

you during labor? 

  

 
0 No, never 24 8.00 

 
1 Yes, a few times 5 1.70 

 
2 Yes, most of the time 32 10.60 

 
3 Yes, all the time 238 79.10 

 
4 I did not want someone to stay with me 1 0.30 

    

#18. Were you allowed to have someone you wanted to stay with 

you during delivery? 

  

 
0 No, never 28 9.30 

 
1 Yes, a few times 7 2.30 

 
2 Yes, most of the time 35 11.60 

 
3 Yes, all the time 230 76.40 

 
4 I did not want someone to stay with me 0 0 

 

 

 

 

 

 



 

 

 

 

 

PCMC variable Number Percent 

#19. When you needed help, did you feel the medical staff at the 

facility respond to needs? 

  

 
0 No, never 7 2.30 

 
1 Yes, a few times 22 7.30 

 
2 Yes, most of the time 183 60.80 

 
3 Yes, all the time 88 29.20 

    

#20. Do you feel the medical staff did everything they could to help 

control your pain? 

  

 
0 No, never 26 8.60 

 
1 Yes, a few times 45 15.00 

 
2 Yes, most of the time 118 39.20 

 
3 Yes, all the time 97 32.20 

 
4 No pain 14 4.70 

    

#21. Did you feel the medical staff shouted at you, scolded, insulted, 

threatened, or talked to you rudely? 

  

 
0 No, never 289 96.00 

 
1 Yes, once 5 1.70 

 
2 Yes, a few times 3 1.00 

 
3 Yes, many time 3 1.00 

    

#22. Did you feel like you were treated roughly like pushed, beaten, 

slapped, pinched, physically restrained, or gagged? 

  

 
0 No, never 292 97.00 

 
1 Yes, once 2 0.70 

 
2 Yes, a few times 3 1.00 

 
3 Yes, many time 4 1.30 

    

#23. Did the medical staff at the facility ask you or your family for 

money other than the official cost? 

  

 
0 No, never 293 97.40 

 
1 Yes, a few times 6 2.00 

 
2 Yes, most of the time 1 0.30 

 
3 Yes, all the time 1 0.30 

 



 

 

 

 

 

PCMC variable Number Percent 

#24. Do you think there was enough health staff in the facility to 

care for you? 

  

 
0 No, never 24 8.00 

 
1 Yes, a few times 9 3.00 

 
2 Yes, most of the time 110 36.50 

 
3 Yes, all the time 157 52.20 

    

#25. Did you feel the medical staff at the facility took the best care 

of you? 

  

 
0 No, never 5 1.70 

 
1 Yes, a few times 10 3.30 

 
2 Yes, most of the time 157 52.20 

 
3 Yes, all the time 128 42.50 

    

#26. Did you feel you could completely trust the medical staff at 

the facility with regards to your care? 

  

 
0 No, never 1 0.30 

 
1 Yes, a few times 4 1.30 

 
2 Yes, most of the time 112 37.20 

 
3 Yes, all the time 183 60.80 

    

#27. Thinking about the labor and postnatal wards, did you feel 

the health facility was crowded? 

  

 
0 No, never 131 43.50 

 
1 Yes, once 102 33.90 

 
2 Yes, a few times 58 19.30 

 
3 Yes, many time 9 3.00 

    

#28. 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 Very dirty 0 0 

 
1 Dirty 21 7.00 

 
2 Clean 270 89.70 

 
3 Very clean 9 3.00 

 

 



 

 

 

 

 

PCMC variable Number Percent 

#29. Was there water in the facility? 
  

 
0 No, never 1 0.30 

 
1 Yes, a few times 1 0.30 

 
2 Yes, most of the time 23 7.60 

 
3 Yes, all the time 275 91.40 

    

#30. Was there electricity in the facility? 
  

 
0 No, never 0 0 

 
1 Yes, a few times 1 0.30 

 
2 Yes, most of the time 9 3.00 

 
3 Yes, all the time 290 96.30 

    

#31. In general, did you feel safe in the health facility? 
  

 
0 No, never 0 0 

 
1 Yes, a few times 3 1.00 

 
2 Yes, most of the time 24 8.00 

 
3 Yes, all the time 273 90.70 

    

*Excluded from final India scale: #15 (Support anxiety), #27 (Crowding), #29 (Water), #30 

(Electricity) 

Excluded from final Kenya scale: #23 (Bribes) 
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ការតគ្ជើសតរ ើសអ្នកចូលរ ួគ្ស្វេគ្ជាេ 
 

ស្តសត ីក ព ុជាដែលបាៃសគ្មាលកូៃត ធ មជាតិតៅ ៃទ ីរតេទយតៃោះ 
 

【តគាលបំណង】 

ដកល អកគ្ ងសំៃួរទក់ទងៃឹងបទេិតស្វធៃ៍នៃការដែទដំសនកស ភេរបស់ស្តសត ីក ព ុជា 

【េ័ត៌មាៃល អ ិត】 

⚫ បទសមាភ សៃ៍ៃឹងគ្តូេតធា ើតឡើងជាភាស្វដខ្មរតៅទីកដៃលងឯកជៃ ួយកន ុងអាគារ។ 
⚫ តយើងៃឹងសួរអ្នកអំ្េីបទេិតស្វធៃ៍ដែទសំ ភេរបស់អ្នក។ 
⚫ តយើងៃឹងសួរសំណួរ ួយចៃួំៃដែលេិបាកយល់ឬេបិាកបកគ្ស្វយ។ 
⚫ តេលតេលាគឺគ្បដហល 60-80 នទី។ 
គ្បសិៃតបើអ្នកយល់គ្េ ខំុ្្សូ ែតសត លងសំភាសៃ៍។ 
 
ការចូលរ ួកន ុងការសិកាគ្ស្វេគ្ជាេគឺជាការសម ័គ្គចិតត។ 
 ិៃមាៃការេិៃ័យឬគុណេបិតត ិណា ួយៃឹងតកើតតឡើងតទតទោះជាអ្នក ិៃសហការៃឹងកា
រសិកាគ្ស្វេគ្ជាេតៃោះ ។ 
 តយើង ិៃយកខ្ល ឹ ស្វរដែលអ្នកបាៃៃិយយតៅ តគ្បើគ្បាសត់គ្ៅេីការគ្ស្វេគ្ជាេតទ។ 
 
ជាការដែលងអំ្ណរគុណ តយើងៃឹងសតល់ជូៃអ្នកៃូេរបស់តគ្បើគ្បាស់គ្បចំនែា។ 
 
គ្បសិៃតបើអ្នកចប់អារ មណ៍កន ុងការសហការជា ួយការគ្ស្វេគ្ជាេតៃោះសូ ទក់ទង៖ 
 
 
 

អ្នកទទួលបៃទ ុកគ្ស្វេគ្ជាេ 
 
អាសាកូ ខាត់ស្សឹម៉ា តា តាកកឃឹម៉ា  សាស្រ្សាា
ចារយសាកលវទិ្យាល័យស្ឺគឹប៉ា ក់ 
អ្ុីដ ល៖  asakotk@md.tsukuba.ac.jp 
អាស័យោា ៃ៖ 
 ៃទ ីរេិតស្វធៃ៍តេជជស្វស្តសត ៃិងតេជជស្វស្តសត អ្
ៃតរជាតិ ស្វកលេទិាល័យ Tsukuba 
1-1-1 Tennoudai, Tsukuba, Ibaraki, Japan  

អ្នកសហការគ្ស្វេគ្ជាេ 
 
យូកូនណតូ 
ៃិសេិតថាន ក់បណឌ ិតនៃស្វលាឧតត សិកាេ ិ
ទាស្វស្តសត  ៃុសេទូតៅ 
អ្ុីដ ល៖ s1930481@s.tsukuba.ac.jp 
 
ទំនក់ទំៃងតៅគ្បតទសក ព ុជា៖ 
ទូរស័េទ៖ ០១២-៤០២១៩០  
(អ្នកសគ្ បសគ្ ួល) 
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ការតគ្ជើសតរ ើសអ្នកចូលរ ួគ្ស្វេគ្ជាេ 
ស្តសត ីក ព ុជាដែលបាៃសគ្មាលកូៃត ធ មជាតិតៅ ៃទ ីរតេទយតៃោះ 

 

【តគាលបំណង】 

បញ្ញជ ក់ថា រងាា ស់ PCMC ជាភាស្វដខ្មរគឺេិតជាគ្តឹ គ្តូេៃិងអាចទុកចិតតបាៃ 

【េ័ត៌មាៃល អ ិត】 

⚫ ការសទ ង់ តិសំណួរតោយតគ្បើកគ្ ងសំណួរត អ្ុីៃធឺណិត 
⚫ តយើងៃឹងសួរអ្នកអំ្េីបទេិតស្វធៃ៍ដែទសំ ភេរបស់អ្នក។ 
⚫ គ្បសិៃតបើអ្នកេិបាកអាៃ តយើងៃឹងអាៃផ្ទទ ល់មាត់ៃូេសំៃួរៃិងចត ល ើយ។ 
⚫ តេលតេលាគឺគ្បដហល 30-40 នទី។ 
 
ការចូលរ ួកន ុងការសិកាគ្ស្វេគ្ជាេគឺជាការសម ័គ្គចិតត។ 
 ិៃមាៃការេិៃ័យឬគុណេបិតត ិណា ួយៃឹងតកើតតឡើងតទតទោះជាអ្នក ិៃសហការៃឹងកា
រសិកាគ្ស្វេគ្ជាេតៃោះ ។ 
 តយើង ិៃយកខ្ល ឹ ស្វរដែលអ្នកបាៃៃិយយតៅ តគ្បើគ្បាសត់គ្ៅេីការគ្ស្វេគ្ជាេតទ។ 
 
អ្នកអាចចូលត ើលកគ្ ងសំណួរត អ្ុិៃធរតណតតោយតសេ ៃតលខ្កូែ QR 
តៅតលើស្វម តហវ ៃូឬតែតបលតរបស់អ្នក។ 
 

 
 

គ្បសិៃតបើអ្នកចប់អារ មណ៍កន ុងការសហការជា ួយការគ្ស្វេគ្ជាេតៃោះសូ ទក់ទង៖ 
 
អ្នកទទួលបៃទ ុកគ្ស្វេគ្ជាេ 
អាសាកូ ខាត់ស្សឹម៉ា តា តាកកឃឹម៉ា  សាស្រ្សាា
ចារយសាកលវទិ្យាល័យស្ឺគឹប៉ា ក់ 
អ្ុីដ ល៖ asakotk@md.tsukuba.ac.jp 
អាស័យោា ៃ 
 ៃទ ីរេិតស្វធៃ៍តេជជស្វស្តសត ៃិងតេជជស្វស្តសត អ្
ៃតរជាតិ ស្វកលេទិាល័យ Tsukuba 
1-1-1 Tennoudai, Tsukuba, Ibaraki, 
Japan  

អ្នកសហការគ្ស្វេគ្ជាេ 
យូកូណៃតូ 
ៃិសេិតថាន ក់បណឌ ិតនៃស្វលាឧតត សិកាេ ិ
ទាស្វស្តសត  ៃុសេទូតៅ 
អ្ុីដ ល៖ s1930481@s.tsukuba.ac.jp 
ទំនក់ទំៃងតៅគ្បតទសក ព ុជា៖ 
ទូរស័េទ៖ ០១២-៤០២១៩០ 
(អ្នកសគ្ បសគ្ ួល) 
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Appendix 2: Explanation sheet 

 

 

Explanation sheet (cognitive interview) 

 

Title: Development of Cambodian version of person-centered maternity care scale 

 

＜Introduction＞ 

My name is Yuko Takahashi Naito, a doctoral student of Graduate School of 

Comprehensive Human Sciences, the University of Tsukuba. We will ask postpartum 

women’s experiences of received care at public health facilities in Cambodia. 

Reproductive aged postpartum Cambodian women will be eligible, and you are invited 

to take part in this study. It is important to raise women’s voices for quality 

improvement, because women are the center of maternity care. 

 

＜Purpose / Procedure＞ 

The objective of this study is to develop and refine the Cambodian version of 

Person-Centered Maternity Care (PCMC) scale that is easy to understand and answer 

to Cambodian women. Face to face interviews or online video interviews will be 

conducted in Khmer at the private space inside the health facility or at home. The 

interviewer will read aloud each item of the questionnaire to let you answer a response 

option, including socio-economic background, maternal characteristics and experience 

of received care and satisfaction. Then, the interviewer will ask additional probes for 

items that have questions or items that have taken a long time to answer, such as “what 

other word could we use?” or “what does it mean to you?” After all the questions, you 

will be asked your overall impression. It will take 60-80 minutes. The interview will be 

audio recorded when you agree. During the interview, please refrain mentioning 

personally identifiable information. 

     

＜Result＞ 

As a result of this research, a draft Cambodian version of PCMC scale will 

developed. The findings of future quantitative study using this scale would be useful to 

improve the quality of maternity care in Cambodia. 

      

＜Risks＞  

Some of the question may evoke emotional response or may cause you to feel 

anxious or upset. You may also feel time constraints and fatigue. You don't have to force 

yourself to talk about something you don't want to talk about. You can interrupt the 

interview at any time and rescheduled if you want. It is welcome to participate in the 

interview while breastfeeding or lying down. 

 

＜Benefit＞ 

There may not benefit for you personally, but for researchers, health care 

providers and policy makers may learn how Cambodian women experiences maternity 

care during childbirth. The finding of this study may contribute to better provision of 

quality of care. 



 

 

 

 

＜Reward＞ 

You will be given some gifts for the time you spend giving interview. 

 

＜Participation and Withdrawal＞   

Participation in this study is completely based on your free will. You have the 

right to refuse to participate in this study. You can withdraw at any time after giving 

your consent without asking any reasons. The decision will not affect your current or 

future care or any other benefits to which you are entitled. Please note that we may use 

the data after analyzing the data. 

 

＜Privacy and confidentiality＞ 

All of the answers to questions that you give in this study will be kept 

confidential. 

