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Quality of Life in High-Risk Pregnancies:
A Scale Development Study

Glleser Ada, PhD; Nazli Unli Bidik, PhD; Kevser ilcioglu, PhD

Background and Objectives: The care process is crucial in improving quality of life and providing comfort during a
high-risk pregnancy. This study aims to develop a “Quality of Life Scale in High-Risk Pregnancies” in order to identify
the areas most affecting the quality of life of these women and to guide steps for improving their quality of life.
Methods: This methodological study, a scale development study, was conducted in 3 stages. First, a draft scale was
created with a 5-point Likert-type item pool consisting of 22 items, prepared in line with the literature. The items
were then sent to 11 experts in the field for evaluation of their semantics and content. Following their feedback, 1
item was removed, and the scale items were finalized. After conducting factor and reliability analyses, with data
from 210 pregnant women diagnosed with high-risk pregnancies, the scale was refined to 16 items. Data were
collected face-to-face through a questionnaire developed by the researchers. Results: A total of 210 women with
high-risk pregnancies, with a mean age of 29.41 + 5.18 years, participated in the study. One item was excluded from
the analysis based on expert opinion, and 5 items were removed during factor analysis because they overlapped,
fell outside the theoretical dimensions, and had factor loadings below 0.30. The developed scale was determined to
consist of 16 items and 3 sub-dimensions. The Cronbach's alpha internal reliability coefficient for the scale was 0.860,
and the reliability coefficients for the sub-dimensions ranged from 0.817 to 0.844, indicating relatively high reliability.
Conclusion: This study demonstrates that the Quality of Life Scale in High-Risk Pregnancies is a valid and reliable
measurement tool. This scale, which can assist healthcare professionals in assessing the quality of life in high-risk

pregnancies, can also be adapted to different cultures.
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regnancy is a joyful, exciting, and uncertain period

for women and their families.’2 If an obstetric
complication that threatens the life of the woman or
fetus unexpectedly occurs during this period, the preg-
nancy is considered “high-risk.”3 For a woman diag-
nosed with a high-risk pregnancy and her family, this
process becomes critical and concerning.4 The woman
may be negatively affected physically, psychologically,
socially, and economically during this process.5 In
high-risk pregnancies with a high likelihood of mater
nal-neonatal death and disability, detecting risks at the
earliest stage and providing appropriate healthcare
services are crucial for the healthy continuation of both
the pregnancy and the post-pregnancy period.6
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Women with high-risk pregnancies are at an
increased risk of depression and stress due to various
factors, such as frequent antenatal follow-ups, hospi-
talization, intensive care needs, and separation from
family.67 In addition, they are likely to experience emo-
tions such as fear, anxiety, restlessness, and anger,
which can negatively affect their mood.389 During this
period, it is crucial to adopt woman-centered care, col-
laborate with health professionals, women, and their
families in the treatment process, and make joint deci-
sions.1.10

The World Health Organization (WHO) defines the
quality of life as “the individual’s perception of his or
her position in life in the context of the culture and
value systems in which he or she lives, and in rela-
tion to his or her goals, expectations, standards, and
concerns.”" The physical and psychological changes
brought about by pregnancy are likely to positively or
negatively affect a woman's perceptions of her posi-
tion in life.® Pregnancy-specific diseases and disorders,
such as gestational diabetes mellitus, hypertensive
disorders, hyperemesis gravidarum, epigastric pain,
and lumbopelvic pain®12'5 can continue to negatively
affect women during the delivery and postpartum peri-
ods, further reducing their quality of life by introducing
additional risks.’® In addition to health problems, life-
style changes and pharmacological treatments during
pregnancy can also negatively affect women's quality
of life.51377 Furthermore, sexuality during pregnancy
is often limited due to sexual prejudices, such as the
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Figure. First level multifactor model confirmatory factor analysis of quality of life scale in risky pregnancies.

belief that it is dangerous and morally inappropriate.’
This negatively impacts women's quality of life con-
cerning sexuality during pregnancy.'®

The care process is crucial in improving the qual-
ity of life and providing comfort in high-risk pregnan-
cies. Providing comfort is an essential component of
quality care. According to Kolcaba's Comfort Theory,
comfort is addressed through physical, environmen-
tal, psychospiritual, and sociocultural dimensions.20 |t
is expected that evaluating the specified dimensions

and providing care services accordingly will increase
individuals' quality of life and comfort.

