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ABSTRACT
Objective: To describe the stages of construction and validation of an instrument in 
order to analyze the adherence to best care practices during labour and birth. Method: 
Methodological research, carried out in three steps: construction of dimensions and 
items, face and content validity and semantic analysis of the items. Results: The face 
and content validity was carried out by 10 judges working in healthcare, teaching and 
research. Items with Content Validity Index (CVI) ≥ 0.9 were kept in full or undergone 
revisions as suggested by the judges. Semantic analysis, performed twice, indicated that 
there was no difficulty in understanding the items. Conclusion: The instrument with 
three dimensions (organization of healthcare network to pregnancy and childbirth, 
evidence-based practices and work processes) followed the steps recommended in the 
literature, concluded with 50 items and total CVI of 0.98.
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INTRODUCTION
The guide for care in normal birth published by the 

World Health Organization (WHO) in 1996(1), product of 
international discussions based on scientific evidence, was 
a milestone in promoting healthy births and in response 
to the high rates of maternal and neonatal morbidity and 
mortality. Since then, governments and organized civil so-
ciety have embarked on a crusade in the dissemination and 
implementation of these practices, which have contributed 
significantly to the reduction of preventable deaths(2-4).

Healthcare practices to normal birth were classified 
into four categories, according to usefulness, effectiveness 
and risk, to guide the professional conduct: A) Practices 
which are demonstrably useful and should be encouraged; 
B) Practices which are clearly harmful or ineffective and 
should be eliminated; C) Practices for which insufficient 
evidence exists to support a clear recommendation and 
which should be used with caution while further research 
clarifies the issue; and D) Practices which are frequently 
used inappropriately(1,4).

Although there is wide dissemination of this document, 
the medicalisation is considered one of the greatest problems 
of maternal health in Brazil. Institutional births, which are 
performed by trained professionals reach 98%; and in 90% of 
cases they are performed by a physician. Drugs, such as oxyto-
cin, have been used in most normal births, while the cesarean 
section has become the most common means of birth(5-6).

Unnecessary interventions without criteria and high 
maternal mortality rates in the national and international 
scenario are still persistent practices. The WHO estimated 
that in 2013, approximately 289,000 women worldwide 
died during and following pregnancy and childbirth, with 
an overall mortality rate of 210 maternal deaths per 100,000 
live births(7).

Indeed, many people have been working to change the 
current model of birth care, defined as technocratic with 
primacy of hard technology on human relations, women’s 
passivity idea during interventions that shorten the time of 
birth, practices without scientific evidence and the form of 
induce birth by professionals(3,8). The incorporation of best 
birth care practices and reduction of unnecessary interven-
tions are in WHO recommendations, reinforced by the 
Brazilian Ministry of Health through public policy named 
Rede Cegonha(9).

The academic literature on the subject is extensive, 
available and consistent. However, more careful readings 
indicate that there are still gaps in the understanding of 
the potential and limitations in the work process of profes-
sionals employed in healthcare service, with low adherence 
to best obstetric practices. Adherence is a dynamic, mul-
tifunctional and behavioral process that results from a set 
of determinants that depend on subjective factors. It is a 
decision process mediated by personality traits, intellectual 
cognitive level, beliefs and social context of which the indi-
vidual is part(10). Having appropriate professional attitudes 
with encouragement and technical knowledge is adhering 
to best practices.

Analysis of adherence can be made by methods of 
direct and/or indirect observation through objective and 
validated psychometric instruments(10). Adherence to best 
practice here was treated as construct being measured (la-
tent variable) through indirect observation of its mani-
festations in the daily health work process in the context 
of the healthcare network to pregnancy and childbirth(11). 
These manifestations are the items (operational con-
cepts) of adherence, which constitute attitudes, behaviors, 
anxieties, opinions on health, physical and psychological 
well-being of women informed through a process of self-
description or observer assessment. Items were defined 
in three dimensions of adherence – organization of the 
network of healthcare during pregnancy, labour and child-
birth; obstetric practices based on scientific evidence; and 
work processes.