・The data will be de-identified, and participants will be identifiable only by a unique 

identifier code. When personally identifiable information will be obtained during the 

interviews, the relevant section will be deleted. We will not access to your medical 

record. 

・All data will only be used for research purposes. The result will be published in 

scientific paper and presented at academic conference, but no individual will be 

identified. 

・Interviews data will be kept separately from personally identifiable information. 

Electronic data will be stored on a password-locked USB. Data will be stored for 10 

years, and will be deleted after ten years. 

 

If you have any questions, please contact the following contact information. 

 

Explained by Ms. Yuko Takahashi Naito 

a doctoral student of Graduate School of Comprehensive Human 

Sciences 

E-mail: s1930481@s.tsukuba.ac.jp 

        

 Principal investigator 

Asako Takekuma Katsumata  

E-mail: asakotk@md.tsukuba.ac.jp 
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កស្ចកត ីណែនាំស្ម្រមប់ការម្រសាវម្រាវ (ស្ម្រមប់ការស្មា ស្ន៍ការយល់ដឹង) 
 
ចំណងក ើងការស្រសាវស្រាវ៖ ការអភិវឌ្ឍមស្រតដ្ឋា នថថទមំតុភាពកៅកម្ព ុាកតា តកលើ
មតា 
<សាា នភាពស្រសាវស្រាវបចច ុបបនន> 
ខំុ្ក ម្ ោះយូកូ ណែតូានិស្សិតថ្នន ក់បណឌ ិតននសាលាឧតាម្ស្ិកាវទិ្យាសាស្រ្ស្ាម្នុស្សទូ្យកៅនន
សាកលវទិ្យាល័យTsukuba។កន ុងកោលបំណងកលើកកម្ពស្់គុណភាពននការថថទថំននកស្ម្ភព
កៅតាម្ម្ណឌលស្ុខភាពកៅស្របកទ្យស្កម្ព ុា,កយើងសាកសួ្រអំពីបទ្យពិកសាធន៍ននការ
ថថទថំែលអនកបនទ្យទួ្យលកន ុងកំឡុងកពលស្ស្រមលកូន,កតា តកលើស្រ្ស្ា ថីែលស្ា ិតកន ុងវយ័បនា
ពូ  ណាថែលកទ្យើបថតស្ស្រមលកូនតាម្ធម្មាតិកន ុងអំឡុងកពល9ស្បា ហក៍ៅតាម្ម្ណឌល
ស្ុខភាពសាធារណៈ។វាមនសារៈស្ំខាន់ណាស្់កន ុងការឆុ្ោះបញ្ច ំងពីបទ្យពិកសាធន៍របស្់ស្រ្ស្ា ី
កន ុងមតុភាពកែើម្បីកលើកកម្ពស្់គុណភាពននការថថទសំ្ម្ភពពីកស្ររោះស្រ្ស្ា ីគឺាតួអងគ
ស្ំខាន់រក់រន់នឹងការថថទមំតុភាព។ 
 
<ពនយល់អំពីថននការស្រសាវស្រាវនិងវធីិសាស្រ្ស្ា> 
កោលបំណងននការស្ិកាកនោះគឺកែើម្បីបញ្ា ក់និងថកលំអថ្នកតើមស្រតដ្ឋា ន "ការយកចិតា
ទ្យុកដ្ឋក់ចំករោះ ស្រ្ស្ា ី" ថែលស្រតូវបនបកថស្របកៅាភាសាថខមរគឺាកស្រម្ងស្ំណួរថែលងាយ
យល់និងងាយកឆល ើយស្ស្រមប់  មា យថមីៗកៅកន ុងស្របកទ្យស្កម្ព ុា។ វធីិសាស្រ្ស្ា គឺការស្ំភាស្ន៍។ 
បទ្យស្មភ ស្ន៍កនោះនឹងស្រតូវកធវ ើកឡើងកដ្ឋយអនកស្រសាវស្រាវ នាតិថខមរាភាសាថខមរកៅទី្យ
កថនលងឯក ន។ែំបូងអនកស្រសាវស្រាវនឹងសួ្រអនកអំពីព័ត៌មនស្របវតា ិកស្ែាកចិចនិងខល ឹម្សារ
ននការស្ស្រមលកូនកលើកកនោះ។ បនាា ប់ម្កអនកស្រសាវស្រាវនឹងអានស្ំណួរនីមួ្យៗននកស្រម្ង
ស្ំណួរ“ ការយកចិតាទ្យុកដ្ឋក់កលើស្រ្ស្ា ី” ម្ាងមួ្យៗកហើយបនាា ប់ម្កចូរអនកកស្រ ើស្ករ ើស្
ចកម្ល ើយថែលស្ម្ស្រស្បពចីកម្ល ើយទងំបួនកស្រម្ិត។ កហើយមនស្ំនួរបថនាម្ពកីនោះកលើ
ចំណុចនីមួ្យៗខលោះៗកទ្យៀតនងថែរ។ ឧទហរណ៍ៈកតើមនរកយាភាសាថខមរណាថែលស្ម្ញ្ញ
ាងកនោះកទ្យ? កតើអនកបកស្រសាយស្ំណួរឬ កស្រម្ើស្ចកម្ល ើយកនាោះយា៉ា ងែូចកម្ាច?បនាា ប់ពី
ស្ំណួរទងំអស្់ស្រតូវបនសួ្រកនាោះ,កយើងសួ្រអនកអំពចីំណាប់អារម្មណ៍ទូ្យកៅរបស្់អនក។ បទ្យ
ស្មភ ស្ន៍នឹងចំណាយកពល ៤០-៦០ នាទ្យី។ ស្របស្ិនកបើអនកមិ្នស្របកាន់កយើងស្ុំការ
អនុញ្ញ តថតស្ំភាស្ន៍ស្ស្រមប់ការវភិាគ។ 
 
<លទ្យធនលននស្ម្ិទ្យធិនលននថននការស្រសាវស្រាវ> 
ាលទ្យធនលននការស្រសាវស្រាវកនោះគឺស្កស្រម្ចបននូវកស្រម្ងស្ំណួរអំពី“ការយកចិតាទ្យុកដ្ឋក់
កលើស្រ្ស្ា ី” ថែលអាច កស្របើបនកៅទូ្យទងំស្របកទ្យស្កម្ព ុា។ កៅកពលអនាគត,លទ្យធនលននការ
ស្ាង់ម្តិថ្នន ក់ាតិថែលបនកធវ ើកឡើងកដ្ឋយកស្របើកស្រម្ងស្ំណួរកនោះនឹងស្រតូវបនអនុវតាកៅ
កលើស្ុខាភិបល,ការអប់រនំិងកោលនកយាបយថែលមនកោលបំណងកលើកកម្ពស្់គុណ
ភាពននការថថរកាស្ម្ភពកៅកម្ព ុា។ 
 
<កស្រោោះថ្នន ក់និងស្រពឹតា ិការណ៍មិ្នលអ ននថននការស្រសាវស្រាវនិងវធីិសាស្រ្ស្ា ថែលអាចកកើតមន
កឡើងនិងវធិានការកដ្ឋោះស្រសាយ > 
កដ្ឋយសារថតអនកនឹងស្រតូវបនសួ្រអំពីបទ្យពិកសាធន៍អំឡុងកពលកពលស្ស្រមលកូន,អនក
អាចមនអារម្មណ៍វលិវល់ឬអារម្មណ៍ពុោះកកស្រ្ញ្ា លកដ្ឋយការនឹកកឃើញែលក់ារស្ស្រមលកូន
របស្់អនក។ ែូចោន កនោះនងថែរកដ្ឋយសារថតអនកកំពុងស្ា ិតកន ុងកពលបំកៅកូនកនាោះអនក
អាចនឹងមនអារម្មណ៍ថ្នអស្់កមល ំងឬម្ិនមនកពលស្រគប់ស្រោន់កស្ររោះស្រតូវចូលរមួ្ស្ហ
ការាមួ្យការស្រសាវស្រាវកនោះ។ ការស្ស្រមលកូនគឺាករឿងតា ល់ខ្នួនិងឯក នែូកចនោះអនក
ម្ិនចាំបច់ស្របប់ខំុ្ពីអវ ីថែលអនកមិ្នចង់និយាយកទ្យ។កយើងសាវ គម្ន៍ានិចចកន ុងការចូល
រមួ្ស្ំភាស្ន៍បកនា ើរកហើយបំកៅកដ្ឋោះកូនបកនា ើរឬមា យអាចទ្យកស្រម្តខ្នួបកនា ើរក៏បន។ 
កដ្ឋយសារថតអនកកទ្យើបថតស្ស្រមលកូនថមីៗែូកចនោះអនកអាចបញ្ឈប់ការស្មភ ស្ន៍កៅកពល
ណាថែលអនកមនអារម្មណ៍អស្់កមល ំង។ ស្របស្ិនកបើចង់បន,កយើងអាចរកកាលបរកិចេទ្យថមី
កៅនថៃកស្រកាយ។ ស្របស្ិនកបើអនកមនស្ំណូម្ពរឬស្ំណួរទក់ទ្យងនឹងខល ឹម្សារននការ



 

 

 

ស្រសាវស្រាវសូ្ម្ទក់ទ្យងអនកស្រសាវស្រាវកៅកពលណាក៏បន។ 
 
<នលចំកណញថែលបនពាករណ៍> 
ម្ិនមនអតាស្របកយា ន៍តា ល់ស្ស្រមប់អនកកទ្យប៉ាុថនាព័ត៌មនថែលកយើងទ្យទួ្យលបនកៅ
កពលកនោះនឹង ួយកលើកកម្ពស្់គុណភាពននការថថស្ម្ភពកៅស្របកទ្យស្កម្ព ុានាកពល
អនាគតកហើយនឹង ួយឱ្យស្រ្ស្ា ីទ្យទួ្យលបនការថថទសំ្ុខភាពមតុភាពលអនាកពលអនាគ
ត។ 
 
<សូ្ម្អរគុណ > 
កន ុងនាម្ាថថលងអំណរគុណថែលបនចំណាយកពលចូលរមួ្ការស្រសាវស្រាវកនោះនិងថចក
រំថលកបទ្យពិកសាធន៍ែ៏មនតនម្លរបស្់អនក,កយើងនឹងនាល់ ូនអនកនូវរបស្់របរែូចាសាប ូ
មនសាប ូែុំាកែើម្ ។ 
 
<ការចូលរមួ្និងថលថលងពីការស្រសាវស្រាវ > 
ការចូលរមួ្របស្់អនកកន ុងការស្ិកាកនោះគឺាការស្ម ័ស្រគចិតា។ ម្ិនមនការពិន័យកទ្យចំករោះ
ការមិ្នយល់ស្រពម្ចំករោះការស្ិកាស្រសាវស្រាវកនោះ។ សូ្ម្បីថតបនាា ប់ពីមនការយល់ស្រពម្ក៏
អនកអាចែកការស្រពម្កស្រពៀងរបស្់អនកភាល ម្ៗកៅកពលណាមួ្យកដ្ឋយទក់ទ្យងអនក
ស្រសាវស្រាវមុ្នកពលវភិាគទិ្យននន័យ។ អនកនឹងមិ្នស្រតូវបនសួ្រពីកហតុនលណាមួ្យកៅកពល
អនកែកការស្រពម្កស្រពៀងរបស្់អនក។ 
 
<ការការររស្ិទ្យធិម្នុស្ស> 
 ព័ត៌មននិងព័ត៌មនតា ល់ខ្នួថែលអនកនាល់ឱ្យកយើងកន ុងបទ្យស្មភ ស្ន៍ស្រតូវបនធានា
ការស្មៃ ត់យា៉ា ងតឹងរុ៉ឹង។ 

・ ព័ត៌មនតា ល់ខ្នួនឹងស្រតូវលាក់ក ម្ ោះកែើម្បីកុំកអាយបុគគលមន ក់អាចកំណត់អតា

ស្ញ្ញ ណថ្នានរណាមន កប់ន និង ស្រគប់ស្រគងកលខស្មគ ល់(ID) ំនួស្ក ម្ ោះ។ អនក
ស្រសាវស្រាវាអនកស្រគប់ស្រគងព័ត៌មនតា ល់ខ្នួ។ កយើងមិ្នទ្យទួ្យលបនព័ត៌មនកំណត់ស្រតា
កវ ាសាស្រ្ស្ា ពីកថនលងកពទ្យយកទ្យ។ កន ុងអំឡុងកពលស្ំភាស្ន៍ស្របស្ិនកបើកយើងទ្យទួ្យលបន
ព័ត៌មនថែលអាចកំណត់អតាស្ញ្ញ ណបនអនកស្រសាវស្រាវនឹងលុបថននកថែលរក់ព័នធ។ 
ទ្យិននន័យថែលបនលុបនឹងមិ្នស្រតូវបនកស្របើស្ស្រមប់ការស្រសាវស្រាវកទ្យ។ 

・ ទ្យិននន័យទងំអស្់នឹងស្រតូវបនកស្របើស្ស្រមប់កោលបំណងស្រសាវស្រាវប៉ាុកណាណ ោះ។ លទ្យធនលនន

ការស្រសាវស្រាវកនោះនឹងស្រតូវបនបងាា ញាការបកស្រសាយកហើយនឹងស្រតូវបនបងាា ញកៅឯស្
នន ិស្ិទ្យស្ិកាថែលរក់ពន័ធនិងដ្ឋក់ ូនប៉ាុថនា កៅកពលកនាោះម្ិនមននរណាមន ក់ស្រតូវបន
កគសាគ ល់អតាស្ញ្ញ ណកឡើយ។ 
 ទក់ទ្យងនឹងការការររព័ត៌មនតា ល់ខ្នួ,ព័ត៌មនបទ្យស្មភ ស្ន៍នឹងស្រតូវស្រគប់ស្រគង
កដ្ឋយអនកស្រសាវស្រាវកនោះដ្ឋច់កដ្ឋយថឡកពីព័ត៌មនថែលអាចកំណត់អតាស្ញ្ញ ណតា ល់ខ្ ួ
ន។ ព័ត៌មនកៅកលើស្រកដ្ឋស្ស្រតូវបនដ្ឋក់កន ុងកធន ើចាក់កសារកហើយស្រតូវបនស្រគប់ស្រគងយា៉ា ង
តឹងរ ៉ឹងកហើយទ្យិននន័យកអឡិចស្រតូនិចស្រតូវបនការររកដ្ឋយយូកអស្ប ៊ី(USB)ឬកុំពយូ ទ្យ័រថែល
ការររកដ្ឋយរកយស្មៃ ត់។ ទិ្យននន័យនឹងស្រតូវរកាទ្យុកកន ុងរយៈកពល ១០ ឆ្ន ំបនាា ប់ពី
បញ្ចប់ការស្រសាវស្រាវកហើយព័ត៌មនតា ល់ខ្នួនឹងស្រតូវបំតល ញបនាា ប់ពីកនាោះ។ 
 ស្របស្ិនកបើអនកមនចម្ៃល់ឬស្ំណួរទក់ទ្យងនឹងការស្រសាវស្រាវសូ្ម្ទក់ទ្យងទំ្យនាក់ទ្យំនង
ខាងកស្រកាម្។ 
អនកពនយល់   
យូកូនណតូ និស្សិតថ្នន ក់បណឌ ិតននសាលាឧតាម្ស្ិកាវទិ្យាសាស្រ្ស្ាម្នុស្សទូ្យកៅ  
s1930481@s.tsukuba.ac.jp 
ព័ត៌មនទំ្យនាក់ទ្យំនង   
អនកទ្យទួ្យលបនទ ុកស្រសាវស្រាវ ខាត់ស្សឹម៉ា តា តាកកឃឹម៉ា  សាស្រ្សាា ចារយសាកលវទិ្យាល័យស្ឺគឹ
ប៉ា ក ់ អុីថម្ល៖ asakotk@md.tsukuba.ac.jp 
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Explanation sheet (Pilot test) 

 

Title: Development of Cambodian version of person-centered maternity care scale 

 

＜Introduction＞ 

My name is Yuko Takahashi Naito, a doctoral student of Graduate School of 

Comprehensive Human Sciences if the University of Tsukuba. We will ask postpartum 

women’s experiences of received care at public health facilities in Cambodia. 

