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ABSTRACT
Objective: The purpose of this study was to evaluate test-retest reliability, construct validity, and internal consistency
of the Brazilian version of the Pelvic Girdle Questionnaire (PGQ-Brazil).
Methods: Analysis of the measurement properties was carried out in 4 steps. Step 1 was the pilot study, on which
basis 4 hypotheses were formulated. These hypotheses were tested during the next step (construct validity, step 2) by
completion of the questionnaire by the 2 groups (in pain [n = 105] and not in pain [n = 52]). For implementation of the
PGQ-Brazil in the group with pain, we calculated the internal consistency (step 3) and, 7 days later, test-retest
reliability (step 4) by re-application of the instrument in this group.
Results: First, the PGQ-Brazil was able to discriminate between these groups (construct validity). Second, test-retest
reliability (intraclass correlation coefficients for Activities subscale [0.97 with 95% confidence interval of 0.95-0.98] and
Symptoms subscale [0.98 with 95% confidence interval of 0.97-0.98] and κ coefficient between 0.50 and 0.89 for the items)
was found to be good; the Bland-Altman test indicated satisfactory agreement. The Rasch analysis indicated good internal
consistency, and the instrument's ability to divide the participants into at least 3 levels of skills was confirmed. In contrast, a
ceiling effect was observed, as 24% of pregnant women exhibited skills superior to what the PGQ-Brazil could evaluate.
Conclusions: The PGQ-Brazil had good internal consistency, test-retest reliability, and construct validity in
assessment of limitations in activities and symptoms of pregnant women with pelvic girdle pain. (J Manipulative
Physiol Ther 2018;41:425-433)

Key Indexing Terms: Disability Evaluation; Pain; Pelvic Girdle Pain; Pregnancy
INTRODUCTION

Lumbopelvic pain during pregnancy is a major complaint,
not only because of the high frequency (21%-81%) of women
affected, but also because of the intensity of pain and discomfort
reported.1-3 However, there is growing evidence that pelvic
disorders constitute a distinct subgroup of low back pain with a
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unique clinical presentation and the need for specific treatment,
meaning there is a clinical classification that distinguishes the 2
specific conditions.4-9 Pelvic girdle pain (PGP) related to
pregnancy is experienced between the posterior iliac crest and
the gluteal fold, particularly near the sacroiliac joints from
which it may radiate to the posterior thigh.6,9-12

Commonly, studies that assess the functional capacity of
pregnant women with PGP use tools developed for a
nonpregnant population with low back pain.4,12-17 To fill
this gap, in 2011, a Norwegian research group proposed a
condition-specific questionnaire for PGP called the Pelvic
Girdle Questionnaire (PGQ).18 The instrument contained 25
items in 2 subscales (Activities subscale: 20 items; Symptoms
subscale: 5 items) with 4 response options (0-3 points). The
overall score is calculated by dividing the sum of the subscale
scores by 75, resulting in percentage scores ranging from 0
(no disability) to 100 (severe disability). Three points are
deleted for each “not applicable” response to an item. Amajor
strength of the questionnaire is that data were collected from a
representative sample of pregnant and postpartum women

http://crossmark.crossref.org/dialog/?doi=10.1016/j.jmpt.2017.10.008&domain=pdf
mailto:andrealemos4@gmail.com
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with clinically confirmed PGP. Furthermore, the question-
naire is simple to administer and is feasible for use in both
research and clinical practice.18

During its development, the PGQ was found to have
good internal consistency and good test-retest reliability for
both subscales and satisfactory construct validity, thereby
indicating the validity of this instrument for the assessment
of function in pregnant and postpartum women diagnosed
with PGP related to pregnancy.18,19

For use of this instrument in a different country, however, it
was necessary to evaluate its measurement properties to ensure
their quality in a different sociocultural environment. Thus, the
aim of this study was to analyze the test-retest reliability,
construct validity, and internal consistency of an interview-
based version of theBrazilian version of the PGQ (PGQ-Brazil).
METHODS

The PGQ-Brazil is a socioculturally adapted version of
the PGQ for Brazilian women. The PGQ was adapted by
translation, back-translation, an expert committee, a Delphi
study, and a pretest20 (Appendix A). Its measurement
properties were studied based on the recommendations of
the Consensus-Based Standards for the Selection of Health
Measurement Instruments and Terwee et al.21 This phase of
the study consisted of 4 steps: pilot study, construct
validity, test-retest reliability, and internal consistency.