Thus, the research question was: What variables related to 
the organization of the healthcare network to pregnancy, labour 
and childbirth, and the work process may indicate adherence 
to best care practices in birth? The objective of this study is 
to describe the stages of construction and validation of an 
instrument in order to analyze the adherence to best care 
practices during pregancy and birth.

METHOD
We conducted a methodological research for construc-

tion, content and face validity of the items for a question-
naire on adherence to best care practices to birth. The 
methodological research investigates, organizes and ana-
lyzes data to build, validate and evaluate tools and tech-
niques focused on the development of specific data collec-
tion instruments(12).

In the process of constructing an instrument for mea-
surement, one should note aspects of validity and reliability. 
The validity is present when it measures, in fact, what is 
proposed to be measured in relation to a particular phe-
nomenon investigated. Reliability is the instrument’s abil-
ity to present accurate measures to reality(13). Validity is 
a research process that starts with the construction and 
persists during the development stages, enforcement, cor-
rection and interpretation of results. The interpretation of 
the validity of a test sometimes also requires the calculation 
of different coefficients(13-15). The present study design fol-
lowed three steps:

Step 1 – Construction of Instrument Items

From extensive literature review, including publications, 
international, national and local protocols, an Analysis Ma-
trix (Chart 1) was built, structured in three dimensions, 
which led to the variables (items).

Step 2 – Content and face validity items

Content validity consists in analyses of to what extent 
the items designed to measure a theoretical construct ef-
fectively represent all the important aspects of the concept 
to be measured(18). Face validity with regard to language, 
understanding and appropriateness of items(19).
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For content validity, a reasoned guide on the princi-
ples of development for Pasquali psychological scales was 
built(20). In this analysis, experts judge whether the items 
were appropriate to the attributes of theoretical construct.

We used the Content Validity Index (CVI) to identify 
the degree of agreement among experts during the review 
process of the answers(18,21). This index allowed us to ana-
lyze each item individually and then the instrument as a 
whole. An agreement of over 90% among judges was one of 
the decision criteria on the relevance of the item to which 
theoretically referred. This cutoff, higher to those recom-
mended in the literature (CVI 0.8)(20-21), was used to con-
template the limiting index that measures the agreement of 
randomness. It was used as additional criteria for the final 
review of the instrument: a – item redundancy with others 
existing in the instrument; b – balance between the items 
with positive and negative statements in each dimension; 
c – frequency suggestions and recommendations made by 
the judges for each item; d – coherence between the item 
and the actual conditions of work commonly reported in 
studies on adherence of professionals to best obstetric prac-
tices for childbirth(4).

Judges evaluated each item according to behavioral 
criteria, objectivity, simplicity, clarity, relevance, variety in 
relation to language and preferred scales. The criteria were 
given the following numerical values: (1) Not Representa-
tive; (2) Item needs major revision to be representative; (3) 
Item requires minor review to be representative; (4) Rep-
resentative(19-20). The index score was calculated by the sum 
of agreement of the items that were marked by “3” or “4” by 
experts (considered as relevant) divided by the total number 
of responses(18,21).

In each dimension assessed, a space was left so that 
judges could indicate necessary revisions in items; neces-
sary items, but absent in dimension; unnecessary items in 
the instrument and comments or suggestions regarding the 
assessment of the items on the scale(18-21). Concurrently, face 
validity of the presentation of content, clarity and facility of 
reading of each item was held.

The invitation to judges was formally held by a cover 
letter containing: the analysis matrix, the objective of the 
study, the description of the instrument, information about 
the context, the target population and why the professional 
was chosen as a judge(20). Appendices to judges analyses 
were sent by email and/or printed copies.

