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Abstract 

“THE CHARACTERISTICS OF COPING STRATEGIES, PAIN 
CATASTROPHIZING, DISABILITY, EMOTIONAL STATE AND QUALITY OF 

LIFE IN WOMEN WITH POSTPARTUM PELVIC GIRDLE PAIN: A 
DESCRIPTIVE STUDY”. 

 

Background:  Postpartum pelvic girdle pain not only affect physically but also emotional 

state. Emotional state plays an important part in postpartum pelvic girdle pain which are 

catastrophizing, coping strategies, stress, fear avoidance belief, depression. In the 

emotional state, higher levels of distress catastrophizing and poor patient expectation of 

recovery have been identified as potential risk factors. However, there are no studies done 

where psychological domains are studied or described collectively in women with 

postpartum pelvic girdle pain. 

Objective: To describe the characteristics of coping strategies, pain catastrophizing, 

disability, emotional state and quality of life in women with postpartum pelvic girdle 

pain. 

Methodology: 525 postpartum women were recruited from outpatient department of 

OBG, out of which 445 women had Pelvic girdle Pain which was assessed by clinical 

tests and body chart, necessary demographic data was taken, pain intensity on visual 

analogue scale, secondary outcome measures like Pain catastrophizing scale, Perceived 

stress scale, Edinburgh postnatal depression scale, Fear avoidance belief questionnaire, 
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Coping strategies questionnaire-Revised, Oswestry Disability Index (2.0), Shortform-36 

Quality of life. 

Result: On Visual analogue scale 55.3% population had mild pain and 44.7% had 

severe pain, on Pain catastrophizing scale 22.5% population had mild 

catastrophizing 20.2% had moderate catastrophizing and 57.3% had severe 

catastrophizing, on Oswestry disability index 35% of population had minimal 

disability, 42.2% had moderate disability and 22.2% had severe disability. On 

Perceived stress scale 4.7% had low stress, 30.5% had moderate stress and 65% 

severe perceived stress, on Edinburgh postnatal depression scale 32% had no 

depression 68% had possible depression, on Pelvic girdle questionnaire 11% had 

low disability 71.2% moderate disability,17.7% had severe disability. On Fear 

avoidance belief questionnaire on work-scale domain 73.5% had no fear avoidance 

belief and 26.5% had fear avoidance belief, fear avoidance belief on physical 

domain subjects 70% had no fear avoidance belief and 29.8% had fear avoidance 

belief. Mean value of pain intensity on visual analogue scale was 6.3±2.1, Pain 

catastrophizing was (31.3±11.5), disability on Oswestry disability index was 

(35.1±9.4) perceived stress scale (35.1±7.8), Edinburgh postnatal depression scale 

(13.5±3.4), fear avoidance belief on work-scale was (27.4±7.5) and on physical 

activity (14.1±2.5). On coping strategies questionnaire-revised mean value of 

distraction domain was (16.8±3.7), Catastrophizing domain (22.2±3.7), ignoring 

from pain was (14.9±2.2), distancing from pain was (14.6±2.1), coping from pain 
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(14.6±2.1) and praying was (15.3±1.9) respectively. In Short form 36 mental 

summary component was (45.8±8.2) and physical summary component was 

(47±6.8) respectively. 

Conclusion: Subjects with Pelvic girdle pain showed high catastrophizing on pain 

catastrophizing scale, moderate disability on Oswestry disability index, high perceived 

stress on perceived stress scale, possibility of depression on Edinburgh postnatal 

depression scale, in Coping Strategies Questionnaire – Revised catastrophizing, 

distraction, praying were the strategies used by subjects to cope up with pain, low fear 

avoidance on Fear Avoidance Belief Questionnaire and poor quality of life on Shortform- 

36 were noted. 

Keywords: Pelvic Girdle Pain, Pain catastrophizing, Oswestry disability index, Coping 

strategies, Fear avoidance belief and Shortform-36 Quality of life 
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Introduction 

Pelvic girdle pain is a common musculoskeletal disorder during pregnancy 

and postpartum. Pelvic Girdle Pain (PGP) has been defined as “pain between the 

posterior iliac crest and the gluteal fold, particularly in the vicinity of the 

sacroiliac joints and pain may radiate to the posterior thigh and can also occur in 

conjunction with/separately in the symphysis”. In the past, it has occasionally 

been considered a subgroup of low back pain (LBP); however, PGP includes also 

pain at the pubic symphysis and is therefore reflects a different entity.1 

Pelvic Girdle Pain is a common grumble during pregnancy, affecting 23 to 

65% of women dependent on how it is measured and defined. Although many 

women recover after the birth, 17% have continuing symptoms 3 months 

postpartum and 8.5% have not recovered 2 years postpartum,1 only 33% are pain-

free at 12 months, which shows that 67% of women have small, but persistent 

PGP at 12 months after delivery2. The prevalence of postpartum PGP globally is 

50.4% were taken at 3 months postpartum and 55.6% at 6 months postpartum in 

the year 2019. On the other hand, prevalence of postpartum PGP period in Indian 

women was 41%, primiparous and multiparous women was 57.8% and 42.2% 

respectively.4 

The etiology of pregnancy-related PGP has been investigated for decades and the 

causes and risk factors have been discussed from several perspectives. Some of 
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the reported risk factors include age, history of PGP, LBP before pregnancy, 

parity, body mass index (BMI), smoking, and psychological factors. But Kovacs 

et al. found that smoking, weight, height, and age were not associated with 

persistent PGP in the postpartum period and alsopain features and psychological 

risk factors during pregnancy have been identified as being important in the 

development of PLPP post-pregnancy.5 

Individual factors have been described as potential causes of PGP, these 

have not yet been adequately clarified in the literature. Thus, classifying the level 

of evidence for risk factors or predictors of persistent PGP in postpartum women 

may contribute to elucidating this issue.6 

Studies shows persistent PGP in the postpartum period may not be associated 

with those mechanical and hormonal changes since they only affect PGP during 

pregnancy; after delivery, hormonal levels return to normal. Bjelland et al.3 

suggested that the presence of emotional distress during pregnancy was 

independently associated with the persistence of PGP after delivery.7 

In one of the studies conducted by Gutke et al.11 found that severe pain 

intensity (VAS >30 mm) during pregnancy was associated with persistent PGP 3 

months after delivery8. Bergström et al, showed that patient experiencing pain 

lasting more than 30 days after delivery were 23 times more likely to have 

persistent pain than those experiencing pain for less than 30 days.9  
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Disability was utilized to examine the risk factors Gausel et al.10 found 

that an ODI score more than 20 during pregnancy was associated with persistent 

PGP and a high disability level 3 months after delivery10. Therefore, examining 

the pain intensity and disability level could predict the risk of persistent PGP after 

delivery. Recent studies indicate the importance of lumbopelvic pain 

classification when choosing optimal treatment strategies. Some types of 

lumbopelvic pain in pregnancy seem to have an increased risk of persistent pain. 

Likewise, subgroups of lumbopelvic pain seem to have different consequences in 

terms of pain intensity, disability in early pregnancy. A decreased activity level 

can lead to disability, which has been found to be closely related to fear of 

movement in patients with chronic pelvic girdle pain.11   

PGP over 10 years may have persistent and negative impact on the 

fulfillment of women’s maternal role and emotional well-being. The limitation of 

physical function and vagueness of when PGP will occur can affect women’s 

ability to perform daily activities and for some, leads to work dissatisfaction and 

physical disability. Therefore, awareness to use disability as response measures 

in postpartum is necessary.12 

Pelvic girdle pain not only affect physically but also emotional state. Emotional 

state plays an important part in postpartum pelvic girdle pain which are 

catastrophizing, coping strategies, stress, fear avoidance belief, depression. In the 
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emotional state higher levels of distress catastrophizing and poor patient 

expectation of recovery have been identified as potential risk factors.13 

Catastrophizing emerges in the literature as one of the most potent predictors of 

pain in general. It has been associated with heightened pain across several pain 

populations and accounts for 7–31% of the variance in pain ratings.14 

Catastrophizing has also been associated with a number of pain-related outcomes, 

including reduced involvement in daily activities and activity intolerance. In the 

fear-avoidance model catastrophizing is described as a cognitive precursor to pain 

related fear and tendencies to avoid pain, which may enhance pain intensity and 

hinder resumption of physical activity. The role of catastrophizing has mainly 

been studied in chronic and pathological pain conditions and its influences on 

childbirth remains unclear.15 

  There is higher presence of postpartum PGP and more restricted 

postpartum physical ability than women who did not catastrophize. Pain 

catastrophizing is a cognitive aspect of the fear-avoidance model and can be 

defined as an exaggerated negative orientation toward noxious stimuli 

Catastrophizing contributes to disability even after controlling for pain 

intensity.16 Emotional variables like attitude, belief, cognition, anxiety and 

concern, have more effects on the risk factors of pelvic girdle pain, compared to 

biomechanical factors. Postpartum women with PGP have significantly higher 
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levels of negative thoughts and Fear-Avoidance Beliefs (FAB) and also there is 

a strong correlation between pain intensity, avoidance behavior and disability. 

