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Üreme Özerkliği Ölçeği: Türkçe geçerlik ve güvenirlik çalışması 
 

Rukiye SULU DURSUN1, Ebru GOZUYESİL2 
Abstract 
Objective: This study aims to determine the validity and reliability of the Turkish version of the Reproductive Autonomy Scale. 
Methods: A methodological study was conducted with 320 women who sought treatment in a Family Health Center between November 5, 
2022, and February 1, 2023. Data were collected through the Personal Information Form and the Turkish version of the Reproductive 
Autonomy Scale. The content validity index (CVI-Lawshe technique) was used to analyze the agreement in expert opinions. While Pearson 
correlation analysis was used for the test-retest analysis of the scale and its sub-scales, Cronbach's alpha coefficient was utilized to analyze 
the internal consistency of the scale and its sub-scales. Exploratory factor analysis and confirmatory factor analysis were utilized to test the 
scale's construct validity. These factor analyses were conducted separately in two samples divided randomly. 
Results: The adequacy of the sample size was calculated using the Kaiser-Maier Oklin (KMO) value, which was found to be 0.704. The 
significance value of Bartlett's Test of Sphericity (χ91 196.033. p < .001) was below 0.05, indicating that a factor analysis may be useful with 
the data. A three-factor structure explaining %77.84 of the variance and having an eigenvalue above one was obtained due to the varimax 
axis rotation. All the items were included in the factors in the original scale, and a structure with factor loadings ranging between 0.589 and 
0.917 emerged. The model was found to fit the data for the overall scale. Cronbach's alpha internal consistency coefficients of the scale were 
calculated as 0.903, 0.891, 0.928, and 0.918 for the total score, decision-making, freedom from coercion, and communication sub-scales, 
respectively. 
Conclusion: The Reproductive Autonomy Scale was found to be a valid and reliable measurement tool for the Turkish population. 
Keywords: Reproductive health; personal autonomy; scale; reliability; validity  
 
Özet 
Amaç: Çalışmanın amacı, Üreme Özerkliği Ölçeği’nin Türkçe formunun geçerlilik ve güvenilirliğini belirlemektir.  
Yöntem: Araştırma 05 Kasım 2022-01 Şubat 2023 tarihleri arasında bir Aile Sağlığı Merkezine başvuran 320 kadın ile metodoloj�k t�pte 
gerçekleşt�r�lm�şt�r. Araştırmada ver� toplama aracı olarak k�ş�sel b�lg� formu ve Üreme Özerkl�ğ� Ölçeğ�’n�n Türkçe formu kullanılmıştır. 
Uzman görüşlerinin uyumluluğu Kapsam geçerlik indeksi (KGİ-Lawshe tekniği) ile değerlendirilmiştir. Ölçek ve alt boyutlarının test-tekrar 
test değerlendirmesi Pearson korelasyon analizi ile, ölçek ve alt boyutlarının iç tutarlılığı Cronbach alfa katsayısı ile değerlendirilmiştir. 
Ölçeğin yapı geçerliği açımlayıcı faktör analizi ve doğrulayıcı faktör analizi ile test edilmiştir. Söz konusu faktör analizleri örneklemin 
randomize olarak bölündüğü iki örneklemde ayrı ayrı yürütülmüştür.  
Bulgular: Örneklem büyüklüğünün yeterl�l�ğ�n� bel�rlemede Ka�ser-Maier Oklin (KMO) değeri hesaplanmış ve 0.704 olarak bulunmuştur. 
Bartlett Küresellik Testi'nin anlamlılık değerinin (χ91 196.033. p < .001) 0.05'in altında olması, bu veri analizinin yararlı olabileceğini 
göstermektedir. Yapılan Varimax ekse döndürmesi sonucunda varyansın %77.84’ünü açıklayan ve özdeğeri 1’in üzerinde olan üç faktörlü 
bir yapının elde edildiği görülmektedir. Bütün maddelerin orijinal ölçekteki faktörlerde yer aldığı ve 0.589 ile 0.917 arasında değişen faktör 
yüklerine sahip bir yapının ortaya çıktığı görülmektedir. Ölçeğin geneli için modelin veriye uygum gösterdiği görülmüştür. Ölçeğin 
Cronbach Alfa iç tutarlık katsayıları, toplam puan, karar verme, zorlamadan kaçınma ve iletişim alt boyutları için sırasıyla 0.903, 0.891, 
0.928, 0.918 olarak hesaplanmıştır. 
Sonuç: Üreme Özerkliği Ölçeğ�’n�n Türk toplumu �ç�n geçerl� ve güven�l�r b�r ölçme aracı olduğu tesp�t ed�lm�şt�r. 
Anahtar Kelimeler: Üreme sağlığı; kişisel özerklik; ölçek; güvenilirlik; geçerlilik 
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Introduction 
Many factors related to psycho-social factors, individual health status, fertility behavior, and reproductive health 
affect women's health.1 When women reach reproductive age, they encounter many negative issues such as 
difficulties in the use of contraceptives; unwanted pregnancies; unhealthy abortions; adolescent pregnancies; 
prenatal, perinatal, and postnatal complications; and maternal death.1,2 