Before analysis of the PGQ-Brazil’s measurement
properties, a pilot study was conducted on a sample of
21 pregnant women, 9 without complaints of pain and 12
diagnosed with PGP, whose data were not included in
the analysis of the study. The purpose of this pilot study was
to train the evaluator in application of the specific tests for the
diagnosis of PGP, as well as to formulate hypotheses to be
tested during the construct validity step (hypothesis testing).

From the pilot study, 4 hypotheses were developed:

1. The mean score on the Activities subscale for the
pregnant women with pain will be greater than that
for pain-free pregnant women.

2. The mean score on the Symptoms subscale for
pregnant women with pain will be greater than that
for pain-free pregnant women.

3. The mean total score for pregnant women with pain
will be greater than that for pain-free pregnant women.

4. The instrument can distinguish between pregnant
women with pain and pregnant women without pain
reaching a mean difference in the total score pre-
established in the pilot study of 34.76 ± 7.40% within
the 95% confidence interval (CI) of 50.26 to 19.25.

These hypotheses were tested by comparing 2 different
groups: a group of 52 pregnant women without pain
complaints and a group of 105 pregnant women diagnosed
with PGP. All participants, regardless of group, could be
primiparous or multiparous and had to be 18 years or older
and at more than 18 weeks of gestation during the
evaluation. Among the pregnant women with PGP, those
who also had low back pain were eliminated. In the group
without pain, patients who had back pain related to
pregnancy were excluded from the study. Women with
neuromuscular, rheumatic, or urogenital diseases were
excluded from both groups.

The same group of 105 pregnant women with a
diagnosis of PGP related to pregnancy involved in the
construct validity step also participated in the test-retest
reliability and internal consistency steps. Patients were
selected according to the criteria described above and were
recruited sequentially from 6 Family Healthcare Units in the
city of Recife, state of Pernambuco (Brazil), in the period
January 2013 to January 2014.

Sample size was based on the Consensus-Based
Standards for the Selection of Health Measurement
Instruments and specific criteria for studies of measurement
properties, which recommend minimums of 50 individuals
to study reliability and 100 individuals to study internal
consistency through Rasch analysis.21-25

Pelvic girdle pain was diagnosed based on the presence of
pain as assessed with pain provocation tests recommended by
the European guidelines6 (posterior pelvic pain provocation
test, pubic symphysis provocation test by modified Trendelen-
burg test, palpation of the long dorsal sacroiliac ligament, and
palpation of the pubic symphysis) and 1 functional test (the
active straight leg raise test). The diagnosis was later confirmed
when the posterior pelvic provocation test and/or active straight
leg raise (right and/or left sides) and any of the other 3 tests
were also positive.4,6,7 Pain location was assessed by having
participants mark, on a drawing, the body areas in which they
had pain, in 4 different regions the pelvis: symphysis, left
sacroiliac joint, right sacroiliac joint, and over the sacrum.

After inclusion of the pregnant women in the study,
demographic and clinical data were collected using a standard-
ized form. For analysis of internal consistency and performance
of the initial verification of test-retest reliability, thewomenwere
interviewed by the researcher using the PGQ-Brazil. After 7
days, test-retest reliability was measured a second time by re-
application of the questionnaire to the same pregnant women.

It is worth mentioning that the 2 interviews were
conducted by the same examiner, under the same
environmental and clinical conditions. Also, to ensure the
clinical stability of pregnant women, the visual analogue
scale (0-10) was used, excluding those women whose
scores changed ≤2 points in the second evaluation.
Data Processing and Analysis
The sample was characterized using descriptive statistics.

