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Abstract

When researchers have an instrument that accurately captures how mothers perceive ethical conduct in childbirth, it becomes
possible to design strategies that strengthen supportive and ethical maternity care attitudes. In this work, we sought to evaluate
whether the Medical Ethics Attitude in Vaginal Delivery Questionnaire (MEAVDQ) adequately reflects the underlying
constructs it is intended to measure. The research was conducted among 350 mothers, using the MEAVDQ as the primary data-
collection tool. This questionnaire contains 59 items organized into three sections: Section A examines the first ethical principle,
Section B focuses on the second and third principles, and Section J evaluates the fourth. To assess whether the questionnaire
reflects its intended theoretical framework, construct validity was analyzed through Structural Equation Modeling (SEM).The
SEM analysis demonstrated a positive association between components A and B, as well as a significant positive relationship
between B and J. Furthermore, component A was found to influence J both directly and indirectly. Specifically, each one-unit
increase in A resulted in a direct increase of 0.16 in J (95% CI: 0.01-0.33). Additionally, when accounting for the mediating
effect of B, a one-unit increase in A led to an indirect increase of 0.39 in J (95% CI: 0.26-0.53).It is recommended that midwifery
policymakers and practitioners prioritize the first principle of medical ethics—respect for autonomy—during childbirth.
Upholding mothers’ autonomy can contribute to a more positive and empowering birth experience.
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Introduction religious, and philosophical values and are also

influenced by economic, legal, and policy factors [2].

Medical ethics in obstetrics require midwives and
obstetricians to support the physical and psychological
well-being of pregnant women. Ethical practices in this
field encompass the clinical management of pregnancy,
labor, and neonatal care. Key considerations include
informing women about medically appropriate
alternatives for managing pregnancy, childbirth, and
neonatal care, along with the associated risks and benefits
[1]. Medical ethics are shaped by a society’s moral,
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Obstetric ethics particularly emphasize women’s rights to
autonomy and bodily integrity [3, 4]. According to the
American College of Obstetricians and Gynecologists,
pregnant women’s autonomous decisions should be
respected, and they have the right to decline medical
interventions except in exceptional circumstances [3].
Autonomy and bodily integrity are of critical importance.
The rights of the fetus as a future child are also
recognized, becoming increasingly significant as
pregnancy progresses.

Ethical considerations regarding the status of the embryo
are central to decisions in reproductive medicine [5].
Modern Protestant bioethics argues that an embryo is not
an independent human being in the same sense as a
newborn, as it relies entirely on the mother for acceptance
and nourishment. Accordingly, the ethical obligation to
protect the embryo increases with its development [6].
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The Nursing and Midwifery Council (NMC) emphasizes
that understanding and obtaining informed consent are
essential skills for midwives [7].

Regarding beneficence and nonmaleficence, research has
shown that nearly all nurses and midwives strive to
ensure patient safety and prevent harm [8]. The principle
of justice, dating back to Aristotle, calls for equitable
treatment of all individuals [3]. Accordingly, medical
services should be delivered fairly and efficiently to all
women, while also adhering to the principle of non-harm
[9].

The four-principle approach—autonomy, beneficence,
nonmaleficence, and justice—offers a practical
framework for addressing a wide range of clinical
scenarios, including childbirth [9, 10]. Respecting patient
autonomy is crucial for supporting individuals’ decision-
making capacity, allowing them to make informed and
rational choices. Healthcare providers have a moral
responsibility to foster autonomy, particularly in contexts
such as childbirth [9]. However, discussions of ethical
issues often oversimplify the problem by appealing
solely to these four principles, without considering their
underlying meaning and context. Effective application
requires interpreting these principles relative to the
specific clinical situation [9].

Obstetric ethics, as a subset of medical ethics, focus on
the rights of women, fetuses, and future children, as well
as the responsibilities of healthcare providers and the
broader family [3, 11]. Numerous studies have examined
ethical issues in obstetrics. From a global perspective,
McCullough ef al. (2016) highlighted the importance of
justice and human rights in perinatal care, while
Chervenak et al. (2016) explored professional
accountability and ethics, particularly in the context of
planned home births [1, 12-14]. McCullough and
colleagues proposed a model of obstetric ethics
emphasizing the careful balance of ethical obligations
toward pregnant women, fetuses, and neonates,
contrasting with reductionist models focused solely on
maternal rights [13].

