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1. Introdução 

1.1 Dor lombo-pélvica na gravidez 

1.1.1 Definição 

Durante a gravidez o corpo da mulher adapta-se para criar um ambiente 

favorável para o crescimento fetal, ocorrendo diversas alterações anatómicas, 

fisiológicas e biomecânicas que têm impacto ao nível dos diversos sistemas do corpo, 

nomeadamente o sistema músculo-esquelético (1-4). Nesta fase verificam-se alterações 

hormonais caracterizadas pelo aumento das concentrações de relaxina, estrogénio e 

progesterona, que aliado ao aumento do Índice de Massa Corporal (IMC) e do tamanho 

do útero, provocam uma deslocação anterior do centro de gravidade e o aumento da 

lordose lombar (5-7). O aumento do peso na gravidez pode ainda duplicar as forças 

exercidas nas articulações ao nível da pélvis e membros inferiores durante atividades 

em carga (2). Todas estas modificações geram forças estáticas e dinâmicas adicionais 

no esqueleto axial, provocando um aumento da instabilidade lombo-pélvica e podendo 

desencadear queixas álgicas nesta região (5,6,8). 

Segundo Gutke et al e Barakat et al (1,9), 50% das mulheres na gravidez referem 

apresentar dor lombo-pélvica (1,9). A dor lombo-pélvica (DLP) inclui dor na cintura 

pélvica (DCP) e dor lombar (DL), ou ambas, sendo a queixa mais comum, incapacitante 

e severa durante a gravidez, principalmente a partir do segundo trimestre (3,5,8,10). A 

DL consiste em dor ou desconforto localizado entre a 12ª costela e a prega glútea, com 

ou sem irradiação para os membros inferiores. Por outro lado, a DCP é definida como 

dor experienciada entre a crista ilíaca posterior e a prega glútea, particularmente na 

articulação sacroilíaca, que pode irradiar para a coxa e, menos frequentemente, para a 

perna (1,9,11,12).  

1.1.2 Etiologia 

A etiologia da DLP na gravidez é ainda pouco compreendida, contudo trata-se 

de um distúrbio com uma apresentação clara e que necessita de gestão específica 

quando surge (3,7,8,11). 

A DLP na gravidez aparentam ter uma origem multifatorial, e, apesar de pouco 

clara, a evidência sugere fatores biomecânicos, hormonais e psicossociais (5,8,9,13). 

Alguns fatores de risco parecem ter maior probabilidade de conduzir ao 

desenvolvimento de DCP, sendo eles a gravidez, dor lombar prévia, trauma na pélvis e 

artrite (5,12,14,15). No entanto, alguns autores defendem que alterações no tecido 

conjuntivo, um controlo motor inadequado e consequentes alterações da estática 

pélvica podem também estar na origem da DCP (11,14,16). Para a DL, podemos 

salientar como fatores de risco o aumento da laxidão ligamentar; o aumento do tamanho 
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do útero; o aumento da hiperlordose lombar; a adoção de posturas compensatórias; 

alterações vasculares; entre outros (5,8,9,12).  

1.1.3 Prevalência 

A prevalência de DLP varia significativamente entre estudos, porém a grande 

maioria refere que mais de 50% das mulheres grávidas apresenta DLP em algum 

momento da gravidez (1,4,9,11). A DLP tem tendência a piorar com o decorrer da 

gravidez, afetando negativamente as atividades da vida diária, a capacidade laboral, o 

padrão do sono, a vida social e sexual, aumentando, consequentemente, o stress da 

grávida (1,4,7,9). 

1.1.4 Diagnóstico 

O diagnóstico diferencial entre DCP e DL pressupõe uma recolha detalhada da 

história clínica e uma avaliação física, sendo que o diagnóstico de DCP só pode ser feito 

após exclusão de causas lombares e a dor ou perturbação funcional deve ser 

reprodutível através de testes clínicos específicos (5,12,15,17). Para garantir a 

localização precisa da dor, é importante que a grávida aponte para a localização exata 

no seu próprio corpo ou, preferencialmente, indique o local de dor num bodychart (12).  