In a study examining the relationship between
health problems during pregnancy and quality of life,
it was found that pregnancy brings many challenges,
including psychological issues, that negatively affect
quality of life. Further studies were recommended to
measure quality of life more accurately.2! A system-
atic review also noted the need for a specific scale to
measure the quality of life of women with different
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conditions during pregnancy and the postpartum
period.22

Although the validity of instruments measuring
the quality of life has been tested in previous stud-
ies, no instrument specifically designed to measure
the quality of life of women during pregnancy and
the postpartum period has been found. Therefore,
there is a need for a scale that evaluates the qual-
ity of life of women during the high-risk pregnancy
process. It is believed that developing a quality of
life scale for high-risk pregnancies, in line with the
comfort theory, will help identify the areas where
women'’s quality of life is most affected and guide
efforts to improve it.

Psychological, functional and social factors are
important components that affect the quality of life.23
The developed scale focuses on physical and psycho-
logical difficulties experienced during the risky preg-
nancy process as well as social support and commu-
nication problems. The scale items are grouped under
the relevant factors and have the ability to measure
and evaluate the physical, psychological, social, and
communication quality of risky pregnant women.

This study aims to develop a scale with tested valid-
ity and reliability to assess the quality of life specific to
high-risk pregnancies.

METHODS

Study design
This study is a methodological type of study.

Study procedure. The methodological study was
conducted in 3 stages.

Phase 1: Evaluation of the content clarity and
validity (item generation and selection). The scale
was developed following the stages determined by
DeVellis (2021).24 Accordingly, as a first step, the
characteristics of the concept to be measured were
determined with the help of field experts and litera-
ture sources. Then, a draft form of 22 items, using
a b-point Likert scale, was prepared. The first draft
of the scale was sent to 11 experts, including mid-
wifery and nursing academics with expertise in scale
development, for semantic and content evaluation.
The experts were asked to evaluate the degree of
measurement of each item on the scale (1: should
be removed, 2: appropriate but should be corrected,
or 3: appropriate) on a 1 to 3 point scale. At the end
of the evaluations, items regarding language and
expression were revised. In the statistical analysis,
one item was removed, reducing the total number of
items to 21. Expert opinions were evaluated by Ken-
dall's W concordance analysis (number of experts: 11,
Kendall's W: 0.247, P > .05).

The items, as determined by expert opinion, were
applied to 10 women diagnosed with high-risk preg-
nancies, and the women were asked to mark the
items they had difficulty understanding. Since no edits
were made during this trial study, the number of items
was not changed.
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Phase 2: Selection of the population and sam-
ple for the implementation of the draft scale. Data
were collected at Bartin Maternity and Children’s
Hospital, Obstetrics and Gynecology Department,
between 13.10.2022 and 20.01.2023, using the face-
to-face interview technique in 20 to 25 minutes.

Pregnant women who came to the hospital for
follow-up were invited to the study by the principal
investigator while waiting in line for the doctor’s exami-
nation. One-on-one interviews were started with preg-
nant women who met the research criteria and agreed
to participate in the study at a convenient time in an
empty room of the outpatient clinic. The purpose of
the study was first explained to the pregnant women,
informed consent signatures were obtained and the
interview was continued with research questions.
There are different opinions in the literature regarding
scale adaptation studies.s One of the most widely
accepted methods is to calculate the sample size by
taking at least 5 or 10 times the number of items in the
scale (Tavsancil, 2023; Ozdemir & Buzlu, 2020). In this
study, the sample consisted of 210 participants, which
is 10 times the number of items in the 21-item scale.
The inclusion criteria were women over the age of 18
with a diagnosis of high-risk pregnancy, while women
who did not voluntarily participate in the study were
excluded. In addition, the data of 19 pregnant women
whose interviews were interrupted for any reason (the
pregnant woman's turn to be examined, the pregnant
woman not feeling well, the arrival of a third person in
the room, etc) were not included in the study.

