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Abstract

Background: A major part of midwifery care involves the empowerment of women and their families for the
control of factors affecting their health. To this end, midwives should experience their own empowerment first. The
present study was conducted to translate and determine the psychometric properties of the Perception of
Empowerment in Midwifery Scale among Iranian midwives.

Methods: A total of 380 people participated in this cross-sectional study. A demographic questionnaire and the 22-
item Perception of Empowerment in Midwifery Scale were sent to the participants online. The validity of the scale
and the analysis of its main components were carried out through exploratory factor analysis with Varimax rotation
and confirmatory factor analysis. The reliability of the scale was assessed using the internal consistency method
with Cronbach’s alpha coefficient, average inter-item correlation (AIC) and McDonald’s omega.

Results: Seventeen scale items were retained after the exploratory factor analysis, and five factors were extracted,
including “effective management”, “professional practice”, “authority”, “advocacy”, and “professional informant”, with
factor loadings ranging from 0.489 to 0.899. The five latent factors explained 53.07% of the overall variance of the
scale. The confirmatory factor analysis showed an acceptable goodness of fit. The internal consistency of the scale
was confirmed with a Cronbach’s alpha above 0.7.

Conclusion: The Persian version of the Perception of Empowerment in Midwifery Scale with 17 items has adequate
reliability for midwives working in Iran. Given its appropriate psychometric properties, this scale is fit to be used
among midwives in future studies.
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Background
Providing quality midwifery services is one of the main
strategies for promoting maternal health. In some coun-
tries, the scope of midwives’ practices in healthcare has
been confined by the healthcare system and some cul-
tural barriers. Previous studies have shown that mid-
wives have an effective role in providing cost-effective
and high-quality maternal and neonatal care [1]. The
factors affecting midwives’ decision to continue provid-
ing midwifery services or leave their job include the
feeling of being supported by the managers, access to
adequate resources, the development of relations with
pregnant women and the experience of feeling empow-
ered in and in control of their job [2]. The empower-
ment of midwives is a common goal among this group.
Moreover, an important part of midwifery care is the
empowerment of women and their families for control-
ling the factors affecting their health [3]. Meanwhile, if
the empowerment of women is a responsibility of mid-
wives, this group should first experience the empower-
ment of themselves [4].
The definition of the concept of empowerment and its

perception vary depending on the cultural and social
background and the theoretical approach used [5]. Em-
powerment means designing an organizational structure
in which people are ready to accept further responsibil-
ities while managing themselves. In other words, em-
powerment is a process in which the manager helps the
personnel find the ability required for independent
decision-making. This process affects not only individ-
uals’ performances, but also their personality [6]. In
nursing articles, empowerment is used as an umbrella
concept to describe the elements of professional devel-
opment and growth [7]. In an organizational context,
empowerment has two theoretical orientations: Struc-
tural empowerment and psychological empowerment.
Structural empowerment means the ability to equip re-
sources, achieve goals by access to information, support
and resources and opportunities for learning and devel-
opment. Psychological empowerment refers to the indi-
vidual’s psychological response to empowerment in
relation to his/her work conditions [7].
Many studies confirm the importance of the empower-

ment of healthcare personnel. For example, the em-
powerment of nurses and its subsequent feeling of being
in control in the workplace are necessary for a variety of
reasons, and the lack of empowerment in nursing
worsens job dissatisfaction in this group and paves the
way for occupational burnout [8]. It also renders the ef-
forts to correct clinical performance and innovation in
patient care futile [9]. Nonetheless, the concept of em-
powerment may be different in midwifery due to the
unique aspects of the midwifery profession, including
authority. The International Confederation of Midwives
(ICM) proposes midwifery as a profession of responsibil-
ity and accountability that begets the participation of
women in providing their own gender with support and
care [10]. Studies suggest that the most important condi-
tions for the empowerment of midwives include control,
support, diagnosis and identification and midwifery skills
[11]. Today, many midwives increasingly feel that their
professional skills have been taken away from them by
other members of the medical field [12]. Yet, issues such
as support on the part of the managers and having a
clear definition of the roles and job descriptions can
make midwives more empowered [11]. The Perception
of Empowerment in Midwifery Scale (PEMS) is a tool
for quantifying the criteria and conditions that are im-
portant for midwives’ perception of empowerment. This
questionnaire has been developed to assess midwives’
perception of their level of empowerment with 22 items
in three factors, namely “autonomous practice”, “effect-
ive management” and “women-centered practice”, and
has been translated into various languages, and its reli-
ability has been confirmed in several countries, including
Norway, Portugal, Turkey, and New Zealand [13–17].
Midwifery has been taught at the bachelor’s degree