Reproductive aged postpartum Cambodian women will be eligible, and you are invited 

to take part in this study. It is important to raise women’s voices for quality care 

improvement, because women are the center of maternity care. 

 

＜Purpose / Procedure＞ 

The objective of this study is to examine whether the Cambodian version of 

PCMC scale is valid and reliable to Cambodian women. Self-administrated online 

questionnaire survey will be conducted at the private space inside the health facility. 

You can access online questionnaire to scan QR code using your smartphone or tablet. 

When you are difficult to read, the enumerator will read aloud each item of the 

questionnaire to let you select an answer option. It will take 30-40 minutes.  

 

＜Result＞ 

As a result of this research, a Cambodian version of PCMC scale will be 

developed. The findings of future quantitative study using this scale would be useful to 

improve the quality of maternity care in Cambodia. 

      

＜Risks＞  

Some of the questions may evoke emotional response or may cause you to feel 

anxious or upset. You may also feel time constraints and fatigue. You can interrupt 

answering questionnaire at any time and reschedule if you want.  

 

＜Benefit＞ 

There may not benefit for you personally, but for researchers, health care 

providers and policy makers may learn how women experiences maternity care during 

childbirth. The finding of this study may contribute to better provision of quality of 

care. 

 

＜Reward＞ 

You will be given some gifts for the time you spent giving the interview. 

 

＜Participation and Withdrawal＞   

Participation in this study is completely based on your free will. You have the 

right to refuse to participate in this study. Since this is an anonymous questionnaire, we 

will consider that you have agreed by submitting the questionnaire. Please note that 

consent cannot be withdrawn after submission. 



 

 

 

 

＜Privacy and confidentiality＞ 

All of the answers to questions that you give in this study will be kept 

confidential. 

・The data will be de-identified, and participants will be identifiable only by a unique 

identifier code. We will not access to your medical record. 

・All data will only be used for research purposes. The result will be published in 

scientific paper and presented at academic conference but no individual will be 

identified. 

・The data will be kept separately from personally identifiable information. Electronic 

data will be stored on a password-locked USB. Data will be stored for 10 years, and 

will be deleted after ten years. 

 

If you have any questions, please contact the following contact information. 

 

Explained by Ms. Yuko Takahashi Naito 

a doctoral student of Graduate School of Comprehensive Human Sciences 

E-mail: s1930481@s.tsukuba.ac.jp 

        

Principal investigator  

Asako Takekuma Katsumata 

E-mail: asakotk@md.tsukuba.ac.jp 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

កស្ចកត ីណែនាំស្ម្រមប់ការម្រសាវម្រាវ (ស្ម្រមប់ការស្មា ស្ន៍ការយល់ដឹង) 
 
ចំណងក ើងការស្រសាវស្រាវ៖ ការអភិវឌ្ឍមស្រតដ្ឋា នថថទមំតុភាពកៅកម្ព ុាកតា តកលើ
មតា 
<សាា នភាពស្រសាវស្រាវបចច ុបបនន> 
ខំុ្ក ម្ ោះយូកូ នណតូានិស្សិតថ្នន ក់បណឌ ិតននសាលាឧតាម្ស្ិកាវទិ្យាសាស្រ្ស្ាម្នុស្សទូ្យកៅនន
សាកលវទិ្យាល័យTsukuba។ កន ុងកោលបំណងកលើកកម្ពស្់គុណភាពននការថថទថំននក
ស្ម្ភពកៅតាម្ម្ណឌលស្ខុភាពកៅស្របកទ្យស្កម្ព ុា,កយើងសាកសួ្រអំពីបទ្យពិកសាធន៍នន
ការថថទថំែលអនកបនទ្យទួ្យលកន ុងកំឡុងកពលស្ស្រមលកូន,កតា តកលើស្រ្ស្ា ីថែលស្ា ិតកន ុងវយ័
បនាពូ  ណាថែលកទ្យើបថតស្ស្រមលកូនតាម្ធម្មាតិកន ុងអំឡុងកពល9ស្បា ហ៍កៅតាម្
ម្ណឌលស្ុខភាពសាធារណៈ។វាមនសារៈស្ំខាន់ណាស្់កន ុងការឆុ្ោះបញ្ច ំងពីបទ្យពិកសាធន៍
របស្់ស្រ្ស្ា ីកន ុងមតុភាពកែើម្បីកលើកកម្ពស្់គុណភាពននការថថទសំ្ម្ភពពីកស្ររោះស្រ្ស្ា ីគឺាតួ
អងគស្ំខាន់រក់រន់នឹងការថថទមំតុភាព។ 
 
<ពនយល់អំពីថននការស្រសាវស្រាវនិងវធីិសាស្រ្ស្ា> 
កោលបំណងននការស្ិកាកនោះគឺកែើម្បីបញ្ា ក់និងថកលំអថ្នកតើមស្រតដ្ឋា ន "ការយកចិតា
ទ្យុកដ្ឋក់ចំករោះ ស្រ្ស្ា ី" ថែលស្រតូវបនបកថស្របកៅាភាសាថខមរគឺាកស្រម្ងស្ំណួរថែលងាយ
យល់និងងាយកឆល ើយស្ស្រមប់  មា យថមីៗកៅកន ុងស្របកទ្យស្កម្ព ុា។ វធីិសាស្រ្ស្ា គឺការស្ំភាស្ន៍
កដ្ឋយកស្របើកស្រម្ងស្ំណួរអនកែនទ្យបំកពញ ំនួស្។ បទ្យស្មភ ស្ន៍កនោះនឹងស្រតូវកធវ ើកឡើងកដ្ឋយ
អនកស្រសាវស្រាវ នាតិថខមរាភាសាថខមរកៅទី្យកថនលងឯក ន។ែំបូងអនកស្រសាវស្រាវនឹងសួ្រ
អនកអំពីព័ត៌មនស្របវតា ិកស្ែាកិចចនិងខល ឹម្សារននការស្ស្រមលកូនកលើកកនោះ។ បនាា ប់ម្ក
អនកស្រសាវស្រាវនឹងអានស្ំណួរនីមួ្យៗននកស្រម្ងស្ំណួរ“ ការយកចិតាទ្យុកដ្ឋក់កលើស្រ្ស្ា ”ី ម្ាង
មួ្យៗកហើយបនាា ប់ម្កចូរអនកកស្រ ើស្ករ ើស្ចកម្ល ើយថែលស្ម្ស្រស្បពីចកម្ល ើយទងំបួនកស្រម្ិ
ត។ កហើយមនស្ំនួរបថនាម្ពីកនោះកលើចំណុចនីមួ្យៗខលោះៗកទ្យៀតនងថែរ។ ឧទហរណ៍ៈកតើ
មនរកយាភាសាថខមរណាថែលស្ម្ញ្ញាងកនោះកទ្យ? កតើអនកបកស្រសាយស្ំណួរឬ កស្រម្ើស្
ចកម្ល ើយកនាោះយា៉ា ងែូចកម្ាច?បនាា ប់ពីស្ំណួរទងំអស្់ស្រតូវបនសួ្រកនាោះ,កយើងសួ្រអនកអំពី
ចំណាប់អារម្មណ៍ទូ្យកៅរបស្់អនក។ បទ្យស្មភ ស្ន៍នឹងចំណាយកពល ៤០-៦០ នាទ្យី។ 
ស្របស្ិនកបើអនកមិ្នស្របកាន់កយើងស្ុំការអនុញ្ញ តថតស្ំភាស្ន៍ស្ស្រមប់ការវភិាគ។ 
 
<លទ្យធនលននស្ម្ិទ្យធិនលននថននការស្រសាវស្រាវ> 
ាលទ្យធនលននការស្រសាវស្រាវកនោះគឺស្កស្រម្ចបននូវកស្រម្ងស្ំណួរអំពី“ការយកចិតាទ្យុកដ្ឋក់
កលើស្រ្ស្ា ី” ថែលអាច កស្របើបនកៅទូ្យទងំស្របកទ្យស្កម្ព ុា។ កៅកពលអនាគត,លទ្យធនលននការ
ស្ាង់ម្តិថ្នន ក់ាតិថែលបនកធវ ើកឡើងកដ្ឋយកស្របើកស្រម្ងស្ំណួរកនោះនឹងស្រតូវបនអនុវតាកៅ
កលើស្ុខាភិបល,ការអប់រនំិងកោលនកយាបយថែលមនកោលបំណងកលើកកម្ពស្់គុណ
ភាពននការថថរកាស្ម្ភពកៅកម្ព ុា។ 
 
<កស្រោោះថ្នន ក់និងស្រពឹតា ិការណ៍មិ្នលអ ននថននការស្រសាវស្រាវនិងវធីិសាស្រ្ស្ា ថែលអាចកកើតមន
កឡើងនិងវធិានការកដ្ឋោះស្រសាយ > 
កដ្ឋយសារថតអនកនឹងស្រតូវបនសួ្រអំពីបទ្យពិកសាធន៍អំឡុងកពលកពលស្ស្រមលកូន,អនក
អាចមនអារម្មណ៍វលិវល់ឬអារម្មណ៍ពុោះកកស្រ្ញ្ា លកដ្ឋយការនឹកកឃើញែលក់ារស្ស្រមលកូន
របស្់អនក។ ែូចោន កនោះនងថែរកដ្ឋយសារថតអនកកំពុងស្ា ិតកន ុងកពលបំកៅកូនកនាោះអនក
អាចនឹងមនអារម្មណ៍ថ្នអស្់កមល ំងឬម្ិនមនកពលស្រគប់ស្រោន់កស្ររោះស្រតូវចូលរមួ្ស្ហ
ការាមួ្យការស្រសាវស្រាវកនោះ។ ការស្ស្រមលកូនគឺាករឿងតា ល់ខ្នួនិងឯក នែូកចនោះអនក
ម្ិនចាំបច់ស្របប់ខំុ្ពីអវ ីថែលអនកមិ្នចង់និយាយកទ្យ។កយើងសាវ គម្ន៍ានិចចកន ុងការចូល
រមួ្ស្ំភាស្ន៍បកនា ើរកហើយបំកៅកដ្ឋោះកូនបកនា ើរឬមា យអាចទ្យកស្រម្តខ្នួបកនា ើរក៏បន។ 
កដ្ឋយសារថតអនកកទ្យើបថតស្ស្រមលកូនថមីៗែូកចនោះអនកអាចបញ្ឈប់ការស្មភ ស្ន៍កៅកពល
ណាថែលអនកមនអារម្មណ៍អស្់កមល ំង។ ស្របស្ិនកបើចង់បន,កយើងអាចរកកាលបរកិចេទ្យថមី
កៅនថៃកស្រកាយ។ ស្របស្ិនកបើអនកមនស្ំណូម្ពរឬស្ំណួរទក់ទ្យងនឹងខល ឹម្សារននការ



 

 

 

ស្រសាវស្រាវសូ្ម្ទក់ទ្យងអនកស្រសាវស្រាវកៅកពលណាក៏បន។ 
 
<នលចំកណញថែលបនពាករណ៍> 
ម្ិនមនអតាស្របកយា ន៍តា ល់ស្ស្រមប់អនកកទ្យប៉ាុថនាព័ត៌មនថែលកយើងទ្យទួ្យលបនកៅ
កពលកនោះនឹង ួយកលើកកម្ពស្់គុណភាពននការថថស្ម្ភពកៅស្របកទ្យស្កម្ព ុានាកពល
អនាគតកហើយនឹង ួយឱ្យស្រ្ស្ា ីទ្យទួ្យលបនការថថទសំ្ុខភាពមតុភាពលអនាកពលអនាគ
ត។ 
 
< សូ្ម្អរគុណ> 
កន ុងនាម្ាថថលងអំណរគុណថែលបនចំណាយកពលចូលរមួ្ការស្រសាវស្រាវកនោះនិងថចក
រំថលកបទ្យពិកសាធន៍ែ៏មនតនម្លរបស្់អនក,កយើងនឹងនាល់ ូនអនកនូវរបស្់របរែូចាសាប ូ
មនសាប ូែុំាកែើម្ ។ 
 