During pain, the patient seeks to escape the feeling of fear of pain. It is likely that 

the patient will become distressed in future when experiencing pain, resulting in 

avoidant behaviors. In any case, to stop the pain or avoid pain in the future, it is 

likely that the behavior is significantly changed. Escape and avoidance behavior 

as a result of change in activity can lead to a three-dimensional disadvantage 

syndrome of disability, falling short of depression. There are numerous 

mechanisms shows that the fear of pain can lead to inability to move; they include 

attention to pain, and catastrophic view about it. Fear of avoidance behavior is 

the immediate consequence that will cause the person not to perform daily 

activities. Avoidance of daily activities which impairs one’s performance.17 

Women with postpartum depressive symptom are three times more likely to 

report lumbo- pelvic pain compared to those without. Postpartum depression 

(PPD) is the most common complication of childbirth, which occur in 10–15 % 

of women. Depressive symptoms during pregnancy are one of the strongest 

predictors of PPD. Perinatal anxiety, past history of psychiatric illness, life 

stressors, perceived social isolation, and low self-esteem which are other 

predictors of PPD.18 First onset of depression peaks during the childbearing years, 

and approximately 10% to 20% of women have depressive illness during 

pregnancy or the first year postpartum. Postpartum depressive symptoms are 3 
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times more prevalent in women with lumbopelvic pain (LPP) than in those 

without. Women with lumbopelvic pain had a threefold to six-fold increase in 

likelihood of screening positive for depressive symptoms compared with those 

without lumbopelvic pain. Both women with PGP and women with lumbar pain 

have a significantly higher prevalence of depressive symptoms as compared with 

those without lumbopelvic pain.19 Women with higher levels of disability 

associated with pregnancy-related pelvic girdle pain would present with more 

poorer coping, high levels of distress, fear and catastrophizing, and reduced 

mindfulness compared to those with lower disability and without pain. 

Developing a better understanding of how women cope with PGP from the 

woman’s perspective will help improve the awareness of healthcare professionals 

who support women during pregnancy and postpartum.20  

Psychosocial factors have long been associated with chronic pain and the 

bio-psycho-social model has become the leading theory of the development and 

management of chronic pain [11]. Psychosocial factors have also been 

demonstrated to play a crucial role in the transition from acute and sub-acute pain 

to chronicity [12–14]. In patients with musculoskeletal pain, psychosocial factors 

appear to exacerbate the clinical component of pain.21 

The pelvic girdle pain ranges from mild to severe and often limits women's 

daily activities. PGP decreases endurance in sitting, walking, and standing, and 
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also creates difficulties in lifting, turning over in bed, getting up from chairs, and 

changing body position, thereby limiting women's quality of life. Change in 

physical health aspects of quality of life varies over time, with physical quality of 

life decreasing from early to late pregnancy. Women with pelvic girdle pain are 

severely affected and have poorer prognosis.22  

Pelvic girdle pain should be analysed from a biopsychosocial perspective. 

Pain is not merely a specific sensation but is a complex perceptual experience 

which involves sensory, affective, and cognitive components of pain. Coping 

strategies, pain catastrophizing, disability, emotional state and quality of life 

plays major role in pain perception and patient dealing with pain.  

Routine screening in the clinical evaluation of women with postpartum 

pelvic girdle pain is necessary. Previous studies have examined the characteristics 

of coping strategies, pain catastrophizing, disability, emotional state and quality 

of life separately. However, the studies have not considered which of the 

characteristics, coping strategies, pain catastrophizing, disability, emotional state 

and quality of life, predominates in women with postpartum pelvic girdle pain. 

Hence the need arises to explore the predominate characteristics of pain 

catastrophizing, coping strategies, disability, emotional state and quality of life 

collectively in women with postpartum pelvic girdle pain.
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OBJECTIVES 

 

To describe the characteristics of coping strategies, pain catastrophizing, disability, emotional 

state and quality of life in women with postpartum pelvic girdle pain 
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Review of Literature 

A Systematic review was conducted to investigate the effectiveness of the stabilizing 

exercises for pelvic girdle pain during pregnancy and the postpartum period. Electronic 

databases were utilized to search for eligible studies: MEDLINE, EMBASE, CINAHL, 

Physiotherapy Evidence Database, and Cochrane Library. The quality assessment was 

performed by the two reviewers independently using the PEDro scale (Physiotherapy 

Evidence‐based Database). Found that six studies were identified as eligible with the 

inclusion and exclusion criteria. Pain was outcome measure in all studies. The evidence 

conflicted between the studies. Two studies showed that stabilizing exercises decrease pain 

and improve the quality of life for pregnant women when they are carried out on a regular 

basis. There is said to be limited evidence that stabilizing exercises decrease pain for 

postpartum women too. Limited evidence was available for the clinician to conclude on the 

effectiveness of stabilizing exercises in treating pelvic girdle pain during pregnancy and the 

post- partum periods.22 

 

A Systematic review and meta- analysis was done to study was to identify personal-, 

(pre)pregnancy-, obstetric-, and child related risk factors on PGPP. Literature searches of 

PubMed, EMBASE, CINAHL and Cochrane up to October 2018 were conducted. 

Prospective cohort studies in English or Dutch describing three or more risk factors for PGPP 

were included. They assessed articles for inclusion and risk of bias. Studies with high risk of 

bias were excluded from data extraction. Data was extracted and checked for accuracy 

confirming to the CHARMS-checklist. Homogeneous variables were pooled. Twelve full text 

studies were assessed. Seven studies were excluded due to high risk of bias. Data was 

extracted from five studies. Multivariate analysis was not possible due to heterogeneity in 
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included risk factors as well as outcome measures on risk factor per study. Pooled univariate 

significant risk factors on PGPP were: a history of low back pain, pre-pregnancy body mass 

index >25, pelvic girdle pain in pregnancy, depression in pregnancy, and a heavy workload in 

pregnancy. There was no significant obstetric and child related risk factors were reported. 

They concluded the risk factors on PGPP was identified. Since multivariate analysis was not 

possible the outcome should be treated with care, because interaction between risk factors 

could not be analyzed.23 

 

A study was conducted to detect the factors associated with pelvic girdle pain persisting for 

over 3 months in the postpartum period. They performed a broad literature search for eligible 

studies published before May 1, 2018 using electronic databases and processed the data using 

a review process. In the initial online search, they identified 12,174 potential studies. Finally, 

22 studies met the specified criteria and were included for examination of risk factors for 

persistent pelvic girdle pain after delivery. Pain intensity and disability during pregnancy 

were risk factors for pelvic girdle pain persisting for over 6 months after delivery. The active 

straight leg raising test predicted the risk of persistent pelvic girdle pain after delivery. 

Dysfunction of the pelvic floor muscles was also a risk factor for persistent pelvic girdle pain. 

They Concluded Pain intensity and disability during pregnancy, positive provocation tests, 

active straight leg raising test, and musculoskeletal mechanics were positively associated with 

pelvic girdle pain persisting for over 3 months after delivery.24 

 

A study was conducted to determine the point prevalence of low back pain (LBP), pelvic 

girdle pain (PGP), and/or combination pain (COMBO pain) and period prevalence, as well as 
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to identify risk factors at 1, 3, and 6 months postpartum in a Canadian population. 

Participants from a previous pregnancy study were participated in a postpartum survey 

administered over the telephone at 1, 3, and 6months following delivery. The survey included 

questions about LBP, PGP, or COMBO pain during the postpartum period, as well as 

questions related to risk factors (Canadian Task Force Classification II-3). At 1, 3, and 6 

months postpartum, responses from 46, 58, and64 participants, respectively, demonstrated 

that 15% to 21% of women experienced LBP and up to 4% of women experienced COMBO 

pain (point prevalence). At no time point was PGP reported to occur alone. Period prevalence 

of back pain for the participants returned to pre-pregnancy levels at each time point. They 

concluded that LBP during pregnancy was the only risk factor identified for back pain at 3 

and 6 months postpartum.25 

 

A Cross sectional study was done to reveal the prevalence of PGP postpartum in Indian 

women and identify associated factors with PGP postpartum. 284 postpartum women 

completed a questionnaire and underwent clinical examinations. The clinical examination 

included pain provocation tests for the pelvic as well as the active straight leg raise (ASLR) 

test. Possible associating factors were studied by using nonparametric tests and logistic 

regression analysis. A total of 116 postpartum women (41%) had reported PGP at the time of 

the examination. A stepwise logistic regression analysis was performed to reveal associated 

factors. In the final model, factors such as (1) Caesarean delivery (adjusted OR, 2.0; 95% CI, 

1.3–4.9); (2) ASLR test score 4 (adjusted OR, 2.3; 95% CI, 1.2–3.3); (3) Unilateral P4 test 

(adjusted OR, 1.8; 95% CI, 1.1–3.0); and (4) Sitting position during feeding (adjusted OR, 

1.5; 95% CI, 0.9–2.8) were associated with the PGP. They found a high prevalence of PGP in 

Indian women during the first three months of postpartum period. Finding suggests that 
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unilateral posterior pelvic pain provocation test (P4), ASLR test score is more in caesarean 

section delivery and sitting in breast-feeding posture were associated with increased risk of 

PGP during postpartum.4  

 

Cohort study was conducted to find out the prevalence and predictors of PPGP 12 years after 

delivery. It was a long-term follow-up study based on a previous cohort study that 

commenced in 2002. New questionnaire data 12 years postpartum were collected in 2014 and 

early 2015. The questionnaire was distributed to a total of 624 women from the initial cohort.  