Relativamente aos testes específicos, é recomendada a realização do teste 

Active Straight Leg Raise (ASLR), para avaliar a função muscular da região lombo-

pélvica, considerando-se positivo quando despoleta dor na região lombo-pélvica ou 

evidencia alterações do controlo motor (5,12,14,17). São também recomendados testes 

de provocação de dor, como o teste Posterior Pelvic Pain Provocation Test (P4), 

distração e compressão da sacroilíaca, entre outros, que são considerados positivos 

quando ocorre uma dor que é familiar, aquando da sua realização (5,12,14,17). 

Para caracterizar a DLP e a incapacidade funcional a ela associada, podem ser 

utilizados instrumentos de avaliação específicos: para a DCP o Pelvic Girdle 

Questionnaire (PGQ) (18); para a DL existem várias opções como o Quebec Back Pain 

Disability Scale, Roland Morris Disability Scale e o Disability Rating Index, entre outros, 

sendo que nenhum destes é específico para a dor lombar na mulher grávida (15). 

1.1.5 Tratamento 

A natureza complexa e imprevisível do desenvolvimento da DLP faz com que 

seja difícil uma prevenção dos primeiros sintomas. As guidelines europeias para o 

diagnóstico e tratamento da DCP (12) recomendam que a prevenção seja focada na 

redução do impacto e consequências da DLP ao invés de focar nos mecanismos 

causadores de dor (12). As modalidades de tratamento ainda estão por definir, não 

havendo um consenso sobre quais usar (1). Uma revisão sistemática de 2015 (1) 

abordou a utilização de diversas intervenções como acupuntura, cintos pélvicos, terapia 
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manual, educação ao paciente, eletroterapia, exercício durante e após a gravidez, entre 

outros, porém sem conclusões sobre qual o melhor método (1). 

1.2 Atividade Física e dor lombo-pélvica na gravidez 

1.2.1 Metodologias de avaliação da atividade física  

A grande maioria dos estudos existentes utiliza, na avaliação de níveis de 

atividade física (AF), métodos de autopreenchimento, como questionários, e/ou 

dispositivos que monitorizam a atividade, como os acelerómetros (19-21).  

Diversos questionários foram desenvolvidos para avaliar o nível de AF de cada 

indivíduo na sua vida diária, sendo instrumentos de fácil utilização, pois permitem o 

autopreenchimento, não são invasivos e não requerem equipamentos de alto custo (22). 

Porém, apresentam algumas limitações, dado que são métodos subjetivos que 

dependem da perceção individual de cada participante sobre o seu nível de atividade, 

havendo a tendência de sobrestimar o nível da AF (19, 22-24).  

Por outro lado, os acelerómetros, por serem dispositivos portáteis que avaliam a 

AF, permitem aos investigadores a oportunidade de recolher dados mais objetivos sobre 

o gasto energético associado à prática de AF, permitindo avaliar a eficácia da mesma 

(24-27). Estes são dispositivos que monitorizam pequenos movimentos e a aceleração 

do corpo, capturando a intensidade da atividade física através da conversão do 

movimento em medidas quantitativas, fornecendo, assim, informações mais objetivas 

do que dados de autopreenchimento (24,28). Contudo, a acelerometria tem algumas 

limitações já que a maioria destes aparelhos não consegue capturar de forma precisa 

atividades como natação e outras atividades de baixo impacto, as quais são muito 

comuns durante a gravidez (24). 