A validated instrument capable of assessing mothers’
attitudes toward medical ethics during childbirth can
facilitate interventions aimed at promoting positive

perceptions and experiences. Positive childbirth
experiences have been associated with reduced
preference for cesarean delivery in subsequent

pregnancies. This study therefore seeks to evaluate the
construct validity of the Medical Ethics Attitude in
Vaginal Delivery Questionnaire (MEAVDQ) and to

explore the relationships between medical ethics
principles in childbirth using structural equation
modeling (SEM) and confirmatory factor analysis.

Materials and Methods

Study participants

This cross-sectional study was conducted from October
2020 to January 2021, enrolling 350 women attending
Kerman Hospital in Iran. According to MicyYoung
(2022), this number of participants was adequate for the
study’s objectives [15]. Eligible participants included
women with low-risk pregnancies who had delivered
vaginally within the previous seven days. Any participant
who chose to discontinue their participation was
excluded from the study.

Questionnaire

This study employed the Medical Ethics Attitude in
Vaginal Delivery Questionnaire (MEAVDQ), which
consists of 59 items divided into three sections: A, B, and
J. Section A examines the principle of autonomy with 19
items, Section B addresses beneficence and non-
maleficence through 27 items, and Section J evaluates
justice with 13 items. These sections are further
subdivided into multiple dimensions: three in Section A,
seven in Section B, and three in Section J [16].
Specifically, Section A’s dimensions focus on providing
essential information, safeguarding maternal privacy,
and facilitating interactions with the mother. Section B
covers aspects such as the midwife’s responsibilities,
fetal well-being, maternal pain, stress, overall health, the
need for pain management, and relaxation. Section J
emphasizes trust in the midwife, fulfilling maternal
requests, and ensuring equitable treatment for all mothers
[16].

The MEAVDQ has demonstrated satisfactory face and
content validity, with CVR and CVI values of 0.78 and
0.89, respectively. Its construct validity was verified
using exploratory factor analysis, along with empirical
support through convergent wvalidity (indicating
correlation with conceptually related measures) and
discriminant validity (showing minimal correlation with
unrelated constructs) [17]. The variance explained by the
dimensions was 62.8% for Section A, 64% for Section B,
and 51% for Section J. Reliability analyses also indicated
strong consistency, with ICC values ranging from 0.6 to
0.95 [16].

168



Asian J Ethics Health Med, 2023, 3:167-175

Rahman and Ahmed

In this research, the MEAVDQ’s construct validity was
further investigated, and the interrelationships among
medical ethics principles during childbirth were analyzed
using structural equation modeling (SEM)

confirmatory factor analysis (CFA).

Statistical analysis

Descriptive statistics, including frequency, percentage,
mean, and standard deviation, were calculated. Multiple
linear regression was applied to examine
relationships between demographic factors and the
various dimensions of the vaginal delivery questionnaire.
Additionally, structural equation modeling (SEM) was
employed to investigate the links between the principles
of medical ethics and their subcomponents in childbirth,
as well as to assess construct validity. SEM allows for the
evaluation of both direct and indirect causal relationships
among variables [18]. The resulting coefficients are
interpreted similarly to Pearson correlation coefficients
and regression coefficients. All statistical analyses were
performed using SPSS 20 and AMOS 18, with a

significance threshold set at p < 0.05.

Ethical consideration

Approval for this study was obtained from the Ethics
Committee of Kerman University of Medical Sciences
(Reg. No. 96,000,327). Afterward, authorization was
granted to conduct the study in the hospital’s maternity
ward. The researcher provided participants with a
detailed explanation of the study’s purpose, assured them
of the confidentiality of their information, and clarified
that participation was entirely voluntary, with the option
to withdraw at any point. Informed consent was formally
obtained from all participants before their involvement.