In total, 295 women (47.3%) responded to the questionnaire where 40.3% (n = 119) reported 

pain to a various degree and 59% (n = 174) reported no pain. Increased duration and/or 

persistency of pain, self-rated health, sciatica, neck and/or thoracic spinal pain, sick leave the 

past 12 months, treatment sought, and prescription and/or non-prescription drugs used were 

all associated with an statistically significant increase in the odds of reporting pain 12 years 

postpartum. Widespread pain was common and median expectation of improvement score 

was 5 on an 11-point numeric scale (interquartile range 2–7.50). More than one of five 

women (21.8%) reporting pain stated that they had been on sick leave the past 12 months and 

nearly 11% had been granted disability pension due to PPGP. There was no statistically 

significant differences were found between respondents and non-respondents regarding most 

background variables. This study is unique as it is one of few long-term follow-up studies 

following women with PPGP of more than 11 years. The results show that spontaneous 

recovery with no recurrences is an unlikely scenario for a subgroup of women with PPGP. 

Persistency and/or duration of pain symptoms as well as widespread pain appear to be the 

strongest predictors of poor long-term outcome. Moreover, widespread pain is commonly 

associated with PPGP and may thus contribute to long-term sick leave and disability pension. 
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A screening tool needs to be developed for the identification of women at risk of developing 

PPGP to enable early intervention.2 

 

The Oswestry disability index (ODI) is the most widely used measure of perceived disability 

for low back conditions. It has been adopted without adaptation in functional capacity 

evaluation (FCE). Rigorous testing of the ODI with modern psychometric methods, in this 

setting, is warranted. To determine the psychometric properties of the ODI in FCE: uni-

dimensionality; differential item functioning; item coverage and to identify poorly 

functioning items, allowing for improvement of these items and recalibration of the scale. 

Rasch analysis, specifically Masters’ partial credit model, was conducted on data.  133 work-

disabled individuals presenting for FCE in northern British Columbia, Canada.  All items had 

one poorly functioning option. Items were rescaled from six categories to five, improving the 

psychometric properties of the ODI as a unidimensional (disability due to back pain) scale. 

Item difficulty range is sufficient for a population with mild to severe disability. Although 

two of the ten ODI items functioned marginally unsatisfactorily in the unrevised state, the 5-

option revised ODI appears superior. Use in clinical settings across a broad spectrum of 

disability levels could help establish its psychometric properties. Health professionals should 

be aware that the ODI may perform differently depending on client population.26 

 

 Cohort study was conducted to study the association between catastrophizing, a phenomenon 

of poor psychological adjustment to pain leading the individual to magnify the painful 

experience making it more intense, and the incidence and severity of perineal pain and its 

relationship to perineal trauma. Pain catastrophizing scale was used during hospitalization 
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and assessed the degree of perineal lesion and pain severity in the first 24 hours and after 8 

weeks of delivery using a numerical pain scale. 55 women were evaluated with acute pain 

reported by 69.1%, moderate/severe pain by 36.3%, and persistent pain by 14.5%. 

Catastrophizing mean score was 2.15 ± 1.24. Catastrophizing patients showed a 2.90 relative 

risk (RR) for perineal pain (95% CI: 1.08-7.75) and RR: 1.31 for developing persistent 

perineal pain (95% CI: 1.05- 1.64). They also showed a RR: 2.2 for developing acute and 

severe perineal pain (95% CI: 1.11-4.33). They found out the incidence of acute and 

persistent perineal pain after vaginal delivery was high. Catastrophizing pregnant women 

were at increased risk for developing acute and persistent perineal pain, as well as severe pain 

and perineal trauma increased the risk of persistent perineal pain.27 

 

A Cross sectional study was conducted to compare women experiencing no pain post 

pregnancy with those experiencing pregnancy-related persistent lumbopelvic pain (either 

low- or high-level disability) across multiple biopsychosocial domains. Participants were 

given questionnaires for thorough profiling of factors thought to be important in pregnancy 

related lumbopelvic pain. Specific measures were the Urinary Distress Inventory, Medical 

Outcomes Study Sleep Scale, Back Beliefs Questionnaire, and Tampa Scale for 

Kinesiophobia, Depression Anxiety Stress Scale, Coping Strategies Questionnaire, Pain 

Catastrophizing Scale, The Fremantle Back Awareness Questionnaire and the Mindful 

Attention Awareness Scale. Women were categorized into three groups; pain free, mild 

disability and moderate disability (based on Oswestry Disability Index scores). 

Nonparametric group comparisons were used to compare groups across the profiling 

variables. Differences were identified for kinesiophobia (p ¼ 0.03), body perception (p ¼ 

0.02), sleep quantity (p < 0.01) and sleep adequacy (p ¼ 0.02). Generally, subjects in the 
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moderate disability group had more negative findings for these variables. They concluded the 

study with Disturbances in body-perception, sleep and elevated kinesiophobia were found in 

pregnancy-related lumbopelvic pain subjects with moderate disability, factors previously 

linked to persistent low back pain.13 

  

A longitudinal study was performed from early pregnancy to six- week postpartum. A total of 

1126 women were recruited by convenience sampling and participants who completed eight 

questionnaires at four time points were included (three self- developed questionnaires, 

Coping Style Questionnaire, Generalized Anxiety Disorder-7, Brief Resilience Scale, 

Rosenberg Self-esteem Scale, Edinburgh Postnatal Depression Scale) (n = 615). Linear 

regression analyses were used to identify the possible factors for coping and their association 

with postpartum depression. The mean scores of positive coping and negative coping were 

2.03 and 1.21, respectively. Women with a higher educational level scored higher on both 

positive and negative coping in pregnancy. Resilience was associated with both positive and 

negative coping, while self-esteem only related to positive coping (p < 0.05). Postpartum 

depression was associated with both positive and negative coping (p < 0.05). The women in 

the study reported using positive coping styles more than negative coping antenatal.28 

 

 A Longitudinal study was conducted to determine the natural course and risk factors for 

LBP/PGP during 12 months after delivery in Japanese women. 49 subjects were enrolled in 

this longitudinal pilot study. Longitudinal data were collected from serial questionnaires 

regarding LBP/PGP completed between day 1 and 12 months after delivery. Outcomes 

consisted of a Visual Analog Scale (VAS) score for pain, pain locations, the Pelvic Girdle 
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Questionnaire (PGQ), and the Edinburgh Depression Scale. The Friedman test and multiple 

logistic regression analysis were utilized for statistical analyses. The PGQ score (p <.001)and 

maximum VAS values (p = .03) significantly decreased between day 1 and 12 months after 

delivery. 83% of women reported persistent LBP/PGP even at 12 months after delivery, none 

of the independent variables correlated with persistent pain in this study. Some can conclude 

pain progressively diminished from day 1 to 12 months after delivery.Those who had 

constant LBP/PGP during pregnancy showed high PGQ scores from day 1 to13 weeks after 

delivery. The PGQ score and degree of pain during pregnancy may correlate with early 

postpartum pain.2 

 

Cross sectional study was conducted to examine the internal consistency, test re-test 

reliability, and construct validity of instruments used for women with pelvic girdle pain. 

Women with pelvic girdle pain in pregnancy and after delivery participated in a postal survey 

that included the Pelvic Girdle Questionnaire (PGQ), Oswestry Disability Index (ODI), 

Disability Rating Index (DRI), Fear-Avoidance Beliefs Questionnaire (FABQ), Pain 

Catastrophizing Scale (PCS), and 8-item version of the Medical Outcomes Study 36-Item 

Short-Form Health Survey questionnaire (SF-36). Test-retest reliability was assessed with a 

random subsample 1 week later. Internal consistency was assessed with the Cronbach alpha, 

and test-retest reliability was assessed with the intra-class correlation coefficient (ICC) and 

minimal detectable change (MDC). Construct validity based on hypotheses was assessed by 

correlation analysis. Discriminant validity was assessed with the area under the receiver 

operating characteristic curve. All participants responded to the main (N87) and test-retest 

(n42) surveys. Cronbach alpha values ranged from .88 to .94, and ICCs ranged from .78 to 

.94. The MDC at the individual level constituted about 7% to 14% of total scores for the 8-
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item version of the SF-36, ODI, and PGQ activity subscale; about 18% to 22% for the DRI, 

PGQ symptom subscale, and PCS; and about 25% for the FABQ. Hypotheses were mostly 

confirmed by correlations between the instruments. The PGQ was the only instrument that 

significantly discriminated participants who were pregnant from participants who were not 

pregnant as well as pain locations. A comparison of responsiveness to change of the various 

instruments used in this study was not undertaken. Study concluded Self-report instruments 

for assessing health showed good internal consistency, test-retest reliability, and construct 

validity for women with pelvic girdle pain. The PGQ was the only instrument with 

satisfactory discriminant validity, thus, it is recommended for evaluating symptoms and 

disability in patients with pelvic girdle pain.29  

 

 The Pain Catastrophizing Scale (PCS) is widely used to measure trait pain catastrophizing. 