Os acelerómetros podem ser colocados de diferentes formas, sendo a anca uma 

localização muito comum, apesar de pouco prático (29). Recentemente, tem havido um 

avanço no que toca ao uso destes aparelhos no punho, com alguns estudos a referir o 

aumento da adesão (27,29). Em mulheres grávidas apresenta benefícios, porque as 

alterações anatómicas que ocorrem neste período podem modificar o ângulo de 

colocação do acelerómetro quando este é colocado na anca (29). Os autores Migueles 

et al  (28) consideram que tanto a localização na anca como no punho são passíveis de 

ser escolhidas para utilização (28). No estudo de Hesketh et al (29), a correlação entre 

acelerómetros utilizados na anca e no punho foi moderada a substancial durante a 

gravidez e pós-parto, sugerindo que cada uma destas localizações é apropriada para 

aceder aos níveis de AF durante este período (29). 
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1.2.2 Atividade física e dor lombo-pélvica 

A Organização Mundial da Saúde (OMS) recomenda a prática de, no mínimo, 

150 minutos por semana de atividade de intensidade moderada durante a gravidez, para 

atingir benefícios para a saúde e para reduzir complicações nesta fase (8,30-32). O 

American College of Obstetrics and Gyneacologists (ACOG) corrobora estas 

recomendações, defendendo que mulheres sem complicações médicas ou obstétricas 

devem ser encorajadas a serem mais ativas e integrarem o exercício físico (EF) nas 

suas rotinas, já que este não está relacionados com efeitos adversos maternos e fetais 

(2,31,33). 

A literatura atual defende que ser fisicamente ativo diminui o impacto das 

alterações biomecânicas que ocorrem à medida que a gravidez avança, enquanto a 

inatividade conduz ao descondicionamento e fraqueza muscular global, o que predispõe 

para uma perda de função e experiência de dor (2,9,11,34,35). Segundo Mottola et al 

(33) a prática de EF supervisionado durante a gravidez deve ser considerada como a 

primeira linha de tratamento na redução do risco de complicações na gravidez e na 

melhoria da saúde materna, tanto física como mental (33). 

Considerando que a DLP afeta mais de 50% das mulheres grávidas, o EF pode 

oferecer uma estratégia de autogestão com uma boa relação custo-benefício para 

futuras mães, como parte de uma abordagem multimodal para reduzir sintomas de 

severidade da dor (9,35). Alguns estudos mostram que o exercício detém um efeito 

moderado na melhoria da dor lombar, não havendo efeito claro na dor na cintura 

pélvicav(11,33). Adicionalmente, numa revisão sistemática de 2020 (8), o EF permitiu 

reduzir a lombalgia durante a gravidez, evidenciando benefícios do treino aeróbio e 

fortalecimento combinado com exercícios de relaxamento (8). Também num estudo de 

2017 (34), as mulheres com DLP que praticaram exercício mostraram-se menos 

afetadas pela dor e com uma melhor gestão da mesma, evidenciando menores níveis 

de dor, melhor qualidade de vida e níveis inferiores de incapacidade (34). 

Contudo, apesar dos efeitos benéficos da AF, a maior parte dos estudos referem 

que apenas uma pequena percentagem das mulheres grávidas atinge as 

recomendações para a prática de AF no início da gravidez, com tendência a declinar 

ainda mais no último trimestre (11,26,36,37). 

 Tendo em conta que a DLP é tão prevalente na gravidez, torna-se 

relevante perceber se os níveis de atividade física podem interferir nos níveis de dor 

nesta população (35). AF é definida como qualquer movimento do corpo produzido pela 

contração dos músculos esqueléticos, e que tem a capacidade de manter e melhorar a 

aptidão cardiorrespiratória, reduzir a obesidade e comorbilidades associadas. Por outro 

lado, EF é definido como AF que é planeada, estruturada e repetitiva, tendo como 
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principal objetivo a melhoria de um ou mais componentes da aptidão física (31). Existem 

diversas lacunas quanto ao papel da AF no tratamento da dor na gravidez. Alguns dos 

estudos publicados apresentam evidência de baixa qualidade, resultados inconclusivos 

e intervenções heterogéneas (3,8,9,35). Assim, são necessários mais estudos 

experimentais para caracterizar a AF durante esta fase e para perceber que benefícios 

a sua prática tem na mulher grávida (9,26). Para a população portuguesa, a literatura 

carece de estudos experimentais que abordem esta temática (1). Assim, o 

desenvolvimento do presente estudo será importante para a melhor intervenção dos 

fisioterapeutas, uma vez que são profissionais de saúde que prescrevem diariamente 

exercício como uma das intervenções para as mulheres grávidas, contribuindo, assim, 

para a literacia em saúde e melhor qualidade na prestação de cuidados.  