Results and Discussion

The participants had a mean age of 26.87 + 5.7 years.
Most women (79%) reported having one or two
pregnancies. Fewer than one-third (23.7%) had a history
of miscarriage, stillbirth, or preterm delivery. Regarding
educational attainment, the majority (73%) had
completed only primary or middle school. Additional
demographic characteristics of the study population are
presented in Table 1.

Table 1. Description of demographic information of participants

Variable Category Frequency (n)  Percentage (%)
Job Housewife 253 84.3
Employee/Self-employed 47 15.7
Educational level Iliterate 43 14.3
Below diploma 219 73
College education 38 12.7
Gravidity 1 118 393
2 119 39.7
3 45 15
4 12 4
5 3 1
6 0.7
7 1 0.3
History of miscarriage, stillbirth, or preterm delivery Yes 229 76.3
No 71 23.7
Spouse’s educational level Illiterate 45 15
Below diploma 217 72.3
College education 38 12.7
Spouse’s job Unemployed 27 9
Employee 58 19.3
Self-employed 215 71.7
Quantitative variables Mean + SD Min Max
Age (years) 26.87+5.7 16 42
Spouse age (years) 31.12+5.9 19 60




Analysis of correlations within the MEAVDQ
dimensions revealed that, in Structure A, the strongest
link existed between providing necessary information
and mother interaction (r = 0.58). For Structure B, the
dimensions most closely related were maternal health

and the need for pain management (r = 0.59). In Structure
J, the highest association was observed between ensuring
mothers’ requests are met and trust in the midwife (r =
0.35) (Table 2).

Table 2. Correlation between different dimensions of A, B, J in participants

Structure Dimensions Compared Correlation (r) p-value

A Mother’s privacy — Provision of necessary information 0.49 <0.0001

Interaction with mother — Provision of necessary information 0.58 <0.0001

Interaction with mother — Mother’s privacy 0.52 <0.0001

B Fetal health — Midwife’s role importance 0.50 <0.0001

Maternal pain — Midwife’s role importance 0.36 <0.0001

Maternal stress — Midwife’s role importance 0.57 <0.0001

Maternal health — Midwife’s role importance 0.39 <0.0001

Mother’s need for pain relief — Midwife’s role importance 0.41 <0.0001

Maternal relaxation — Midwife’s role importance 0.54 <0.0001

Maternal pain — Fetal health 0.38 <0.0001

Maternal stress — Fetal health 0.58 <0.0001

Maternal health — Fetal health 0.45 <0.0001

Mother’s need for pain relief — Fetal health 0.42 <0.0001

Maternal relaxation — Fetal health 0.50 <0.0001

Maternal stress — Maternal pain 0.29 <0.0001

Maternal health — Maternal pain 0.45 <0.0001

Mother’s need for pain relief — Maternal pain 0.48 <0.0001

Maternal relaxation — Maternal pain 0.38 <0.0001

Maternal health — Maternal stress 0.44 <0.0001

Mother’s need for pain relief — Maternal stress 0.45 <0.0001

Maternal relaxation — Maternal stress 0.51 <0.0001

Mother’s need for pain relief — Maternal health 0.59 <0.0001

Maternal relaxation — Maternal health 0.32 <0.0001

Maternal relaxation — Mother’s need for pain relief 0.41 <0.0001

J Trust in midwife — Meeting mother’s requests 0.35 <0.0001
Equal opportunities — Meeting mother’s requests 0.04 0.50
Trust in midwife — Equal opportunities 0.05 0.40

Regarding the association between demographic factors
and the studied structures, women’s educational level
was the only variable that showed a significant
relationship with structures A and B. For structure A,
women with a college education had mean scores that
were 8.29 points higher than those of illiterate women
(95% CI: 2.52—-19.9; p = 0.005). For structure B, women

with education below a diploma scored 3.63 points
higher than illiterate women (95% CI: 0.04-7.23; p =
0.04), and women with a college education scored 7.53
points higher than illiterate women (95% CI: 2.32-12.70;
p =0.005). No significant association was found between
structure J and any demographic variable (Table 3).