<ការចូលរមួ្និងថលថលងពីការស្រសាវស្រាវ > 
ការចូលរមួ្របស្់អនកកន ុងការស្ិកាកនោះគឺាការស្ម ័ស្រគចិតា។ ម្ិនមនការពិន័យកទ្យចំករោះ
ការមិ្នយល់ស្រពម្ចំករោះការស្ិកាស្រសាវស្រាវកនោះ។ សូ្ម្បីថតបនាា ប់ពីមនការយល់ស្រពម្ក៏
អនកអាចែកការស្រពម្កស្រពៀងរបស្់អនកភាល ម្ៗកៅកពលណាមួ្យកដ្ឋយទក់ទ្យងអនក
ស្រសាវស្រាវមុ្នកពលវភិាគទិ្យននន័យ។ អនកនឹងមិ្នស្រតូវបនសួ្រពីកហតុនលណាមួ្យកៅកពល
អនកែកការស្រពម្កស្រពៀងរបស្់អនក។ 
 
<ការការររស្ិទ្យធិម្នុស្ស> 
 ព័ត៌មននិងព័ត៌មនតា ល់ខ្នួថែលអនកនាល់ឱ្យកយើងកន ុងបទ្យស្មភ ស្ន៍ស្រតូវបនធានា
ការស្មៃ ត់យា៉ា ងតឹងរុ៉ឹង។ 

・ ព័ត៌មនតា ល់ខ្នួនឹងស្រតូវលាក់ក ម្ ោះកែើម្បីកុំកអាយបុគគលមន ក់អាចកំណត់អតា

ស្ញ្ញ ណថ្នានរណាមន កប់ន និង ស្រគប់ស្រគងកលខស្មគ ល់ (ID)  ំនួស្ក ម្ ោះ។ អនក
ស្រសាវស្រាវាអនកស្រគប់ស្រគងព័ត៌មនតា ល់ខ្នួ។ កយើងមិ្នទ្យទួ្យលបនព័ត៌មនកំណត់ស្រតា
កវ ាសាស្រ្ស្ា ពីកថនលងកពទ្យយកទ្យ។ កន ុងអំឡុងកពលស្ំភាស្ន៍ស្របស្ិនកបើកយើងទ្យទួ្យលបន
ព័ត៌មនថែលអាចកំណត់អតាស្ញ្ញ ណបនអនកស្រសាវស្រាវនឹងលុបថននកថែលរក់ព័នធ។ 
ទ្យិននន័យថែលបនលុបនឹងមិ្នស្រតូវបនកស្របើស្ស្រមប់ការស្រសាវស្រាវកទ្យ។ 

・ ទ្យិននន័យទងំអស្់នឹងស្រតូវបនកស្របើស្ស្រមប់កោលបំណងស្រសាវស្រាវប៉ាុកណាណ ោះ។ លទ្យធនលនន

ការស្រសាវស្រាវកនោះនឹងស្រតូវបនបងាា ញាការបកស្រសាយកហើយនឹងស្រតូវបនបងាា ញកៅឯស្
នន ិស្ិទ្យស្ិកាថែលរក់ពន័ធនិងដ្ឋក់ ូនប៉ាុថនា កៅកពលកនាោះម្ិនមននរណាមន ក់ស្រតូវបន
កគសាគ ល់អតាស្ញ្ញ ណកឡើយ។ 
 ទក់ទ្យងនឹងការការររព័ត៌មនតា ល់ខ្នួ,ព័ត៌មនបទ្យស្មភ ស្ន៍នឹងស្រតូវស្រគប់ស្រគង
កដ្ឋយអនកស្រសាវស្រាវកនោះដ្ឋច់កដ្ឋយថឡកពីព័ត៌មនថែលអាចកំណត់អតាស្ញ្ញ ណតា ល់ខ្ ួ
ន។ ព័ត៌មនកៅកលើស្រកដ្ឋស្ស្រតូវបនដ្ឋក់កន ុងកធន ើចាក់កសារកហើយស្រតូវបនស្រគប់ស្រគងយា៉ា ង
តឹងរ ៉ឹងកហើយទ្យិននន័យកអឡិចស្រតូនិចស្រតូវបនការររកដ្ឋយយូកអស្ប ៊ី (USB) ឬកុំពយូ ទ្យ័រថែ
លការររកដ្ឋយរកយស្មៃ ត់។ ទិ្យននន័យនឹងស្រតូវរកាទ្យុកកន ុងរយៈកពល ១០ ឆ្ន ំបនាា ប់ពី
បញ្ចប់ការស្រសាវស្រាវកហើយព័ត៌មនតា ល់ខ្នួនឹងស្រតូវបំតល ញបនាា ប់ពីកនាោះ។ 
 ស្របស្ិនកបើអនកមនចម្ៃល់ឬស្ំណួរទក់ទ្យងនឹងការស្រសាវស្រាវសូ្ម្ទក់ទ្យងទំ្យនាក់ទ្យំនង
ខាងកស្រកាម្។ 
អនកពនយល់  យូកូនណតូ និស្សិតថ្នន ក់បណឌ ិតននសាលាឧតាម្ស្ិកាវទិ្យាសាស្រ្ស្ាម្នុស្សទូ្យកៅ 
s1930481@s.tsukuba.ac.jp 
អនកទ្យទួ្យលបនទ ុកស្រសាវស្រាវ អាសាកូ ខាត់ស្សឹម៉ា តា តាកកឃឹម៉ា  សាស្រ្សាា ចារយសាកលវទិ្យាល័
យស្ឺគឹប៉ា ក ់អុីថម្ល៖ asakotk@md.tsukuba.ac.jp 
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Appendix 3: Informed Consent and Withdrawal Forms 

 

 

Informed Consent form 

(Cognitive interview) 

 

 

To the Dean, Faculty of Medicine, University of Tsukuba   

  

         

  

         

  

I was fully informed about the study entitled “Development of Cambodian 

version of person-centered maternity care scale” and understood the objective, 

procedure, risk and benefit. I agree to participate this study after confirming that I will 

not have any disadvantage even if I do not agree to take part of this study.  

However, I confirm that this consent is based on my own will and can be 

withdrawn at any time. 

 

    /    /           

  

 

                                        
Name               

                              

                  Signature                        

    

We gave written and oral explanations about the study entitled “Development of 

Cambodian version of person-centered maternity care scale” on      Y/      M/      D 

and obtained the consent as described above.   

          

          

          

          

         Explainer    Affiliation   

  

 

            Name               

 

 

 

 

 

 
 



 

 

 

 

លិខិតឯកភាព 
 
សាកលវទិ្យាល័យស្ឹគឹប៉ា ក់ 

 ខំុ្បនទ្យទួ្យលការពនយល់យា៉ា ងកពញកលញអំពកីោលបំណង， វធីិសាស្រ្ស្ា，លទ្យធនលនិង
ហានិភ័យននការស្ិកាស្ា ីស្រសាវស្រាវពី“ការអភិវឌ្ឍមស្រតដ្ឋា នថថទមំតុភាពកៅកម្ព ុា
កតា តកលើមតា” ។ កលើស្ពីកនោះខំុ្យល់ស្រពម្កាល យាអនកស្ហការកន ុងការស្ិកាកនោះ
បនាា ប់ពីបនបញ្ា ក់ថ្នខំុ្មិ្នទ្យទួ្យលរងនូវគុណវបិតា ិអវ ីកឡើយកទោះបីខំុ្មិ្នយល់ស្រពម្

ទ្យទួ្យលយកការស្ិកាកនោះក៏កដ្ឋយ។ ： 

កទោះយា៉ា ងណាក៏កដ្ឋយខំុ្បញ្ា ក់ថ្នការស្រពម្កស្រពៀងកនោះពឹងថនអកថតកលើឆនាៈរបស្់ខំុ្កហើយ
អាចែកកៅកពលណាកប៏ន។ 
 

នថៃ  ថខ  ឆ្ន ំ    
 

  ក ម្ ោះ               

（ហតាកលខាស្រកស្រកដ្ឋយនែឬស្រតា） 

 
ទក់ទ្យងនឹងការស្រសាវស្រាវស្ា ីពីកស្រម្ងស្ំណួរ ស្ា ពីី “ “ការអភិវឌ្ឍមស្រតដ្ឋា នថថទមំតុ
ភាពកៅកម្ព ុាកតា តកលើមតា“ាភាសាអង់កគលស្ កំថណថខមរនិងការបនាំវបបធម្៌” 
កយើងបនពនយល់ាលាយលកខណ៍អកសរនិងតា ល់មត់កៅនថៃ   ថខ   ឆ្ន ំ  
កហើយទ្យទួ្យលបនការស្រពម្កស្រពៀងខាងកលើ ។ 
 
 
អនកពនយល ់
 
អងគភាព / ការងារ      
 
ក ម្ ោះ                         
  
ហតាកលខា 
 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 
Withdrawal form  

(Cognitive interview) 

 

To the Dean, Faculty of Medicine, University of Tsukuba 

 

 

I have agreed to participate the study entitled “Development of Cambodian 

version of person-centered maternity care scale” and signed the consent form, but I will 

withdraw that consent. 

 

    /    /     

 

 

Name               

                            

                                                 Signature                        

 

 

 

We confirmed the withdrawal of consent to participate the study entitled 

“Development of Cambodian version of person-centered maternity care scale” 

 

    /    /     

 

 

                              Confirmed     Affiliation     

Name  

             

sign 
 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 
លិខិតែកឯកភាព 

 
 

សាកលវទិ្យាល័យស្ឹគឹប៉ា ក់ 
 
 ខំុ្បនយល់ស្រពម្ស្ហការាមួ្យការស្រសាវស្រាវកលើ“ការអភិវឌ្ឍមស្រតដ្ឋា នថថទមំតុ
ភាពកៅកម្ព ុា កតា តកលើមតា” កហើយបនចុោះហតាកលខាកលើទ្យស្រម្ង់យលស់្រពម្ប៉ាុថនា ខំុ្
នឹងែកការយល់ស្រពម្កនាោះ។ 
 
នថៃ   ថខ   ឆ្ន  ំ    
 
 

ក ម្ ោះ      

            （ហតាកលខាស្រកស្រកដ្ឋយនែឬស្រតា） 

 
កយើងបនបញ្ា ក់ពីការែកការស្រពម្កស្រពៀងកែើម្បសី្ហការាមួ្យការស្រសាវស្រាវអំពី

“ការអភិវឌ្ឍមស្រតដ្ឋា នថថទមំតុភាពកៅកម្ព ុាកតា តកលើមតា” ។ 
នថៃ  ថខ  ឆ្ន ំ   
 

អនកបញ្ា ក់ 
អងគភាព / ការងារ     
 
ក ម្ ោះ               
  
ហតាកលខា 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Appendix 4: Cognitive Interview Guide 

 

 

Interview Guide (cognitive interview)  

 

Please read the following questions and choose one of the options that best fits your 

experience. 

If you can't read the Khmer, the interviewer will read the question for you, so please 

choose the one that best fits you from the options. When answering questions, if you have 

any questions that is difficult to understand, or something you want to confirm, please let 

us know. After answering all the questions, we would like to ask your overall impressions. 

Your feedback will help us improve this questionnaire for the use in Cambodia. If you 

don't mind, may I record this interview? During the interview, please kindly do not 

mention any personally identifiable information. 

  

The following probes will be asked for items that have questions or confirmation, 

and items that have taken a long time to answer. 

• Did you find this question easy to understand/answer?  

• Which words were not easy to understand? 

• Was it easy to remember what happened? 

• What does “KEY WORD” mean to you?  

• How would you rephrase this question to make it better? 

• If rephrase “〇〇”, is that more easy to understand? 

• How did you arrive at that answer? 

• Is this important for you? 

• What happened when you ….? 

• Do you find this question offensive? Do you think other women feel uncomfortable? 

  

Please let us know your overall impression of this questionnaire.  

1. Did you feel that this questionnaire covers your maternity care experience during 

childbirth? Please let me know if you have anything to talk to. 

2. Is this questionnaire just the right length? Or too long to too short? 

3. What format do you think would be suitable for answering this questionnaire? For 

example, a interviewer will read aloud and give verbal answers, fill in papers by 

themselves, fill in online formats using their mobile 

4. What is the good way to announce the recruitment of this study to get answers from 

many Cambodian postpartum women? 

 

Thank you very much for your participation. 

 

 

 

 

 

 



 

 

 

តសចកត ីដណនំការសមាភ សៃ៍ (ការសមាភ សៃ៍ការយល់ែឹង) 

 

សូ អាៃសំៃួរខាងតគ្កា ៃិងតគ្ជើសតរ ើស ួយកន ុងចំតន ជំតរ ើសទងំអ្ស់ដែលគ្តូេ

ៃឹងបទេិតស្វធៃ៍របស់អ្នកបំសុត។  

គ្បសិៃតបើអ្នក ិៃអាចអាៃដខ្មរ អ្នកសមាភ សៃ៍ៃឹងអាៃសំៃួរសគ្មាប់អ្នក 

ែូតចនោះសូ តគ្ជើសតរ ើស ជតគ្ ើស ួយដែលគ្តូេៃឹងអ្នកជាងតគ។តៅតេលដែលត ល្ ើយសំៃួរ 

គ្បសិៃតបើអ្នកមាៃសំៃួរដែលេិបាក យល់ ឬមាៃអ្ា ី ួយដែលអ្នកចង់បញ្ញជ ក់ 

សូ តអាយតយើងែឹង។ បនទ ប់េីត ល្ ើយសំៃួរទងំអ្ស់ តយើងសុំសួរ 

អ្នកៃូេចំណាប់អារ មណ៍ទងំ ូល។ 

េត៌មាៃគ្តលប់របស់អ្នកៃឹងជួយតយើងតធា ើតអាយមាៃភាេគ្បតសើរ 

តឡើងៃូេកគ្ ងសំៃួរសគ្មាប់តគ្បើគ្បាស់កន ុងគ្បតទសក ព ុជា។ គ្បសិៃតបើអ្នក ិៃគ្បកាៃ់ 

តតើខំុ្្អាចែតសត លង នៃការសមាភ សៃ៍តៃោះបាៃដែរឬតទ? កន ុងអំ្ឡុងតេលសមាភ សៃ៍ 

សូ ត តត កុំគ្បាប់េត៌មាៃផ្ទទ ល់ខ្ល ៃួដែល អាចតអាយតគកត់សមាគ ល់បាៃ។ 

 

សំៃួរនំ ុខ្ទងំតៃោះៃឹងសួរេីអ្ា ីដែលមាៃជាសំៃូរឬការបញ្ញជ ក់ 

ៃិងអ្ា ីដែលមាៃរយៈតេលយូរ  កតហើយកន ុងការត ល្ ើយ។  

• តតើអ្នកគិតថាសំៃួរងាយគ្សួលយល់/ត ល្ ើយតទ?  