 Esta dissertação encontra-se dividido em três capítulos: o capítulo I contém o 

presente enquadramento teórico; o capítulo II detém o artigo científico submetido na sua 

versão original; o capítulo III apresenta a discussão do trabalho efetuado e as principais 

conclusões. 
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Abstract 

Background: Lumbopelvic pain (LPP) is highly prevalent in 

pregnant woman and its relationship with physical activity (PA) is 

not clear in literature. 

Objective: This study aimed to assess the levels of PA in women 

in the second and third trimesters of pregnancy and relate these 

levels of PA to levels of LPP in these women. 

Methods: This cross-sectional study included women in the 

second and third trimesters of pregnancy. Validated 

questionnaires assessed PA and LPP, and an accelerometer 

measured PA. 

Results: In total, 31 pregnant women participated in this study, with 

a prevalence rate of LPP in pregnancy of 77,4%. Total scores for 

the Pelvic Girdle Questionnaire (PGQ) were higher than those for 

the Quebec Back Pain Disability Scale (QBPDS). 

Conclusion: Women with a higher number of daily steps and with 

higher MET rates have less severity of LBP in 2nd trimester of 

pregnancy. There were, however, no statistically significant 

associations between the severity of PGP and LBP and sedentary, 

light and moderate activity in both trimesters captured by the 

accelerometer and PPAQ. There was no statistically significant 

difference between women who reported LPP and those who did 

not report LPP.  
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Introduction 

 During pregnancy, the female body adapts to create a good environment for fetal 

development, occurring anatomical, physiological, and biomechanical changes that 

impact on the different body systems, especially the musculoskeletal (1–4). In this phase, 

hormonal changes are accompanied by increased body mass index (BMI) and uterus 

growth, which provoke a shift of the gravidity center and an increase in lumbar lordosis 

(3,5–7). All these modifications create additional static and dynamic load on the axial 

skeleton, thereby increasing instability in the lumbopelvic region that can lead to pain in 

this area (5,7,8). 

 According to several authors, more than 50% of women experience pain in the 

lumbopelvic area during pregnancy (1,4,9). Lumbopelvic pain (LPP) includes pelvic 

girdle pain (PGP), low back pain (LBP), or both at the same time. It is the most common, 

severe, and disabling complaint during pregnancy, especially in the second trimester 

(3,5,8,10). LPP is defined as pain localized below the ribs and above gluteal folds, with 

or without radiation to the legs. PGP is pain between the posterior iliac crests and the 

gluteal folds that can radiate down the thighs but rarely into the lower legs (1,9,11,12). 

The etiology of LPP in pregnancy remains unknown, but it appears to have a 

multifactorial origin, combining biomechanical, hormonal and psychosocial factors (9,12–

14).  

 For the diagnosis of LPP, a careful clinical history and a physical examination are 

needed. The diagnosis of PGP can only be reached after excluding lumbar causes, and 

the pain or functional disturbances must be reproducible by specific clinical tests 

(5,11,15,16). Usually, PGP is intermittent, and women refer increased pain while 

standing, walking and/or sitting, making it difficult to change position and consequently 

affecting the ability to do this and other daily life activities (5,11,17,18).  

 Treatment modalities remain uncertain without consensus on the best 

intervention (1). Gutke et al. (1) suggested that exercise is a common intervention, and 

accumulated evidence has suggested that exercise can reduce pain intensity and 

improve function (1). Being physically active decreases the impact of pregnancy 

biomechanical modifications while being inactive leads to deconditioning and muscle 

weakness which predisposes to loss of function and experience of pain, with literature 

confirming an association between reduced muscular function and development of LPP 

in the pregnant population (2,9,12,19). Barakat et al. (9) concluded that compared with 

no exercise, prenatal exercise decreased the severity of LBP and PGP during and 

following pregnancy but did not decrease the odds of any of these conditions (9). 

