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Family-centred care (FCC) represents a paradigm shift in healthcare, 
emphasising partnership among healthcare providers, patients and 
their families in the planning, delivery and evaluation of healthcare 
services.[1] In intensive care units (ICUs), FCC aims to strengthen 
the connection between patients and their families while mitigating 
the negative effects of hospitalisation.[2] The effectiveness of FCC 
relies on four core concepts: respect and dignity, information sharing, 
participation, and collaboration.[1] These core concepts have also 
formed the basis for the development of guidelines for the practice of 
FCC in ICUs and have led to the development of several tools which 
assess the adherence, acceptance and perception of the three groups 
of partners in FCC. Examples of such tools include the family-centred 
care assessment tool, a 21-item 5-point Likert-type scale;[2] NICU 
Family Needs Inventory, a 56-item self-report scale for parents of 

children in the neonatal ICU (NICU); the 55-item Family-Centred 
Care Questionnaire; the EMpowerment of PArents in The Intensive 
Care-30 (EMPATHIC-30) questionnaire and the EMpowerment of 
PAtients in The Intensive Care-Family (EMPATHIC-F) questionnaire; 
and various variants of the Measure of Processes of Care (MPOC) a 
56-item questionnaire, among others.

The MPOC tool is a widely used and well-validated self-reporting tool 
developed by the CanChild Centre for Childhood Disability Research 
in Canada. Originally developed as a 56-item questionnaire to assess 
the family-centred care of service providers through the self-reported 
experiences of parents of children with disabilities who received care 
at rehabilitation centres, the MPOC tool has demonstrated its utility 
in sensitive environments in various countries.[3] The MPOC tool has 
undergone various modifications and has been validated to be used not 
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Contribution of the study
 This study contributes to the field of research by providing robust evidence for the content validity of the MPOC-SP(A) tool in adult ICU 
settings, supporting its relevance, clarity, and comprehensiveness for measuring family-centred care practices. It also offers a framework for future 
validation studies in similar resource-limited healthcare contexts.
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only in paediatric rehabilitation centres but also in adult rehabilitation 
centres and in NICUs. It was modified from a 56-item tool to a 20-item 
tool to improve its utility and its ability to differentiate between different 
service delivery models.[4] The 20-item tool still covered rehabilitation 
settings and was administered to parents of children who were cared 
for in these settings.[4] The developers of the tool thereafter validated 
the tool for use among service providers in paediatric rehabilitation 
centres. This led to the development of the 27-item MPOC-SP tool. The 
MPOC-SP was designed to evaluate service providers’ perceptions of 
FCC, providing insights into the quality and effectiveness of care from 
the provider’s perspective.[5] Himuro et  al. also validated the Japanese 
version of the MPOC-SP, intended for use in NICUs.[6] The MPOC-
SP(A) tool was then validated by the developers to be used in adult 
rehabilitation centres to assess service providers’ perceptions of FCC.[7] 

The MPOC-SP(A) tool has not yet been administered in adult ICUs nor 
a low- and middle-income country (LMIC) setting. The extension of 
its use to the adult ICU environment necessitates rigorous validation to 
ensure its relevance and accuracy in a different clinical setting.

The process of validating a reflective psychometric tool analyses 
the survey questions for their dependability in measuring what is 
intended.[8] It begins with measuring the degree to which the content 
of the questionnaire reflects the intended behaviour to be measured. 
This is called content validation. It can be assessed by asking a sample 
of the target population about the relevance, comprehensiveness and 
comprehensibility of the questions, response options and instructions.[9] 
This type of validity can also be conducted using face validity, which is a 
process which measures the degree to which the individual items of the 
psychometric tool look as though they are an adequate reflection of the 
intended behaviour to be measured.[10] This is followed by validating the 
internal structure of the psychometric tool. This refers to the quality of 
questions in the tool, and how the different questions relate to each other 
within a subscale or scale. The second step, generally known as construct 
validation, evaluates the structure, internal consistency and cross-cultural 
validity of the tool.[10]

Content validation is a fundamental first step in the validation process of 
any psychometric instrument, as it ensures that the tool accurately reflects 
the specific context in which it will be used. The present article discusses 
this fundamental step in the comprehensive validation process of an 
adapted version of the MPOC-SP(A) tool, for use in adult ICUs.