Phase 3: Scale construct validity and reliability (item
reduction and investigation of factor structure).

Evaluation of the items

The most crucial step after creating the item pool is
the evaluation of these items. At this stage, the items
included in the scale are expected to correlate highly
with each other.26 Exploratory and confirmatory fac-
tor analyses were conducted for the scale’s construct
validity, and Cronbach's alpha internal consistency anal-
ysis was conducted for reliability.

Construct validity: Factor analysis can be used to
find clues about the construct validity of the scale. The
KaiserMeyer-Olkin (KMO) Sample Suitability Test and
Bartlett's Sphericity Test, showing the correlation of
the items with each other, were performed to deter
mine the suitability of the data for factor analysis. After
determining suitability, Exploratory Factor Analysis and
Confirmatory Factor Analysis were conducted using
Varimax rotation methods to test construct validity.

Reliability analysis: Cronbach’s alpha reliability
coefficient was calculated to assess the scale's inter
nal consistency.

Data analysis

The data obtained were analyzed using SPSS (Statisti-
cal Package for Social Sciences) for Windows 25.0 and
AMOS 24 software.2728 Reliability analysis tests whether
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Table 1. Distribution of Participants in the Study According to Their Obstetric Characteristics

Variables n %
Number of pregnancies 1 69 329
2 63 300
3 and above 78 372
Risky pregnancy diagnosis Hypertension 60 28.6
Gestational diabetes mellitus 49 233
Threat of premature birth 13 6.2
Abortion 37 17.6
Over 35 years old 20 95
Other @ 29 14.9
Last type of birth | did not give birth 89 424
Vaginal birth 7 33.8
Cesarean section 50 238
Feeling ready for motherhood Yes 108 51.4
No 25 1.9
Partially 77 36.7

aMultiple pregnancy (8), consanguineous marriage (2), vulvar and vaginal candidiasis (1), Rh incompatibility (8), cervical insufficiency (5), oligohydramnios (2), hyperemesis gravidarum

(1), intrauterine growth retardation (3).

the items in the scale are consistent with each other and
whether all items measure the same subject.2? For the
tests and results to be reliable, the measurements must
be reliable. In addition, exploratory factor analysis and
confirmatory analysis were performed to determine the
scale’s construct validity. The discriminative power of the
items was examined with 27 % sub-item analysis. The fol-
lowing fit indices were used: Comparative Fit Index (0.90
< CFI £0.95), Goodness of Fit Index (0.90 < GFI < 0.95),
Incremental Fit Index (0.90 < IFl < 0.95), Standardized
Root Mean Square Residual (0.05 < SRMR < 0.10), Root
Mean Square Error of Approximation (0.05 < RMSEA
< 0.08), and 0 < x?/df < 3.2630 |nternal consistency was
determined using Cronbach's alpha for the subscales,
and the overall scale, a > .88, was considered accept-
able. Descriptive statistical analyses (number, percent-
age, mean, and standard deviation) were used to obtain
data in line with the sociodemographic and obstetric
variables included in the descriptive information form for
high-risk pregnancies. pF < 0.05 was accepted as a sta-
tistical significance value.

Ethical aspects of the research

Approval (decision dated 12.05.2022 and numbered
E-23688910-050.01.04-2200045899) was  obtained
from the Bartin University Social and Human Sciences
Ethics Committee to conduct the study within the
framework of ethical principles. Participants also pro-
vided informed consent before filling out the question-
naire. They were informed about their anonymity, their
right to withdraw, and the voluntary nature of the study.

RESULTS

The study sample consisted of 210 pregnant women
who met the inclusion criteria. The mean age of the

participants was 29.41 = 5.18 years, the mean gesta-
tional week was 23.50 + 6.81, and the mean duration
of marriage was 65.96 + 50.16 months. The distribu-
tion of women according to obstetric characteristics is
shown inTable 1.