Although physical activity is recommended during pregnancy, pregnant women tend to 

experience a reduction in their activity levels (12). Nevertheless, there is still a lack of 
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knowledge on this topic because there is a lack of experimental studies about the effects 

of PA in pregnant women and LBP (1,2). 

 Considering that LPP is so prevalent in pregnant women, it becomes relevant to 

understand how PA levels can interfere with pain levels in this population (19). This 

knowledge is essential for physical therapists, who, as movement experts, prescribe 

daily exercise interventions to pregnant women, enhancing health literacy and care 

quality. 

 The general objective of the study was to assess the PA levels in women in the 

second and third trimesters of pregnancy. The specific objective was to relate these PA 

levels to LPP levels in these women. 

  

Methods 

Study design 

 This observational exploratory cross-sectional study followed the 

recommendations of the Strengthening the Reporting of Observational Studies in 

Epidemiology (STROBE) Statement (20). The Ethics Committee from Escola Superior 

de Tecnologia da Saúde de Lisboa approved this study, which was conducted following 

the principles of the Helsinki Declaration. The participants were not compensated 

financially. 

 

Participants 

 Participants were recruited from February to May 2024 at “Centro Pré e Pós 

Parto” and “Osteoparque – Fisioterapia e Osteopatia”, in Lisbon. The subjects were 

included if they were 16 or more weeks pregnant and were excluded if they had any 

medical and obstetric complications that limited physical activity practice.  

 Both institutions approved the study, and all participants provided informed 

written consent before participating. 

 Sample size calculation was performed assuming an effect size of 0,5, a 

statistical power of 0,8 and α < 0,05. Using the software GPower, it was estimated that 

a minimum sample size of 26 participants would be required. 

 

Variables and measurements 

 Sociodemographic data were collected using a questionnaire specially developed 

for this study that addressed personal information such as age, current weeks of 

pregnancy, parity, BMI, work status, previous level of PA, etc.  

 The measured variables were PA and LPP divided into LBP and PGP. 
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 PA levels were determined using the Pregnancy Physical Activity Questionnaire 

(PPAQ) and Actigraph’s accelerometer wGT3X-BT. PPAQ is a self-reported 

questionnaire that gives information about PA type, duration, and frequency performed 

by pregnant women (21,22). The accelerometer is a reliable, objective device that 

measures the acceleration of a body in three axes of movement, giving information about 

patterns of PA (23,24). 

 LBP was assessed using the Quebec Back Pain Disability Scale (QBPDS) which 

gives information about LBP disability (25,26). It is a self-report questionnaire with 20 

items in which the participant must classify his level of difficulty in a certain activity (26). 

 The Pelvic Girdle Questionnaire (PGQ) assessed the symptoms and functional 

disability in women with PGP (27–30). This self-report questionnaire has 25 items and 

includes a subscale of limitations to participation (20 items) and other of symptoms (5 

items) (27,30).  

 All the questionnaires used in this study were validated for the Portuguese 

population. 

 

Data collection 

 The subjects who volunteered to participate in the study were contacted to 

explain the objectives and procedures of the study and to confirm their participation. All 

of them were evaluated at two different times. 

 In the first moment, the sociodemographic questionnaire was given to the 

participants, and they were asked if they felt any pain or discomfort in the lumbopelvic 

area and to point to the local pain in a body chart. After that, the women were given two 

more questionnaires (QBPDS and PGQ) and were made the following tests to fulfill the 

diagnosis of LBPP: Posterior Pelvic Pain Provocation (P4); Active Straight Leg Raise 

(ASLR); compression and distraction of the sacroiliac joint; functional tests of the lumbar 

spine (flexion, extension, rotations, and inclinations). In the end, it was given to the 

women the accelerometer Actigraph wGT3X-BT for them to wear for 7 consecutive days 

on the non-dominant wrist. They were instructed to wear it during waking hours and 

remove it only for sleeping or for water-based activities (i.e., swimming, bathing, etc.). 