A total of 17 top-level professionals, physicians and 
nurses with proven clinical experience, publications on the 
subject and methodological knowledge of the construction 
of questionnaires and scales were invited. We gave a pe-
riod of 30 days for consideration of the content, which was 
extended for another 20 days. A total of 10 instruments 
reviewed returned, sufficient number according to litera-
ture recommendations indicating a minimum of five and a 
maximum of 10, or at least six experts(18-20). The judges who 
responded had a mean age of 50 years, three were male and 
seven were female. With regard to academic education, five 
were physicians and five were nurses, with a mean of 20.9 
years of professional practice.

The Likert scale adopted was well organized: (1) 
Strongly Disagree; (2) Partly Disagree; (3) Do not Know/
Not Applicable; (4) Partially agree; (5) Totally Agree. We 
observed the theoretical rating scales with five grades, the 
middle was neutro(11). After applying a representative sam-
ple as a rule of thumb, the aim was to build scores through 
the sum of the items valuations and create additional in-
terval variables(11).

Each of the 50 items of the three dimensions provid-
ed possibility for the answer through the Likert scale of 
five points (totally disagree – score 1; up to totally agree – 
score 5). For example, to the item “I promote the skin to 
skin contact between mother and newborn, during the first 
half hour of birth” the higher the score, the higher the ad-
herence but for items that have reverse score (that is, “rou-
tine episiotomy is held in this service”) the higher score 
the worst is adherence. The instrument has 22 items with 
reverse scores (1, 5, 6, 7, 8, 11, 14, 17, 18, 27, 28, 29, 30, 31, 
32, 33, 39, 41, 44, 48, 49, 50).

Chart 1 – Matrix analysis for adherence of health professionals to evidence-based practice of healthcare during labour and birth – 
Brasilia, DF, Brazil, 2014.

Dimension Definition Indicators

Organization 
of Healthcare 
Network for 
Pregnancy, 
labour and 
childbirth

·· Bonding map: Instrument organizing the movement of pregnant 
women flow between prenatal and birth(9).
·· Infrastructure and ambience: Environment with capacity for 
one or two beds and attached bathroom for the assistance 
to women in all clinical stages of labour, which favors the 
presence of a companion and provides conditions for use of 
non-pharmacological methods of pain relief and stimulating the 
physiological evolution of labour(16).

·· Professionals know the region/territory of reference.
·· Bonding practices between prenatal care and 
maternity are held.
·· Existence of soft technologies for non-
pharmacological pain relief.
·· Demands that encourage the use of soft 
technologies for non-pharmacological pain relief.

Obstetric 
Practice 
Based on 
Scientific 
Evidence

Knowledge and use of practices based on scientific evidence: 
process that promotes the solution of healthcare problems for 
clinical decision making based on the best evidence(17).

·· Acceptance or rejection of demonstrably useful 
practices.
·· Disagreement or not to practices that are clearly 
harmful and used improperly.
·· Usage (or not) of useful practices.

Work 
Processes in 
Health

·· Existence of protocols that guide the work process during labour 
and birth: Protocols that guide Labour and Birth within the 
principle of humanization and recommended practices by WHO(1).
·· Scientific knowledge as a productive force: Health professionals 
working in partnership, sharing information, decision making and 
continuous training.

·· Medical models centered on procedures.
·· Predominantly intangible capital (knowledge as the 
primary productive force).
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Step 3 – Semantic Analysis

Semantic analysis aims to verify whether all items are 
understandable to the population to which the instrument 
is intended(20). This analysis consists in checking the items 
in a brainstorming situation. Each item was presented to 
the group of professionals, asking them to be replicated, in 
other words, by group members. When the replicated item 
did not generate any doubt, it was considered completely 
understood(20).

The instrument was administered to eight health profes-
sionals who work in childbirth care, five nurses and three 
physicians during the month of December 2014. After the 
adequacy of suggestions, a second analysis was performed 
during the same month. The project was approved by the 
Research Ethics Committee of the State Department of 
Health from Distrito Federal – CEP – SES/DF, under num-
ber CAAE 01918712.6.0000.5553, according to Resolution 
466/2012 of the Brazilian National Health Council.