Methods
Scale
The MPOC-SP(A) questionnaire consists of items categorised into four 
scales: ‘showing interpersonal sensitivity’, ‘providing general information’, 
‘communicating specific information’, and ‘treating people respectfully’. 
Each scale encompasses a distinct aspect of family-centred care in the ICU 
setting. Ten items are included under ‘showing interpersonal sensitivity,’ 
which describes care that actively involves family members in patient 
care; five items are included under ‘providing general information,’ 
which describes care that meets the general information needs of family 
members; three items are included under ‘communicating specific 
information,’ which reflects behaviours through which family members 
obtain information about their loved one; and nine items are included 
under ‘treating people respectfully,’ which reflects the proper provision of 
care by which all family members are treated with respect.

Ethics
This study was conducted in Cape Town, South Africa, following approval 
from the Human Research Ethics Committee of Stellenbosch University 

(HREC approval number: N24/03/032). Written informed consent was 
obtained from every participant after a brief explanation. Confidentiality 
was ensured.

Participants and sample size
Six experienced ICU healthcare professionals participated in the content 
validation process. The experts represented the different healthcare 
professions working in the ICU. The study population included two 
medical doctors (intensivists), two critical care nurses, and two allied health 
professionals (one dietician and one physiotherapist) with a range of 6 to 
31 years of ICU experience between them. The participants were included 
based on convenience sampling. This composition ensured representation 
across key disciplines involved in ICU care. The recommended number of 
participants for content validation studies ranges from a minimum of 2 to 
not more than 10 experts (Table 1).[11-14]

Procedure
A validation tool was given to participants with definitions of the various 
constructs of the MPOC-SP(A) tool. Participants were tasked with 
evaluating the relevance of each item in the MPOC-SP(A) tool on a four-
point scale, thereby preventing neutral responses and ensuring a clear 
assessment of each item’s importance. The participants were also asked to 
assess the tool’s comprehensibility. Suggestions for revision of items were 
accepted when two or more experts agreed on the change.

The content validation index (CVI) was used to evaluate the validity 
of items, representing the proportion of items judged as valid by the 
experts. The number of participants affected the cutoff value of the 
content validation index (CVI) (Table 1). A CVI value of 0.83 and above 
was considered acceptable for each item.[14] Items failing to meet this 
threshold were excluded from the questionnaire. The feedback provided 
by experts was used to inform necessary adjustments to the tool to 
enhance its relevance and applicability in the context of adult ICUs in 
South Africa.

The two forms of CVI, CVI for item (I-CVI) and CVI for scale (S-CVI), 
were calculated in this study. The I-CVI was calculated by dividing the 
number of experts in agreement by the total number of experts. The S-CVI 
was calculated in two ways, by calculating the average of the I-CVI scores 
for all items on the scale (S-CVI/Ave) and by calculating the proportion 
of items on the scale that achieve a relevance scale of 3 or 4 by all experts 
(S-CVI/UA(universal agreement).[14] The definition and formula of the 
CVI indices are summarised in Table 2.

The CVI was calculated for each item (I-CVI) and domain (S-CVI/Ave) 
using Microsoft Excel, with the thresholds for acceptability set at 0.83 for 
I-CVI and 0.9 for S-CVI/Ave.

Results
Six health professionals experienced in intensive care assessed the relevance 
of the MPOC-SP(A) tool to the adult ICU setting. The content validation 
process addressed all four of the domains of the MPOC-SP(A) tool:
1.	Showing interpersonal sensitivity (Table 3):

•	 This domain evaluates the empathetic interactions between service 
providers and patients/families.

•	 Items 11(Let patients and families choose when to receive information 
and the type of information they wanted?) and 21 (Help patients and 
families to feel competent in managing their own care?) were deleted 
because they both had a low I-CVI of 0.67.