Hypothesis testing was calculated by comparing averages
using the Mann-Whitney test for independent samples. To
determine test-retest reliability, the intraclass correlation



Table 1. Sociodemographic and Clinical Characterization of the
Group of Pregnant Women Diagnosed With and Without Pelvic
Girdle Pain for the Analysis of Measurement Properties

Characteristic
Group With Pain
(n = 105)

Group Without Pain
(n = 52)

Age, y, mean (SD) 24.94 (4.97) 26.12 (4.47)

Pregnancies

1 35 (33.3) 20 (38.5)

2 34 (32.4) 13 (25)

3 20 (19) 10 (19.2)

N3 16 (15.3) 9 (17.2)

Gestational week, mean (SD) 27.88 (6.19) 27.83 (5.96)

Classification of pain

Unilateral sacroiliac syndrome 56 (53.3) N/A

Bilateral sacroiliac syndrome 36 (34.3) N/A

Pelvic girdle syndrome 12 (11.4) N/A

Symphysiolysis 1 (1) N/A

Civil status

Single 53 (50.5) 27 (51.9)

Married 52 (49.5) 25 (48.1)

Years of study

b12 y 34 (32.4) 13 (25)

≥12 y 71 (67.6) 39 (75)

Current occupation

Employed 29 (27.6) 14 (26.9)

Unemployed 76 (72.4) 38 (73.1)

Family income, a mean (SD)

bUS $31 800 17 (16.2) 12 (23.1)

≥US $31 800 88 (83.8) 40 (76.9)

PGQ score, mean (SD)

Total 36.97 (19.36) 3.42 (5.09)

Activities subscale 35.04 (18.99) 3.40 (5.32)
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coefficient (ICC) was used for continuous variables, and the
κ coefficient for ordinal variables. These analyses were
performed in the SPSS Statistical Package for Windows,
Version 20.0 (IBM, Armonk, New York).

We performed Bland-Altman analysis to check for the
occurrence of systematic or random change in averages and
calculated the standard errors of measurement (SEMs =
standard deviation × √1 – ICC) of the test and retest. Then, we
calculated the individual minimal detectable change (MDCind)
and group minimal detectable change (MDCgroup) for the 95%
CI: MDCind = ASE × 1.96 × √2 andMDCgroup = MDCind / √n
of the group.

Internal consistency was assessed by Rasch analysis using
Winsteps Software 3.80.1. The primary objective of Rasch
analysis is to calibrate the difficulty of the items and the ability
level of individuals measured in the same simple linear
continuum, divided into equal intervals called logits. The items
are arranged in order of difficulty (easiest to hardest), and the
individuals in order of ability (least skilled to most skilled).26

After calibration, the mean square (MnSq), which
represents the relationship between the expected model
score and the obtained score, was calculated (in infit and
outfit formats).14 A result of 1means that the relationship is in
accordance with the assumptions of the model; a slight
variation of ±0.3 is allowed. The MnSq infit format signals
fluctuations in scores, and the MnSq outfit format signals the
presence of extreme scores.21,26,27

Mean square valuesN1.3 associatedwithZ = ±2 indicate that
the scores for the item are erratic (very variable); that is,
individualswith high abilities received low scores, or individuals
with low abilities received high scores. In contrast,MnSq values
b0.7 with Z b –2 indicate that the item does not discriminate
peoplewith different ability levels, but are not considered erratic.
The presence of 5%erratic items indicates that the range of items
does not combine to form a 1-dimensional concept, which
threatens the construct validity of the instrument.27-29

The separation of people index, which is the capacity of
items to divide the population into different levels of abilities,
was also calculated. A more accurate calculation of the
number of ability levels is obtained using the following
formula: Number of distinct levels = (4G + 1)/3, where G is
the separation index. The items of an instrument are expected
to divide the population into at least 2 ability levels.30