Unwanted pregnancies account for 40% of all pregnancies worldwide.3 The lack of consistent and correct 
contraceptive use is the main determinant of unwanted pregnancies.4 United Nations 2019 data indicate that of 1.9 
billion women aged 15-49 worldwide, 1.1 billion need family planning. The unmet need for family planning is 
17.3% in the world, and this rate increases to 24.6% when traditional methods are added.5 As for Turkey, according 
to TDHS, the unmet need for family planning doubled from 6% in 2013 to 12% in 2018. On the other hand, the 
proportion of women who need contraception but do not/cannot use effective methods increases to 33% when 
traditional methods are added.6,7 Women's lack of effective contraceptive method use is caused by the experience 
and fear of side effects, lack of contraceptives, health concerns, social and cultural norms, religious beliefs, and 
lack of knowledge and partner attitudes.8-10 Studies in the literature have reported the effect of peers and partners on 
contraceptive use.9-11 The rate of contraceptive use decreased with the increase in intimate partner violence.11 
Empowerment and autonomy are two interrelated concepts. Women are reported to be empowered for the 
prevention of domestic violence.12 

Reproductive autonomy is having the ability to decide and control issues related to contraception, pregnancy, and 
childbearing.13 Women's reproductive decisions could be affected by factors including sociodemographic 
conditions such as age, education, region, marital status, religion, color/race, and employment status.14,15 
Reproductive autonomy consists of three basic constructs: decision-making power, freedom from coercion, and 
communication.13 Studies have reported a positive relationship between intimate partner violence and reproductive 
coercion, a domain of reproductive autonomy.13,16 In their study including young women, There was a relationship 
between social support, income level, choice of contraceptive method, and previous pregnancy status and decision-
making and communication, which are other branches of reproductive autonomy.17 The impact of reproductive 
autonomy on contraceptive use has been investigated in many qualitative studies, which reported that women's 
disempowerment may increase partner pressure,18 lead to poor communication with their partners,19,20 and decrease 
contraceptive use.18-20 According to the World Health Organization (WHO violence against women is a very 
serious yet preventable public health problem. According to WHO estimates, around one in three women 
worldwide are exposed to physical or sexual violence by an intimate partner.21 The roots of a patriarchal culture 
persist in our country today, giving men a natural privilege of a choice. This condition negatively affects many 
women's reproductive autonomy.22 In this regard, the evaluation and consideration of reproductive autonomy by 
health professionals is considered to have a key role in preventing gender-based violence. 
No studies or measurement tools were found to have investigated reproductive autonomy in the national literature. 
In our country, which has a patriarchal family structure23, reproductive autonomy is considered to be of great 
importance in understanding the unmet need for family planning and evaluating another face of violence. This 
study aims to adapt the Reproductive Autonomy Scale (RAS) developed by Upadhyay et al.13 to Turkish society to 
assess women's reproductive autonomy. In this regard, the research question of the study is as follows:" Is the 
Reproductive Autonomy Scale a valid and reliable measurement tool for Turkish culture?" 
Materials and method  
Study design and sample 
This study utilized a methodological design to assess the reliability and validity of the Turkish version of the RAS. 
The study was conducted between November 5, 2022, and February 1, 2023, with 320 women who sought 
treatment in a Family Health Center and met the inclusion criteria. The sample size for methodological studies is 
considered sufficient if it is five times higher than the number of items on the scale.24 Given that the number of 
items in the Reproductive Autonomy Scale is 14, a sample size of 140 is considered to be sufficient. Since the 
exploratory and confirmatory factor analyses would be conducted on different sample groups, this study included a 
total of 320 women. Participants were over 18 years old, of reproductive age, literate, willing to participate, and 
either married or in a relationship. Women with a mental health-related diagnosis were excluded from the study 
Data Collection Tools 
Data collection was done using a questionnaire form consisting of two parts. The first part included the "Personal 
Information Form" concerning women's descriptive features, and the second part included the "Reproductive 
Autonomy Scale". The women were informed about the purpose of the study, voluntary participation, and 
confidentiality, and data were collected by the researcher by meeting the participants face-to-face. 
Personal Information Form 
The Personal Information Form, which was used in the validity and reliability phase of the present study, consisted 
of seven questions about women's descriptive characteristics such as age, education level, and marital status.13,17,25 