Validity and reliability analysis of the scale

Construct validity. In our study, the KaiserMey-
er-Olkin (KMO) value was 0.842. In line with this find-
ing, it was concluded that the sample size and items
were sufficient for factor analysis. In addition, when
the results of the Bartlett Sphericity test were ana-
lyzed, the chi-square value obtained was significant
(x2(120) = 1513.549; P < .01). Accordingly, we accepted
the proposition that the data followed a multivariate
normal distribution.

Exploratory factor analysis (EFA). \We conducted
exploratory factor analysis was conducted using
Principal Components Analysis and Varimax rotation
methods to examine the scale's factor structure. As
a result of the exploratory factor analysis, the com-
patibility between the revealed factors and the theo-
retical structure was investigated for suitability of the
dimensions. In addition, the number of dimensions
was examined by evaluating the eigenvalues and the
contribution of each factor to the explained variance
ratio. The researcher examined whether the items
could be named as factors, the adequacy of the eigen-
values, and the explained variance ratios, ultimately
concluding that the structure was appropriate. As a
result of the analysis, when the factor pattern was
examined for all items, it was determined that the
scale showed a 3-dimensional ideal distribution. There-
fore, the scale was accepted as 3 dimensions, and the
factor pattern was acceptable. As a result of the fac-
tor analysis, items that were outside the theoretical
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dimensions and had factor loadings below 0.30 were
removed (M1, M6, M11, M16, M21). According to the
exploratory factor analysis results, the developed scale
explains 59.81% of the total variability. In addition, the
first factor explains 22.10%, the second factor explains
19.38%, and the third factor explains 18.33% of the
total variability (Table 2).

Confirmatory factor analysis. According to the
confirmatory factor analysis in Table 3, it was deter
mined that the structural equation modeling results for
the scale were significant at the level of P =.000 and
were related to the 16 items and 3-factor scale struc-
ture. Improvements were made to the model, includ-
ing the allowing for covariance between the errors
with high Ml values (e3-e4; e4-eb).

According to the results of the first-level multifac-
tor analysis, the goodness of fit indices of the Qual-
ity of Life Scale in High-Risk Pregnancies showed an
acceptable fit with RMSEA = 0.071, AGFl =0.861,
and GFl = 0.899, and an excellent fit with 2 (Cmin/
pdf) = 2.039. As a result, it was determined that the
scale's construct validity was maximized (Figure).

Reliability studies. \When the results were ana-
lyzed, it was found that the Cronbach’s alpha for the
Quality of Life Scale in High-Risk Pregnancies was
0.860, indicating that it is a highly reliable scale. In
addition, sub-dimension reliabilities were found to be
in the range of 0.817 to 0.844 (Table 4). Reliability anal-
ysis was performed with the split-half method, and
the correlation between the 2 halves was calculated
as 0.836. The Spearman-Brown coefficient was 0.910,
and the Guttman split-half coefficient was 0.910, con-
firming that the scale was reliable.

Table 5 shows the independent group t-test results
and item-total correlation, showing the discrimination
power of all items. The minimum value required for the
item-total test correlation to be considered sufficient is
0.30. Items with item correlations below 0.30 should
not be included in the analysis. The item-total test cor
relation values of the participants’ answers to the scale
questions were examined, and it was determined that
no items had a correlation below 0.30. The item-total
test correlation values of all items vary between 0.397
and 0.836. As seen in the item-total test correlation
table, all items were found to be correlated with each
other. To determine the discrimination of the items on
the scale, the raw scores obtained from the scale were
ranked from highest to lowest, and the mean scores
of the groups in the lower 27% and upper 27% were
compared with the independent group t-test. As a
result of the comparison, it was seen that there was a
statistically significant difference between the means
of the lower and upper group item scores. From this
point of view, it can be concluded that the scale is dis-
tinctive in measuring the desired qualities.

Evaluation of the scale. Each item of the scale
developed to determine the quality of life of women
with high-risk pregnancies consists of 16 items, each
graded on a 5-point Likert scale from 1 to 5: (1) strongly
disagree, (2) partly disagree, (3) partly agree, (4) agree,
and (b) strongly agree.

www.gmhcjournal.com

Table 2. Explanatory Factor Analysis Results
Regarding the Quality of Life Scale in Risky

Pregnancies

Scale ltems

Factors

Factor 1 Factor 2 Factor 3

My sleep pattern was
disrupted because | had a
high-risk pregnancy.