• តតើ កយណា ួយដែល ៃិងាយៃឹងយល់? 

• តតើវាងាយគ្សួលកន ុងការចង់ចំអ្ា ីដែលបាៃតកើតតឡើងឬតទ? 

• តតើ “ កយគៃល ឹោះ” មាៃៃ័យយ៉ា ងែូចត តចចំត ោះអ្នក?  

• តតើអ្នកៃឹងបតងេ ើតគ្បតយគសំៃួរស្វរតឡើងេញិយ៉ា ងែូចត តចតែើ បីតអាយលអ គ្បតសើរជា

ងតៃោះ? 

• គ្បសិៃតបើបតងេ ើតគ្បតយគែមី “〇〇”, តតើតនោះគឺងាយគ្សួលយល់ជាងដែរឬតទ? 

• តតើអ្នកអាចត ល្ ើយបាៃយ៉ា ងែូចត តច? 

• តតើតៃោះគឺសំខាៃ់សគ្មាប់អ្នកតទ? 

• តតើមាៃអ្ា ីតកើតតឡើង តៅតេលដែលអ្នក ….? 

• តតើអ្នកគិតថាសំៃួរតៃោះតធា ើតអាយអ្នក ិៃសបាយចិតតឬតទ? 

តតើអ្នកគិតថាស្តសត ីែនទតទៀតមាៃអារ មណ៍ថាគាម ៃភាេផ្ទសុកដែរឬតទ? 

  

សូ តអាយតយើងែឹងេីចំណាប់អារ មណ៍ទងំ ូលរបស់អ្នកតលើកគ្ ងសំៃួរតៃោះ។  

1. តតើអ្នកមាៃអារ មណ៍ថាកគ្ ងសំៃួរតៃោះគ្គបែណត ប់បទេិតស្វធៃ៍ការដែទដំសនកស ភ

េរបស់អ្នកកន ុង អ្ំឡុងតេលសគ្មាលកូៃដែរឬតទ? 



 

 

 

សូ តអាយតយើងបាៃែឹងគ្បសិៃតបើអ្នកចង់ៃិយយេីអ្ា ី ួយ។ 

2. តតើ់កគ្ ងសំៃួរមាៃគ្បដេងគ្តឹ គ្តូេលអ ឬតទ? ឬដេងតេក ឬក៏ខ្ល ីតេក? 

3. តតើការតគ្បើគ្បាសគ់្ទង់គ្ទយ (format) 

ដបបណាដែលស គ្សបសគ្មាប់ការត ល្ ើយៃឹងកគ្ ងសំៃួរ តៃោះ? ឧទហរណ៍ 

អ្នកសមាភ សៃ៍មាន ក់ៃឹងអាៃតអាយលឺៗ ៃិងតអាយចត ល ើយជា កយស ត ី ការបំតេញ 

កន ុងគ្កោស់តោយខ្ល ៃួឯង 

ការបំតេញជាលកខណៈអ្ៃឡាៃតោយតគ្បើគ្បាស់ទូរស័េទនែរបស់តគ។  

4. តតើមាៃ ធាបាយណាដែលលអ កន ុងការគ្បកាសតរ ើសស្តសត ីក ព ុជាតគ្កាយសគ្មាលតអាយ

បាៃចូលរ ួ កន ុងការសិកាតៃោះតអាយបាៃតគ្ចើៃតនោះ? 

 

សូ អ្រគុណតគ្ចើៃសគ្មាប់ការចូលរ ួរបស់អ្នក។ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

Appendix 5: Analytic Model 

 

Cognitive process 
(Tourangeau, 1988) 

The Appraisal System for Cross-National Surveys (Lee, 2014) 

Stage  Survey 

Features  

Sources of Potential Problems  

 

1. Comprehension  

 

Instruction Ambiguous 

Complicated 

Undefined or ill defined 

Conflicting 

Concept Unclear 

Complicated 

Implicit assumption 

Multiple questions  

(i.e., asking a few things in one question) 

Multiple interpretations  

(i.e., a concept contains multiple meanings) 

Sensitive information  

(e.g., weight or potential legal consequences) 

Culturally inappropriate 

Vocabulary/ 

sentence 

Awkward or uncommon 

Undefined/unclear/confusing 

Technical terms without providing definition 

Inappropriate for respondents  

(e.g., age, education level) 

Multiple definitions (e.g., “park”) 

Lengthy or complex sentences 

Culturally inappropriate 

Lack of cultural equivalence 

Reference 

points 

Missing 

Vague (e.g., “in recent years”) 

Complex 

Conflicting 

Unanchored, undefined boundary  

(e.g.,“lifetime”) 

Weakly anchored, uncertain boundary  

(e.g., “in your school days”) 

Time period too short or too long 

Culturally inappropriate 

Lack of cultural equivalence 

Translation/ 

adaptation 

Awkward or uncommon expressions 

Unclear words/sentences 

Words requiring adaptation 

2. Retrieval 

 

Task 

performance  

Memory or retrieval problem 

Too challenging—reading comprehension or 



 

 

 

complex calculation 

Requiring too much detail of an event or 

information 

Non reachable answers  

(e.g., father’s income, last election) 

3. Judgment 

 

 

Social desirability 

Perceived consequences  

(e.g., teachers may get to see the answer) 

Respondents’ attention and motivation problem 

Refusal to answer 

4. Response 

 

Response 

category 

Illogical order 

Ill-defined boundary setting 

Ill-defined category intervals 

Nonexclusive (i.e., overlapping categories) 

Nonexhaustive (i.e., missing categories) 

Ambiguous terms (e.g., nearly always, always) 

Culturally inappropriate or ineffective sets 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Appendix 6: Content Validity Evaluation Form 

 

Content Validity Evaluation Form 
 

This is the Content Validity Evaluation Form of the Cambodian version of Person-
centered maternity care scale (Afulani et al., 2017). Please evaluate the degree to 
which each item is "relevant to or representative to Cambodian women's 
childbirth experiences of received care. And please add suggestions for revisions 
when necessary. There are 31 items in total. 
កនោះគឺាទ្យស្រម្ង់ថបបបទ្យវាយតនម្លពីភាពស្រតឹម្ស្រតូវននខល ឹម្សារថែលបនបកថស្របាភាសា
ថខមរ កលើអនកកធវ ើការថថទថំននកស្ម្ភព។ សូ្ម្វាយតនម្លកលើកស្រម្ិតននស្ំណួរនីមួ្យៗថែលរក់
ព័នធ  ឬាបទ្យពិកសាធរបស្់ស្រ្ស្ា ីកម្ព ុាកន ុងកពលស្ស្រមលកូន កហើយសូ្ម្នាល់ាកយាបល់
ស្ស្រមប់ការថកថស្របកន ុងករណីចាំបច់។ ការបកថស្របាភាសាថខមរស្រតូវបនករៀបករៀងកឡើង
តាម្លំនាំចាប់កែើម្ពីភាសាអង់កគលស្។ 
 
---------------------------------------------------------------------------------------- 
#1: How did you feel about the amount of time you waited? Would you say it was 
very short, somewhat short, somewhat long, or very long?  

កតើតំាងពីកពលអនកចូលម្កកពទ្យយរហូតបនទ្យទួ្យលការថថទ,ំអនកបនចំាយូរឬឆ្ប់？ 

1. ខល ីណាស្ ់  
2. ខល ីបងគ រួ  
3. យូរ បងគ រួ  
4. យូរណាស្ ់
Content Experts: Please evaluate the above item is relevant or representative of 

Cambodian women. And please check (✓) or circle (〇) one that best describe 

your evaluation.  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 
 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ

តយកឡើងវញិតិចតួច 
 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#2: 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?  

កតើអំឡុងកពលអនកកៅកន ុងម្នា ីរកពទ្យយ/ម្ណឌ លស្ុខភាព，ស្រកមុ្ស្រគូកពទ្យយបនថណនាំខ្នួ 
កពលពួកកគបន ួបអនកកលើកែំបូងកទ្យ? 
1. កទ្យមិ្ន មនកទ្យ  
2. ចាស្ មនមន ក់ឬពីរនាក់  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្ ទងំអស្់ោន  
Content Experts:  



 

 

 

សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#3: Did the doctors, nurses, or other staff at the facility health care providers call 
you by your name? 
កតើស្រគូកពទ្យយឬបុគគលិក ែនទ្យកទ្យៀត បនកៅអនកកដ្ឋយស្ម្រម្យឬកទ្យ?  
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្ ស្រគប់ កពល 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#4: Did the doctors, nurses, or other staff at the facility treat you with respect? 
កតើស្រកមុ្ស្រគូកពទ្យយបនថថទអំនកកដ្ឋយយកចិតាទ្យុកដ្ឋក់និងការកោរពឬកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្ ស្រគប់ កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 



 

 

 

 
#5: Did the doctors, nurses, and other staff at the facility treat you in a friendly 
manner? 
កតើស្រកមុ្ស្រគូកពទ្យយ បនថថទអំនកកដ្ឋយស្ន ិតសាន លកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្ ស្រគប់ កពល 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#6: 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?  
កន ុងអំឡុងកពលពិនិតយកៅកន ុងបនាប់ឈឺករោះស្ស្រមលកូន (ឧទហរណ៍ការពិនិតយស្បូ ន) 
កតើអនកគិតថ្នអនកស្រតូវបនកគបំង កដ្ឋយកគពយួ រស្រកណាត់រភួឺយរបឺិទ្យាមួ្យវាងំននកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្ ស្រគប់ កពល 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬ
គូស្រងវង់ ថែលពិពណ៌នាអំពីការវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ពន័ធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#7: Do you feel like your health information was kept confidential at this 
facility?  
កតើអនកគិតថ្ន ស្រកមុ្ស្រគូកពទ្យយរកាាការស្មៃ ត់,កំុតអាយអ្នកែនទែឹងករឿងទក់ទ្យងនឹង
ស្ុខភាពរបស្់អនកកទ្យ?  
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគ កស្រចើន  



 

 

 

4. មិ្នែឹងថ្នកគលាក់ការស្មៃ ត់ឬអត់កទ្យ 
5. អត់មនអីចង់លាក់បំងកទ្យ 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#8: Did you feel like the doctors, nurses or other staff at the facility involved you 
in decisions about your care? 
កន ុងការសតគ្ ចចិតតទក់ទងៃឹងការស្ស្រមលកូន តលើកតៃោះ, កតើ ស្រកមុ្ស្រគូ

កពទ្យប្ាៃតយគយល់ែលគ់ំៃិតអ្នកតទ？ 

1. ចាស្ ម្ាង ឬពីរែង  
2. ចាស្ ភាគកស្រចើន  
3. ចាស្ ស្រគប់ កពល  
4. ម្ិនចា ំបច់កធវ ើ ការ ស្កស្រម្ច ចិតាណាមួ្យកទ្យ 
5. ស្កស្រម្ចតាម្កពទ្យយលអាង 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#9: Did the doctors, nurses or other staff at the facility ask your 
permission/consent before doing procedures on you?  
កតើមុ្នកពលពិនិតយែូចាពិនិតយស្បូ នាកែើម្ ស្រកមុ្ស្រគូកពទ្យយបនស្ុំការអនុញ្ញ ត / យល់
ស្រពម្ ពីអនកថែរឬកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរ ែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្់ស្រគប់ កពល 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  



 

 

 

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#10: During the delivery, do you feel like you were able to be in the position of 
your choice?  
កន ុងអំឡុងកពលឈឺករោះស្ស្រមលកូន, កតើអនកគិតថ្ន អនកអាចកធវ ើចលនាបនកដ្ឋយកស្រ ើ
កទ្យ ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរ ែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្់ស្រគប់ កពល 
5. No choice 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#11: Did the doctors, nurses or other staff at the facility speak to you in a language 
you could understand?  
កតើស្រកមុ្ស្រគូកពទ្យយបននិយាយាមួ្យអនកកដ្ឋយកស្របើរកយសាម្ញ្ញ ថែលអនកយល់ន័យបន
ឬកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរ ែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្់ស្រគប់ កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 



 

 

 

 

 
#12: Did the doctors and nurses explain to you why they were doing 
examinations or procedures on you?  
កតើស្រកមុ្ស្រគូកពទ្យយបនពនយល់អនកពីកោលបំណងនងិមូ្លកហតុថែលកគកធវ ើកតស្ា ឬពិនិតយ
អនកកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរ ែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្់ស្រគប់ កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 
 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ

តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#13: Did the doctors and nurses explain to you why they were giving you any 
medicine? 
កតើស្រកមុ្ស្រគូកពទ្យយ បនពនយល់ពីមូ្លកហតុថ្ន កហតុអវ ីបនាពួកកគនាល់ថ្នន ណំាមួ្យកអាយ
អនកឬកទ្យ? 
1. កទ្យមិ្ន ថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្ ស្រគប់កពល  
5. ម្ិនថែលបនទ្យទួ្យលថ្នន ណំាមួ្យកទ្យ 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#14: Did the doctors and nurses at the facility talk to you about how you were 
feeling? 
កតើស្រកមុ្ស្រគូកពទ្យយ បនសួ្រ អនកថាគ្សួលខ្ល ៃួឬអ្ត់កទ្យ? 
1. កទ្យមិ្ន ថែលកទ្យ  



 

 

 

2. ចាស្ ម្ាងឬពីរែង 
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 
 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ

តយកឡើងវញិតិចតួច 
 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#15: Did the doctors, nurses or other staff at the facility try to understand your 
anxieties and fears? 
កតើស្រកមុ្ស្រគូកពទ្យយបនពាយាម្យល់ពីការស្រពួយបរម្ភនិងការភ័យខាល ចរបស្់អនកកទ្យ? 
1. ម្ិន ថែល កទ្យ  
2. ចាស្ ម្ាង ឬពីរ ែង  
3. ចាស្ ភាគ កស្រចើន  
4. ចាស្ ស្រគប់ កពល  
5. ម្ិនមន ការថប់ បរម្ភឬ ភ័យខាល ចកទ្យ 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#16: Did you feel you could ask the doctors, nurses or other staff at the facility 
any questions you had?  