level in Iran (i.e. directly upon the students’ entrance
into university or college) in accordance with the inter-
national standards and has a history of about 100 years
in this country [18]. Nevertheless, certain problems have
limited the scope of work in this profession, including
the lack of authority in providing maternal services, the
refusal of insurance institutions and organizations to
draw contracts with midwives and the absence of a suit-
able job market [19]. There are currently around 50,000
midwifery graduates with bachelor’s degrees and some
with master’s degrees and PhDs in Iran, but their capaci-
ties are not entirely taken advantage of, and about 35,
000 of them are not working in their own academic field,
even though the ratio of midwives per 1000 births is
lower in Iran than the global standards, and is about 12
per 1000 births [19, 20]. For the past decades, Iranian
midwives have been independently providing care to
pregnant women during their stages of pregnancy, labor,
childbirth and postpartum. Over the last three decades,
however, care provision to low-risk pregnant women has
moved to the territory of medicine due to the physician
dominance in the Iranian healthcare system, and mid-
wives have had but a fading role in performing natural
childbirth for mothers with low-risk pregnancy [20]. In
general, 48% of all births are by cesarean section; in the
private sector, this rate reaches 87% [21].
Following the Health Development Plan in Iran that

began in 2014, policies were adopted to promote natural
childbirth, including free-of-charge delivery in public
hospitals, holding prenatal classes for mothers by mid-
wives and holding physiologic birth workshops, and
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empower midwives; however, midwives continue to face
limitations in providing midwifery services, especially in
natural birth procedures. In teaching hospitals, natural
childbirth is performed by female residents, and mid-
wives have a low-profile role in providing maternal care
during labor and childbirth. In non-teaching hospitals,
midwives are not allowed to independently manage nat-
ural childbirths for low-risk women and can only per-
form natural childbirths under the supervision of
specialists. In truth, gynecologists and obstetricians are
responsible for the majority of childbirths in hospitals
[20]. The evaluation of midwives’ perception of em-
powerment in Iran is therefore particularly important.
The present study was designed and conducted to trans-
late PEMS into Persian for the first time and assess its
psychometric properties in Iranian midwives so as to
offer a standard and reliable tool consistent with the
dominant culture and health system of Iran that enables
further research on important work-related factors in-
volved in the empowerment of midwives and facilitates
the empowerment of Iranian midwives.

Methods
The present descriptive cross-sectional study was con-
ducted to determine the psychometric properties of the
Persian version of PEMS in Iranian midwives. The study
population consisted of midwives providing care to
women during pregnancy and childbirth. The study in-
clusion criteria consisted of having either a bachelor’s
degree, master’s degree or PhD in midwifery, being
employed at the time of the study and having a mini-
mum of 1 year’s work experience. Working in fields
other than pregnancy and childbirth care was among the
study exclusion criteria. The tool used was a two-part
online questionnaire that was sent to 2000 midwives
who were members of professional groups in social net-
works. The first part dealt with demographic details such
as age, marital status, qualification, number of years in
service and workplace. The second part consisted of the
Perception of Empowerment in Midwifery Scale, devel-
oped by Anne Matthews in Ireland, with confirmed
validity and reliability [13]. This questionnaire contains
22 items in three factors, including “autonomous prac-
tice”, “effective management” and “women-centered
practice”, each with six items, plus four additional items
(i.e. items 11, 14, 15 and 19) that have not been included
in any of the factors: “I am adequately educated to
perform my role”, “I do not know what my scope of
practice is”, “I am accountable for my practice” and “I
do not have access to adequate resources for staff educa-
tion and training”. Since the importance of these items
for the empowerment of midwives has previously been
strongly confirmed, they were not excluded by the au-
thor, who recommended further exploratory analyses
with new data. To prevent errors in responding, a num-
ber of items were designed negatively, with reverse scor-
ing compared to the other items. The responses
consisted of a 5-point Likert scale including ‘strongly
disagree’, ‘disagree’, ‘neither agree nor disagree’, ‘agree’
and ‘strongly agree’. In the present study, “strongly
agree” scored the highest (5 points) and “strongly dis-
agree” the lowest (1 point) for each item. The mean
score in each factor was also calculated from 1 to 5
points, with the median being 3. The total score of the
scale was calculated as the sum of the scores obtained in
each factor, and higher scores indicated the highest per-
ception of empowerment and lower scores indicated
the lowest perception. This scoring system was adopted
to simplify the interpretation of the scores, but is the
exact reverse of the scoring system adopted in the ori-
ginal scale. Nevertheless, the adopted system concurs
with the method of scoring and score interpretation
used in other studies on the subject [14, 16, 17].
The present study was conducted in two stages. The