Authors tried to sought to develop and validate a brief, daily version of the PCS for use in 

daily diary studies to facilitate research on mechanisms of catastrophizing treatment, 

individual differences in self-regulation, and to reveal the nuanced relationships between 

catastrophizing, correlates, and pain outcomes. After adaptation of PCS for daily use, they 

evaluated the resulting 14 items using 3 rounds of cognitive interviews with 30 adults with 

chronic pain. They refined and tested the final daily PCS in 3 independent, prospective, 

cross-sectional, observational validation studies conducted in a combined total of 519 adults 

with chronic pain who completed online measures daily for 14 consecutive days. For study 1 

(N = 131), exploratory factor analysis revealed adequate fit and unexpectedly uni-

dimensionality for item responses to the daily PCS. Study 2 (N = 177) correlations indicated 

adequate association with related constructs (anger, anxiety, pain intensity, depression). 

Similarly, results for study 3 (N = 211) revealed expected correlations for daily PCS and 
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measures of daily constructs including physical activity, sleep, energy level, and positive 

affect. Results from complex/multilevel confirmatory factor analysis confirmed good fit to a 

unidimensional model. Scores on the daily PCS were statistically comparable with and more 

parsimonious than the full 14-item version. Next steps included evaluation of score validity in 

populations with medical diagnoses, greater demographic diversity, and in patients with acute 

pain.30 

 

The development of a 10-item self-report scale (EPDS) to screen for Postnatal Depression in 

the community was described. After extensive pilot interviews a validation study was carried 

out on 84 mothers using the Research Diagnostic Criteria for depressive illness obtained from 

Goldberg's Standardised Psychiatric Interview. The EPDS was found to have satisfactory 

sensitivity and specificity, and was also sensitive to change in the severity of depression over 

time. The scale can be completed in about 5 minutes and has a simple method of scoring.31 

A narrative review was done on Fear-avoidance (FA) model of chronic pain described how 

individuals experiencing acute pain might become trapped into a vicious circle of chronic 

disability and suffering. They proposed to extend the FA model by adopting a motivational 

perspective on chronic pain and disability. They found the results that there was ample 

evidence to support the validity of the FA model as originally formulated. There was, 

however, some key challenges that call for a next generation of the FA model. First, the FA 

model has its roots in psychopathology, and investigators have to find a way to account for 

findings that do not easily fit within such framework. Second, they stated FA model needs to 

address the dynamics and complexities of disability and functional recovery. Third, the FA 

model should incorporate the idea that pain-related fear and avoidance occurs in a context of 

multiple and often competing personal goals. In order to address these 3 key challenges, they 
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argue that the next generation of the FA model needs to more explicitly adopt a motivational 

perspective, one was that built around the organizing powers of goals and self-regulatory 

processes. Using this framework, the FA model is re-casted as capturing the persistent but 

futile attempts to solve pain-related problems to protect and restore life goals.32 

 

According to the 36-Item Short Form Health Survey questionnaire developers, a global 

measure of health-related quality of life such as the “SF-36 Total/Global/Overall Score” 

cannot be generated from the questionnaire. However, studies keep on reporting such 

measure. In this study they aimed to evaluate the frequency and to describe some 

characteristics of articles reporting the SF-36 Total/Global/Overall Score in the scientific 

literature. The Preferred Reporting Items for Systematic Reviews and Meta-Analyses method 

was adapted to a scoping review. Authors performed searches in PubMed, Web of Science, 

SCOPUS, BVS, and Cochrane Library databases for articles using such scores. They found 

172 articles published between 1997 and 2015; 110 (64.0%) of them were published from 

2010 onwards; 30.0% appeared in journals with Impact Factor 3.00 or greater. Overall, 129 

(75.0%) out of the 172 studies did not specify the method for calculating the “SF-36 Total 

Score”; 13 studies did not specify their methods but referred to the SF-36 developers’ studies 

or others; and 30 articles used different strategies for calculating such score, the most 

frequent being arithmetic averaging of the eight SF-36 domains scores. They concluded that 

the “SF-36 Total/Global/Overall Score” has been increasingly reported in the scientific 

literature. They stated researchers should be aware of this procedure and of its possible 

impacts upon human health.33 
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 This study was conducted to examine the dimensions of coping, measured by the subscales 

of the new revised Coping Strategies Questionnaire (CSQ-R) using factor analysis, and to 

perform cluster analysis on these factors to explore the existence of distinct subgroups. No 

published studies have identified subgroups of chronic pain patients based on the use of CSQ 

coping strategies. A sample of 419 chronic low back pain patients from a multidisciplinary 

pain rehabilitation clinic and a sample of 556 chronic pain patients of mixed pain etiology 

presented for treatment at an anesthesia pain clinic were used to establish reliability of factors 

and clusters. Both samples yielded very similar two-factor solutions, with initial solutions 

accounting for 67.1% and 69.1% of the total variance. The factors were characterized as 

cognitive coping and distraction. Three homogeneous subgroups were then identified that 

consisted of a group high on cognitive coping, a group with low overall ratings of response 

CSQ-R items in general, and a group with frequent endorsement of catastrophizing and 

distraction-related items. This paper is the first to report empirically derived subgroups from 

scores on the CSQ or CSQ-R. In addition, the three clusters were significantly different 

across measures of pain, psychological distress, and levels of physical functioning, 

demonstrating validity for the clusters.34 

 

 The Oswestry disability index (ODI) is one of the most commonly used outcome measures 

for individuals with low back. A literature search of relevant databases on psychometric 

evaluation of the ODI was performed. The search was done using the key words disability, 

evaluation, and low back pain and questionnaires and reproducibility of results, and the 

term oswestry. Inclusion criterion was direct reference regarding psychometric property, 

interpretability, and burden being included in the abstract. Eight articles met the inclusion 

criterion. The ODI showed good construct validity; internal consistency was rated as 
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acceptable; test-retest reliability and responsiveness has shown to be high; and burden of 

administration was low. They concluded that ODI is a valid, reliable, and responsive 

condition-specific assessment tool that is suited for use in clinical practice. And it is easy to 

administer and score, objectifies clients' complaints, and monitors effects of therapy.35 
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Method 

SOURCE OF DATA: Outpatient Department (OPD) Of Gynaecology and Obstetrics, SDM 

Hospital Dharwad Study subjects:  

 

 Inclusion criteria:1,2,13 

 Postpartum women greater than 3 months.  

 Pain experienced on provocation test, pain reproducible by at least two out of seven 

pelvic provocation tests (Active straight leg raise, Faber’s, Posterior pelvic pain 

provocation test, the long dorsal ligament test, Compression test, Distraction test and 

Symphysis pubis palpation test.).  

 Subjects with age 18-40 years.  

 Subjects willing to participate.  

 Exclusion Criteria: 1,2,13 

 Subjects with a history of systemic locomotor system disease.  

 Previous surgery of the spine, pelvis, or femur, back pain indicating radiculopathy. 

 Generalized osteoporosis. 

 Gynecological problems where the woman was advised complete bed rest. Subjects 

not willing or unable to provide consent.  

 

Study area: S.D.M College of Medical Sciences and Hospital, Dharwad, Karnataka 

Study period: 1 year  
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METHODS OF COLLECTION OF DATA:  

Study design: Descriptive study Sample 

Sampling method: Consecutive sampling  

Sample size calculation was based on the previous prevalence of 41% as reported in a study.4 

Sample size was calculated with confidence interval of 95% and precision of 5% and hence a 

total of 387 subjects will be required for the study. Assuming 15% of the subject’s dropout, 

the final sample size required an addition of 58 subjects to be included in the study Therefore, 

445 is the sample size established for this study.  

 

Formula used to estimate the sample size: 

 n = 4pq /d2  

Where, q=expected prevalence=41%  

p=reported prevalence=59%  

d =Absolute precision=5% 
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Sampling procedure: In this descriptive study all the subjects in the age group of 18-40 

years, fulfilling the inclusion criteria and exclusion criteria were included. The willing 

subjects were explained about the need for the study. Prior to the interview a written consent 

was taken. Sociodemographic data was collected which included age (Coded: 0=18-25, 1=26-

35) gender, occupation ( Coded: 0= SSC, 1=HSC,2=UNDERGRADUATE) BMI 

(Coded:0=Underweight, 1=normal,2=obese 1) and socio economic status (Coded:0=lower 

middle class,1=middle class,2=upper middle class) which also included risk factors  

education, BMI, parity, history of previous deliveries (Coded:0=normal,1=ceserean), history 

of perineal laceration (Coded:0=yes,1=no), history of previous abortions(Coded:0=yes,1=no) 

,details about menstruation, history of incontinence, work status(Coded:0=heavy1=very 

heavy), work load, previous history of low back pain(during pregnancy after 

pregnancy)(Coded:0=yes,1=no),pre-pregnancy physical activity, Pain and body chart was 

used as a tool to determine the pain location in order to determine lumbar and pelvic pain and 

discomfort, localized between posterior iliac crest to inferior gluteal folds is typical pain 

drawing for pelvic girdle pain. The Pain was rated using the visual analogue scale. 