កតើអនកគិតថ្នអាចសួរសំៃួរណា ួយតៅស្រកមុ្ស្រគូកពទ្យយ តោយគ្សួលតទ？ 

1. កទ្យមិ្ន ថែលកទ្យ  
2. ចាស្ ម្ាងឬពីរ ែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ



 

 

 

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#17: Were you allowed to have someone you wanted to stay with you during 
labor? 
កតើអនកស្រតូវបនអនុញ្ញ តឱ្យកៅាមួ្យនរណាមន ក់ថែលអនកចង់កៅាមួ្យកន ុងបនាប់
ឈឺករោះកទ្យ? 
1. កទ្យ ម្ិន ថែលកទ្យ  
2. ចាស្ ម្ាងឬពីរ ែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល  
5. ខំុ្ម្ិនស្រតូវការនរណាមន ក់ម្កកៅាមួ្យខំុ្កទ្យ 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#18: Were you allowed to have someone you wanted to stay with you during 
delivery? 
កតើអនកស្រតូវបនអនុញ្ញ តឱ្យកៅាមួ្យនរណាមន ក់ថែលអនកចង់កៅាមួ្យកន ុងបនាប់
ស្ស្រមលកទ្យ? 
1. កទ្យ ម្ិន ថែលកទ្យ  
2. ចាស្ ម្ាងឬពីរ ែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល  
5. ខំុ្ម្ិនស្រតូវការនរណាមន ក់ម្កកៅាមួ្យខំុ្កទ្យ 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 



 

 

 

 

 
#19: When you needed help, did you feel the doctors, nurses or other staff at the 
facility paid attention? 
កៅកពលអនកស្រតូវការ ំនួយ កតើអនកគិតថ្ន ស្រកមុ្ស្រគូកពទ្យយបនយល់ពីតស្រម្ូវការរបស្់អនក
កទ្យ? 
1. កទ្យមិ្នថែលកទ្យ  
2. ចាស្ម្ាងឬពីរែង  
3. ចាស្ភាគកស្រចើន  
4. ចាស្   ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 
 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ

តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#20: Do you feel the doctors or nurses did everything they could to help control 
your pain? 
កៅកពលអនកឈឺករោះ កតើអនកគិតថ្នស្រកមុ្ស្រគូកពទ្យយបនពាយាម្ ួយកាត់បនាយអាការៈ
កនាោះកទ្យ? 
1. កទ្យមិ្នថែលកទ្យ  
2. ចាស្ម្ាងឬពីរែង  
3. ចាស្ភាគកស្រចើន  
4. ចាស្   ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 
 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ

តយកឡើងវញិតិចតួច 
 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#21: Did you feel the doctors, nurses, or other health providers shouted at you, 
scolded, insulted, threatened, or talked to you rudely?  
តតើអ្នកគិតថាស្រកមុ្ស្រគូកពទ្យយបាៃដគ្សកគំហកោក់អ្នក សត ីបតនទ សអ្នក តជរគ្បមាែអ្នក 
គគ្មា អ្នក ឬៃិយយ តឈល ើយ  កកាៃ់អ្នកដែរឬទតទ? 
1. កទ្យមិ្នថែលកទ្យ  



 

 

 

2. ចាស្ ម្ាង  
3. ចាស្ ម្ាងឬ ពីរែង  
4. ចាស្ កស្រចើនែង 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 
 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ

តយកឡើងវញិតិចតួច 
 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#22: Did you feel like you were treated roughly like pushed, beaten, slapped, 
pinched, physically restrained, or gagged? 
កតើអនកគិតថាស្រតូវបនកគរុញ,វាយែំ,វាយទ្យោះកំកភលៀង, កា ិច,ឃាត់ឃាំងរាងកាយ, ហាម្ឃាត់
ម្ិនឱ្យនិយាយកដ្ឋយកស្រ ើឬស្រតូវកគកធវ ើបបឬកទ្យ? 
1. កទ្យមិ្នថែលកទ្យ  
2. ចាស្ ម្ាង  
3. ចាស្ ម្ាងឬ ពីរែង  
4. ចាស្ កស្រចើនែង 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#23: Did the doctors, nurses or other staff at the facility ask you or your family for 
money other than the official cost?  
កតើស្រកមុ្ស្រគូកពទ្យយ ស្ុលំុយទ្យឹកថត ពីអនកឬ ស្រគួសារអនកឬកទ្យ? 
1. កទ្យមិ្នថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ



 

 

 

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#24: Do you think there was enough health staff in the facility to care for you?  
កតើអនកគិតថ្នមនបុគគលិកថថទសំ្ុខភាពស្រគប់ស្រោន់ កែើម្បីថថទអំនកកទ្យ? 
1. កទ្យមិ្នថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#25: Did you feel the doctors, nurses or other staff at the facility took the best 
care of you?  
កតើអនកគិតថ្នស្រកមុ្ស្រគូកពទ្យយ បនថថទអំនកបនយា៉ា ងលអ កទ្យ? 
1. កទ្យមិ្នថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#26: Did you feel you could completely trust the doctors, nurses or other staff at 
the facility with regards to your care?  
កតើអនកគិតថ្នអនកអាច ក ឿទុ្យកចិតា ស្រកមុ្ស្រគូកពទ្យយទងំស្រស្ងុទក់ទ្យងនឹងការ ថថទអំនក



 

 

 

ឬកទ្យ? 
1. កទ្យមិ្នថែលកទ្យ  
2. ចាស្ ម្ាងឬ ពីរែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#27: Thinking about the labor and postnatal wards, did you feel the health facility 
was crowded? 
កតើអនកគិតថ្នម្នា ីរកពទ្យយ / ម្ណឌ លស្ុខភាពមនម្នុស្សកស្រចើនកកកុញកៅបនាប់ស្ំរាល
កូននិងកថនលងថថទកូំនកទ្យ? 
1. កទ្យមិ្នថែលកទ្យ  
2. ចាស្ ម្ាង  
3. ចាស្ ម្ាងឬពីរែង  
4. ចាស្ កស្រចើនែង 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#28: 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? 
កតើ បនាប់លាងនែនិងកថនលងថថទសំ្ុខភាពទងំមូ្ល សាអ តខាល ំង,សាអ ត,កខវក់ឬកខវក់
ខាល ំងថម្នកទ្យ? 
1. កខវក់ណាស្់  
2. កខវក់  
3. សាអ ត  
4. សាអ តណាស្់ 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្



 

 

 

រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 
 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ

តយកឡើងវញិតិចតួច 
 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#29: Was there water in the facility?  
កតើកៅម្នា ីរកពទ្យយមនទឹ្យកថែលអាចកស្របើបនឬកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬពីរែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 
 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ

តយកឡើងវញិតិចតួច 
 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#30: Was there electricity in the facility?  
កតើកៅម្នា ីរកពទ្យយ មនកភល ើងថែលអាចកស្របើបន ឬកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬពីរែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 

Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 

 1 = not relevant ម្ិនរក់ព័នធ  

 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ
តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 
Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
#31: In general, did you feel safe in the health facility?  



 

 

 

ាទូ្យកៅ កតើគិតថ្នកៅម្នា ីរកពទ្យយមន ស្ុវតា ិភាព ថែរកទ្យ? 
1. កទ្យ ម្ិនថែលកទ្យ  
2. ចាស្ ម្ាងឬពីរែង  
3. ចាស្ ភាគកស្រចើន  
4. ចាស្ ស្រគប់កពល 
Content Experts:  
សូ្ម្វាយតនម្លធាតុខាងកលើ ថែលទក់ទ្យង ឬតំណាងឱ្យស្រ្ស្ា ីកម្ព ុា កហើយគូស្ធីក ឬគូស្
រងវង ់ថែលពិពណ៌នាអំពកីារវាយតំនលរបស្់អនក 
 1 = not relevant ម្ិនរក់ព័នធ  
 2 = unable to assess relevance without item revisions ម្ិនអាចវាយ

តនម្លបន កដ្ឋយម្ិនមនរក់ព័នធស្ំណួរ 

 3 = relevant but needs minor revision រក់ព័នធប៉ាុថនា ស្រតូវការការពិនិ
តយកឡើងវញិតិចតួច 

 4 = very relevant រក់ព័នធខាល ំង 

Suggestion for revision ការនាល់កយាបល់ស្ស្រមប់ការពិនិតយកឡើងវញិ 
 

 
 

Thank you very much for your evaluation. 
 

---END--- 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Appendix 7: Approval Letter (Tsukuba) 

 

 

 



 

 

 

Appendix 8: Cambodian version of PCMC-scale 

 

The Cambodian version of PCMC-scale 

 

 

Section1: Socio-demographic Information  

I would like to ask you some questions about yourself  

Q.# Question Response  

1.1 How old are you now?                                     Age 

1.2 What is your marital status now?  Married 1 

Single 2 

Widowed 3 

Divorced 4 

1.3 How many children do you have?   

1.4 How many years did you attend 

formal education? 

 

1.5 Can you read and write Khmer 

language? 

No, cannot 0 

Yes, but with some 

difficulty  

1 

Yes, very well 2 

1.6 What is your occupation? Farmer 1 

Factory worker 2 

Housewife  3 

Self-employed retail 4 

Government official  5 

Company employee 6 

Other  7 

1.7 What is your religion?  Buddhism 1 

Muslim 2 

Christian 3 

1.8 What do you have in your 

household?   

(Rating)  

Temporary roof Yes / No 

Permanent roof Yes / No 

Bicycle Yes / No 

Motorcycle Yes / No 

Oxcart Yes / No 



 

 

 

Radio Yes / No 

TV Yes / No 

Cow Yes / No 

1.9 Do you have health insurance? None 1 

Government  2 

Private employees 3 

ID poor (Health Equity 

Hund) 

4 

Factory worker 5 

Private 6 

1.10 Where do you live? Phnom Penh 1 

Kampong Chhnang 2 

Other provinces  3 

1.11 How long does it take from your 

home to this heath facility? 

                  Hour          minutes  

 

 

Section2:  Maternal characteristics  

I would like to ask you some questions about pregnancy and childbirth. 

Q.# Question Code 

2.1 How many times did you attend 

ANC during last pregnancy? 

            times 

2.2 During last pregnancy, did you 

experience any serious health 

problems related to the pregnancy? 

No  0 

Yes, vaginal bleeding  1 

Yes, hypertension 2 

Yes, others 3 

2.3 Where did you give birth to your 

last child?  

 

 

National hospital 1 

Provincial hospital 2 

Referral hospital   3 

Health center 4 

2.4 Who assisted with the birth? 

(Multiple answers allowed) 

 

 

Doctor  Yes / No 

Midwife  Yes / No 

Nurse Yes / No 

Traditional Birth Attendant   Yes / No 

2.5 Was the birth attendant a male or a Male  1 



 

 

 

female? Female 2 

Both  3 

2.6 What was the way of childbirth? Vaginal delivery  1 

Vaginal delivery (episiotomy) 2 

Vacuum extraction 3 

Caesarean section 4 

2.7 Was your baby born well? Stillbirth 0 

Hospitalized due to serious 

complications 

1 

Livebirth 2 

2.8 During the childbirth, did you 

experience any serious problems? 

No  0 

Yes, postpartum bleeding  1 

Yes, hypertension 2 

Yes, prolonged labor 3 

Yes, others 4 

 

Section3: PCMC-scale 

“Now I am going to ask you some questions about your experiences in the health facility 

during your last delivery. Remember that all the questions in this section refer specifically to 

the time you were in the health facility for this last delivery. Also, know that everything you 

tell me is confidential and will not be shared with the health facility.” 

Question Response Options 

#1:  Did you feel to wait long or short from 

when you arrived to when you received care? 
Very Short Somewhat 

short 

Somewhat long Very long 

0 1 2 3 

 

“Now I will ask you some questions about how you were treated at the health facility. Tell me 

if the following things happened all the time, most of the time, a few times, or it never 

happened. You can say a few times if it happened one or two times, and most of the time will 

be if it happened 3 or more times, but not always. For some questions I will ask specifically if 

something occurred during labor, delivery, or after delivery. If I do not specify, please answer 

based on your experiences during the entire time you were in the facility from labor till 

discharge.” 

#3: Did the medical staffs call you by your 

name? 

No, never Yes,  

a few times 

Yes,  

most of the time 

Yes,  

all the time 

0 1 2 3 

 

#4:  Did the medical staffs at the facility treat 

you with respect? 

0 1 2 3 

#5:  Did the medical staffs at the facility treat 

you in a friendly manner? 

0 1 2 3 

#6:  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 

0 1 2 3 



 

 

 

#8: Did you feel like the medical staffs at the 

facility ask your opinion and decision about 

your care? 

No, 

never 

Yes, a 

few 

times 

Yes, most 

of the time 

Yes, all the 

time 

Did not have 

to make any 

decisions 

0 1 2 3 4 

 

#13: Did the medical staffs explain to you why 

they were giving you any medicine? 

No, never Yes, a few 

times 

Yes, most 

of the time 

Yes, all the 

time 

Did not 

get any 

medicine 

0 1 2 3 4 

 

#15: Did the medical staffs at the facility try to 

understand your anxieties and fears?  