first stage was translation, which began after obtaining
written permission from the original designer of PEMS.
For this purpose, the questionnaire was translated into
Persian by two experienced translators, and then the two
translations were combined and the best translation for
each item was selected. The Persian questionnaire was
then translated back into English by two translators un-
familiar with the original questionnaire, and after the re-
view and integration of these two translations, the new
translated English version was sent to the author of the
original PEMS and modifications were made to it ac-
cording to the author’s views. The second stage was con-
cerned with determining the validity of the scale. To this
end, the face validity (quantitative and qualitative), con-
tent validity (quantitative and qualitative) and construct
validity of the items were measured. In the qualitative
face validity, the views expressed by the target group (i.e.
midwives) about the level of difficulty, relevancy and
ambiguity of the items were used and necessary modifi-
cations were made to the items to make them easily
comprehensible. In the quantitative method, the items’
impact score was calculated to eliminate the inappropri-
ate items and determine the importance of each item.
Items with an impact score > 1.5 were retained for fur-
ther analysis. To assess the qualitative content validity,
the views expressed by ten midwifery professors were
used to make the necessary modifications, and the
Content Validity Ratio (CVR) and Content Validity
Index (CVI) were measured for the quantitative content
validity assessment.
The construct validity of the scale was assessed using

exploratory and confirmatory factor analyses. The con-
struct validity of PEMS was assessed by the Maximum-
Likelihood Estimation (MLE) method with varimax



Table 1 Participants' demographic details

Number Percentage

Age (years)

23-30 208 54.7

31-40 97 25.5

41-50 62 16.3

Older than 50 13 3.4

Marital status

Single 138 36.3

Married 242 63.7

Qualifications

Bachelor's degree 308 81

Master's degree 60 15.8

PhD 12 3.2

Years of service

1-2 78 20.5

3-10 187 49.2

11-20 70 18.4

21-30 35 9.2

More than 30 2 0.5
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rotation. Sample adequacy was estimated through the
Kaiser-Meyer-Olkin (KMO) index and Bartlett’s test.
KMO values of 0.7–0.8 and 0.8–0.9 were interpreted as
good and excellent, respectively. The sample size for fac-
tor analysis was estimated using the rule of thumb, and
380 was considered adequate for this study.
Items were allocated to a latent factor if they had a

factor loading of almost 0.3, as estimated by the follow-
ing formula: CV = 5.152÷ √ (n – 2), where CV is the
number of extractable factors and n the sample size. The
number of latent factors was estimated using Horn’s par-
allel analysis [22]. For assessing the structural factors,
CFA was performed using the MLE method and the
most common goodness of fit indices. The model fit was
assessed based on the Root Mean Square Error of Ap-
proximation (RMSEA),, Comparative Fit Index (CFI),
Normed Fit Index (NFI), Goodness of Fit Index (GFI),
and Adjusted Goodness of Fit Index (AGFI).
The reliability of the scale was assessed by the internal

consistency method using Cronbach’s alpha coefficient,
Average Inter-item Correlation (AIC) and McDonald’s
omega. All the data analyses were performed in SPSS
Amos 24 and the SPSS R-Menu 2.0.
Missing 8 1/2