•	 Item 2 (Offer patients and families positive feedback or encouragement 
(e.g., in carrying out a home programme?) was revised to be ‘Offer 
patients and families realistic feedback or encouragement (e.g., in 
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carrying out a home programme?’ as the wording ‘positive feedback’ 
was deemed not to fit into the adult ICU setting but rather realistic 
feedback.

•	 This domain achieved an S-CVI/Ave of 0.9, indicating strong 
content validity.

2.	Providing general information (Table 4):
•	 This domain assesses the availability and clarity of general 

information provided to patients and families.
•	 Item 26 (Provide opportunities for the entire family to obtain 

information?) was deleted as it had a low I-CVI of 0.5.
•	 The S-CVI/Ave for this domain was 0.87.

3.	Communicating specific information (Table 5):
•	 This domain evaluates the accuracy and relevance of specific 

medical information communicated to patients and families.
•	 Item 15 (Provide patients with written information about their 

condition, progress or treatment.) was revised to be ‘Provide 
patients with written information about their condition, progress, 
or treatment, if requested by patient’s family?’

•	 No items were removed; all items met the validity threshold with 
an I-CVI of 0.83.

•	 This domain achieved an S-CVI/Ave above 0.9.
4.	Treating people respectfully (Table 6):

•	 This domain focuses on respect and dignity in patient-provider 
interactions.

•	 All items in this domain had an I-CVI of 0.83 and above.
•	 This domain had an S-CVI/Ave above 0.9, confirming strong 

validity.

The final MPOC-SP(A) tool was refined to 24 items from the original 
27, ensuring it was both focused and relevant for adult ICUs in 
South Africa.

Discussion
The content validation of the MPOC-SP(A) tool for use in adult ICUs 
in the South African context resulted in a 24-item version. The removal 
of items 11, 21 and 26 reflects the distinct dynamics of FCC in adult 
ICUs compared with rehabilitation settings, where the original tool 
was developed. From these deletions, one can infer that in the adult 
ICU there are differing levels of family involvement and information 
needs which necessitate adjustment on the tool. In addition to these 
deletions, two items were revised for clarity and to improve on their 
comprehensibility in the adult ICU setting.

Except for the validation study on the Dutch translation of the 
MPOC‑SP tool, previous validation studies in either paediatric 
or adult settings did not report on content validation of the tool 
explicitly. Pretesting of the tool to address the content, readability, 
comprehensiveness and comprehensibility of the tool were carried out 
but the focus was more on the construct and reliability of the tool.[5-7,15,16] 
The decision to include items in the tool was made at the development 
stage of the tool.[5] In the validation study of the Dutch translation of the 
MPOC-SP tool, content validation was carried out using a 5-point scale 
of importance ranging from 0 (not important) to 4 (very important). 
The outcome of this study did not lead to the deletion or modification 
of any item, but only highlighted items that were considered highly 
important to family-centred care and those that were deemed less 
important to family-centred care.[15] Previous validation studies on the 
variants of the MPOC tool, also did not report on content validation 
using the content validity index, which makes this study unique and 
so there is no reference study with which to compare the results of the 
present study.[3-7,17-22]

The importance of rigorous content validation when adapting 
assessment tools for a new clinical setting cannot be overstated. Content 
validation is an important foundation in any psychometric study as 

Table 1. The number of experts and their acceptable CVI cutoff score (extracted from[11])
Number of experts Acceptable CVI values Source of recommendation
Two experts At least 0.80 Davis (1992)
Three to five experts Should be 1 Polit & Beck (2006), Polit et al., (2007)
At least six experts At least 0.83 Polit & Beck (2006), Polit et al., (2007)
Six to eight experts At least 0.83 Lynn (1986)
At least nine experts At least 0.78 Lynn (1986)

CVI = content validation index.

Table 2. Definition and formula of the different content validation indices[11]

CVI indices Definition Formula
I-CVI (item-level content validity index) The proportion of content experts giving item a 

relevance rating of 3 or 4
I-CVI = (the experts in agreement)/(number of 
expert)

S-CVI/Ave (scale-level content validity index 
based on the average method)

The average of the I-CVI scores for all items on 
the scale or the average of proportion relevance 
judged by all experts. The proportion relevant 
is the average of relevance rating by individual 
expert.