No, never Yes, a few 

times 

Yes, most 

of the time 

Yes, all the 

time 

Did not 

have any 

anxieties 

or fears 

0 1 2 3 4 

 

 

#17: Were you allowed to have someone you 

wanted to stay with you during labor? 

No, never Yes, a few 

times 

Yes, most 

of the time 

Yes, all the 

time 

I don’ want 

someone to 

stay with me  

0 1 2 3 4 

 

#18: Were you allowed to have someone you 

wanted to stay with you during delivery? 

0 1 2 3 4 

exposed? 

#10:  During the delivery, do you feel like you 

were able to be in your favorite free position? 

No, never Yes,  

a few times 

Yes,  

most of the time 

Yes,  

all the time 

0 1 2 3 

#11: Did the medical staffs at the facility speak 

to you in a language you could understand? 

0 1 2 3 

#12: Did the medical staffs explain to you the 

objectives or reasons why they were doing 

examinations or procedures on you? For 

example, pelvic examination or fetal heart rate 

monitoring. 

0 1 2 3 

#14: Did the medical staffs at the facility talk to 

you about how you were feeling? 
 

No, never Yes,  

a few times 

Yes,  

most of the 

time 

Yes,  

all the time 

0 1 2 3 

 

#16: Did you feel you could ask the medical 

staffs at the facility any questions you had?  

No, never Yes,  

a few times 

Yes, 

most of the 

time 

Yes、  

all the time 

0 1 2 3 

#19: When you needed help, did you feel t the 

medical staffs at the facility paid attention? 
 

No, never Yes,  

a few times 

Yes,  

most of the 

time 

Yes,  

all the time 

0 1 2 3 

 

#20: Do you feel the medical staffs did 

everything they could to help control your pain? 

0 1 2 3 

#24: Do you think there was enough health staff 

in the facility to care for you? 

No, never Yes,  

a few times 

Yes, 

most of the 

time 

Yes, 

all the time 

0 1 2 3 

 

#25: Did you feel the medical staffs at the 

facility took the best care of you? 

0 1 2 3 

No, never Yes, once Yes, a few Yes, many 



 

 

 

 

 

Section 4: predictable outcome  

I would like to ask you overall satisfaction with received care. 

4.1 Overall, taking everything into 

account, how are the maternity care in 

the health facility where you gave 

birth your last baby? 

Very dissatisfied 1 

Dissatisfied 2 

Neither satisfied nor 

dissatisfied 

3 

Satisfied 4 

Very satisfied 5 

4.2 How would you rate the quality of 

maternity care at this facility? 

Poor  1 

Fair  2 

Good  3 

Very good  4 

Excellent  5 

4.3 Will you give birth at the same facility 

if you were to pregnant another baby 

in the future? 

No  0 

Undecided 1 

Yes 2 

4.4 If you now reconsider your birth 

experience, would you recommend a 

family member to deliver in the health 

facility where you gave birth? 

No  0 

Yes, somewhat 1 

Yes, definitely 2 

                         

 

Thank you for your participation for this study. 

 

 

 
 

 

 

 

 

 

 

 

 

#27: Thinking about the labor and postnatal 

wards, did you feel the health facility was 

crowded? 

times times 

0 1 2 3 



 

 

 

រង្វា រ់ PCMC ជាភាសាខ្ខ្មរ 

 

 

ផ្នែកទ ី1: ពត៌មានប្រជាសាស្រ ត្   

ខ្្ញ ុំរូម្រួររុំនួរខ្លះអុំពីខ្ល នួអនក។ 

 

ល.ររុំនួរ រុំនួរ ការឆ ល្ ើយតប  

1.1 តតើឥឡូេតៃោះអ្នកមាៃអាយុប៉ាុនម ៃ?                                     Age 

1.2 តតើស្វថ ៃភាេគ្គួស្វរអ្នកយ៉ា ងែូចត ត
ចដែរ?  

តរៀបការ 1 

តៅលីេ 2 

ត មា៉ា យ/ត ោះមា៉ា យ 3 

ដលងលោះ 4 

1.3 តតើអ្នកមាៃកូៃប៉ាុនម ៃនក់?  

1.4 តតើអ្នកទទួលការអ្ប់រំសល េូការរយៈតេ
លប៉ាុនម ៃឆាន ំដែរ? 

 

1.5 តតើអ្នកអាចអាៃ ៃិងសរតសរភាស្វ 
ដខ្ម រតទ? 

តទ  ិៃអាចតទ 0 

ចសតចោះ ដត ិៃបាៃលអ តទ 1 

ចស តចោះបាៃលអ  2 

1.6 តតើអ្នកមាៃ ុខ្របរជាអ្ា ី? កសិករ 1 

អ្នកតធា ើការតោងចគ្ក 2 

ត សទោះ 3 

អ្នកលក់ែូរតោយខ្ល ៃួឯង 4 

បុគគលិករែា 5 

បុគគលិកឯក ន 6 

តសេងៗ 7 

1.7 តតើស្វសនអ្នកគឺអ្ា ី?  គ្េោះេុទធស្វសន 1 

ស្វសនឥស្វល   2 

គ្គឹោះស្វសន 3 

1.8 តតើអ្នកមាៃអ្ា ីខ្ល ោះតៅកន ុងសទោះរបស់អ្ន
ក?   
(ការវាយតន ល) 
 

ែំបូលបតណាត ោះ 
អាសៃន  

Yes / 
No 

ែំបូលអ្ចិនស្តៃតយ៍ Yes / 
No 

កង់ Yes / 
No 

 ៉ាូ តូ Yes / 
No 



 

 

 

រតទោះតគា Yes / 
No 

 េទិយុ  Yes / 
No 

ទូរទសេៃ៍ Yes / 
No 

តគា Yes / 
No 

1.9 តតើអ្នកមាៃធានោា៉ាប់រងសុខ្ភាេ
ឬតទ?  

តទ 1 

រែា 2 

បុគគលិកឯកជៃ 3 

ប័ណណ គ្កីគ្ក 
( ូៃិធិស ធ )៌ 

4 

ប័ណណ បស្ស្(អនកកធវីីការ
រងចស្រក) 

5 

ធានារា៉ា ប់រងឯក ន ែូច
ា ធនាោរកអស្ុីលីដ្ឋា
កែើម្ 

6 

1.10 កតើអនករស្់កៅឯណា？ ភន ំកពញ 1 

កំពង់ឆ្ន ំង 2 

កខតាកនសង 3 

1.11 កតើពីនាោះរហូតែល់ម្នា ីរកពទ្យយ កដ្ឋយម្៉ាូ

តូ ចំណាយកពលប៉ាុនាម ន？ 

កម៉ា ង   នាទី្យ  

 

 

ផ្នែកទ ី2:  ពត៌មានអំពីមាត យ (8 ចំនុច) 

ខ្្ញ ុំរូម្រួររុំនូរខ្លះអុំពីការមានផ្ទៃឆ ះ និងការរស្មាលកូនរបរ់អនក។  

ល.ររុំនួរ រុំនួរ កូដ 

2.1 ឆតើអនកបានពិនិតយផ្ទៃឆ ះបានប ៉ុន្មម ន 

ដងកន ញងអុំឡុងឆពលមានផ្ទៃឆ ះច៉ុង 

ឆស្កាយឆនះ? 

            ដង 

2.2 កន ញងអុំឡុងឆពលមានផ្ទៃឆ ះច៉ុង 

ឆស្កាយឆនះឆតើអនកមានបទពិឆសាធន៍ 

បញ្ហា រ៉ុខ្ភាពធងន់ធងរណាមួ្យទាក់ទង 

នឹងការមានផ្ទៃឆ ះខ្ដរឬឆទ? 

ឆទ 0 

ចារ ធ្លល ក់ឈាម្ 1 

ចារ ឆលើររមាា ធឈាម្ 2 

ចារ ឆទេងៗ 3 

2.3 ឆតើអនករស្មាលកូនច៉ុងឆស្កាយរបរ់ 

អនកឆៅឯណាខ្ដរ?  

 

ម្នៃ ីរពទយជាតិ 1 

ម្នៃ ីឆពទយឆខ្តត  2 

ម្នៃ ីឆពទយបខ្ងែក  3 



 

 

 

 ម្ណឌលរ៉ុខ្ភាព 4 

2.4 ឆតើនរណាជួយការរស្មាលឆន្មះ?  

(ចឆម្ល ើយអាចមានឆស្ចើនជាង1) 

 

ឆេជជបណឌ ិត 1 

ម្ប  2 

គិលាន៉ុបដ្ឋា ក-យិកា  3 

ម្បប៉ុរាណ   4 

2.5 ឆតើអនករស្មាលកូនគឺជាម្ន៉ុរេស្បរុ 

ឬម្ន៉ុរេស្រី? 

ស្បរុ 1 

ស្រ ី 2 

ទាុំងពីរ 3 

2.6 ឆតើអនករស្មាលកូនគឺឆដ្ឋយរឆបៀប 

ណា? 

រស្មាលតាម្ទាា មារធម្មតា 1 

រស្មាលតាម្ទាា មារធម្មតា 

(epi) 

2 

រស្មាលឆដ្ឋយការបូម្ 3 

រស្មាលឆដ្ឋយការេះកាត់ 4 

2.7 ឆតើទារករស្មាលមានរភាពដូចឆម្តច 

ខ្ដរ? 

កកើតមកស្លា ប់ 0 

កកើតមករស់តតត្តូវសត្ាក

ព្យាបាល 

កៅមន្ទ ីរកព្យទ្យ 

កោយស្លរជំងឺឬព្យិការភាព្យ

ធ្ងន្់ធ្ងរ 

1 

កកើតមកសុខភាព្យលអ  2 

2.8 កន ញងអុំឡុងឆពលរស្មាល ឆតើអនកមាន 

ជួបស្បទះបញ្ហា ធងន់ធងរណាមួ្យខ្ដរឬ ឆទ? 

ឆទ 0 

ចារ 

ធ្លល ក់ឈាម្ឆស្កាយរស្មាល 

1 

ចារ ឆលើររមាា ធឈាម្ 2 

ចារ 

ឈឺឆ ះរស្មាលអូរបន្មល យ 

3 

ចារ ឆទេងៗ 4 

 

ផ្នែកទ ី3: PCMC-scale 

រង្វា រ់រស្មាប់វារ់ការខ្ែទាុំមាត យម្ជឈម្ណឌ ល កន ញងអុំឡុងឆពលឈឺឆ ះរស្មាល 

និងឆពលរស្មាលឆៅស្បឆទរកម្ព ញជា 

“ឥឡូេឆនះ ខ្្ញ ុំរូម្រួរអនកអុំពីបទពិឆសាធន៍ឆៅមូ្លដ្ឋា នរ៉ុខាភិបាលកន ញងអុំឡុង 

ឆពលរស្មាលកូនច៉ុងឆស្កាយរបរ់អនក។ រូម្ចងចាុំថា រុំនួរទាុំងអរ់ឆៅកន ញងខ្ទនក    

ឆនះរុំឆៅផ្ទៃ លឆ់ៅឆលើឆពលឆេលាខ្ដលអនកឆៅមូ្លដ្ឋា នរ៉ុខាភិបាលរស្មាប់ការ 

រស្មាលកូនច៉ុងឆស្កាយ។ ជាមួ្យគ្នន ឆនះខ្ដរ រាល់ពត៌មានទាុំងអរ់របរ់អនក គឺ 

ស្តូេបានរកាជាការរមាង ត់ 

ឆ ើយនឹងម្ិនខ្ចកចាយជាមួ្យមូ្លដ្ឋា នរ៉ុខាភិបាលឆន្មះឆទ។ 



 

 

 

រុំនួរ ជឆស្ម្ើរចឆម្ល ើយតប 

#8: ឆតើអនកគិតថាស្គូឆពទយ ឬប៉ុគគលិកដផ្ទ         

ឆទៀតបានឆអាយអនកចូលរមួ្កន ញងការរឆស្ម្ច

ចិតតទាក់ទងនឹង ការខ្ែទាុំរបរ់អនកឬឆទ? 

ឆទ 

ម្ិន

បាន

ឆទ 

ចា

រ 

ម្តង 

ឬពីរ

ដង 

ចារ 

ភាគ

ឆស្ចើន 

ចារ 

ស្គប់ 

ឆពល 

មិ្នចាុំ 

បាច់

ឆធា ើ 

ការ 

រឆស្ម្

ច 

ចិតត

ណា 

មួ្យ

ឆទ 

     

#1: ឆតើអនកគិតយ ងឆម្ ចចុំឆ ះការរង់ចាុំ? 

ឆតើអនកគិតថាវាខ្ល ីណារ់ ខ្ល ីបងគ រួ យូរបងគ រួ 

ឬយូរណារ់? 

ខា ីណាស ់ ខ្ល ីបងគ រួ យូរ 

បងគ រួ 

យូរណា

រ់ 

    

“ឥឡូេឆនះខ្្ញ ុំរូម្រួរអនកថាឆតើអនកស្តូេបានឆគខ្ែទាុំអនកឆដ្ឋយរឆបៀបណាឆៅមូ្លដ្ឋា ន 

រ៉ុខាភិបាល។ រូម្ស្បាបខ្់្ញ ុំស្បរិនឆបើឆរឿងទាុំងអរ់ឆកើតមានស្គប់ឆពល ភាគឆស្ចើន 

ពីរបីដង ឬម្ិនខ្ដលឆកើតមានឆឡើង។ អនកអាចនិយយថាម្តងឬពីរដង 

ស្បរិនឆបើវាឆកើតឆឡើងម្តងឬពីរដង និង ភាគឆស្ចើន 

ស្បរិនឆបើវាឆកើតឆឡើងបីដងឬឆស្ចើនជាងឆនះ ខ្តមិ្នខ្ម្នជានិចចកាល។ រស្មាប់ 

រុំនួរខ្លះ ខ្្ញ ុំនឹងរួរបញ្ហជ ក់ស្បរិន ឆបើឆកើតមានកន ញងអុំឡុងឆពលឈឺឆ ះរស្មាល 

រស្មាល ឬបន្មៃ ប់ពីរស្មាល។ ស្បរិនឆបើខ្្ញ ុំម្ិន រួរបញ្ហជ ក ់

រូម្ឆ ល្ ើយតាម្បទពិឆសាធន៍របរ់ អនកកន ញង អុំឡុងឆពលអនកឆៅមូ្លដ្ឋា នរ៉ុខាភិបាល 

រ ូតដល់ឆចញពីមូ្លដ្ឋា នរ៉ុខាភិបាល។  

#3: ឆតើស្គូឆពទយ ឬប៉ុគគលកិ ដផ្ទឆទៀតឆៅ 

បានឆៅអនកតាម្ឆឈាម ះឆទ? 