Place of work

Public hospital
Private hospital

198
28

52.1
7.4

Private surgery 13 3.4

Health centers 138 36.3

Missing 3 0.8
Results
A total of 411 responses with a participation rate of 20%
were received. A total of 31 candidates were excluded
for having less than 1 year’s work experience or not be-
ing employed as a midwife at the time of the study, and
380 eligible midwives participated in the study, with a
mean age of 32.7 (8.5) years, age range of 23–67 years
and mean number of years in service 8.5 (7.9), ranging
from 1 to 47 years. Table 1 presents the demographic
details of the participants. Once the qualitative face val-
idity was assessed, one item (item 3) was modified based
on the midwives’ views, because some midwives did not
have a proper understanding of the concept of midwife-
led practice. In the quantitative validity assessment stage,
all the items had impact scores > 1.5 (ranging from 2.5
to 4.8) and were therefore retained. The views expressed
by the professors and experts were implemented after
the qualitative content validity assessment stage.
Lawshe’s method was used to determine the quantitative
content validity of the scale. This method was first
proposed in 1975 and its application soon became wide-
spread. In this method, the Content Validity Ratio
(CVR) is determined based on the experts’ views, who
are asked to divide each of the items into three categor-
ies, including “Essential”, “Useful but not essential”, and
“Not essential”, and CVR is then calculated using the

following formula: CVR=
Ne−N

�
2

N
�
2

(where Ne is the num-

ber of experts who have considered an item essential
and N is the total number of experts) [23]. CVR is a
number between − 1 and + 1., and CVR > 0 indicates that
at least 50% of the experts have considered a given item
essential. The minimum acceptable CVR is determined
according to Lawshe’s table. Items with CVR less than
that stated in the table for the given number of experts
are unacceptable and should be eliminated from the
scale [24]. In the present study, CVR was found as 0.91
(0.13) for the entire scale and ranged from 0.6 to 1 for
each item, and since, according to Lawshe’s table and
based on the number of experts (n = 10), items with a
value > 0.6 were acceptable (Lawshe, 1975), all the ques-
tionnaire items were retained.
The CVI was calculated as 0.93 (0.04) for the entire

scale, ranging from 0.83 to 1 for each item, and since
CVI > 0.79 is considered appropriate [25], all the items
in the scale were finally accepted.
This study also examined the adequacy of sampling

for factor analysis and reported the KMO index as 0.797.
Bartlett’s test of sphericity was also performed using the
Chi-square statistic, which was reported as 2006.376,
thus proving significant at P < 0.001. The minimum
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conditions required for conducting exploratory factor
analyses were therefore met.
In this research, based on the Exploratory Factor Ana-

lysis (EFA) results proposed by Matthews et al. in 2009, a
Confirmatory Factor Analysis (CFA) was carried out first,
the results of which are presented in Table 3. The CFA re-
sults and fit indices were inappropriate; therefore, another
EFA was performed in this stage on the collected data.
Subsequently, a CFA was performed based on the results
of this EFA. Table 3 presents the CFA results for the pur-
pose of comparison with the CFA results pertaining to the
original scale. As observed, the indices without modifica-
tion confirm the fit of the five-factor model.
The latent factors were extracted by EFA and varimax

rotation. Given that Eigenvalues > 1 and based on the
Scree plot (Fig. 1), five factors were extracted, which ex-
plained 53.07% of the total variance in the variables.
After this analysis, 17 of the scale items were retained.
Factor one was named ‘effective management’, with
items 1, 5, 6 and 8. Factor two was named ‘professional
practice’, with items 3, 4, 15 and 17. Factor three was
named ‘authority’, with items 19, 20 and 21. Factor four
was named ‘advocacy’, with items 2, 12 and 13. Factor
five was named ‘professional informant’, with items 10,
14 and 16 (Table 2) (Fig. 2). The goodness of fit of the
final factor structure of the 17-item questionnaire was
assessed using the Chi-square goodness of fit test with
confirmatory factor analysis. Next, the model fit of the
other indices was assessed, and the results obtained con-
firmed the suitable fit of the final model (Table 3). The
Cronbach’s alpha and McDonald’s omega of the five ex-
tracted factors were acceptable (0.7<). Also, as shown in
Table 2, the AIC was between 0.346 and 0.626 for all the
factors, which is considered good [26].
Fig. 1 The scree plot of the extracted factors
Discussion
Validity and reliability are usually the key quality indica-
tors of measurement instruments. In simple words, val-
idity indicates the rigor and accuracy of a tool and
reliability shows its stability [27]. The present study was
conducted to assess the validity, reliability and factor
structure of the Persian version of PEMS and present a
reliable tool in Persian language that is compatible with
the culture and work conditions in Iran’s healthcare sys-
tem. PEMS is specifically designed for midwives and has
been developed according to the views of midwives
about what empowerment is for them and is thus a use-
ful tool for assessing midwives’ perception of their own
performance and work environment. All the items of the
questionnaire were translated in a simple, clear and rele-
vant manner and the Persian version obtained acceptable
face and content validities.
According to the results of the exploratory factor ana-