They were given a daily log to note when they removed the accelerometer. After the 7 

days, the pregnant women could take off the device and return it in the second moment 

of contact, where they would also answer to PPAQ. 

 

Statistical analysis 
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 The data from the Actigraph accelerometer was downloaded and processed 

using the ActiLife software, version 6.13.4. All statistical analyses used specific software 

(IBM-SPSS, Version 29.0.2.0).  

 Background and other studied variables are reported as means with standard 

deviation (SD)/range or numbers and percentages (%). The Spearman correlation 

coefficient was used to determine the correlation between the levels of PA and the 

severity of PGP and LBP in the 2nd and 3rd trimesters. The independent sample t-test 

and Mann-Whitney test were used to assess the differences in mean values between 

women who reported and did not report LPP and to predict possible risk factors.  

 A critical level of p < 0.05 was considered statistically significant.  

Results 

 Thirty-one women who followed the inclusion and exclusion criteria completed 

their participation in this study. The mean age was 33,5 years (range 26-40), and the 

mean gestational week was 27,8 (range 16-37), with 15 women in the 2nd, and 16 in the 

3rd trimester.  Most women (90,4%) had undergone university education, and 64,5% were 

on maternity sick leave. Table 1 shows the sociodemographic characteristics of the 

sample.  

Table 1 Sociodemographic characteristics  

Variables    N = 31 

Age (years) [Mean (range)]  

Gestational weeks [Mean (range)]  

Parity [N (%)] 

0 

1 

2 

3 

4 

BMI before pregnancy (kg/m2) [Mean (SD)] 

Current BMI (kg/m2) [Mean (SD)] 

Previous level of activity [N (%)] 

Regular practice (≥ 3 times per week) 

Irregular practice 

Nothing 

Presence of LPP [N (%)] 

 Yes 

 No 

33,5 (26-40) 

27,9 (16-37) 

 

17 (54,8%) 

9 (29,0%) 

3 (9,7%) 

1 (3,2%) 

1 (3,2%) 

22,9 (2,6) 

26,1 (3,3) 

 

23 (74,2%) 

2 (6,5%)  

6 (19,4%) 

 

24 (77,4%) 

7 (21,9%) 
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SD, standard deviation; BMI, body mass index; LPP, lumbopelvic pain 

 Disability-related to PGP and/or LBP was measured by PGQ and QBPDS, as 

shown in Table 2. The scores on the PGQ were higher than those on the QBPDS. 

According to QBPDS, most women had a higher level of disability related to LBP in 

activities that involved standing for 20 to 30 minutes (51,6%) and sitting in a chair for 

several hours (64,5%). On the other hand, regarding PGQ, the participants referred to 

some difficulty related to PGP in activities as standing (58,1%), sitting (51,6%) walking 

(58,1%) for more than 10 minutes, and turning over in bed (54,8%). 

Table 2 Pain intensity and disability related to PGP and/or LBP  

Outcomes  

Pain intensity (NRS) [Mean (range)] N = 24 

PGQ total score [Mean (range)]  N = 31 

PGQ activity score [Mean (range)] N = 31 

PGQ symptoms score [Mean (range)] N = 31 

QBPDS total score [Mean (range)] N = 31 

4,4 (1-8) 

13,3 (0-54) 

9,6 (0-42) 

3,7 (0-12) 

8,1 (0-37) 

NRS, numeric rating scale; PGQ, pelvic girdle questionnaire; SD, standard deviation; QBPDS, quebec 

back pain disability scale 

 

 The PA distribution during pregnancy according to data obtained by 

accelerometer and PPAQ are shown in Table 3. According to the intensity, women spent 

most of their weekly time (75,2±24,8) doing light PA, as shown by the accelerometer and 

PPAQ data. Regarding the type of activity, they spent more time doing household and 

caregiving activities (81,2±49,0) (preparing meals, shopping, and light cleaning). By 

comparison, the energy spent doing sports/exercise was lower (19,2 ±10,0). Concerning 

occupational activities, among the participants that were not on sick leave, most of them 

had low physically demanding jobs, making them spend most of their time sitting. The 

results also showed that 83,9% of women reported doing prenatal exercise classes 

during pregnancy at least between half an hour and one hour a week. 