My responsibilities have
increased due to my high-
risk pregnancy.

| feel worn out and
exhausted during my
pregnancy.

| can't spare time to think
about the course of my
pregnancy.

| hesitate to travel because
of my high-risk pregnancy.
When | see a healthy
pregnant woman, | feel sad
thinking about why | didn’t
have a normal pregnancy.
The risk of my pregnancy
negatively affects my sexual
life.

After the diagnosis of high-
risk pregnancy, my wife does
not show interest in me.
Our marital harmony was
disrupted due to my high-risk
pregnancy.

My relatives (spouse, par-
ents, siblings, mother-in-law,
father-in-law, etc) do not
support me during the risky
pregnancy process.

| cannot get sufficient
information from the doctor/
healthcare professionals
regarding the risky situation
in my pregnancy.

| don't want to get pregnant
again.

| think the reason for my
high-risk pregnancy is a
mistake | made before.

I'm rebelling because I'm
having a high-risk pregnancy.

| feel guilty for having a
high-risk pregnancy.

| think my next pregnancy
may also be risky.

Self-value

Explained variance

0.810

0.802

0.730

0.668

0.645

0.590

0.561

0.864

0.848

0.819

0.690

0.497

0.846

0.833

0.821

0.553

5401 2458 1711
22097 19380 18333

KMO = 0.842; (120 = 1513.549; Bartlett Test of Sphericity (p) = 0.000

Total explained variance = 59 810
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Table 3. Findings Regarding Confirmatory Factor Analysis

Index Perfect Fit Criterion Criteria for Acceptable Fit After Modification
X/SD 0<y2/df <3 3<y2/df<b 2.039
RMSEA 0.00 < RMSEA < 0.05 0.05 < RMSEA <0.08 0.071
SRMR 0.00 < SRMR < 0.05 0.05< SRMR < 0.08 0.069
CFl 0.95<CFI<1.00 0.85<CFI<0.95 0.929
NFI 0.95<NFI<1.00 0.80 <NFI<0.95 0.871
IFI 0.95<IF<1.00 0.80<IFI<0.95 0.930
U 0.95<TLI<1.00 0.80<TLI<0.95 0.913
GFI 0.90 < GFI < 1.00 0.80 <GFI <0.90 0.899
AGFI 0.95<AGFI <1.00 0.80 < AGFI <0.95 0.861

The minimum score on the scale is 16, and the max-
imum score is 80. The total score obtained from the
scale indicates that the quality of life of high-risk preg-
nancies is relatively low. The scale is applied to preg-
nant women diagnosed with high-risk pregnancies.

DISCUSSION

Determining the quality of life in high-risk pregnancies
is important for improving maternal and fetal health,
enabling early diagnosis and treatment, planning pre-
natal care, preventing obstetric complications, enhanc-
ing quality of life, and monitoring the effectiveness
of interventions.332 However, the quality of life scale
specific to pregnant women is lacking in the literature,
making it difficult to quickly and affordably assess the
quality of life in women with high-risk pregnancies and
to identify their prenatal care needs.3:33 The present
results show that the scale’s psychometric properties
are satisfactory and support its use.

The analytic methods used in this study were care-
fully selected to ensure the validity and reliability of the
developed scale. Factor analysis was used to confirm
the structure of the scale and Cronbach’s alpha coef-
ficient was calculated to assess internal consistency
and item compatibility. These analyses were preferred
to show whether the scale has a statistically robust
structure. A valid and reliable scale plays a critical

Table 4. Quality of Life Scale in Risky Pregnancies
Reliability Analysis

Scale and

Sub-Dimensions Number of Items  Cronbach Alpha
Quality of Life in risky preg- 16 0.860
nancies

Factor 1: Physical challenges 7 0.844
Factor 2: Social support and 5 0.816
communication problems