lysis, the 17 items of the questionnaire were placed
under five factors based on the factors extracted, includ-
ing Eigenvalue, cumulative variance, the variance of each
factor and the scree plot assessment. Since, in the nam-
ing process, the most emphasis has to be on the three or
four variables with the highest loading, five factors were
accordingly named. Meanwhile, one cannot expect that
all the variables loaded onto one factor be conceptually
consistent or that the name chosen for one factor reflect
the meaning of all the items exactly [28]. These five fac-
tors were named as follows: “Effective management”
(four item), “professional practice” (four items), “author-
ity” (three items), “advocacy” (three items) and “profes-
sional informant” (three items).
The confirmatory factor analysis was conducted to as-

sess the structure of the final model of the tool with the



Table 2 The exploratory factors extracted from the PEMS

Factor Qn. Item Factor
loading

h2 %Variance Eigenvalue Internal consistency Mean
SD

Effective
management

8. I do not have a supportive manager 0.899 0.809 16.54 2.818 α (CI95%): 0.870
(0.848 to 0.890)
Ω: 0.873
AIC: .0.626

3.16
0.89

1. I have the back-up of my manager 0.862 0.712

5. I am valued by my manager 0.830 0.752

6. I am not recognized for my contribution to the care of
birthing women by my manager

0.757 0.616

Professional
Practice

15. I am accountable for my practice 0.779 0.560 9.97 1.695 α (CI95%): 0.709
(0.658 to 0.754)
Ω: 0.719
AIC: 0.384

4.36
0.43

17. I have control over my practice 0.756 0.630

3. I am involved in midwife-led practice 0.719 0.572

4. I do not have the skills required to carry out my role 0.699 0.557

Authority 21. I am not listened to by members of the
multidisciplinary team

0.779 0.611 8.97 1.525 α (CI95%): 0.719
(0.715 to 0.721)
Ω: 0.728
AIC: 0.365

3.1
0.73

20. I have autonomy in my practice 0.745 0.550

19. I do not have access to adequate resources for staff
education and training

0.603 0.425

Advocacy 2. I am an advocate for birthing women 0.863 0.659 10.11 1.720 α (CI95%): 0.736
(0.702 to 0.738)
Ω: 0.740
AIC: 0.346

3.61
0.66

13. I am able to say no when I judge it to be necessary 0.697 0.590

12. I have support from my colleagues 0.489 0.365

Professional
informant

10. I am not informed about changes in my organization
that will affect my practice

0.846 0.670 7.48 1.272 α (CI95%): 0.736
(0.732 to 0.741)
Ω: 0.745
AIC: 0.380

3.46
0.71

14. I do not know what my scope of practice is 0.552 0.514

16. I am recognized as a professional by the medical
profession

0.502 0.520
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five extracted factors. In general, indicators used for
assessing a model fit are divided into three general
groups, including absolute fit, comparative fit and parsi-
monious fit, and it would be best to report at least one
indicator from each group [29]. In the present study,
RMSEA =0.039, CMIN/DF = 1/581 and IFI =0.959,
which indicate an acceptable fit. The original version
had confirmed three factors with six items in each [13],
and this inconsistency in the number of factors and type
of items in each factor could be attributed to the cultural
differences, different work conditions and respondents’
varying perceptions of the questionnaire items. In a
study conducted in New Zealand to determine the valid-
ity of PEMS, the exploratory factor analysis produced
four factors, including autonomy and empowerment (4
items), manager support, professional support, skills and
resources (5 items each), and items 10, 13 and 15 were
excluded [17].
The scoring in the original version of the scale was in