Table 3. The correlation between demographic variables and structures

Variable
Category
A Coefficient
95% CI (A)

P-value (A)
B Coefficient
95% CI (B)
P-value (B)
J Coefficient
95% CI (J)
P-value (J)
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—0.58 to

Age — 0.20 —0.22 t0 0.63 0.34 0.24 0.62 022 —0.24 0.10 0.16
L. B —0.65 to —0.07 to
Gravidity — 0.44 1.12 to 2.07 0.60 0.83 )30 0.27 1.26 258 0.06
Spouse age — 025 06410014 020 024 00 519 g7 TOH 446
0.11 0.39
Educational status Illiterate (Ref) — — — — — — — — —
. 0.04 to —0.42 to
Under diploma 2.36 1.58 t0 6.31 0.24 3.63 793 0.04 2.79 5.00 0.09
2.32 -0.31
College education  8.29 2.52t013.9  0.005 7.53 132 7t0 0.005 4.33 08398t0 0.07
Job status Housewife (Ref) — — — — — — — — —
Employee/Self- B B —6.58 to —1.06 to
employed 2.98 6.79 t0 0.18 0.12 3.20 0.34 0.08 2.03 512 0.19
History of
miscarriage/stillbi No (Ref) — — — — — — — — —
rth/preterm
—1.86 to -1.39to
Y 2.14 —0. 1 1 . . 1. .
es 0.87t0 5.15 0.16 0.89 163 0.53 05 3,50 0.39
Spouse education Illiterate (Ref) — — — — — — — — —
—0. =5.21
Under diploma 2.21 —1.68 t0 6.13 0.27 2.77 ()67373t0 0.13 —-2.03 51 13t0 0.20
. —4.22 to —6.22 to
College education —2.40 8.03 t0 3.23 0.40 0.91 6.04 0.73 1.64 203 0.48
U loyed
Spouse job Ile(l’i’l{}; tf))ye — — — — — — — — —
—6.34 to —3.73 to
Employee —-3.65 —891to 1.60 0.17 -1.56 192 0.52 0.54 481 0.80
—1.62 to —5.08 to
Self-employed  —2.60  —7.251t0 2.05 027 -2.62 |47+ 022  -1.30 248 0.50
Structural equation modeling (SEM) was applied using a A—] Direct 0.16 (0.01-0.33)  2.01  0.04
. . A
model developed specifically for this study to a'nalyze - J Indirect 039 (026-053) 572 <0.0001
how the structures relate to one another. Chart 1 displays via B
these outcomes, where both Pearson correlations and A= Total 0.55(0.48-0.63)  14.61 <0.0001

regression paths are illustrated. Among the dimensions
linked to structure A, “interaction with the mother”
demonstrated the strongest association (r = 0.84). For
structure B, the dimension most closely connected was
“mother’s stress” (r = 0.78). In the case of structure J,
“trust in the midwife” showed the highest correlation (r
=0.92).

Table 4. The results of the SEM derived from the
corresponding model in chart 1
Standardized t- pP-

Pathway Effect Type

Estimate (95% CI) value value
A—B Direct 0.77 (0.72-0.82)  31.3 <0.0001
B—1J Direct 0.51 (0.33-0.67)  5.90 <0.0001

The results also showed a significant and direct link
between structures B and J, and structure A was
connected to structure J through both direct and mediated
pathways. Specifically, each one-unit increase in
structure B corresponded to a 0.51-unit rise in structure J
(95% CI: 0.33-0.67). Likewise, a one-unit increase in
structure A produced a direct 0.16-unit increase in
structure J (95% CI: 0.01-0.33). In addition to this direct
influence, structure A also affected structure J indirectly
through structure B, contributing an additional 0.39-unit
increase (95% CI: 0.26-0.53). Notably, this mediated
effect of A on J was larger than its direct effect (Table
4).
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To evaluate how well the proposed model fit the data, a
confirmatory factor analysis (CFA) was conducted for
the model illustrated in Figure 1. Although the chi-
square test was statistically significant (p < 0.0001), the
chi-square-to-degrees-of-freedom ratio was 3.12, which
is below the commonly accepted threshold of 5,
suggesting adequate model fit. Additional fit indices

Interaction with |

Providing the necessary information

supported this conclusion: the GFI (0.95), AGFI (0.92),
and CFI (0.89) were all close to or above the
recommended cutoff of 0.90. Moreover, the RMSEA
value of 0.04 indicated a strong fit between the model and
the observed data.