Factor 3: Psychological 4 0.817
challenges

role in the process of improving the quality of life of
women with high-risk pregnancies. This scale will
provide health professionals with an objective assess-
ment tool to measure women's quality of life in a
holistic way and help them identify the areas in which
they need more support. By systematically assessing
factors affecting quality of life, such as physical dis-
comfort, emotional distress, lack of social support,
and functional limitations, the scale will enable more
targeted planning of health services. Furthermore, the
integration of a validated quality of life scale into clin-
ical practice will enable early identification of physical
or psychological distress experienced by women, ena-
bling individualized care processes. This scale will be
an important resource not only in clinical assessments
but also in research, enabling comparisons between
different populations and evaluating the effectiveness
of interventions to improve quality of life in high-risk
pregnancies. Therefore, the quality of life scale for
high-risk pregnancies has the potential to fill the gap
in the literature. This research is discussed under the
headings of validity and reliability.

Validity
In scale development studies, the literature is reviewed
in detail, and an item pool is created through qualitative
interviews. After the creation of the item pool, content
validity is assessed.343% For content validity, experts’
opinions are consulted, and techniques such as those
of Lawshe, Davis, and others are frequently used to
gather feedback.3637 In this study, expert opinions were
obtained using the Lawshe technique. Eleven experts
evaluated the content validity of the adapted HRPW-
QoL Scale, and according to the content validity cal-
culation method, the Kendall Coefficient of Agree-
ment analysis was found to be significant. This finding
shows that the experts were generally in agreement
on the scale items and that the developed scale was
valid in terms of content.38

Construct validity refers to the degree to which the
developed scales can accurately measure the con-
struct and is an important type of validity.3® The con-
struct validity of the developed scale was examined
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Table 5. Item Analysis Results for the Items of the Quality of Life Scale in Risky Pregnancies

AlphaValue When

t (aUpper-Lower PValue (:Up-

Items Group Mean SS r Item Is Deleted 27%) per-Lower 27%)

Factor 1

[tem7 Top 411 0.56 0.519 0.836 10,798 .0000
Lower 2.61 0.88

[tem8 Top 4.09 0.47 0.674 0.812 12,463 .0000
Lower 2.46 0.87

[tem9 Top 423 0.54 0.669 0.814 11,705 .0000
Lower 2.75 0.79

[tem10 Top 430 0.46 0.645 0.817 11,403 .0000
Lower 2.86 0.83

[tem12 Top 423 0.54 0.669 0.813 11,626 .0000
Lower 2.77 0.78

[tem13 Top 3.98 0.67 0.612 0.821 11,030 .0000
Lower 2.46 0.80

[tem15 Top 4.09 0.76 0.488 0.848 12,686 .0000
Lower 2.23 0.80

Factor 2

[tem14 Top 3.67 0.85 0.397 0.846 11,988 .0000
Lower 1.75 0.85

[tem17 Top 337 0.86 0.732 0.742 19,035 .0000
Lower 1.09 0.29

[tem18 Top 3.49 0.76 0.743 0.739 21,056 .0000
Lower 112 0.38

[tem19 Top 339 0.90 0.687 0.756 18,350 .0000
Lower 1.09 0.29

[tem20 Top 3.04 0.94 0.515 0.806 13,544 .0000
Lower 1.18 0.43

Factor 3

[tem?2 Top 412 0.38 0.429 0.852 9693 .0000
Lower 2.84 0.92

[tem3 Top 3.98 0.52 0.701 0.739 15,975 .0000
Lower 1.93 0.82

[tem4 Top 4.05 0.40 0.720 0.728 25,614 .0000
Lower 1.53 0.63

[temb Top 391 0.66 0.716 0.730 17,311 .0000
Lower 1.68 0.71

n=210

a1 =n2=57

r = item total score correlation
bSignificant values for P <.05.