 
Sulu Dursun & Gozuyesil. TJFPMC 2024;18(3):293-302 

 295 

The Reproductive Autonomy Scale 
The scale developed by Upadhyay et al. (2014) in the USA is designed to assess the reproductive autonomy of 
women of reproductive age.The RAS, which has 14 items and three sub-scales, can be used for all women of 
reproductive age. The sub-scales of the scale include decision-making (1-4), freedom from coercion (5 -9) and 
communication (10-14). The first sub-scale, decision-making, includes questions about who has the final say in 
different reproductive situations with three answer options: my sexual partner = 1 point; both I and my sexual 
partner equally = 2  points; I = 3 points. The questions in the second sub-scale are about the difficult situations 
experienced by women. The third subscale includes issues related to the possibility of communication between 
women and their partners (or another person such as father, mother, mother-in-law/father-in-law) regarding sexual 
and reproductive decisions. The questions in the second and third sub-scales are responded to on a Likert-type scale 
including ''1 point =Strongly disagree; 2 points =Disagree ; 3 points =Agree; and 4 points =Strongly disagree )''. All 
the items in the freedom from coercion sub-scale theoretically contradict reproductive autonomy, so all the items in 
this structure should be scored reversely to calculate the absence of coercion score. The total and sub-scale scores 
are calculated by dividing the total score by the number of items, with higher scores indicating higher levels of 
reproductive autonomy.13 

Language Validity of the Reproductive Autonomy Scale 
Initially, permission was obtained from the author who developed the scale for the language validity phase of the 
study. Three academicians proficient in English independently translated the scale into Turkish. An expert faculty 
member and a Turkish language expert reviewed these translations, selecting the most appropriate wording for each 
item to create the Turkish version of the scale. This version was then back-translated into English, and Dr. 
Upadhyay evaluated it to identify any discrepancies with the original. With Dr. Upadhyay's approval, the final 
Turkish version of the scale was established, ensuring language validity. 
Data Analysis  
Data were analyzed in SPSS 21 and AMOS 21 programs. While freedom from coercion sub-scale mean scores 
were calculated and the relationships between sub-scales were examined, all the items were reversed like in the 
original scale. The frequencies, rates, means and standard deviations of the individuals in the groups were 
presented using descriptive statistics in terms of different variables. Skewness and kurtosis values, histograms, and 
Q-Q plot values were analyzed to examine whether the data met the normality assumption. Values were between -
1.5 and +1.5. According to Tabachnick and Fidell (2007), skewness and kurtosis coefficients between -1.5 and +1.5 
indicate that the data are normally distributed.27  
The content validity index (CVI) using the Lawshe technique was employed to assess the consistency of expert 
opinions. The values demonstrated a normal distribution of the data. The test-retest reliability of the scale and its 
subscales was evaluated using Pearson correlation analysis, while internal consistency was assessed with 
Cronbach's alpha coefficient. Construct validity was examined through exploratory factor analysis (EFA) and 
confirmatory factor analysis (CFA), conducted separately on two randomly divided samples. 
Content Validity  
After language equivalence, content validity was conducted with 13 expert faculty members (experts in the fields 
of Obstetrics, Gynecology, and Obstetrics Nursing and Midwifery). The experts evaluated the measurement tool in 
terms of its suitability for the purpose, comprehensibility, cultural appropriateness, and determination of 
reproductive autonomy. 
The agreement between the experts was evaluated using the content validity index (CVI). The item is sufficient in 
terms of content validity if the CVI is greater than 0.80. If it is lower, the item is removed.28 The expert scores were 
found to be compatible (CVI =0.804). 
Pilot Study 
The pilot study was conducted to evaluate the comprehensibility of the items in the scale in terms of language and 
content, spelling errors, and the duration to fill in and administer the scale. After the language and content validity 
analysis was performed, the scale was piloted with 30 women, who were not included in the study. No changes 
were made in the items after the pilot study, and the items were found to be comprehensible. 
Ethical Considerations 
Prior to the study, approval was obtained from the Non-invasive Clinical Research Ethics Committee of X 
(04.11.2022/127). The study followed the principles of the Declaration of Helsinki. 
 