Provocation tests like Active straight leg raise, Faber’s, Posterior pelvic pain provocation test, 

The long dorsal ligament test in postpartum women, Compression test, Distraction test and 

Symphysis pubis palpation test will be used for clinical assessment. Pain reproduced by at 

least two out of the seven pelvic pain provocation tests (two tests bilaterally) was considered. 

Following Oswestry disability index (2.0), Pain Catastrophizing Scale, The coping strategies 

questionnaire-revised, Edinburgh postnatal depression scale, Perceived stress scale, Fear 

avoidance belief questionnaire, SF36 quality of life and Pelvic girdle questionnaire was 

considered.  
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1) A pain and body chart is an outline of the body on which pain locations are marked 

and is commonly used to evaluate and describe pain locations which have been shown 

to be related to disability.36 

 

2)  Visual analogue scale (VAS 100mm)-VAS is horizontal line,100mm in length, with 

the ends labelled as the extremes of pain i.e “no pain” to “worst imaginable pain” 1  

 

3) Oswestry disability index (ODI 2.0)-Women rates their perceived disability on 10 

different items: pain intensity, personal care, and lifting, walking, sitting, standing, 

sleeping, social life, sex life and changing degree of pain. Each section has 6 possible 

answers. Statement 1 is graded as 0 points; statement 6 is graded as 5 points. A total 

score of 50 is thus possible and would indicate 100% disability. Interpretation of 

scores 0% to 20%: minimal disability: 21%- 40%: moderate disability: 41%-60%: 

severe disability: 61%-80%: crippled: 81%-100%: These patients are either bed-

bound or exaggerating their symptoms.35 

 

4) Pain Catastrophizing scale - Pain Catastrophizing Scale is a 13-item questionnaire, 

each item is provided with a five-point Likert scale with scores ranging from ‘not at 

all’ to ‘all the time’. The PCS is divided into three dimensions: Rumination, 

Magnification and Helplessness. The total score ranges from 0-52.30 

 

 5) The Coping Strategies Questionnaire-Revised - For each activity, patient has to 

indicate, using the scale, how much patient engage in that activity when they feel 

pain, where a 0 indicates you never do that when you experience pain, 3 indicates you 
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sometimes do that when you experience pain, and a 6 indicates you always do it when 

you are experiencing pain. Remember, you can use any point along the scale.34  

 

6) The Edinburgh Postnatal Depression scale consists of 10 short statements. A 

mother checks off one of four possible answers that is closest to how she has felt 

during the past week. Most mothers easily complete the scale in less than five 

minutes. Responses are scored 0, 1, 2 and 3 based on the seriousness of the symptom. 

Items 3, 5 to 10 are reverse scored (i.e., 3, 2, 1, and 0). The total score is found by 

adding together the scores for each of the 10 items.31  

 

7) The Perceived Stress Scale (PSS) is the most widely used psychological instrument 

for measuring the perception of stress. PSS scores are obtained by reversing responses 

(e.g., 0 = 4, 1 = 3, 2 = 2, 3 = 1 & 4 = 0) to the four positively stated items (items 4, 5, 

7, & 8) and then summing across all scale items. A short 4 item scale can be made 

from questions 2, 4, 5 and 10 of the PSS 10 item scale.37 

 

8) The Fear-Avoidance Beliefs Questionnaire (FABQ) focuses on respondent’s 

beliefs of how physical activity and work affect their low back pain (24). It is a 16-

item, two factor, self-report questionnaire in which the items are scored on a seven-

point Likert scale ranging from 0 (strongly disagree) to 6 (strongly agree). Two sum 

scores are obtained: one for physical activity (four items, Maximum score 24) and one 

for work (seven items, maximum score 42). High scores indicate increased Levels of 

fear-avoidance beliefs.32 

 

9) The SF-36 Quality of life questionnaire contains 36 questions with categorical 
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response options for 8 domains of health, including Physical Functioning, Role 

Physical, Role Emotional, Bodily Pain, Social Functioning, Mental Health, Vitality, 

and General Health perceptions. The SF36 has 8 sub-scores corresponding to the 

8domains, in which the scores are weighted sums of the questions in each domain. 

The scores range from0 to 100, where lower scores indicate more disability.33 

 

 10) Pelvic Girdle Questionnaire (PGQ)-was assessed for pelvic girdle pain. PGQ is 

self-report questionnaire consisting of 20 activity item and 5 symptoms items which 

were scored on a 4- point response scale.2 

 

 

Study instrument:  

 1.Data Collection Sheet 

 2.Visual Analog Scale  

 3.Pain and body chart 

 4.Oswestry Disability Index (ODI 2.0) 

 5.Pain Catastrophizing Scale  

 6.The Coping Strategies Questionnaire-Revised 

 7.Edinburgh Postnatal Depression Scale 

 8.Perceived Stress Scale 

 9.Fear Avoidance Belief Questionnaire  
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10.QOL SF36   

11.Pelvic Girdle Questionnaire  

 

Data Collection: Ethical Clearance was obtained from institutional ethical committee, SDM 

College of Medical Sciences and Hospital, Dharwad. Written consent was given for the 

participation in the study from the subjects according to inclusion criteria. Demographic data 

of the subjects was obtained by principle investigator. Data collection sheet, Visual analog 

scale, Pelvic girdle questionnaire, Oswestry disability index (ODI 2.0), Pain catastrophizing 

scale, The coping strategies questionnaire-revised, Edinburgh Postnatal Depression Scale, 

Perceived Stress Scale, Fear avoidance belief questionnaire, SF36 Quality of life and Pelvic 

Girdle Questionnaire was given to the study participants. The data is statistically analysed to 

find out the characteristics of coping strategies, pain catastrophizing, disability, emotional 

state and quality of life in women with postpartum pelvic girdle pain.
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DATA ANALYSIS 

A total of 525 postpartum women were registered in the department of OBG were included in 

the study out of which 445 postpartum women had PGP. Demographic data and overall 

subscale scores of the primary as well as secondary outcome measure were entered in 

Microsoft excel sheet. The scoring for SF-36 quality of life measure was done using the 

software PRO CORE, from Quality metric Health survey NEW YORK. Statistical analysis 

was done using Microsoft excel sheet and SPSS Version 20.0.  

 

Descriptive data are presented as frequencies, percentages, mean and standard deviation 

(SD). Outcome measures are presented as frequencies, percentage, mean and standard 

deviation. Variables associated with PGP were compared in subjects with no PGP and PGP 

using univariate analysis. For nominal data, the chi square test was performed. 
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Table -1 Descriptive characteristics of subjects with PGP AND NON-PGP. 

Variables  
Frequency% 

CHI SQUARE 
VALUE 

P 
value 

 
PGP (445) 
N (%) 

NON- 
PGP (80) 
N (%) 

 
TOTAL 

  

Age      

25-30 years 85(19.1%) 10(12.5%) 95(18.1%) 1.994a 0.158 
31-35 years 360(80.9%) 70(87.5%) 430(81.9%)   

Occupation      

House wife 328(73.7%) 50(62.5%) 378(72.0%) 4.225a 0.040* 
Non housewife 117(26.3%) 30(37.5%) 147(28.0%)   

Educational status      

Secondary School 264(59.3%0 52(65.0%) 316(60.2%) 1.136a 0.567 
High Secondary School 161(36.2%) 24(30.0%) 185(35.2%)   

Under Graduate 20(4.5%) 4(5.0%) 24(4.6%)   

Social economic status      

Lower middle class 405(91.0%) 73(91.0%) 478(91.0%) 0.005a 0.94 
Upper middle class 40(9.0%) 7(8.8%) 47(9.0%)   

BMI      

Normal weight 98(22.0%) 27(33.8%) 125(23.8%) 5.141a 0.023* 
Obesity class 1 347(78.0%) 53(66.2%) 400(76.2%)   

Work status      

Moderate 374(84.0%) 41(51.2%) 415(79.0%) 104.845a 0.001* 
Heavy 57(12.8%) 9(11.2%) 66(12.6%)   

Very heavy 14(3.1%) 30(37.5%) 44(8.4%)   

Gravida      

≤3 242(54.4%) 37(46.2%) 279(53.1%) 1.801a 0.180 
>3 203(45.6%) 43(53.8%) 246(46.9%)   

Parity      

Primiparous 156(35.1%) 38(47.5%) 194(37.0%) 4.507a 0.044* 
Multiparous 289(64.9%) 42(52.5%) 331(63.0%)   

Weeks of gestation      

32-36 445(100.0%) 80(100.0%)    

No. of children      

One 95(21.3%) 23(28.8%) 118(22.5%) 4.864a 0.088 
Two 113(25.4%) 25(31.2%) 138(26.3%)   

Three  237(53.3%) 32(40.0%) 269(51.2%)   

Pain location      

All 3 joints 58 (13%) NA 58(13%) 5.557a 0.13 
Single SI 150 (33.7%) NA 150(33.7%)   

Double SI 169 (38%) NA 169(38%)   

Symphysiolysis 68 (15.2%) NA 68(15.2%)   

History of previous delivery     

Caesarean 194(43.6%) 41(51.2%) 235(44.8%) 1.607a 0.205 
Normal 251(56.4%) 39(48.8%) 290(55.2%)   
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Continuation of Table 1: 