RESULTS
From the analysis of experts, we received back 10 eval-

uated instruments. Suggestions of changes were made on 
items in relation to the dimension of the item represented. 
There was agreement of the judges regarding all the items 
belonging to the dimension of practices based on scientific 
evidence. However, with respect to the Organization of 
Healthcare Network for Pregnancy, Labour and Childbirth 
and Work Processes disagreement arose missinformation to 
the relocation of items.

Some changes were made to the items to meet the sug-
gestions of the judges: writing in the first person, to meet 
the behavioral criteria, restructuring regarding the dimen-
sions and increase to fill identified gaps. The instrument 
was concluded with 50 items (Chart 2). All changes were 
made before the Semantic Analysis. The instrument total 
CVI was 0.98%, which means that the instrument enables 
measuring the content of what is proposed to measure.

Chart 2 – Agreement of the judges on the criteria of items from the application of CVI tests – Brasilia, DF, Brazil, 2014.

Items CVI

Dimension 1 – Organization of Healthcare Network for Pregnancy, Labour and ChildBirth

1. I am unaware of the coverage area of the labour and birth service. 0.98

2. I provide bed in another childbirth care unit when there are available beds in service. 0.96

3. This service receives pregnant women to know the place of birth, routinely. 1

4. Educational activities are carried out with pregnant women and their companions in this service. 1

5. The normal birth is performed in ALIP beds (antepartum, labour and immediate postpartum period) in this service. 1

6. The physical space, in this service, makes it difficult to ambulation of the preganant women during labour. 0.98

7. They used ALIP beds, the ball, the horse and the birthing stool improperly in this service. 0.96

8. The managers of this unit properly size the quantitative of professionals to childbirth demand. 0.98

9. In this service, nurses carry out normal births, routinely. 1

10. The head of Nursing in this service list exclusive nurses to assist during labour and Childbirth. 0.95

11. In this service, we registry information about pregnancy care and birth in different instruments. 0.91

12. Professionals use the information about prenatal recorded in the electronic medical records of pregnant women. 1

13. In this service, I receive pregnant women with individual birth plan prepared during the prenatal. 0.96

Dimension 2 – Obstetric Practice Based on Scientific Evidence

14. I restrict the water and food intake of the preganant women during labour, routinely. 1

15. I use alternative means to preserve the privacy of the preganant women in the collective antepartum. 1

16. I encourage their right for a companion of free choice of the mother. 1

17. I recognize in the companion a barrier for the care of the preganant women. 1

18. The companion is rarely informed of the woman’s condition. 1

19. I give orientations on ways of relaxation for pain relief during Labour and Childbirth. 1

20. We used routinely non-pharmacological methods of pain relief such as massage and relaxation techniques. 1

21. I encourage freedom of labouring woman’s position during Labour and Childbirth. 1

22. In this service, we performe auscultation of fetal heart rate every 30 min., routinely. 1

23. The partograph is routinely used to monitor childbirth. 1

24. I offer information to the woman in labour on the evolution of labour. 1

25. I promote premature skin contact between mother and child, routinely. 1

26. We avoid the performance of routine enema in this service. 1

27. We avoid routine shaving in this service. 1

continued...



893www.ee.usp.br/reeusp Rev Esc Enferm USP · 2015; 49(6):889-897

Carvalho EMP, Göttems LBD, Pires MRGM

In dimension 1, corresponding to the items 1 to 12, the 
following changes were made: items 5 and 6 were reassigned 
to dimension 2 and the item and 9 for Dimension 3. Items 
number 7 (CVI = 0.96), number 8 (CVI = 0.98), number 10 
(CVI = 0.95) and number 11 (CVI = 0.91), although with 
a high CVI, received ammendement suggestions for greater 
objectivity, clarity and avoid redundancies. Item 7 was ex-
cluded because it did not meet the criteria of simplicity, as 
expressed various ideas could make the respondent confused. 
The contents of this item are showed on items 13 and 21 of 
the final version of the instrument. Item 8 has changed and 
has become item 6 of the final version. Items 10 and 11 were 
revised and are now part of dimension 3 (47 and 50 respec-
tively). Items 8, 9, 10 and 11 were added to the final version 

of the instrument through the suggestions of the judges.
In dimension 2, corresponding to items 13-35, the fol-

lowing changes were made: the items 5 and 6 were relocated 
to dimension 1. Only item 35 (CVI=1.0) has been deleted, 
after evaluation of the researchers and judges suggestions 
did not meet the relevance and reliability criteria.