Results 
The sample of this study consisted of 320 participants with an average age ranging from 18 to 48 (mean=35.93 ± 
6.32). Of all the participants, 50.9% had a bachelor's degree or postgraduate degree, 79.7% were married, 64.7% 
had a middle socioeconomic level, 61.6% were employed and 81.6% lived in a province. Finally, 22.8% had an 
abortion experience (Table 1). 
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Table 1. Demographic Characteristics of the Participants (n=320) 
Characteristics n % 
Education level   
Primary school and below 16 5.0 

Secondary school 29 9.1 
High school 112 35.0 

Undergraduate and postgraduate 163 50.9 

Marital Status    

Married 255 79.7 
Single 28 8.8 

Widowed 37 11.6 

Employment status 
Employed 

 
197 

 
61.6 

Unemployed 124 38.4 

Income level   

Good 76 23.8 
Middle 207 64.7 

Low 37 11.6 

Place of residence   

Province 261 81.6 
District 54 16.9 

Village 5 1.6 

Having abortion    

Yes 73 22.8 
No 247 77.2 

 
 
Exploratory and confirmatory factor analyses were performed to test the construct validity of the scale. These 
factor analyses were conducted separately in two randomly divided samples (Exploratory factor analyses:160, 
confirmatory factor analyses:160).29 Kaiser-Maier Oklin (KMO) value was calculated to determine the adequacy of 
the sample size, which was found to be 0.704. In addition, the significance value of Bartlett's Test of Sphericity 
(χ91 196.033. p < .001) was below 0.05, indicating that a  factor analysis may be useful with the data. The 
relationships between the decision-making sub-scale, freedom from coercion sub-scale, and communication sub-
scale were examined to test the convergent validity of the Reproductive Autonomy Scale. The results indicated 
significant relationships between the sub-scales (Table 3). Principal component analysis was performed to analyze 
the factor structure of the scale using the varimax axis rotation method. The varimax axis rotation results indicated 
a three-factor structure explaining 77.84% of the variance and having an eigenvalue above one. Factor loadings in 
the original scale ranged from 0.64 to 0.81.13 All the items were included in the factors in the adapted scale, and a 
structure with factor loadings ranging from 0.589 to 0.917 emerged.  Table 2 presents the exploratory factor 
analysis results of the adapted scale. confirmatory factor analysis (CFA), was also conducted for testing the 
construct validity (n=160). In confirmatory factor analysis, all factor loadings ranged between .63 and .87. These 
values indicated that the power of each item to predict the latent construct was sufficient and high. CFA was 
conducted with a sample of 160 participants. It is assumed that a sample size of 10 times the number of indicator 
variables is sufficient for confirmatory factor analysis.30 With 14 indicator variables in the scale, the sample size is 
sufficient. The χ²/df value was found to be less than three. In line with this finding, the model for the scale was 
determined to fit the data well. Once the measurement model indicated a good fit, the structural model was tested. 
Fit indices for CFI, GFI, and NFI values were all greater than 0.90. All factor loadings exceeded 0.30, and error 
variances were below 0.90, indicating that each item effectively served its purpose. The results demonstrated a 
good fit of the data to the model: χ²(72, N = 160) = 119.175, p > .05, χ²/df = 1.655, GFI = .91, NFI = .93, TLI = .96, 
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CFI = .97, and RMSEA = .064 (Figure 1. Confirmatory Factor Analysis Results of the Reproductive Autonomy 
Scale) 
 
Table 2. Exploratory Factor Analysis Results of the Reproductive Autonomy Scale (n=160) 

Items F1 F2 F3 

Who has the most say about which method to use to prevent pregnancy? .878   

Who has the most say about whether you use any methods to prevent pregnancy? .863   

Who has the most say about when you have a baby? .853   

In the case of an unplanned pregnancy, who has the most say while deciding whether 

or not to have an abortion, to give birth to the baby, or to give out the baby for 

adoption? 

.846   

If I use any methods to prevent pregnancy, my partner prevents me.  .900  

When I want to use any methods to prevent pregnancy, my partner makes its use 

difficult for me. 