History of previous abortion     
Yes 5(1.1%) 2(2.5%) 7(1.3%) 0.977a 0.323 
No 440(97.5%) 78(97.5%) 518(98.7%)   
Present type of delivery     
Caesarean 158(35.5%) 13(16.2%) 171(32.6%) 11.448a 0.001* 
Normal 287(64.5%) 67(83.8%) 354(67.4%)   
No 158(35.5%) 13(16.2%) 171(32.6%)   
Previous history of epidural anesthesia     
Yes  158(35.5%) 13(16.2%) 171(32.6%) 11.448a 0.001* 
No 287(64.5%) 67(83.8%) 354(67.4%)   
Sleep      
Quality of sleep      
Disturbed 424(95.3%) 77(96.2%) 501(95.4%) .146a 0.702 
Adequate  21(4.7%) 3(3.8%) 24(4.6%)   
Duration of sleep      
6hrs 412(92.6%) 70(87.5%) 482(91.8%) 3.8000a 0.15 
7hrs 17(3.8%) 7(8.8%) 24(4.6%)   
8hrs 16(3.6%) 3(3.8%) 19(3.6%)   

     *Significant at 5% level (p<0.05) 

 

Table 1 represents the demographic data of subjects with postpartum PGP. The PGP group 

differed significantly from the no PGP in terms of BMI was (0.02*), work status (.0001*), 

parity (0.04*), present type of delivery (0.001*), time since present delivery (0.0001*), 

previous history present episiotomy (0.001*), previous history of epidural anaesthesia 

(0.001*) respectively.  Mean value and SD of age (29.88±4.0) and BMI (33.05±0.8) 

respectively. Outcome measure which were on higher side were Pain catastrophizing scale 

(31.3±11.5), perceived stress scale (35.1±7.8), Edinburgh postnatal depression scale 

(13.5±3.4), In coping strategies questionnaire -revised Catastrophizing domain was used the 

most among subjects (22.2±3.7). In SF-36 QOL Vitality (32.5±12) and Role-Emotional 

(35.4±7.6) was poor 
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Table -2 Represents outcome measure of subjects with PGP. 

Outcome measures 
Frequency 

(N) 
Percentage 

(%) 
MEAN±SD 

VAS       
Total            -               - 6.3±2.1 
<7 mild pain 246 55.30%   
≥7 severe pain 199 44.70%   
PCS       
Total   -      - 31.3±11.5 
Mild catastrophizing 100 22.50%   
Moderate catastrophizing 90 20.20%   
Severe catastrophizing 225 57.30%   
ODI       
Total    -       - 35.1±9.4 
Minimal disability 156 35%   
Moderate disability 190 42.70%   
Severe disability 99 22.20%   
PSC       
Total   -       - 27.8±7.8 
Low stress 21 4.70%   
Moderate stress 135 30.30%   
Severe perceived stress 289 65%   
EPDS       
Total      -      - 13.5±3.4 
No depression 147 32%   
Possible depression 303 68%   
PGP       
Total     -      - 52.6±14.8 
Low disability 49 11%   
Moderate disability 317 71.20%   
Severe disability 79 17.70%   
FABQw       
Total     -       - 27.4±7.5 
No fear avoidance belief 327 73.50%   
Fear avoidance belief 118 26.50%   
FABQpa       
total              - -  14±2.5 
no fear avoidance belief 315 70%   
fear avaoidance belief 130 29.80%   

Continuation of table: 2 
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Continuation of table: 2 

 Frequency (N) Percentage (%) MEAN±SD 

coping strategies 
questionnare-revised       
Distraction     16.8±3.7 

Catastrophizing     22.2±3.7 

Ignoring from pain     14.9±2.2 

Distancing from pain     14.6±2.1 

Coping statements     14.6±2.1 
praying     15.3±1.9 
SF-36 Quality of life       

SF-36 Quality of life 
(MSC)     45.8±8.2 

SF-36 Quality of life 
(PSC)     47±6.8 

Physical functioning (PF)     45.2±8.2 

Role-physical (RP)     42.5±6.2 

Bodily pain (BP)     46.2±5.2 

General health (GH)     48.6±15 
Vitality (VT)     32.5±12 

social functioning (SF)     45.2±6.3 

Role-emotional (RE)     35.4±7.6 

Mental health (MH)     42.1±5.3 
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On VAS maximum subjects (55.3%) had mild pain, on Pain catastrophizing scale maximum 

subjects (57.3%) had  severe catastrophizing,  on ODI maximum subjects (42.2%) had 

moderate disability, on Perceived stress scale maximum subjects (65%) had severe perceived 

stress, on Edinburgh postnatal depression scale maximum subjects (68%) had depression, on 

Pelvic girdle questionnaire maximum subjects (71.2%) had moderate disability, Fear 

avoidance belief on work-scale domain maximum subjects (73.5%) had no fear avoidance 

belief and fear avoidance belief on physical domain maximum subjects (70%) had no fear 

avoidance belief. Mean value of Outcomes measure which were on higher side, on Pain 

catastrophizing scale (31.3±11.5), perceived stress scale (35.1±7.8), Edinburgh postnatal 

depression scale (13.5±3.4), In coping strategies questionnaire -revised, Catastrophizing 

strategy domain was used the most among subjects (22.2±3.7). In SF-36 QOL Vitality 

(32.5±12) and Role-Emotional (35.4±7.6) was poor 
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Figure - 1 Represents the percentile distribution of pain among subjects with 

PGP 

 

Figure 1 representing the pain intensity which was assessed on VAS scale wherein 55.3% of 

the population were less than 7mm and 44.7% were greater than equal to 7mm. 

Figure - 2 Represents the percentile distribution of pain catastrophizing among subjects 

with PGP. 

 

Figure 2 representing  the level of catastrophizing among the subjects wherein 57.3% had 

severe catastrophizing level on pain catastrophizing scale. 
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Figure - 3 Represents the percentile distribution of disability among subjects with PGP. 

 

Figure 3 representing the severity of disability among subjects wherein maximum subjects 

were moderately disabled on oswestry disability index (2.0) 

Figure – 4 Represents percentile distribution of stress among subjects with PGP 
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Figure 4 representing the perceived stress level among subjects wherein 65% of the 

population had severe perceived stress on perceived stress scale. 

 

Figure – 5 Represents percentile distribution of depression among subjects with PGP 

 

Figure 5 representing the depression level wherein 68% of population had possible 

depression on Edinburgh postnatal depression scale. 
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Figure – 6 Represents the percentile distribution of disability among subjects with PGP. 

 

Figure 6 representing disability level on pelvic girdle questionnaire wherein 71.2% were 

moderately disabled. 

Figure-7 Represents the percentile distribution of fear avoidance belief on work-

subscale among subjects with PGP. 
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Figure 7 representing the fear avoidance level on work-scale wherein 73.8% of the 

population had low fear avoidance belief on fear avoidance belief questionnaire. 

 

 

 

Figure-8 Represents the percentile distribution of fear avoidance belief on physical 

activity among subjects with PGP

 

Figure 8 representing the fear avoidance belief on physical activity subscale wherein 70% of 

the population had no fear avoidance belief on fear avoidance belief questionnaire. 
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Figure – 9 Represents the mean value of SF-36 QOL among subjects with PGP. 

 

Figure 9 representing the physical and mental subscale on SF-36 QOL wherein mental 

subscale component was poor compare to physical. 
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Figure - 10 Represents the domains of SF-36 QOL and mean value among subjects with 

PGP. 

      

Figure 10 representing the various domains SF-36 QOL wherein Vitality, Role-emotional, 

Mental health domains were comparatively poorer.
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DISCUSSION 

 

 To our best knowledge, this is the first study to describe the characteristics of coping 

strategies, pain catastrophizing, disability, emotional state and quality of life in women with 

postpartum pelvic girdle pain. This is the first study in India to which gives insight of various 

characteristics of postpartum women with PGP like coping strategies, pain catastrophizing, 

disability, emotional state and quality of life collectively in a single study. We found out pain 

intensity was severe among 44.7% of postpartum women, pain catastrophizing was 

remarkably high on pain catastrophizing scale, subjects had moderate disability on ODI and 

PGQ, we also found out the subjects had no fear avoidance belief on work-scale as well as 

physical activity, catastrophizing, distraction and ignoring pain were the strategies used by 

subjects to cope up with pain, on Edinburgh postnatal depression scale subjects shown 

possibility of depression, high perceived stress was noted on perceived stress scale and 

quality of life was poor on SF-36 QOL when compared to similar studies.  