In dimension 3, corresponding to items 36-50, the fol-
lowing changes were made: the items 37, 38 and 39 were 
excluded. Item 37 (CVI=1.0) was excluded for being con-
templated in item 36. The items 38 and 39 were excluded be-
cause they received CVI 0.86 and 0.83, respectively, and for 
recommendations of the judges. The way they were written 
was considered inapropriate and did not express desirable 
or preferred attitudes, and could lead to bias in the answers.

Items CVI

28. We use intravenous infusion routinely during Labour and Childbirth, in this service. 1

29. Intravenous oxytocin is routinely used as a way to speed up labour in this service. 1

30. We encourage the pregnant women to make an effort at the time of fetus expulsion. 1

31. Episiotomy is carried out routinely in this service. 1

32. Vaginal touches are performed by professionals to assess dilation. 0.9

33. We perform the Kristeller maneuver when necessary. 1

34. Early amniotomy is routinely performed in this service. 1

35. The labouring woman is transferred to the childbirth room. 1

Dimension 3 – Working Process

36. I use the care protocols during labour and birth. 1

37. The protocols that guide birth care are difficult to access for professionals. 1

38. In this service, I account for how I act. 0.86

39. Medical interventions are unquestionable in this service. 0.83

40. Pregnant women are consulted before the interventions that accelerate labour process are implemented. 1

41. In this service, clinical decisions are shared with the staff on duty. 0.98

42. Each professional attending the birth according to their own way. 0.9

43. I discuss the scientific evidence with my team. 1

44. I feel out of date with respect to scientific evidence. 1

45. Physicians and nurses work integrated in this service. 1

46. Normal births are stimulated by the multidisciplinary team here. 1

47. I usually care for usual and risky labour in a similar way. 1

48. The childbirth care by non medical professionals is restricted. 1

49. In this service, professionals are trained. 1

50. Satisfaction surveys of users are carried out here. 1

Chart 3 – Structure and organization of the Instrument for analysis of adherence of health professionals to safe and secure obstetric 
practices in birth care – Brasilia, DF, Brazil, 2014.

Items 1 2 3 4 5

01 I am unaware of the coverage area of the labour and birth service.
nascimento.

02 I provide bed in another childbirth care unit when there are available beds in service.

03 We receive pregnant women get to know the place of birth, routinely.

04 Educational activities are carried out with pregnant women and companions to encourage the motherhood 
bonding, in the previous visit.

...continuation

continued...
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...continuation

Items 1 2 3 4 5

05 We usually serve a higher number of pregnant women when compared to the number of beds we have.

06 The team is insufficient for the amount of pregnant women attended daily.

07 We care for pregnant women without the individual birth plan prepared during the prenatal.

08 Overall, we receive women in labour without all results of risk screening tests performed in prenatal care.

09 It is easy to hire prenatal team professionals of primary care and/or high-risk clinic when necessary.

10 I participate in meetings with prenatal teams to discuss improvements in care during pregnancy, labour and birth.

11 When we need support from available diagnostic and therapeutic procedures, we have difficulty getting these 
services.