 

ឆទ 

ម្ិនខ្ដ

លឆទ 

ចារ 

ម្តងឬ 

ពីរដង 

ចារ 

ភាគ 

ឆស្ចើន 

ចារ 

ស្គប់ 

ឆពល 

    

#4: ឆតើស្គូឆពទយ ឬប៉ុគគលកិ ដផ្ទឆទៀតខ្ែទាុំ 

អនកឆដ្ឋយយកចិតតទ៉ុកដ្ឋក់ឬឆទ? 

    

#5: ឆតើស្គូឆពទយ ឬប៉ុគគលកិ ដផ្ទឆទៀត 

មានភាពររួរាយរាក់ទាក់ចុំឆ ះអនកឬឆទ? 

    

#6: 

កន ញងអុំឡុងឆពលពិនិតយកន ញងបនៃប់ឈឺឆ ះ 

រស្មាល 

ឆតើអនកស្តូេបានឆគស្គបឆដ្ឋយស្កណាត់ 

ឬភួយ ឬ បាុំងឆដ្ឋយវាុំងននឆដើម្បីក៉ុុំឆអាយ 

អនកដផ្ទឆម្ើលឆ ើញឬឆទ? 

    



 

 

 

#10: កន ុងអំឡុងកព្យលសត្ាល កតើអនកគិតថា 

អនកសថ ិតកៅកន ុងឥរយិាបថតែលជាជកត្មើស 

របស់អនកឬកទ្? 

ឆទ 

ម្ិនខ្ដលឆទ 

ចារ 

ម្តងឬ 

ពីរ 

ដង 

ចារ 

ភាគ 

ឆស្ចើន 

ចារ់

ស្គប់ 

ឆពល 

    

#11: កតើត្គូកព្យទ្យ ឬ បុគគលិកែទទ្កទ្ៀត       

ន្ិយាយជាមួយអនកជាភាស្លតែលអនកអាច

យល់បាន្កទ្ ? 

    

#12:ឆតើស្គូឆពទយពនយល់អនកថាឆតើឆ ត៉ុអា ើបា

ន ជាឆគកុំព៉ុង 

ពិនិតយអនកឬឆធា ើរកម្មភាពណាមួ្យឆលើអនក

ឆទ? 

    

#13: ឆតើស្គូឆពទយ 

ពនយល់អនកឆ ត៉ុអា ើបានជាឆគទតល់ថាន ុំណាមួ្យ

ឆអាយអនកឬឆទ? 

ឆទម្ិ

ន 

ខ្ដល

ឆទ 

ចារ 

ម្តង

ឬ 

ពីរដ

ង 

ចារ 

ភាគ 

ឆស្ចើន 

ចារ 

ស្គប់

ឆពល 

ម្ិនខ្ដ

លបាន

ទទួល

ថាន ុំណា

មួ្យឆទ 

     

#15: ឆតើស្គូឆពទយឬប៉ុគគលកិដផ្ទឆទៀត 

ពាយម្យល់ពីការែបប់ារម្ភ 

និងការភ័យខាល ច របរ់អនក ឬឆទ?  

ម្ិន 

ខ្ដល 

ឆទ 

ចា

រ 

ម្ត

ង 

ឬ

ពីរ 

ដ

ង 

ចារ 

ភាគ 

ឆស្ចើន 

ចា

រ 

ស្គប់ 

ឆព

ល 

មិ្នមា

ន 

ការែ

ប់ 

បារម្ភ

ឬ 

ភ័យ

ខាល ច

ឆទ 

     

 

#14:  ឆតើស្គូឆពទយបានរួរអនកថា 

ឆតើអនកមានអារម្មណ៍ដូចឆម្តចឆទ?  

ឆទមិ្ន 

ខ្ដលឆទ 

ចារ 

ម្តងឬ

ពីរដង 

ចារ 

ភាគ

ឆស្ចើន 

ចារ 

ស្គប់ឆព

ល 

    

#16: ឆតើអនកគិតថាអនកអាចរួរស្គូឆពទយ 

 ឬប៉ុគគលិកដផ្ទ 

ឆទៀតនូេរាល់រុំនួរខ្ដលអនកមានឬឆទ? 

ឆទមិ្

ន 

ខ្ដល

ចារ 

ម្តងឬ

ពីរ 

ចារ 

ភាគ

ឆស្ចើន 

ចារ 

ស្គប់ឆពល 



 

 

 

#17: ឆតើអនកស្តូេបានឆគអន៉ុញ្ហា តិឆអាយ 

នរណាមាន ក់ខ្ដលអនកចង់ឆអាយឆៅជាមួ្យ 

(ស្គួសារ ឬម្ិតតភកត ិ) ម្កឆៅ ជាមួ្យអនកកន ញង 

អុំឡុងឆពលឈឺឆ ះរស្មាល ឬឆទ? 

ឆទ 

ម្ិន 

ខ្ដល

ឆទ 

ចារ 

ម្តងឬ

ពីរ 

ដង 

ចារ 

ភាគ

ឆស្ចើន 

ចារ 

ស្គប់

ឆពល 

ខ្្ញ ុំម្ិ

នស្តូេ

ការ

នរ

ណា

មាន ក់

ម្ក

ឆៅ

ជាមួ្

យខ្្ញុំ

ឆទ  

     

#18:ឆតើអនកស្តូេបានឆគអន៉ុញ្ហា តិឆអាយមាន 

នរណាមាន ក់ខ្ដលអនកចង់ឆអាយឆៅជាមួ្យ 

កន ញងអុំឡុងឆពលរស្មាលឬឆទ? 

     

 

 

ផ្នែកទ4ី៖ លទធនលរំពឹងទុក (ការឆពញចិតត ឆរចកត ីស្តូេការខ្រា ងរកការខ្ែទាុំ) 

ខ្្ញ ុំរូម្រួរអុំពីការឆពញចតិតរបរ់អនកកន ញងការទទួលការខ្ែទាុំ។ 

4.1 ររ៉ុបឆរចកត ីម្កឆតើអនកមានការឆពញចិតត  

ខ្បបណាកន ញងការខ្ែទាុំខ្ទនករម្ភពឆៅ 

មូ្លដ្ឋា នរ៉ុខាភិបាលខ្ដលអនករស្មាល 

កូនច៉ុងឆស្កាយរបរ់អនក? 

ម្ិនឆពញចិតតខាល ុំង 1 

ម្ិនឆពញចិតត 2 

ឆពញចិតតទងមិ្នឆពញចតិតទង 3 

ឆពញចិតត 4 

ឆពញចិតតខាល ុំង 5 

ឆទ ដង 

    

#19: ឆៅឆពលខ្ដលអនកស្តូេការជុំនួយ 

ឆតើអនកគិតថា ស្គូឆពទយ ឬប៉ុគគលិក 

ដផ្ទឆទៀត យកចិតតទ៉ុកដ្ឋក់ ចុំឆ ះអនក 

ឬឆទ?  

ឆទមិ្ន

ខ្ដលឆទ 

ចារម្ត

ងឬពីរ

ដង 

ចារ

ភាគ

ឆស្ចើន 

ចារ   

ស្គប់

ឆពល 

    

#20: ឆតើអនកគិតថាស្គូឆពទយ 

ឆធា ើអា ើស្គប់យ ងខ្ដល  

ឆគអាចឆធា ើបានឆដើម្បីជួយ 

ស្គប់ស្គងការឈឺចាប់របរ់ អនកឆទ? 

    

#24: 

ឆតើអនកគិតថាមានប៉ុគគលិករ៉ុខ្ភាពស្គប់

ស្គ្នន់ ឆដើម្បីខ្ែទាុំអនកឆទ? 

ឆទមិ្ន

ខ្ដលឆទ 

ចារ 

ម្តងឬ 

ពីរដង 

ចារ 

ភាគ

ឆស្ចើន 

ចារ 

ស្គប់

ឆពល 

    

#25:ឆតើអនកគិតថាថាស្គូឆពទយ 

ឬប៉ុគគលិកដផ្ទឆទៀត បាន្តថរកាអនកបាន្

យា៉ា ងលអ ឆទ? 

    



 

 

 

4.2 ឆតើអនកអាចវាយតផ្ម្លគ៉ុណភាពផ្នការខ្ែ 

ទាុំខ្ទនករម្ភពឆៅមូ្លដ្ឋា នឆនះយ ងដូច 

ឆម្តចខ្ដរ? 

អន់  1 

គួររម្  2 

លែ   3 

លែណារ់  4 

លអ ស្បឆរើរ  5 

4.3 ឆតើអនកនឹងរស្មាលកូនឆៅមូ្លដ្ឋា ន 

ដខ្ដលឆនះឆទស្បរិនឆបើអនករស្មាល 

កូនមួ្យឆទៀតន្មឆពលអន្មគត? 

ឆទ  0 

ម្ិនអាចរឆស្ម្ចចិតតបាន 1 

ចារ 2 

4.4 ស្បរិនឆបើអនកពិចារណាសារឆឡើងេញិ 

ឆៅឆលើបទពិឆសាធន៍ផ្នការរស្មាល 

របរ់អនក ឆតើអនកនឹងខ្ណន្មុំឆអាយ 

រមាជិកស្គួសាររបរ់អនកម្ករស្មាល 

កូនឆៅមូ្លដ្ឋា នរ៉ុខាភិបាលខ្ដលអនក 

រស្មាលខ្ដរឬឆទ? 

ឆទ  0 

ចារ អាចខ្ណន្មុំខ្ដរ 1 

ចារ ពិតជាខ្ណន្មុំ 2 

                         

រូម្អគ៉ុណរស្មាប់ការចូលរមួ្របរ់អនកឆៅកន ញងការរិកាឆនះ។ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Appendix 9: Online interviews Guide  

 

1. Preparation stage 

 

Find local collaborators 

• Support from the director of the target facility 

• Support from key persons at the target facility who value the proposed study 

• Support from local administrative coordinator 

• Support from local research assistants 

 

Equipment required for online interview in Cambodia side 

• Two internet connection devices (PC, iPad, mini-Pad, smart phone etc.). One is 

for video call function; another is for input questionnaire answer. 

• Internet SIM card 

• Internet top-up card 

 

The criteria of interviewers 

• Reproductive aged female: The same age, gender and cultural background to 

potential respondents are recommended (Coast, 2006) 

• Bilingual whose mother language is Khmer  

• Experiences of a qualitative interview is recommended (Roura et al., 2009)  

• Good interpersonal communication skill 

 

Process of recruitment 

• Open job announcement to medical students through former colleagues  

• PI made a personnel online interview 

• Made a service agreement 

 

Honorarium for interviewer 

• Initial cost for infection prevention materials (mask, Hand sanitizing alcohol etc.) 

• Internet top-up fee 

• Honorarium for face-to-face interview  

 

Interviewer training 

• Objective：To standardize the quality of data among interviewers (Barbosa, 

Duarte, Bastos, & Andrade, 2018) 

• Training includes the purpose of the study, the role, and responsibility of 

interviewers, data collection procedures, the way to recruit eligible women, the 

concept of person-centered maternity care, the intended meanings of all items of 

PCMC-scale, practice sessions with the scale, and understanding of ethical 

considerations (Nápoles-Springer, Santoyo-Olsson, O'Brien, & Stewart, 2006). 

 

2. Implementation stage 

 

Dress code  

• White nursing uniform 

• Name tag 



 

 

 

 

Procedure of interviews 

 

 
 

Procedure of Recruitment  

 

 
 

 

Process # Detailed tasks 

Check-In 1 Send a SNS message to PI when you arrive at hospital

2 Find the dairy report at delivery room

3 Send a picture of the dairy report to PI

4 Select an odd number by serial number among normal delivery from the report on that day (This means select Day 2)

5 Select an odd number by serial number among C/S from the report 2 days before (This means select Day 6 of C/S)

6 Find the room and bed number

7 Go to see the woman

8 Explain the objective of the study and ethical consideration using flyer

9 Obtain verbal informed consent

10 Conduct face to face Interview

11 Input answers to Google form

12 Give a gift to the woman

13 Continue interviews with other women

14 Report the number of interview on that day to PI

15 Send a SNS message to PI when you leave hospital

Selection

Before interview

Interview

Report



 

 

 

Screening eligible women 

a. Age 

• Aged 18-49 years → Eligible 

• Less than 18 years old or more than 49 years old → Not eligible 

 

b. Mode of delivery 

• Admitted during labor and Normal delivery at the hospital → Eligible 

• Admitted during labor and C/S at the hospital → Eligible 

• Immediately transferred and taken directly to C/S → Not eligible 

 

c. Baby’s outcome 

• lived birth → Eligible 

• Still birth → Not eligible 

• Hospitalized NCU due to premature or serious complications → Not eligible 

 

What to prepare before interviews 

• Print out IC form 

• Print out interview guide and questionnaire  

• Souvenirs to women (baby soap, baby powder etc.) 

• Internet devises (PC, smart phone, etc.) 

• Mobile Wi-Fi 

 

Standard precaution of infection control 

• Mask 

• Hand wash 

• Gargle  

 

Interview guide 

Refer to 

• Interview guide  

 

Requests to interviewers throughout 

➢ Do not guide  

• If you ask “all”? Women answer “all” 

• Provide all answer options 

➢ Always confirm answer options 

• The first answer may be different from the answer you are talking deeply 

• When the same answer is repeated, provide all answer options 

➢ Ask woman’s own experience 

• When the answer was general, confirm “this time” 

 

Problem solving 

• Consult with key local collaborator 

• Discuss what the problem is for the person or the issues 
-End- 