Still using the Rasch analysis, the presence of a “floor” or
“ceiling” effectwas verified basedon estimationof the abilities of
individuals. A “ceiling” effect is present whenmore than 20% of
the sample has the ability to complete all items of the instrument,
and a “floor” effect is presentwhenmore than 20%of the sample
do not have the ability to complete any of the items.26,28
Symptoms subscale 44.02 (25.32) 3.57 (9.17)

PGQ, Pelvic Girdle Questionnaire; SD, standard deviation.
Values are expressed as the number (%) unless otherwise noted.

a Minimum wage (July 2014) equivalent to US $31 800.
Ethical Considerations
This study was approved by the Ethics Committee in

Research InvolvingHumanBeings of the FederalUniversity of



Table 2. Description of Hypotheses Tested for Construct Validity in Groups of Pregnant Women With and Without Diagnosed Pelvic
Girdle Pain

Hypothesis

Score, Mean (SD)
Average
Difference,
Mean (SD) 95% CI

Hypothesis
Confirmed?

Group With
Pain

Group Without
Pain

The mean score on the Activities subscale for pregnant women with
pain will be greater than that for pain-free pregnant women.

35.04 (18.99) 3.40 (5.32) 31.63 (2.68) 26.32-36.95 Yes

The mean score on the Symptoms subscale for pregnant women with
pain will be greater than that for pain-free pregnant women.

44.02 (25.32) 3.57 (9.17) 40.44 (3.62) 33.27-47.61 Yes

The mean total score for pregnant women with pain will be greater than
that for pain-free pregnant women.

36.97 (19.36) 3.42 (5.09) 33.54 (2.73) 38.94-28.13 Yes

The instrument can distinguish between pregnant women with pain and pregnant women without pain reaching a mean difference in the total score pre
established in the pilot study of 34.76 ± 7.40% within the 95% CI 50.26-19.25. CI, confidence interval; SD, standard deviation.
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Pernambuco under Protocol CAAE 07215712.3.0000.5208 of
the Health Sciences Center. All participants were informed
about the study objectives, and those whowished to participate
signed the informed consent form.
Fig 1. Bland-Altman plot of test-retest measurement error.
RESULTS

The pilot study included 21 pregnant women divided into 2
groups: a group of 12 pregnant women diagnosed with PGP
and a group of 9 pregnantwomenwithout the diagnosis of PGP.

For the group of pregnant women with PGP, the mean age
was 26 (standard deviation [SD] = 5.2) years, 66.7% were
married, 41.7% had b12 years of education, 66.7% were
unemployed, 58.3% had a family income above US $31 800,
16.7% were primiparous, and mean duration of gestation was
35.4weeks (SD=4.54). Unilateral sacroiliac painwas themost
common clinical condition (58.3%). The mean total score on
the PGQ-Brazil for these women with pain was 52.52%.

For the pregnant women without pain, the mean age
was 26.8 (SD=5.8) years, 88.9%weremarried, 11.1%hadb12
years of education, 66.7% were unemployed, 33.3% had a
family income above US $31 800, 44.4% were primiparous,
andmean duration of gestation was 27.4 weeks (SD = 8.6). The
total mean score on the PGQ-Brazil for this group was 17.75%.
The results obtained indicate even the women without pain
experienced discomfort during activities, but the questionnaire
was sensitive enough to detect differences between the 2 groups.

For the analysis of measurement properties, the sample
consisted of 157 pregnant women, 105 diagnosed with PGP
and 52 with no complaints of pain. Pregnant women
without pain participated only in the construct validity step
(hypothesis testing). The characteristics of these partici-
pants are summarized in Table 1.

Implementation of the PGQ-Brazil in the different groups
(pregnant women with pain and those without pain) revealed
that all hypotheses formulated during the pilot study were
confirmed (Table 2).
-

The ICC for the reliability analysis of the Activities
subscale was 0.97 (95% CI = 0.95-0.98), and that for the
Symptoms subscale was 0.98 (95% CI = 0.9-0.98). The ICC
for the total score on the PGQ-Brazil was 0.97 (95% CI =
0.96-0.98). Each of the 25 PGQ-Brazil items was analyzed
using the κ coefficient, and 2 items had κ values b0.70
(item 9 [0.57] and item 11 [0.50]).