such a way that the mean score in each factor varied
from 1 to 5 points. In the present study, the reverse
order was used for scoring the items in order to simplify
the perception and interpretation of the scores; that is,
the mean scores indicate very low, low, moderate, high
and very high perceptions of empowerment as we move
from 1 to 5 points. In the original version of PEMS, the
total score of the scale is calculated as the sum of the
scores of the three factors, and the lowest possible score
is 3 and the highest 15, and 9 is the median score. In the
present study, following the scoring method used in the
original version of PEMS, the mean total score was cal-
culated as the sum of the scores in the five factors. The
lowest possible score was 5 and the highest 25, and 15
was defined as the median. The total score was divided
as follows: Scores 21–25 indicated a very high percep-
tion of empowerment in the midwives, 16–20 indicated
a high perception, 15 moderate, 11–14 low and 5–10
very low perception of empowerment.
Accordingly, based on the present findings, the percep-

tion of empowerment is high in 76.8% of midwives and
poor and very poor in 17.4%. The mean score obtained in
the four factors was in the moderate range in the present
study (mean effective management score = 3.16 (0.87),
mean authority score = 3.1 (0.73), mean advocacy score =
3.61 (0.66) and mean professional informant score = 3.46
(0.71)), but the mean scores obtained for “professional
practice” were 4.36(0.43), which show high perceived em-
powerment. The mean overall score obtained was 17.71
(2.05), confirming the high perception of empowerment
among Iranian midwives in the study.



Fig. 2 The final structure of the model of the Perception of Empowerment in Midwifery Scale among Iranians

Table 3 The fit model indices of CFA of PEMS

Indicesa

Model
χ2 df P value CMIN/DF RMSEA PCFI PNFI IFI CFI AGFI GFI

Original scale
(3 factors)

398.661 132 < .001 3.020 0.073 0.714 0.660 0.830 0.827

Modified model
(5 factors)

172.383 109 < .001 1.581 .039 0.768 0.718 0.959 0.958 0.931 0.951

aAcceptable values are as follows: > 0.5 for PNFI, PCFI, AGFI; > 0.9 for CFI and IFI; > 0.08 for RMSEA; and > 0.5 for CMIN/DF
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Since the number of factors obtained and the items re-
lated to each factor are different in the present study
than the other studies, and since five items were elimi-
nated, the results cannot be compared with those of the
other studies. Nonetheless, according to the mean score
of the items in the three factors obtained in Ozturk’s
study [16], there are similarities between Turkey and
Iran, since the midwives in both countries had a moder-
ate perception of empowerment in the “support and
management” (Turkey: 3.42 ± 0.57 and Iran: 3.51 ± 0.54)
and “resource” (Turkey 3.30 ± 0.51 and Iran: 3.70 ± 0.47)
factors and a high perception of the “skill” factor
(Turkey: 4.05 ± 0.91 and Iran: 4.10 ± 0.44). Meanwhile,
based on the results of the study conducted by Lukasse
& Pajalic in Norwegian midwives in three factors [14],
the mean scores obtained for the “autonomous profes-
sional role” (4.00 ± 0.47) and “equipped for practice”
(4.50 ± 0.46) factors were high, while the corresponding
mean scores obtained by Iranian midwives were moder-
ate (3.82 ± 0.41 and 3.83 ± 0.54, respectively). This differ-
ence could be due to the differences in the health and
education systems and health policy-making between
the countries.
Conclusion
Based on the results obtained, the Persian version of
PEMS was found to have an acceptable validity and reli-
ability in the study population with the finalized factors
and items. The small number of items in this scale
makes it easier to use and it also does not require much
time to be completed. Moreover, given the importance
of the role of midwifery education institutions and man-
agers in the empowerment of midwives, this scale can be
more extensively used to understand the adequacy of
these two factors.
Abbreviations
PEMS: Empowerment in midwifery scale; AIC: Average interitem correlation;
ICM : International confederation of midwives; CVR: Content validity ratio;
CVI: Content validity index;; KMO: Kaiser-meyer-olkin; MLE: Maximum-
likelihood exploratory; GFI: Goodness of fit index; RMSEA: Root mean square
error of approximation; CMIN/DF: Chi-square mean/degree of freedom;
IFI: Incremental fit index
Acknowledgements
We wish to express our gratitude to the student research committee and
the research and technology deputy of Shahid Beheshti University of
Medical Sciences. We would also like to thank Anne Matthews, the designer
of the original version of the scale, and also all the midwives who helped
carry out this study.
Authors’ contributions
MH, NK, Go and SH contributed to the design of the study, analysis and
preparation of the paper. NK and HSh re-analysis and revised the manuscript.
SB and TMG participated in the preparation of the information and data col-
lection. All the authors read and approved the final manuscript.
Funding
Financial support was provided for sampling by the student research
committee and the research and technology deputy of Shahid Beheshti
University of Medical.