S-CVI/Ave = (sum of I-CVI scores)/(number of 
item)
S-CVI/Ave = (sum of proportion relevance 
rating)/(number of expert)

S-CVI/UA* (scale-level content validity index 
based on the universal agreement method)

The proportion of items on the scale that 
achieve a relevance scale of 3 or 4 by all experts. 
Universal agreement (UA) score is given as 
1 when the item achieved 100% experts in 
agreement, otherwise the UA score is given as 0.

S-CVI/UA = (sum of UA scores)/(number of 
item)

CVI = content validation index; UA = universal agreement.
*Universal agreement (UA) is the score of 1 or 0 given to an item if all experts agree on the relevance of an item or if not all experts agree respectively.
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Table 3. The summary items (I-CVI and UA) which were retained, revised and deleted from Showing Interpersonal Sensitivity Domain

Items

No. of panel 
agree on the 
relevancy of item I-CVI UA Comments Decision New item after revision

A: Showing interpersonal sensitivity
1 Suggest treatment/management activities that 

fit with each patient’s and family’s needs and 
lifestyle?

6 1 1 Retained

2 Offer patients and families positive feedback 
or encouragement (e.g. in carrying out a home 
programme)?

6 1 1 3/6 experts 
suggested 
that the term 
'positive' be 
changed to 
'realistic'

Revised Offer patients and 
families realistic 
feedback or 
encouragement (e.g. in 
carrying out a home 
programme)?

3 Take the time to establish rapport with 
patients and families?

6 1 1 Retained

4 Discuss expectations for each patient with 
other service providers, to ensure consistency 
of thought and action?

6 1 1 Retained

5 Tell patients and families about options for 
services or treatments for their condition (e.g. 
equipment, therapy)?

6 1 1 Retained

8 Discuss/explore each patient’s and family’s 
feelings about having a condition (e.g. their 
worries about their health or function)?

5 0.83 0 Retained

9 Anticipate patients’ and families’ concerns by 
offering information even before they ask?

6 1 1 Retained

11 Let patients and families choose when 
to receive information and the type of 
information they want?

4 0.67 0 Deleted

12 Help each family to secure a stable 
relationship with at least one service provider 
who works with the patient over a long period 
of time?

5 0.83 0 Retained

21 Help patients and families to feel competent in 
managing their own care?

4 0.67 0 Deleted

S-CVI/Ave 0.9
S-CVI/UA 0.6

CVI = content validation index; UA = universal agreement.

Table 4. The summary items (I-CVI and UA) which were retained, revised and deleted from Providing General Information Domain

Items

No. of panel 
agree on the 
relevancy of item I-CVI UA Comments Decision New item after revision

B: Providing general information
23 Promote family-to-family ‘connections’ for 

social, informational or shared experiences?
5 0.83 0 Retained

24 Provide support to help families cope with 
the impact of the chronic condition (e.g. 
informing patients and families of assistance 
programmes, or counselling how to work with 
other service providers)?

6 1 1 Retained

25 Provide advice on how to get information 
or to contact other patients (e.g. through a 
community’s resource 
library, support groups or the Internet)?

6 1 1 Retained

26 Provide opportunities for the entire family to 
obtain information?

3 0.5 0 Deleted

27 Have general information available about 
different concerns (e.g. financial costs or 
assistance, respite care)?

6 1 1 Retained

S-CVI/Ave 0.87
S-CVI/UA 0.6

CVI = content validation index; UA = universal agreement.



32    SAJCC   April 2025, Vol. 41, No. 1

RESEARCH

it determines each item’s relevance, clarity and comprehensiveness in 
measuring the intended construct.[9] The absence of content validity 
can negatively impact all other measurement properties. Including 
irrelevant items may reduce internal consistency, structural validity, 
and the interpretability of the tool.[9] Therefore content validation 
should be evaluated before the evaluation of the internal structure of 
a psychometric tool.[9] In the case of the MPOC-SP (A) tool, which 
was originally validated for rehabilitation settings, it was important 
to ensure that the items were relevant to the adult ICU settings. This 
involved rephrasing or eliminating items that did not translate well 
to the new setting. The items also needed to be easily understood by 
the target population, in this case, healthcare providers working in 
adult ICUs. Any ambiguities or complex terminologies needed to be 