Mother's privacy

Q.83
o.s;s_//
\ /
v
Autonomy
Mother's stress
The application of equal
0.77
Ensuring the health 0.16 opportunities for every mother
of the fetus A
' 0.21. ]
The importance of f
the role of midwife = \ -
T~—_0.74
“Q].._,__ 0.51
=7 4 Beneficences and > Justice

Mother's need for Mal-beneficences

0.73 T
pain reductions —_—

Mother’s relaxation

Mother's health

Mother’s pain

/ \
\
\
Y
¥

¥ The necessity to meet the
Trust to midwife
mother requests

Figure 1. The structural model illustrating how Autonomy, Beneficence, Non-maleficence, and Justice are
interconnected within the vaginal delivery subscales.

In this study, we evaluated the construct validity of the
MEAVDQ using both structural equation modeling
(SEM) and confirmatory factor analysis. In addition, we
introduced a conceptual model that explains how core
medical ethics principles interact during childbirth. The
findings suggest that respect for autonomy functions as
the central ethical principle in this context, as
strengthening autonomy appears to enhance the practice
of Beneficence, Non-maleficence, and Justice.

Previous research emphasizes that honoring a patient’s

autonomy is fundamental to the decision-making

processes of clinicians, patients, and families. During
conversations about treatment planning or care
preferences, many clinicians begin by exploring the
patient’s views on autonomy. Physicians who prioritize
patient self-determination are more inclined to respect
their choices, whereas in other cases treatment decisions
may be directed largely by the medical team. A
recommended first step is asking whether the patient has
completed an advance directive, which also helps
clinicians understand the patient’s motivations and
preferences regarding autonomy in care decisions [19].
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Patient characteristics such as age and race influence how
autonomy is understood. Older individuals often
prioritize goals of care rather than life-prolonging
interventions, while younger patients may frame
autonomy differently [20]. In the present study, however,
age did not appear to shape women’s perspectives on
ethical principles in childbirth, likely because
participants were generally young and clustered within a
narrow age range. Cultural and ethnic differences have
also been shown to affect perceptions of autonomy [20,
21], but our participants shared the same racial and ethnic
background.

Educational level was associated with the first three
ethical principles—autonomy, beneficence, and non-
maleficence. Literacy can strongly influence an
individual’s health attitudes; a meta-analysis has shown
that inadequate health literacy contributes to poorer
health outcomes [22]. Our pathway model indicates that
providing mothers with clear information and building
positive relationships are fundamental to supporting
autonomy. Delivering relevant and comprehensible
information enhances autonomy by ensuring that women
understand their choices during childbirth [9].
High-quality medical communication is essential for
fostering a collaborative clinician—patient relationship
that supports appropriate treatment decisions. Recent
literature highlights the growing implementation of
shared decision-making models [23, 24], which
demonstrate that transparent discussions of treatment
options strengthen agreement on care choices. When
women are actively engaged in making decisions about
their childbirth care, they regain a sense of agency and
control. To support this, clinicians must recognize each
patient’s desired degree of involvement in decision-
making [25].

This study also showed that efforts to manage and reduce
labor pain reinforce adherence to the principles of
beneficence and non-maleficence. Labor pain is often
intense and can negatively impact both the mother and
fetus [26, 27]. Providing pain relief upon the mother’s
request helps ensure that these ethical principles are
upheld.

Clinicians are encouraged to understand and honor
patients’ preferences and personal goals for their care
[20]. Justice in healthcare underscores the right of
individuals to access services and to be fully included in
decisions about their health [12, 28].