through factor analysis. To conduct factor analysis,
the sample size should be sufficient to ensure corre-
lation reliability. Whether this adequacy is achieved
is evaluated using the KaiserMeyer-Olkin (KMO) and
Bartlett tests. The KMO test result ranges between 0
and 1, with values closer to 1 being desirable. For a
valid factor analysis, it is recommended that the KMO

value be above 0.60. The KMO value should be greater
than 0.50, and the result of Bartlett's test of sphericity
should be statistically significant to indicate that the
sample size is appropriate for factor analysis.40 In our
study, it was concluded that the KMO value was suf-
ficient (0.842), and the Bartlett's Sphericity Test result
was significant (P < .01). These results indicate that
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the sample size is suitable for factor analysis.38 First-or
der CFA was examined for the model fit of the factors
obtained as a result of EFA, and it was seen that the
model fit indices of the scale were adequate, and the
fit index values could be interpreted at an adequate
level for model fit.4142 After determining that the model
fit indices of the HRPW-QoL Scale were at an accept-
able level, the sub-dimensions were named as difficul-
ties experienced, social support and communication
problems, and emotional and psychological difficulties,
based on the literature review, and theoretical informa-
tion about the 3-factor structure.

Reliability

Reliability in scale development studies refers to the
accurate, consistent, and stable measurement of the
feature to be measured.344 The most frequently used
analyses for scale reliability are item analysis based
on item-total correlation and Cronbach’s alpha coeffi-
cient if the item is deleted.4344 Reliability includes both
internal and external reliability. Internal reliability is typ-
ically expressed by Cronbach’s alpha coefficient and
split-half reliability and is generally considered good
when the coefficient is > 0.8.45 The scales's internal
consistency coefficient, Cronbach’s alpha, was found
to be 0.86, and the reliability of the sub-dimensions
ranged from 0.81 to 0.84. The higher the Cronbach's
alpha coefficient of the scale, the more consistent
the scale items are with each other, and it is assumed
that the scale consists of items that measure the
same characteristics.*¢ In line with this information,
the Cronbach's alpha value in the study (0.860) indi-
cates that the scale is highly reliable. In the analysis
conducted using the split-half reliability method, the
Spearman-Brown correlation coefficient was found to
be r = 0.91, the Guttman split-half value was r = 0.91,
and the split-half reliability level of the scale was found
to be at the recommended level of 0.83.25 The evalua-
tion of the correlation between the items of the test
and its invariance over time are among the analyses
used to assess reliability.

Strengths, limitations, and future directions
This study has several advantages: First, we strictly fol-
lowed the process of scale introduction and the eval-
uation criteria264749 for developing and assessing the
HRPW-QolL Scale, ensuring that the process was stand-
ardized. Second, the strength of the study lies in the fact
that it is the first valid and reliable measurement tool to
evaluate the quality of life in women with high-risk preg-
nancies, a subject not yet addressed in the literature, and
that it can be adapted to other languages and cultures.
The validation of the questionnaire is a lengthy pro-
cess, and there is a need for a larger sample size, as
well as multiple studies and further expansion of the
sample size in future research to test the question-
naire’s usefulness and scientific validity. For effective
prevention and intervention, it is crucial to deepen our
understanding of the quality of life in high-risk preg-
nancies, assess their current quality of life, and analyze
the influencing factors.

www.gmhcjournal.com

Future research has the potential to evaluate the
quality of life of high-risk pregnant women in terms
of physical, psychological, social and communication
with the Quality of Life Scale in High-Risk Pregnancies,
which has proven its validity and reliability. For future
studies, it is recommended to address quality of life
with different dimensions and to determine the factors
thought to have the potential to affect these dimen-
sions. Additionally, for future practical purposes, it is
important to note that the scale is valid only within a
specific country and language. Therefore, the scale's
validity should be tested in other countries and lan-
guages.

CONCLUSION

As a result, it was concluded that the “Quality of Life
Scale in High-Risk Pregnancies” is a valid and reliable
tool that can be applied to women diagnosed with
high-risk pregnancies. This scale can be used in stud-
ies that help prevent labor, a natural process, from
deviating from its normal course and becoming high-
risk for some individuals. At the same time, examining
this scale in Turkish culture, with its sub-dimensions
shaped by variables such as physical, social, and psy-
chological difficulties, suggests that it will contribute to
understanding the quality of life of women with high-
risk pregnancies.
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