clarified to avoid misinterpretation and ensure accurate responses. In 
addition to the relevance of the tool to the adult ICU setting, it also 
needed to be culturally and contextually relevant to the South African 
healthcare environment as there could be differences in the healthcare 
environments of the developers of the tool. The inclusion of a diverse 
group of ICU professionals ensured that the tool was comprehensive 
and applicable to various aspects of ICU care. This multidisciplinary 
approach helped to capture a wide range of perspectives, enhancing the 
tool’s relevance and utility. One of the limitations of this study which 
is quite common with content validation studies is the subjectivity 
of the experts’ feedback which makes the outcome subject to bias 
that may exist among experts.[23] To compensate for this limitation, 
recommendations made by experts were only accepted when two or 

Table 6. The summary items (I-CVI and UA) which were retained, revised and deleted from Treating People Respectfully Domain

Items

No. of panel 
agree on the 
relevancy of item I-CVI UA Comments Decision New item after revision

D: Treating people respectfully
6 Accept patients and their family in a 

nonjudgmental way?
6 1 1 Retained

7 Trust patients as the ‘experts’ on themselves? 5 0.83 0 Retained
10 Make sure patients and families had a chance 

to say what was important to them?
6 1 1 Retained

13 Answer patients’ and families’ questions 
completely?

6 1 1 Retained

17 Treat each patient and their family as an 
individual rather than as a ‘typical’ patient?

6 1 1 Retained

18 Treat patients as equals rather than just as a 
patient?

6 1 1 Retained

19 Make sure patients and families had 
opportunities to explain their treatment goals 
and needs (e.g. for services or equipment)?

6 1 1 Retained

20 Help patients and families feel like a partner in 
their own care?

5 0.83 0 Retained

22 Treat patients and their families as people 
rather than as ‘cases’ (e.g. by not referring by 
diagnosis)?

5 0.83 0 Retained

S-CVI/Ave 0.94
S-CVI/UA 0.67

CVI = content validation index; UA = universal agreement.

Table 5. The summary items (I-CVI and UA) which were retained, revised and deleted from Communicating Specific Information 
Domain

Items

No. of panel 
agree on the 
relevancy of item I-CVI UA Comments Decision New item after revision

C: Communicating specific information
14 Tell patients about the results from tests and/

or assessments?
6 1 1 Retained

15 Provide patients with written information 
about their condition, progress or treatment?

5 0.83 0 2/6 experts 
suggested 
including 
the phrase 'if 
requested by 
patient's family' 
to the item.

Revised Provide patients with 
written information 
about their condition, 
progress or treatment, 
if requested by patient's 
family?

16 Tell patients and families details about their 
services, such as the types, reasons for, and 
durations of treatment/management?

6 1 1 Retained

S-CVI/Ave 0.94
S-CVI/UA 0.67

CVI = content validation index; UA = universal agreement
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more of the experts suggested the change independently. Also, although 
the study looked at the relevance of each item and the comprehensibility 
of the tool, it failed to assess the comprehensiveness of the tool which is 
also a part of content validation.

The next phase of validation will focus on construct validity and 
reliability assessments of the refined tool so as to ensure the tool’s overall 
psychometric robustness.

Conclusion
The rigorous content validation process underscores the importance 
of expert review in adapting assessment tools for new clinical 
environments. The high S-CVI/Ave values across all domains in this 
study reflect a consensus among experts on the tool’s relevance and 
clarity. The modifications made to the MPOC-SP(A) tool enhance 
its applicability and potential effectiveness in assessing FCC practices 
in adult ICUs in South Africa. The study successfully completed the 
content validation of the MPOC-SP(A) tool for use in adult ICUs, 
resulting in a refined 24-item instrument. The next phase of validation 
will focus on construct validity and reliability to further establish 
the tool’s reliability and applicability. By integrating feedback from 
experienced ICU professionals, the MPOC-SP(A) tool is poised to 
contribute significantly to improving FCC practices in adult intensive 
care settings.
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