SEM path analysis supported conceptual
relationships. The first ethical principle (autonomy)

these

exerted a direct influence on the second and third
principles (beneficence and non-maleficence). These two
principles also showed direct, significant associations
with the fourth principle (justice). Moreover, autonomy
was linked to justice through both direct and mediated
pathways.

The central importance of autonomy in modern medical
ethics is well documented; promoting patients’ self-
determination remains a key responsibility of clinicians
and healthcare professionals [3, 29].

Limitations of the study

Findings from self-reported questionnaires may not
precisely  capture  participants' true  opinions.
Additionally, since the study was carried out in a limited
geographical region, caution is advised when extending
or generalizing the results to other contexts, populations,
or locations.

Conclusion

The findings of this study indicate that the instrument
possesses adequate construct validity, making it
appropriate for use in interventional research related to
medical ethics in childbirth.

The results also highlight that the first ethical principle is
the most influential in the childbirth context. Enhancing
this principle leads to improvements in the other two
principles, suggesting that interventions aimed at
strengthening the first principle can, in turn, elevate the
overall ethical practice in childbirth.

Acknowledgments: This article is adapted from the
approved thesis by Kerman University of Medical
Sciences which was performed with the financial support
of the research deputy of the University. The authors
would like to thank the research deputy of Kerman
University of Medical Sciences for their sincere

cooperation.
This paper was approved by Kerman Medical Science
University with permission code

IR.KMU.REC.1396.1752 was aided by financial
supports of research and technology vice chancellor in
Kerman University of medical Sciences.

Conflict of Interest: None

Financial Support: Kerman University of Medical
Sciences, Kerman, Iran



Rahman and Ahmed

Asian J Ethics Health Med, 2023, 3:167-175

Ethics Statement: This study was approved by the ethics
committee of Kerman University of Medical Sciences
(Reg. No. 96,000,327). After approval, a permit was
issued to refer to the maternity ward of Hospital. The
researcher verbally explained the study objectives to the
participants reassuring them about confidentiality of data
and that they could leave the study at any time at will,
Also, written informed consent was obtained from
participants. In case of adults who were illiterate, the
researcher asked her questions and recorded her answers.
All methods were carried out in accordance with relevant
guidelines and regulations (declaration of helsinki).

References

10.

11.

Chervenak FA, McCullough LB. Moral philosophy
in perinatalology: a collaborative model for
perinatal ethics. Semin Perinatol. 2016;40(4):213—
5.

Serour GI, Serour AG. Ethical issues in infertility.
Best Pract Res Clin Obstet Gynecol. 2017;43:21—
31.

Mercurio MR. Pediatric obstetrical ethics: medical
decision-making by, with, and for pregnant early
adolescents. Semin Perinatol. 2016;40(4):237—46.
Antiel RM. Ethical challenges in the new world of
maternal-fetal ~ surgery.  Semin  Perinatol.
2016;40(4):227-33.

Lanzone A. Ethical issues in human reproduction:

catholic  perspectives.  Gynecol Endocrinol.
2013;29(11):953-4.
Birkhduser M. Ethical issues in human

reproduction: protestant perspectives in the light of
European Protestant and Reformed churches.
Gynecol Endocrinol. 2013;29(11):955-9.

Elf R, Nicholls J, Ni Y, Harris J, Lanceley A.
Consent practices in midwifery: a survey of UK
midwives. Midwifery. 2024;129:103893.

Jafari H, Khatony A, Abdi A, Jafari F. Nursing and
midwifery students’ attitudes towards principles of
medical ethics in Kermanshah, Iran. BMC Med
Ethics. 2019;20(1):26.

Lawson AD. What is medical ethics? Andrew D
Lawson. 2011;1:3-6.

One, Yun. HW LJ. Perceptions about the
Professional Ethics of EMT. Fire Sci Eng [Internet].
2014;28(1):71-8.

Thomas R, Parker LS, Shiffman S. The Ethics of
Tobacco Harm reduction: an analysis of E-Cigarette

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

availability from the perspectives of Utilitarianism,
Bioethics, and Public Health Ethics. Nicotine Tob
Research: Official J Soc Res Nicotine Tob.
2021;23(1):3-8.