 .872  

 When I do not want to use any methods to prevent pregnancy, my partner pressures 

me to use one. 

 .871  

When I want to use any methods to prevent pregnancy, my partner stops me.  .841  

My partner pressures me to get pregnant.  .714  

When I want to use any methods to prevent pregnancy, my partner supports me.   .917 

It is easy to talk about sexuality with my partner.   .886 

If I do not want to have sex, I can tell this to my partner.   .883 

If I am worried about whether I conceive or not, I can talk to my partner about it.   .845 

If I do not really want to get pregnant, I can get my partner to agree with me   .589 

Explained variance 12.308 45.455 20.081 

Eigenvalue 1.723 6.364 2.811 

Cronbach's Alpha .891 .928 .918 

Factor 1: Decision-Making Factor 2: Freedom from Coercion Factor 3: Communication 
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Figure 1. Confirmatory Factor Analysis of the Reproductive Autonomy Scale  
 
 
Internal consistency analysis and test-retest reliability analyses were performed for reliability analyses. The total 
Cronbach's alpha internal consistency coefficient of the scale was calculated as 0.903. Cronbach's alpha internal 
consistency coefficient was 0.891 for the decision-making sub-scale, 0.928 for the freedom from coercion sub-
scale, and 0.918 for the communication sub-scale. Data regarding Cronbach's alpha coefficients show that the scale 
yields reliable results. 
To determine the significance of the scale for time invariance, the scale was administered to a group of 50 
participants twice, at a two-week interval. The relationships between sub-scales and test-retest reliability were 
analyzed by Pearson correlation analysis. The results showed that the relationship between decision-making, 
communication, and freedom from coercion sub-scales was positive and significant at both times (p < 0.05). In 
addition, the correlations between the measurements of the sub-scales taken at two different times ranged between 
0.930 and 0.750. This result indicates the stability of the scale. The findings are presented in Table 3.  
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Table 3. Relationships between Reproductive Autonomy Scale Sub-scales (n=320) 
Variables   1 2 3 4 5 6 

1. Decision-Making T1 r 1      

p       

2. Freedom from Coercion T1 r .278** 1     

p .000      

3. Communication T1 r .158* .565** 1    

p .046 .000     

4. Decision-Making T2 r .925** .556** .309* 1   

p .000 .000 .029    

5. Freedom from Coercion T2 r .655** .842** .485** .712** 1  

p .000 .000 .000 .000   

6. Communication T2 r .458** .601** .747** .439** .610** 1 

p .001 .000 .000 .001 .000  

T: Time, Pearson correlation analysis was used. 
*= p<0,05, **= p<0,01 

 
The self-reported responses may cause significant increase/decrease in the correlations over time. 
The scoring of the total and sub-scales is analyzed according to the average score obtained by dividing the total 
score by the number of items, with higher scores in the total scale indicating higher levels of reproductive 
autonomy. The total and sub-scale scores in this study are presented in Table 4.  
 
Table 4. Scoring of Reproductive Autonomy Scale and Sub-scales (n=320) 

Subscales Mean Standard Deviation Minimum-Maximum  

Decision-Making  2.33 0.47 1-3 

Freedom from Coercion 1.57 0.61 1-4 

Communication 3.11 0.78 1-4 

Total average 2.33 0.28 1.3-2.9 

 
 
Discussion 
This study sought an answer to the question" Is the Reproductive Autonomy Scale a valid and reliable 
measurement tool for Turkish culture?". In line with this purpose, validity and reliability of the scale were 
analyzed. 
Validity refers to the extent to which a measurement tool accurately measures the variable it is intended to measure. 
This study assessed the validity of the scale through language validity, content validity, and construct validity. The 
translation-back translation method was employed for language validity. Scale adaptation studies often use various 
translation methods for language validity, including one-way translation, group translation, and translation-back 
translation..26 