Clinical stability achievedwith the average visual analogue
scale score was 6.59 cm (SD = 1.85) for the test and 6.58 cm
(SD = 1.86) for the retest. There were no losses between the
test and retest. To determine agreement and measurement
error between the test and retest, a Bland-Altman plot was
constructed (Fig 1). The agreement parameters were 13.1
(95% CI = 11.22-15.07) and –9.4 (95% CI = –11.2 to –7.47).
However, the SEM calculated for the test-retest considering
the total score was 3.83, with an MMDind of 10.80 (Table 3).

Rasch analysis calibration results, MnSq values, and Z
values for each of the 25 items of the instrument are listed in



Table 3. Test-Retest Average, SEM, MDCind, MDCgroup, and ICC

Instrument

Average (SD)

SEM MDCind MDCgroup ICC (95% CI)Test Retest Difference

Entire scale 38.8 (19.9) 36.9 (19.3) 1.87 (5.7) 3.83 10.80 1.05 0.97 (0.96-0.98)

Activities subscale 35.0 (18.9) 37.2 (19.6) 2.2 (6.4) 5.95 16.79 1.63 0.97 (0.95-0.98)

Symptoms subscale 44.0 (25.3) 45.4 (25.7) 1.4 (6.5) 6.16 17.38 1.69 0.98 (0.97-0.99)

CI, confidence interval; ICC, intraclass correlation coefficient; MDCgroup, group minimal detectable change; MDCind, individual minimal detectable
change; SD, standard deviation; SEM, standard error of measurement.
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Table 4. The average calibration of participants calibration
was –0.46 (SD = 0.77).

Item 11 on the Activities subscale (“How hard is it for
you to carry light objects?”) was considered the easiest;
that is, it had the lowest crude score (9) and a calibration of
2.29 logits. On the Symptoms subscale, item 23 (“To what
extent will your legs fail?”) was the easiest (crude score =
88) with a calibration of 0.69 logits. Items 06 (“How hard
is it for you to sit for more than 60 minutes?”) on the
Activities subscale and item 22 (“How much pain do you
feel at night?”) on the Symptoms subscale were considered
the most difficult, because these items had the highest
crude scores (196 and 200) and calibrations of –0.89 and –
0.88 logits, respectively (Table 4). Only item 5 (“How hard
is it for you to sit for less than 10 minutes?”) had an erratic
pattern of response, with a residual adjustment interval –
1.5 to 1.5.

The sample separation index was 3.85, which was
calculated as the number of distinct levels ([4G + 1]/3),
indicating that those items separated people into at least 3 of
disability. The estimated calibration stability obtainedwas 0.89.

Analysis of the questionnaire by dividing it into 2 subscales
(Activities and Symptoms) revealed that the Activities
subscale comprising 20 items had a participant separation
index of 3.38 with an estimated calibration stability of 0.84.
In contrast, for the Symptoms subscale, comprising 5 items,
the participant separation index was 1.16 with an estimated
calibration stability of 0.57.

Figure 2 is a map of the difficulty level of items with
respect to functionality of individuals. This map, based
on calibration of the instrument items, illustrates the
functionality of the continuous sample on the left and the
continued difficulty of the items on the right. At the top of
the continuum are some people for whom no items aligned
to the right are present, whereas at the bottom is a very easy
item evaluating 1 person. Pregnant women are on the left.
Symbols relate to the number of pelvic joints affected: # = 1
joint, @ = 2 joints, § = 3 joints. It is observed that 25 people
are arranged at the lower end of the continuum, corresponding
to 24% of the sample, and indicating the presence of the
“ceiling” effect.