Chervenak FA, McCullough LB. Healthcare Justice
and human rights in perinatal medicine. Semin
Perinatol. 2016;40(4):234—6.

McCullough LB, Griinebaum A, Arabin B, Brent
RL, Levene MI, Chervenak FA. Ethics and
professional responsibility: essential dimensions of
planned  home  birth.  Semin  Perinatol.
2016;40(4):222-6.

Chervenak FA, McCullough LB. Ethics in perinatal
medicine: a global perspective. Seminars Fetal
Neonatal Med. 2015;20(5):364—7.

Sim M, Kim SY, Suh Y. Sample size requirements
for simple and complex mediation models. Educ
Psychol Meas. 2022;82(1):76—106.

Mirzaee Rabor F, Taghipour A, Mirzaee M, Mirzaii
Najmabadi K, Fazilat Pour M, Fattahi Masoum SH.
Developing a questionnaire for Iranian women’s
attitude on Medical Ethics in Vaginal Childbirth.
Nurs Midwifery Stud. 2015;4(4):¢29004.
Piedmont RL. Construct validity. In: Maggino F,
editor. Encyclopedia of Quality of Life and Well-
Being Research. Cham: Springer International
Publishing; 2023. p. 1332.

Elizabeth C, Pinoa KD, Jackb B, Hendersonc D,
Milanovicd S, Kalesane B.  Adolescent
socioeconomic status and depressive symptoms in
later life: evidence from structural equation models.
J Affect Disord. 2018;225:702-8.

Karasz A, Sacajiu G, Kogan M, Watkins L. The
rational choice model in family decision making at
the end of life. J Clin Ethics. 2010;21(3):189-200.
Winzelberg GS, Hanson LC, Tulsky JA. Beyond
autonomy: diversifying end-of-life decision-
making approaches to serve patients and families. J
Am Geriatr Soc. 2005;53(6):1046-50.

Frechman E, Dietrich MS, Walden RL, Maxwell
CA. Exploring the Uptake of Advance Care
Planning in older adults: an integrative review. J
Pain Symptom Manag. 2020;60(6):1208-e2259.
Rutherford EJ, Kelly J, Lehane EA, Livingstone V,
Cotter B, Butt A, et al. Health literacy and the
perception of risk in a breast cancer family history
clinic. Surgeon: J Royal Colleges Surg Edinb Irel.
2018;16(2):82-8.

174



175

Asian J Ethics Health Med, 2023, 3:167-175

Rahman and Ahmed

23.

24.

25.

Kasule OH. Medical professionalism and
professional organizations. J Taibah Univ Med Sci.
2013;8(3):137-41.

Guraya SY, Guraya SS, Mahabbat NA, Fallatah
KY, Al-Ahmadi BA, Alalawi HH. The desired
Concept maps and goal setting for assessing
professionalism in Medicine. J Clin Diagn
Research: JCDR. 2016;10(5):Je01-5.

Stuij SM, Labrie NHM, van Dulmen S, Kersten MJ,
Christoph N, Hulsman RL, et al. Developing a
digital communication training tool on information-
provision in oncology: uncovering learning needs
and training preferences. BMC Med Educ.
2018;18(1):220.

26.

27.

28.

29.

Dehcheshmeh FS, Rafiei H. Complementary and
alternative therapies to relieve labor pain: a
comparative study between music therapy and
Hoku point ice massage. Complement Ther Clin
Pract. 2015;21(4):229-32.

Hajiamini Z, Masoud SN, Ebadi A, Mahboubh A,
Matin AA. Comparing the effects of ice massage
and acupressure on labor pain reduction.
Complement Ther Clin Pract. 2012;18(3):169-72.
Rigby FB. Ethics in the obstetric critical care
setting. wiley blackwell; 2018.

Collins SC, Chan E. Sociocultural determinants of
US women’s ethical views on various fertility
treatments. Reprod Biomed Online.
2017;35(6):669-717.