For language validity, the scale items were initially translated into Turkish by three experts who had a good 
command of the English language. The translations were combined to form the Turkish version of the 
"Reproductive Autonomy Scale". The Turkish form was back-translated into English by a linguist who had not 
seen the original scale before. The back-translated scale items were sent to Dr. Upadhyay, the original author of the 
scale, for the evaluation of any differences. The final version of the Turkish form of the scale was structured, and 
language validity was ensured. 
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The literature identifies two methods for ensuring content validity in scale adaptation studies: the Lawshe and 
Davis techniques. This study employed the Lawshe technique for content validity. In this method, experts evaluate 
the relevance and clarity of each scale item using a four-point rating scale: (4) 'The item is very relevant,' (3) 'The 
item requires minor revision,' (2) 'The item requires major revision,' and (1) 'The item is not relevant.' Expert 
opinions were gathered from 13 academics specializing in Midwifery, Obstetrics, and Gynecology Nursing, and 
consensus was achieved among them. Consequently, the scale items were deemed comprehensible, applicable to 
our country, representative of the measured area, and suitable for measurement.After the language and content 
validity analysis, a pilot study is recommended to test the comprehensibility and applicability of the items in a 
small group that meets the target sample criteria.35 In this study, the pilot study was conducted with 30 women, 
who were not included in the actual study. After the pilot study, it was concluded that the scale was comprehensible 
and applicable. In line with these results, no changes were made in the items. 
Exploratory and confirmatory factor analyses were performed to test the construct validity of the scale. Kaiser-
Maier Oklin (KMO) value was calculated to determine the adequacy of the sample size. In the literature, the 
adequacy of the sample is decided by looking at the KMO value in explanatory factor analysis, which is expected 
to be above 0.600.36 The KMO value of 0.704 in this study indicates that the sample size is sufficient for factor 
analysis. The target population should be distributed normally in factor analysis. For this purpose, Bartlett's test is 
performed to determine whether the data have a multivariate normal distribution, and the significance value is 
analyzed to evaluate the suitability of the data for factor analysis. The items in the scale are suitable for factor 
analysis if this value is <0.05.34 The significance value of Bartlett's Test of Sphericity was less than 0.05 in this 
study, indicating that the multivariate normality criterion was met. The factor structure of the Reproductive 
Autonomy Scale was analyzed by principal component analysis using the varimax axis rotation method. Varimax 
rotation is applied if the purpose is to reveal more than one sub-scale. This method aims to minimize the number of 
variables that can be grouped under one factor, a common approach in the literature. The eigenvalue indicates the 
amount of variance each factor accounts for within the total variance. Factors with eigenvalues greater than one are 
considered significant. The Varimax rotation revealed a three-factor structure explaining 77.84% of the variance, 
with each factor having an eigenvalue above one. All items had factor loadings ranging from 0.589 to 0.917, 
surpassing the minimum expected thresholds of 0.30 or 0.40. Confirmatory factor analysis validated the factor 
structure of the scale, as illustrated in Figure 1. The fit indices for the scale items aligned with values reported in 
the literature, supporting the three-factor structure. Consequently, the Turkish version of the scale demonstrates a 
three-factor structure and satisfies construct validity criteria.The reliability of the scale was assessed using 
Cronbach's alpha coefficient and the test-retest method. According to the literature, a Cronbach's alpha coefficient 
value of 0.70 or higher is considered the standard for evaluating the reliability of measurement tools. The overall 
scale achieved a Cronbach's alpha value of 0.903. Additionally, the test-retest method was employed to verify the 
consistency of measurements over time. The reliability analysis results exceeded 0.70, indicating high reliability of 
the scale scores. The correlation coefficient used for determining test-retest reliability should fall between zero and 
onThe literature reports that a correlation value of 0.20 or less indicates a very weak relationship, 0.20 to 0.39 
indicates a weak relationship, 0.40 to 0.59 indicates a moderate relationship, 0.60 to 0.79 indicates a strong 
relationship, and 0.80 to 1.0 indicates a very strong relationship.38,39 The relationship between decision-making, 
freedom from coercion, and communication sub-scales of the Reproductive Autonomy Scale was found to be 
positive and significant at both measurement times in a two-week interval (p < 0.05), indicating the stability of the 
scale. 
The total mean score of the Reproductive Autonomy Scale was calculated as 2.33±0.28. While this mean was 
2.83±0.35 in the Brazilian validity and reliability study, it was reported as 3.38±0.26 in the England study.25,40 

 
Conclusion 
The Reproductive Autonomy Scale is validated for use in Turkey, with the adapted Turkish version demonstrating 
compatibility with the original scale. The Turkish version retains the original structure of three sub-scales and 14 
items. To ensure generalizability, further testing with a larger sample group is recommended. This scale can serve 
as a screening tool in sexual and reproductive health clinics across Turkey. Reproductive autonomy is a human 
rights issue that health professionals and midwives can address, offering guidance to women. This scale is 
considered a valuable tool for identifying women with low reproductive autonomy. 
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