Availability of data and materials
The datasets used during the present study can be accessed from the
corresponding author on reasonable request.

Ethics approval and consent to participate
The present article is the result of a project approved by the research council
of the student research committee of Shahid Beheshti University of Medical
Sciences with the registration number 1397/ 68641 and the code of ethics
IR.SBMU.RETECH.REC.1397.894. In this study, since data were collected online,
online written consent forms were signed by the participants. A text
message containing the link to a questionnaire was sent to the members of
the midwifery professional network and they were asked to answer the
questionnaire items if they consented to participate in the study.

Consent for publication
Not applicable.

Competing interests
There are no competing interests in this article.

Author details
1Student Research Committee, Department of Midwifery and Reproductive
Health, School of Nursing and Midwifery, Shahid Beheshti University of
Medical Sciences, Tehran, Iran. 2Midwifery and Reproductive Health Research
Center, Department of Midwifery and Reproductive Health, School of
Nursing and Midwifery, Shahid Beheshti University of Medical Sciences, Vali-e
Asr Ave., Niayesh Intersection, Niayesh Complex, Tehran Postal Code:
1985717443, Iran. 3School of Nursing and Midwifery Amol, Mazandaran
University of Medical Sciences, Sari, Iran.

Received: 10 August 2019 Accepted: 14 May 2020

References
1. Renfrew MJ, McFadden A, Bastos MH, et al. Midwifery and quality care:

findings from a new evidence-informed framework for maternal and
newborn care. Lancet. 2014;384(9948):1129–45.

2. Sullivan K, Lock L, Homer CS. Factors that contribute to midwives staying in
midwifery: a study in one area health service in New South Wales, Australia.
Midwifery. 2011;27(3):331–5.

3. Fahy K. Reflecting on practice to theorise empowerment for women: using
Foucault’s concepts. Aust J Midwifery. 2002;15(1):5–13.

4. Kirkham M. The culture of midwifery in the National Health Service in
England. J Adv Nurs. 1999;30(3):732–9.

5. Kennedy S, Hardiker N, Staniland K. Empowerment an essential ingredient
in the clinical environment: a review of the literature. Nurse Educ Today.
2015;35(3):487–92.

6. Lawler E. Totalquality management & employee envolvement: are they
compatible. Acad Manage Exec. 1994;8(1):68–76.

7. Goedhart NS, Van Oostveen CJ, Vermeulen H. The effect of structural
empowerment of nurses on quality outcomes in hospitals: a scoping
review. J Nurs Manag. 2017;25(3):194–206.

8. Cicolini G, Comparcini D, Simonetti V. Workplace empowerment and nurses’
job satisfaction: a systematic literature review. J Nurs Manag. 2014;22(7):
855–71.

9. Manojlovich M. Power and empowerment in nursing: looking backward to
inform the future. Online J Issues Nurs. 2007;12(1):2.

10. International Confederation of Midwives, 2011. International Definition of a
Midwife. Retrieved from: http://www.internationalmidwives.org/who-we-are/
policy-and-practice/icm-international definitionof-the-midwife/.