Table 3 Physical activity distribution during pregnancy according to 

accelerometer Actigraph and Mean Score Values (MET.h.wk-¹) for Self-

Administered Pregnancy Physical Activity Questionnaire (PPAQ) 

Outcomes N = 31 

Accelerometer data  

Total Daily Steps (steps) [Mean (range)] 9169 (4255-13010) 

Total MET rate (METs) [Mean (range)] 1,7 (1,3-2,3) 
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Total energy expenditure (kcal/day) 

[Mean (range)] 
1109 (553-2043) 

Total sedentary activity (min/day) [Mean 

(range)] 
176 (96-309) 

Total light activity (min/day) [Mean 

(range)] 
304 (186-513) 

Total moderate activity (min/day) [Mean 

(range)] 
276 (127-423) 

PPAQ data (MET.h.wk-¹) 

Intensity  
 

Total [Mean (range)] 184,9 (86,0-306,7) 

Sedentary [Mean (range)] 45,9 (8,1-116,6) 

Light [Mean (range)]  75,2 (41,3-125,8) 

Moderate [Mean (range)] 61,9 (1,8-169,1) 

Vigorous [Mean (range)] 1,8 (0-9,0) 

Type  

Household/Caregiving [Mean (range)] 81,2 (32,6-178,3) 

Occupational [Mean (range)]  22,5 (0-102,5) 

Sports/Exercise [Mean (range)] 19,2 (1,8-42,2) 

SD, standard deviation; PA, physical activity; SD, standard deviation. 

 There were no statistically significant differences between PA levels and LPP 

levels in pregnant women in 2nd and 3rd trimesters. There were no significant differences 

in women’s PA levels and disability related to LPP. 

 There were significant differences in disability related to LBP in the 2nd trimester 

of pregnancy and total daily steps (p = 0,024) and MET rates (p = 0,030), as shown in 

table 4. However, there were no differences for the other measured variables. 

Table 4 Correlation between physical activity levels and disability related to pelvic 

girdle pain and/or low back pain in 2nd and 3rd trimester of pregnancy 

 2nd trimester 

N = 15 

3rd trimester 

N = 16 

PGQ total 

score 

QBPDS total 

score 

PGQ total 

score 

QBPDS total 

score 

Accelerometer data     

Total Daily Steps rs= - 0,409 rs = - 0,579* rs = 0,232 rs = 0,432 

Total MET Rate rs = - 0,215 rs = - 0,560* rs = 0,228 rs = 0,282 
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Total energy expenditure rs = - 0,255 rs = - 0,450 rs = - 0,043 rs = 0,232 

Total sedentary activity rs = 0,239 rs = 0,324 rs = 0,048 rs = -0,392 

Total light activity rs = - 0,154 rs = 0,049 rs = - 0,224 rs = 0,098 

Total moderate activity rs = 0,239 rs = 0,324 rs = 0,202 rs = 0,355 

PPAQ data     

Intensity     

Total score rs = 0,253 rs = 0,232 rs = 0,232 rs = 0,081 

Sedentary activity rs = 0,253 rs = - 0,200 rs = 0,065 rs = - 0,126 

Light activity rs = 0,181 rs = 0,064 rs = 0,211 rs = 0,0 

Moderate activity rs = 0,059 rs = - 0,102 rs = 0,241 rs = 0,166 

Vigorous activity  rs = 0,245 rs = 0,018 rs = - 0,250 rs = 0,037 

Type     

Household/Caregiving rs = 0,221 rs = 0,124 rs = 0,023 rs = 0,010 

Occupational rs = -0,496 rs = -0,440 rs = 0,060 rs = -0,099 

Sports/Exercise rs = 0,320 rs = -0,160 rs = -0,155 rs = 0,507* 

rs = Spearman’s correlation coefficient test value. 