It was also established by Rasch analysis that PGQ-Brazil
response scores (0-3) were arranged in ascending order of
difficulty, where 0 was considered the easiest score (–1.42),
followed by 1 (–0.37), 2 (0.38), and 3, themost difficult (1.41).
DISCUSSION

The PGQ-Brazil was specifically developed to assess
limitations in activities and symptoms in pregnant women
affected by pelvic girdle pain. The results of this study
indicate the good test-retest reliability, internal consistency,
and construct validity of the PGQ-Brazil. The original PGQ
was developed for use as a self-report form. However,
during the Delphi study phase, it was suggested that the
PGQ be applied in an interview, considering the sociocul-
tural context of Brazil.

Although this study reports test-retest reliability scores
higher than 0.70 as recommended in the literature,21 it is
not possible to compare these findings with the results of
the original instrument,18 which considered only the
subscales separately (20 items of the subscale of activities
and 5 of the subscale of symptoms) and not the entire
instrument. This made it difficult to compare the 2 studies.
However, the reliability scores of the subscales were similar
to that for the entire instrument, indicating good reliability
between the test and retest.

Equally, the test-retest correlation analyzed with the
Bland-Altman plot was in good agreement, indicating that
the scores obtained in the first assessment are consistent
with those for the second assessment. Despite the higher
and lower limits of agreement indicating greater variation
than expected, the ICC values in Table 3 are quite high and
the SEM values are quite low. These figures are indicative of
good test-retest reliability, indicating a low probability of
random and systematic error. It is expected that an SEMof 3.83
indicates only 1 possible measurement error and not an
improvement or worsening of the patient between the test and
retest. Complementing this, a MMDind of 10.80, being higher
than the SEM, also indicates that there has been no change in
the measured parameter, but simply a measurement error, thus
confirming the results observed in the total score andActivities
and Symptoms subscale scores of the original study.19

From the construct validity results (hypothesis testing),
we observed that the PGQ-Brazil, in its 2 subscales, has the



Table 4. Calibration Distribution, Z, and MnSq Values for Items in the Brazilian Version of the Pelvic Girdle Questionnaire

Item a Calibration Error

Infit Outfit

MnSq Z MnSq Z

Activities subscale

11. Carry light objects 2.24 0.31 1.06 0.3 0.36 –1.3

14. Push a shopping cart 0.90 0.15 1.03 0.2 0.85 –0.4

07. Walk for less than 10 min 0.88 0.15 1.24 1.1 1.04 0.2

05. Sit for less than 10 min 0.70 0.13 1.48 2.2 1.61 1.9

02. Stand for less than 10 min 0.59 0.13 0.99 0.0 0.94 –0.1

20. Push something with a foot 0.53 0.12 1.14 0.8 1.03 0.2

01. Get dressed 0.12 0.11 0.89 –0.8 0.83 –0.8

13. Stand up/sit down 0.01 0.10 0.89 –0.9 0.83 –0.8

17. Lie down –0.05 0.10 0.10 0.0 0.88 –0.6

19. Have a normal sex life –0.05 0.11 1.18 1.3 1.32 1.5

04. Bend down –0.23 0.10 1.01 0.2 0.93 –0.3

10. Do housework –0.36 0.10 0.91 –0.8 0.81 –1.1

09. Climb stairs –0.50 0.10 0.99 0.0 1.02 0.2

15. Run –0.65 0.10 0.75 –2.4 0.68 –2.1

18. Roll over in bed –0.71 0.10 0.82 –1.6 0.82 –1.1

12. Carry heavy objects –0.81 0.10 1.22 1.8 1.28 1.5

08. Walk for more than 60 min –0.83 0.10 0.97 –0.2 0.84 –0.9

03. Stand for more than 60 min –0.88 0.10 1.15 1.2 1.39 2.0

06. Sit for more than 60 min –0.89 0.10 1.18 1.4 1.24 1.3

Symptoms subscale

23. Do your leg(s) fail? 0.69 0.13 1.09 0.7 1.30 1.4

21. How much pain do you feel in the morning? 0.26 0.12 1.03 0.3 0.98 0.0

25. Is your sleep interrupted? –0.04 0.11 1.18 1.3 1.04 0.3

24. Do you do things more slowly? –0.08 0.11 0.87 –1.0 0.96 –0.2

22. How much pain do you feel at night? –0.83 0.12 0.87 –0.9 0.84 –1.0

MnSq, mean square value.
a Back-translated to English from the Portuguese version.
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ability to discriminate women diagnosed with PGP from
women without a PGP diagnosis. Thus, it was found that
pregnant women affected by PGP tend to have higher
scores because of their level of disability compared with
pregnant women who had no pain complaints. The same
result was obtained in the original instrument, which