 

In our study pain intensity was assessed on VAS wherein 55.3% subjects had mild pain and 

44.7% were having severe pain on VAS. Cecelia Bergstrom et al, in their study, highest 

tertile scores was on the VAS (100mm) which showed 62 % of the women included in the 

multiple linear regression model reported clinically identifiable signs of PGP when examined 

at 15 months postpartum.9 Some authors found out there was higher percentage of severe 

pain in postpartum women with PGP. Similarly in a one of the study’s Author reported in a 

prevalence study of PGP in an Indian postpartum women that pain is worse at the end of the 

day, so they chose to include the intensity of worst evening pain in the final analysis. They 
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stated that only one time measurement of evening pain on VAS (highest tertile score) might 

be the reason for severe and higher pain intensity among postpartum women with PGP.4 

 

Pain catastrophizing is one of the foremost psychological factors which is leads to disability 

in patient Pain catastrophizing is conceptualized as a negative cognitive– affective response 

to anticipated or actual pain and has been associated with a number of important pain-related 

outcomes (Quartana et al., 2009). Previous studies have shown that catastrophizing could 

play a bigger role in PP recovery.30 In our study subjects were had high catastrophizing level 

which implies high risk of chronicity. An outcome measuring tool such as the Pain 

catastrophizing scale is essential to aid clinicians in assessing the mental processing 

associated with pregnancy-related PGP. Clinical practice guidelines for assessment and 

treatment of PGP have recommended the significance of individuals’ beliefs and perceptions 

about their pain, measured using this questionnaire. The results of Elden et al, who studied 

the factors associated with persistent PGP up to a decade after delivery. In their study, 

women experiencing PGP had significantly higher levels of pain catastrophizing than women 

with no PGP when measured using the PCS.38 Study conducted by Starzec-Proserpio M et al. 

found out pain catastrophizing was not associated with pain which was contrary to our 

study.39 Different results may be due to the differences between the studied groups. We 

hypothesized that, as there was absence of intervention and education to the subjects as a 

result catastrophizing was severe.  

 

Likewise other psychological factors like stress and depression exhibited high perceived 

stress and possibility for depression in the current study. Elden H., Gutke A et al, has reported 

that women with PGP present with more depression, stress and pain catastrophizing than 
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healthy controls during pregnancy and postpartum38, Wiezer M., Hage-Fransen M.A.H et al 

in a systematic review has shown that depression during pregnancy may be a risk factor for 

ongoing pain postpartum.23 Starzec-Proserpio M, Rejano-Campo M et al, presented contrary 

result, women with PGP 6–24 weeks postpartum did not differ in terms of psychological 

factors from the healthy controls.39 Similarly, Rexelius et al. reported depressive symptoms to 

be similar between women with postpartum PGP and healthy controls 3–12 months 

postpartum.40 Authors hypothesized that a longer period of PGP is required to affect 

psychological wellbeing than other types of pain like, for instance, low back pain. However, 

these results seem to be contrary to previous studies on PGP. PGP is not commonly 

recognized in some countries and the term “pelvic girdle pain” is not widely used within 

healthcare services. The lower social awareness about this condition could lead to lower 

reported distress. The possible role of ethnicity was noticed in another PGP study, indicating 

that a more detailed investigation encompassing the cultural and ethnic influences associated 

with PGP is needed. Women with PGP postpartum might be at risk for depression, especially 

if their symptoms become persistent. Furthermore, it has been shown in primary care that 

expectations predict long term outcome. We hypothesized that higher level depression and 

stress is because of the association between disability and depression anxiety and stress.41 

 

Pain is a biologically relevant and vital signal of bodily threat, urging protective behaviours, 

which include increased arousal, prioritization of attention to the sources of pain, instant 

withdrawal, facial expression, and avoidance42. In our study fear avoidance belief was low 

towards pain in work subscale and physical activity on fear avoidance belief questionnaire. 

Rashidi Fakari F et al conducted study in Iran for the first time to determine the FAB toward 

pain in various intensity levels in women with PGP. The results were, FAB toward pain 
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increased with elevated severity of PGP.43 Mia Fernando et al presented that the fear 

avoidance model of pain indicates that the experience of pain is influenced by a range of 

emotional, cognitive, biological and behavioural factors, this means that women with high 

levels of fear avoidance may interpret pain during and after pregnancy as menacing, which 

could affect the way they experience their physical ability and quality of life. This could 

focus their attention on the pain, leading to a higher estimate of pain intensity and 

consequently a higher reported prevalence of PGP.44 These studies were contrary to our study 

however there was marginal difference was seen on fear avoidance belief questionnaire. 

 

In our study subjects presented moderate level of disability on ODI as well as Pelvic Girdle 

Questionnaire. Hilde Stendal Robinson et al showed that a high number of positive pain 

provocation tests was a significant risk factor for both disability and pain intensity measured 

by graded scales 12 weeks postpartum.5 Sjödahl J, Gutke A, Öberg et al showed contrary 

result where significant decrease in disability measured with the ODI between 3 and 15 

months postpartum; however, 62 % of the women were included in the multiple linear 

regression model still reported lumbopelvic pain and had clinically identifiable signs of PGP 

when examined at 15 months postpartum. 3 months postpartum and were therefore likely to 

have a built-in risk for long-term disability.45 Some authors showed results, women with PGP 

postpartum were found to suffer greater disability on the ODI score when compared with 

results of a previous study by Vollestad and Stuge (2009) Similarly Stuge laerum et al. (2004) 

showed ODI p<0.01 on subjects with postpartum PGP.46 We hypothesize if there is an early 

identification of women at risk for future pelvic girdle pain then disability can be prevented 

and also depression and high perceived stress can also be reason of moderate disability in the 

subjects. 
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Coping strategy questionnaire -revised was used to assess the coping strategies of the 

subjects, we found out catastrophizing, distraction and praying was used frequently to cope 

up with pain. Ceprnja D, Chipchase L, Liamputtong P, Gupta A et al, stated in this study 

women’s ability to cope with PPGP was hampered by a perception of judgement from others. 

Women commented that they felt like failures if they were not seen as having a “good” 

pregnancy. They were also keen to not “complain” or “whinge” for fear of being labelled as 

weak or demanding. In the face of this perception of judgement, many women were reluctant 

to reveal the truth of their experiences, hiding their pain from others, suffering in silence and 

not seeking support to cope with pain20. Peter B. O’Sullivan, Darren J. Beales et al, stated in 

their study, Psychosocial factors have the potential to both ‘up’ regulate or ‘down’ regulate 

pain. For example, a classification of ‘reduced force closure’ may be associated with 

cognitive impairments such as faulty beliefs, elevated anxiety levels and passive coping 

strategies that amplifies pain via the central nervous system and promotes high levels of 

disability associated with the pain disorder. In this case the intervention must address the 

cognitive impairments associated with the disorder within the motor learning intervention 

such as by promoting accurate beliefs, relaxation techniques and active coping strategies. On 

the other hand, if the same ‘reduced force closure’ classification is associated with positive 

beliefs, active coping strategies and limited functional impairments, then the primary focus 

can be placed more on the physical impairments of the disorder to establish pain control. In 

one of the study results showed that the most commonly used strategies were declaration of 

coping, praying/hoping and increased behavioral activity47. The least frequent strategies 

comprised re-evaluation of the sensation of pain and catastrophizing. France et al. claimed 

that women were more likely to use emotion-focused pain strategies. Women were more 
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likely to use a distraction strategy as well as increased behavioral activity, and less likely to 

resort to ignoring the pain. They also noted there was negative correlations among women 

between pain control and the ability to reduce it and the strategy of catastrophizing.48 This 

may be due to the tendency of women to manifest stronger emotional reactions, as also 

indicated by other authors. 

 

Quality of life was assessed by SF-36, as far as SF-36 is concerned score interpretation can 

be done in two ways 1) 0-100score interpretation 2) norm-based scoring. Scores based on the 

0-100 metric are available for the normal Indian population. Norm-based T-scores require 

valid norms for group of interest. Normative data for postpartum pelvic girdle pain in India is 

not available, considering this limitation, we compared the SF-36 quality of life domain 

scores of our study subjects to that of Britt Stuge, Even Lærum’s study subjects from 

Norway. In their study the domain score for physical functioning was (52.8±19) and mental 

health (77.2±13), whereas the scores of our study was physical domain (47±6.8) and mental 

health domain (45.8±8.2)50. Mostly, the subjects of our group were worse in terms of quality 

of life. Similarly, comparison between the women with “severe PGP” and those with “less 

severe PGP” was done by Robinson PS, Balasundaram AP, Vollestad NK, Robinson HS et 

al, demonstrated significant difference only in the physical domains. Physical functioning, 

role physical, bodily pain on SF-36 was (0.001≤ p ≤0.0019)49.  Study conducted by Hilde 

Stendal Robinson et al, the prevalence of pelvic girdle pain (PGP) one year postpartum; he 

found out PGP prevalence remained unchanged from 12 weeks to one year postpartum. And 

Physical functioning (PF) and Bodily pain (BP) score improved markedly from gestation 

week 30 to 12 weeks postpartum, and marginally thereafter. Despite high PGP prevalence 

one year postpartum, most women recovered in terms of PF and BP scores5. Pain 
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Catastrophizing, poor coping strategies, stress and depression all these factors may account 

for poor quality of life.  
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Limitation of the study 

 

  The study population were recruited from only one Centre. 

  Subjects didn’t receive treatment for chronicity of pain. 

 Some of the risk factors like breast feeding posture was not assessed  

 Early detection of risk factors among subjects was not done. 
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FUTURE SCOPE OF THE STUDY 

 Multi-centered study must be conducted so that the results can be generalized to a 

larger population. 

 Association between various pain characteristics in women with postpartum pelvic 

girdle pain can done to rule out the dominant factor. 

 Further studies can be done on normative value of SF-36 quality of life in PPGP. 