12 Access to information held by other health units is facilitated by the electronic medical record.

13 The normal birth is performed in ALIP beds (antepartum, labour and immediate postpartum period) in this service.

14 We restrict the water and food intake of the pregnant women during labour, routinely.

15 We use blinds and/or screens to preserve the privacy of the mother in the collective antepartum.

16 I encourage the presence of a companion of free choice of the pregnant women.

17 I recognize that the companion complicates the care of the mother.

18 The companion is rarely informed of the woman’s condition.

19 I recommend ways of relaxation for pain relief during Labour and Childbirth.

20 I encourage pregnant women to walk during labour.

21 I use non-pharmacological methods of pain relief such as massage and relaxation techniques.

22 I encourage freedom of Labouring woman’s position during Childbirth.

23 In the active phase of labour, we perform auscultation of fetal heart rate every 30 min., routinely.

24 I use the partograph to monitor labour.

25 I offer information to the women on the evolution of their labour.

26 I promote skin contact between mother and child, in the first half hour after birth.

27 The performance of enema is routinely in preparation for labour.

28 The shaving is routinely performed in this service.

29 We use intravenous hydration during the Labour and Birth.

30 Intravenous oxytocin is used in conducting the labour.

31 We encourage the pregnant women to make an effort at the time of fetus expulsion.

32 Episiotomy is carried out routinely in this service.

33 We avoid performing vaginal touches for more than a professional.

34 We perform the Kristeller maneuver when necessary.

35 Early amniotomy is rarely performed in this service.

36 We follow the Brazilian Ministry of Health recommendations for labour and birth.

37 Pregnant women are consulted before the interventions that accelerate labour process are implemented.

38 In this service, clinical decisions are shared with the staff on duty.

39 Each professional assists childbirth according to their experience.

40 We discuss the scientific evidence about care during labour and birth with my team.

41 I feel out of date with respect to scientific evidence.

42 Physicians and nurses work integrated in this service.

43 Normal births are stimulated by the multidisciplinary team here.

44 I usually care for usual and risky labour in a similar way.

45 In this service, the professionals are trained periodically.

46 Satisfaction surveys of users are carried out here.

47 I record information about the care during labour and birth only in electronic medical records.

48 I rarely consult the information about prenatal recorded in the prenatal registry.

49 Trainings offered for professionals of this team are rare.

50 Nurses’ birth care is restricted to a few shifts (scarce).
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RESUMO
Objetivo: Descrever as etapas de construção e validação de um instrumento para análise da adesão às boas práticas na atenção ao 
parto e nascimento. Método: Pesquisa metodológica, realizada em três etapas: elaboração de dimensões e itens, validação aparente e 
de conteúdo e análise semântica dos itens. Resultados: A validade aparente e de conteúdo foi realizada por 10 juízes que atuam na 
assistência, ensino e pesquisa. Os itens com Índice de Validade de Conteúdo (IVC) ≥ a 0,9 foram mantidos na íntegra ou sofreram 
revisões conforme sugestões dos juízes. A análise semântica, realizada duas vezes, indicou que não havia dificuldade na compreensão 
dos itens. Conclusão: O instrumento com três dimensões (organização da rede de atenção ao parto e nascimento, práticas baseadas em 
evidências científicas e processos de trabalho) seguiu as etapas recomendadas na literatura, finalizado com 50 itens e IVC total de 0,98.

DESCRITORES
Parto Normal; Questionários; Estudos de Validação; Saúde da Mulher.

RESUMEN
Objetivo: Describir las etapas de construcción y validación de un instrumento para análisis de la adhesión a las buenas prácticas en 
la atención al parto y nacimiento. Método: Investigación metodológica, realizada en tres etapas: elaboración de dimensiones e ítems, 
validación aparente y de contenido y análisis semántico de los ítems. Resultados: La validez aparente y de contenido fue realizada por 

DISCUSSION
The construction of the instrument items was carried 

out after extensive literature review of studies on obstetric 
practices based on evidence, working processes and health-
care networks (HCN). In addition, we sought to develop 
items that corresponded to individual behaviors and at-
titudes and groups that influence the implementation of 
actions and services(22-24).