Fig 2. Map of the distribution of representative individuals and items according to levels of difficulty and ability. #, Pregnant with 1
affected joint; @, pregnant with 2 affected joints; §, pregnant with 3 affected joints.
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indicated the ability of PGQ to distinguish pregnant and
postpartum women with PGP, as well as the number of
joints affected.19

As in the original study, there was an appropriate
coefficient of reliability when estimated calibration
stability was analyzed separately for individuals by
Rasch analysis, considering the 25 items of the entire
PGQ-Brazil and the 20 items of the Activities subscale.
This finding ensures that measures can be reproduced in
subsequent applications of the instrument, and indicates
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the possibility that the Activities subscale could function
independently. However, the Symptoms subscale did not
have good reliability, indicating that it could not be used
independently.18

It is possible to ensure from the sample separation index that
the 25 items of the PGQ-Brazil have an excellent level of
separation.30 Thus, the greater the index, the more distinct the
levels will be, suggesting that the responders are divided into at
least 3 levels of disability: low, moderate, and high.

Despite the ability of the questionnaire to differentiate
responders, 24% of the participants were found to be
distributed at the bottom end of the continuum, indicating a
ground effect. This result reveals that the instrument may
not be able to assess pregnant women with higher capacity.
In considering these findings in the light of the results of the
analysis of the original instrument, we observed that this did
not identify floor and ceiling effects. However, it is
noteworthy that there were differences in the populations
in which the instruments were applied. This study included
pregnant women at low risk with no restriction on daily
activities, whereas in the original study consisted of
pregnant and puerperal postpartum women receiving care
in physical therapy clinics and, therefore, more severely
afflicted.18

Similarly, the different characteristics of the samples
may be related to the differences between the PGQ and the
original PGQ-Brazil with respect to the calibration
sequence of the Activities subscale items. Although not
following the same calibration sequence, 4 items consid-
ered easy on the PGQ-Brazil are among the first 5 easy
items from the original PGQ Activities subscale, whereas
only 2 difficult items on the PGQ-Brazil are among the 5
most difficult on the original instrument. However, both the
calibration of the Symptoms subscale and the sequential
increase in difficulty of response options (0-3) were equal to
those in the original study.18

Only item 5 (“How hard is it for you to sit for 10minutes?”)
elicited erratic responses, in 4%of the sample. Furthermore, the
identified remainders (residues, ie, out-of-normal values for
MnSq and Z) are within the recommended parameters
recommended in the literature,29 also ensuring that the
instrument measures a unidimensional concept.

We emphasize that although some terms of the original
instrument were modified during the back-translation
because of the need for cultural adaptation, we do not
believe that these changes influenced the content of the
questionnaire.
Limitations
The absence of interexaminer assessment and respon-

siveness are study limitations. Another limitation is the
failure to include other sections of the population. There is a
need for further studies to analyze the interexaminer
reliability and responsiveness of the PGQ-Brazil, as well
as interpretability as an additional tool for the instrument.
Other populations, such as pregnant adolescents and
women with high-risk pregnancies, should also be studied.
CONCLUSION

The PGQ-Brazil was determined to have adequate test-
retest reliability, internal consistency, and construct validity
(hypothesis testing), which allowed for discrimination
between women diagnosed with PGP and women without
a PGP diagnosis. In this way, it stands out as a specific tool
for assessing the functioning of Brazilian pregnant women
diagnosed with PGP related to pregnancy.
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