11. Matthews A, Scott P, Gallagher P, Corbally MA. An exploratory study of the
conditions important in facilitating the empowerment of midwives.
Midwifery. 2006;22(2):181–91.

12. Hadjigeorgiou E, Coxon K. In Cyprus,'midwifery is dying … ' A qualitative
exploration of midwives' perceptions of their role as advocates for normal
childbirth. Midwifery. 2014;30:983–90.

http://www.internationalmidwives.org/who-we-are/policy-and-practice/icm-international%20definitionof-the-midwife/
http://www.internationalmidwives.org/who-we-are/policy-and-practice/icm-international%20definitionof-the-midwife/


Hajiesmaello et al. BMC Health Services Research          (2020) 20:466 Page 9 of 9
13. Matthews A, Scott A, Gallagher P. The development and psychometric
evaluation of the perceptions of empowerment in midwifery scale.
Midwifery. 2009;25:327–35.

14. Lukasse M, Pajalic Z. Norwegian midwives' perceptions of empowerment.
Sex Reprod Health C 2016;7, 58–64. doi: 10.1016/j.

15. Miguel C , Henriques G. Validation of perceptions of empowerment in
midwifery scale (PEMS) in the Portuguese population. Medwave . 2012;12(9),
e5532 doi: 10.5867.

16. ÖZTÜRK DM, SAYINER FD, Adem BAYAR. Turkish adaptation of perceptions
of empowerment in midwifery scale: validity and reliability study.
Gümüşhane Univ J Health Sci. 2018;7(1):28–34.

17. Pallant J F, Dixon L , Sidebotham M, Fenwick J. Further validation of the
perceptions of empowerment in midwifery scale. midw.2015;05.008i.http://
dx.doi.org/10.1016/j.

18. Pazandeh F, Potrata B, Huss R, et al. Women’s experiences of routine care
during labour and childbirth and the influence of medicalisation: a
qualitative study from Iran. Midwifery. 2017;53:63–70.

19. Bahadoran P, Alizadeh S, Valiani M. Exploring the role of midwives in health
care system in Iran and the world. Iran J Nurs Midwifery Res. 2009;4:117–22.

20. Pazandeh F, Huss R, Hirst J, et al. An evaluation of the quality of care for
women with low risk pregnanacy: The use of evidence-based practice
during labour and child birth in four public hospitals in Tehran. Midwifery.
2015;07.003i . http://dx.doi.org/10.1016/j.

21. Azami-Aghdash S, Ghojazadeh M, Dehdilani N, Mohammadi M. Prevalence
and causes of cesarean section in Iran: systematic review and meta-analysis.
Iran J Public Health. 2014;4:545–55.

22. Çokluk Ö, Koçak D. Using Horn’s parallel analysis method in exploratory
factor analysis for determining the number of factors. Kuram ve
Uygulamada Egitim Bilimleri. 2013;16(2):537–52. https://doi.org/10.12738/
estp.2016.2.0328.

23. Lawshe CH. A quantitative approach to content validity. Pers Psychol. 1975;
28(4):563–75.

24. Colin A, Andrew J S. Critical values for Lawshe’s content validity ratio. Meas
Eval Couns Dev. 2013;47(1):79–86.

25. Polit DF, Beck CT. The content validity index: are you sure you know what's
being reported? Critique and recommendations. Res Nurs Health. 2006;
29(5):489–97.

26. Sharif Nia H, Goudarzian AH, Shahrokhi A, Boyle C, Wilson MS,
Hosseinigolafshani SZ. Psychometric properties of end-of-life caregiving
experience appraisal scale: Iranian critical care nurses. Nurs Crit Care. 2019;
24(3):1–7.

27. Fink A. How to Design Surveys. In: Book 5 in The Survey Kit Series: Sage;
1995. –London.

28. Kellar SP, Kelvin EA. Munro's statistical methods for health care research.
Philadelphia: Lippincott Williams & Wilkins; 2012.

29. Meyers LS, Gamst G, Guarino AJ. Applied multivariate research: design and
interpration. Los Angeles: SAGE publications; 2012.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

https://doi.org/10.12738/estp.2016.2.0328
https://doi.org/10.12738/estp.2016.2.0328

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Results
	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