There was ease in the creation of items in relation to 
best childbirth care practices (eating and movement during 
labour and childbirth, use of non-pharmacological methods 
for pain relief and monitoring of labour by partograph) and 
obstetric interventions (intravenous hydration, oxytocin to 
speed up labour, amniotomy, Kristeller maneuver and epi-
siotomy). This is due to the significant number of publica-
tions on the subject, as well as international, national and 
local protocols(1,9,23).

In items related to the working process and new prac-
tices arising from the HCN, the challenge was to develop 
those related to: institutional values, existence of dialogical 
spaces, making shared decisions, enhancement of scientific 
knowledge of health professionals, use of bonding maps, 
territorial health facility and prior visit to maternity. This 
difficulty was also observed in the evaluation carried out 
by the judges as there were disagreements that led to the 
relocation of the items in the dimensions(9,25). Regarding 
the items of the Network Organization to Pregnancy, La-
bour and Childbirth, it is noteworthy that the items 1, 2, 3 
and 10 refer to attitudes of professionals. The other measure 
the contribution of infrastructure and logistics services for 
favoring the joint work and sharing objectives and recom-
mended information on HCN(9).

The expertise of the judges was crucial to recognize the 
relevance of the items in relation to construct, assessing 
comprehension and clarity to the target population of the 
instrument(20). Studies report that the higher the academic 
production and the time of experience in the area, the great-
er professional qualification the person has to play the role 
of judge in content validity(26).

Items with CVI greater than or equal to 0.9 were kept 
in full or properly drawn up in accordance with the sug-

gestions of the judges. Exception to this rule occurred with 
item 35 (CVI=1.0), which was excluded for not meeting the 
relevance and reliability criteria. Services that do not have 
ALIP beds, transfering the pregnant woman to the child-
birth room at birth is required. The absence of this technol-
ogy is not an impediment to adherence to best obstetric 
practices. The item thus can induce a negative attitude to 
the instrument and increase responses errors(20).

These items are considered validated since their content 
contemplate the scores recommended by the reference ad-
opted in this research(20-21). These results are consistent with 
other studies(27-28) which consider necessary concordance 
between the judges of at least 80% for the CVI.

The instrument was assessed twice for addressing ques-
tions of Semantic Analysis. The final version of the instru-
ment consisted of 50 items, divided into Likert scale, with 
numerical score of 1-5, as shown in Chart 3. The items fol-
lowed the criteria range suggested by Pasquali, with half in 
favor and half unfavorable to avoid stereotypical response 
error to the left or right-hand scale(20).

CONCLUSION
The construction of the present instrument followed 

the steps recommended in the literature – literature review, 
defining dimensions, building items through content and 
face validity and semantic analysis. There were no signifi-
cant changes in the content of the items relating to prac-
tices based on scientific evidence indicating greater appro-
priation of the concepts they represent. However, there was 
relative difficulty in the composition of the items of the 
dimensions regarding the organization of care network to 
pregnancy, labour and childbirth, and working processes. It 
was observed that the new provisions proposed by HCN 
and the changes in their work process resulted in greater 
demand for appropriation by the academic community and 
health professionals. The instrument consists of 50 items 
which obtained a total CVI of 0.98. This study have limita-
tions regarding internal consistency of the instrument for 
which it is recommended to be applied to a greater sample 
of professionals working in neonatal care, to construct va-
lidity, reliability and internal consistency.
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10 jueces que actúan en la asistencia, enseñanza e investigación. Los ítems con Índice de Validez de Contenido (IVC) ≥ a 0,9 fueron 
mantenidos íntegramente o sofrieron revisiones conforme a las sugerencias de los jueces. El análisis semántico, llevado a cabo dos veces, 
señaló que no había dificultad en la comprensión de los ítems. Conclusión: El instrumento con tres dimensiones (organización de la red 
de atención al parto y nacimiento, prácticas basadas en evidencias científicas y procesos laborales) siguió las etapas recomendadas en la 
literatura, finalizado con 50 ítems e IVC total de 0,98.

DESCRIPTORES
Parto Normal; Cuestionarios; Estudios de Validación; Salud de la Mujer.
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