 Future cohorts and prospective designs are needed to investigate the relationship 

between risk factors with postpartum pelvic girdle pain and pelvic girdle pain with 

psychological domains.
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CONCLUSION 

     Present study identified maximum subjects had mild pain on visual analogue 

scale, high catastrophizing on pain catastrophizing scale, moderate disability was 

seen on Oswestry disability index, high perceived stress was noted on perceived 

stress scale, possible depression was noted on Edinburgh postnatal depression 

scale, in Coping Strategies Questionnaire – Revised catastrophizing, distraction, 

praying were the strategies used mostly by subjects to cope up with pain, there 

was low fear avoidance on Fear Avoidance Belief Questionnaire and poor quality 

of life on Shortform – 36 Quality of life was noted.



                                                                                  SUMMARY                             
 

58 
 

 

Summary 

  Pelvic girdle pain not only affect physically but also emotional state. Emotional state 

plays an important part in postpartum pelvic girdle pain which are catastrophizing, coping 

strategies, stress, fear avoidance belief, depression. In the emotional state higher levels of 

distress catastrophizing and poor patient expectation of recovery have been identified as 

potential risk factors. However, there are no studies done where psychological domains 

are studied or described collectively on women with postpartum pelvic girdle pain. So, 

the need arises to do describe the psychological domain collectively in women with 

postpartum PGP. 

 525 postpartum women were recruited from outpatient department of OBG, out of which 

445 women had PGP which was assessed by clinical tests and body chart, necessary 

demographic data was taken, pain intensity on VAS, secondary outcome measures like 

Pain catastrophizing scale, Perceived stress scale, Edinburgh postnatal depression scale, 

Fear avoidance belief questionnaire, coping strategies questionnaire-Revised, ODI, SF-36 

Quality of life was assessed. 

 Subjects with PGP showed high catastrophizing, moderate disability, high perceived 

stress, possibility of depression, catastrophizing, distraction, praying were the strategies 

used to cope up pain, low fear avoidance and poor quality of life was noted. 
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CONSENT FORM 
 
 
Participant name: Address: 
 
 
Title of the project: “CHARACTERISTICS OF COPING STRATERGIES, PAIN CATASTROPHIZING, 
DISABILITY, EMOTIONAL STATE AND QUALITY OF LIFE IN WOMEN WITH POSTPARTUM PELVIC 
GIRDLE PAIN” 
 

The details of the study have been provided to me in writing and explained to me in my own language. I 
confirm that I have understood the above study and had the opportunity to ask questions. I understand that my 
participation in the study is voluntary and that I am free to withdraw at any time, without giving any reasons, 
without my medical care or legal rights being affected. I agree not to restrict the use of any data or results that arise 
from this study provided such a use is only for scientific purpose(s). I fully consent to participate in the above 
study. 
 

Signature of the participant (Guardian, in case of minor): Date: 
 
 
Left thumb impression: 
 
 
Signature of the witness:                                                                    Date: 
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INFORMATION FOR PARTICIPANTS OF THE STUDY 

 

 
Dear Participants, 
 
We welcome you and thank you for your keen interest in participation in this research project.

Before you participate in this study, it is important for you to understand why this research is

being carried out. This form will provide you all the relevant details of this research. It will explain 

the nature, the purpose, the benefits, the risks, the discomforts, the precautions and the

information about how this project will be carried out. It is important that you read and understand 

the contents of the form carefully. This form may contain certain scientific terms and hence, if

you have any doubts or if you want more information, you are free to ask the study personnel,

or the contact person mentioned below before you give your consent and also at any time during

the entire course of the project. 

1. Project Title: “Characteristics of coping strategies, pain catastrophizing, disability, emotional 

state and quality of life in women with post-partum pelvic girdle pain” 

2. Department and institute: S.D.M. College of Physiotherapy, Sattur Dharwad. 
 
3. Name of the investigator: Mrinalini Padaki, M.P.T. 
 
4. What is the purpose of this project/study? 
 
To describe the Characteristics of coping strategies, pain catastrophizing, disability, emotional 

state and quality of life in women with post-partum pelvic girdle pain 

5. What is the selection procedure of participants? (Including the inclusion and 

Exclusion criteria) 

Inclusion criteria: 
 
Postpartum women greater than 3 months. 

Pain experienced on provocation test. 

Subjects with age 18-40. 

Pain experienced between posterior iliac crest and the gluteal fold, with or without radiation 

in posterior thigh and calf and with or without pain in the symphysis 

Pain reproducible by at least two out of seven pelvic provocation tests (two tests bilateral) 

Subjects willing to participate 
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 Exclusion criteria: 
Subjects not willing or unable to provide consent. 

Women with a history of systemic locomotor system disease. 

Previous surgery of the spine, pelvis, or femur, back pain indicating radiculopathy. 

Generalized osteoporosis. 

Gynecological problems where the woman was advised complete bed rest 

6. How will it be carried out (Procedure of the study)? 
 
Socio-demographic data, for the participants selected, is designed which includes age, gender,

occupation, BMI, socio economic status and detailed information of the type of musculoskeletal 

pain will be collected using the Pain and body chart. Following which, the Visual analogue scale,

Pelvic Girdle Questionnaire, Oswestry disability Index (2.0), Pain catastrophizing, The Coping 

Strategies questionnaire-revised, Edinburgh Postnatal Depression scale, Perceived Stress Scale, 

Fear Avoidance Belief Questionnaire and SF36 Quality Of Life will be given. 

Subject Education: 
 
Reasons for the study will be explained to patient; prior to interview 

and before signing the written consent. 

7. What are the responsibilities of participants? 
 
Participants must agree to adhere to the principal investigator instructions and cooperate fully

with those conducting the study and inform principal investigator in case of any untoward

experience. 

8. What are the expected risks for the participants? 
 
There is as such no risk element in this study. 
 
9. Whether my participation in this study be kept confidential? 
 
Yes. Participant’s privacy and confidentiality will be maintained during and after the completion

of the study. 

10. Can I withdraw from the study at any time during the study period? 
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 Yes. Participants can opt out of the study at any time during the study. 
 
11. If there is any new findings/information, would I be informed? 
 
Yes. Participants will be informed about new findings/information of study. 
 
12. What happens in case of study related injury? 
 
Prior to study all participants will be informed about the institutional policy for any injury

occurred as a result of participation. There is as such no risk element for participants. 

13. Permission for publication? 
 
Results obtained after study may be published for scientific purpose. However, identity is not

disclosed even after the study or during the publication. For any study related queries, you are

free to contact: 

Name of contact person with official address and phone number: 
 
 

1) Mrinalini Padaki, SDM College of Physiotherapy, 

Manjushree Nagar, Sattur, 

Dharwad-9. 

Karnataka, India. 

Mobile: 7411474025 

Email: mrinalinipadaki@gmai.com 
 
 

2) Dr.Prashant B Mukkannavar PhD, MPT 

Professor 

SDM College of Physiotherapy, 

Manjushree Nagar, Sattur, 

Dharwad-9. 

Karnataka, India. 
 
Mobile- 9036981180 
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 Email: drprashantmb@gmail.com 
 
 

Place: Signature of investigator:    
 
Date: Witness Signature/ thumb impression:    

 
 
 

 
Subject Signature/ thumb impression:    
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DATA COLLECTION SHEET 

 

DEMOGRAPHIC DATA 

Name - 

Age - 

Gender - Female 

Occupation – Housewife / Non Housewife 

Marital status – Married/ Unmarried/ Widow/ Divorced 

Educational status – Illiterate/ SSC/ HSC / Undergraduate / Postgraduate 

Socio-economic status – upper class / upper middle class / lower middle class / 

upper lower class/ lower class. 

Height - in meters 

Weight – in kgs 

BMI – kgs /m2 

Work status – moderate / heavy / very heavy 

Phone number- 

Address- 

 

Physical activity – yes/no 

 

 OBSTRETIC HISTORY 

 

Gravida-1/2/3/4/5/6 



                                                                                                                ANNEXURES                                                                                                                         

 

77 
  

 Parity- nulliparous/primiparous/multiparous 

Weeks of gestation -12-16/17-21/22-26/27-31/32-36 weeks 

No. of living children-  

History of previous method of deliveries –Normal / Cesarean section 

History of previous abortion -  

Type of delivery- Normal or Cesarean section 

Time since present delivery - 3months to 6 months / 7 months to 12 months 

Previous history of episiotomy –no/yes 

Previous history of epidural analgesia – no/yes 

 

 

 HISTORY OF LOWBACK PAIN / PGP – YES/NO 

Medication for pain – yes/no 

 PREVIOUS HISTORY OF LOW BACK PAIN/ PGP -YES / NO 

 

 BREAST FEEDING – 

 Currently breast feeding – yes/no 

Breast feeding pattern – stopped/partially/exclusively 

Frequency of feeding in 24 hours – nil/<5times / >5times 

Position of feeding – nil/sleeping/sitting/both 
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 HISTORY OF URINARY INCONTINENCE: YES OR NO 

 

 SLEEP  

Quality of sleep -Adequate/Disturbed (if disturbed from how many days?) 

Duration of sleep 

Drugs if taking any – yes/no 

 

. 
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