* p < 0,05 

PGQ, Pelvic Girdle Questionnaire; QBPDS, Quebec Back Pain Disability Scale 

 

 Background variables and possible risk factors for women with and without LPP 

are presented in table 5. There were no statistically significant differences between 

groups for any factor.   

 

Table 5 Results of statistical analysis to predict possible risk factors associated 

with pregnancy related LPP 

 Women 

reporting LPP 

N = 24 

Women not 

reporting LPP 

N = 7 

Test P value 

Idade [Mean (SD)] 33,96 (3,8) 32,14 (3,6) 1,127a 0,269 

Current BMI [Mean 

(SD)] 
26,2 (3,6) 25,8 (2,6) 0,281a 0,781 

Gestational week 

[Mean (SD)] 
28,1 (5,6) 27,4 (7,1) 0,257a 0,799 

Parity (Mean rank) 16,1 15,7 - 0,105b 0,916 

LPP, lumbopelvic pain; BMI, body mass index; SD, standard deviation 

a T test 

b Mann-Whitney test 
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Discussion 

 This cross-sectional study did not find a relation between LPP and PA levels in 

pregnant women in 2nd and 3rd trimesters. There was also no relation between women’s 

PA levels and disability related to LPP in the present study. However, apparently, 

pregnant women who walk more and have higher MET rates, have lower disability related 

to LBP in the 2nd trimester of pregnancy but not those on the 3rd. On the contrary, there 

were no differences between the severity of PGP and LBP and the other PA measured 

variables. 

 According to two randomized controlled trials (RCT) and a secondary analysis of 

an RCT (2,31,32), there were no differences in LPP prevalence between women who 

were offered a regular exercise program during pregnancy and a control group. This is 

in accordance with the present study findings, which did not find a relation between PA 

levels and LPP.  

 Several studies found evidence that, even though PA during pregnancy may not 

influence the prevalence of LPP, it may help to handle the disorder better and decrease 

symptoms of LPP severity during pregnancy  (9,19,33). This adds to other benefits 

pregnant women may obtain through being physically active during pregnancy (33). This 

cross-sectional study did not find a relation between PA levels and disability related to 

LPP. However, when participants in 2nd and 3rd trimester were analyzed and compared, 

it was observed that women who walked more (p = 0,024) and had higher MET rates (p 

= 0,030) had lower levels of disability related to LBP in the 2nd trimester of pregnancy, 

than women in the 3rd trimester. These findings align with previous literature that only 

found some degree (weak to moderate) of correlation between LBP and PA and/or 

exercise and no correlation for PGP (3,5,12). Therefore, according to previous results 

and this study results, effective ways to manage the symptoms of pain are essential, and 

pregnant women experiencing pain should be recommended to engage in PA to alleviate 

symptoms. 

 From the data obtained by the PPAQ we can only assume a positive correlation 

(p = 0,045) between women who had higher scores in the “Sports” domain of PPAQ and 

the total score of QBPDS in the 3rd trimester (Table 4). This may be due to the fact that 

in the 3rd trimester the biomechanic alterations are at their highest and women 

experience more difficulty doing exercise.  

 The reported prevalence of pregnancy LPP in this study is 77,4%. This number 

is in line with previous studies whereas the prevalence rate of pregnancy LPP varies 

between 4-90% because of different criteria used to classify types and severity of pain 

(1,2,4). Although a large proportion reported LPP, most women were mildly and 

moderately affected, as shown by the low scores in PGQ and QBPDS, similar to a recent 
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study (2). Several authors say that women who experience PGP have higher levels of 

disability compared to women with LBP (12,32). This is also confirmed in the present 

study because the total score of PGQ (13,3±13,3) was higher than the QBPDS score 

(8,1±9,3), which means that women participants in this study have higher disability levels 

related to PGP than LBP. The functional impairment of PGP in pregnancy has been 

described in previous studies with women reporting increase of pain while standing, 

walking and/or sitting, making it difficult to change position and consequently affecting 

the ability to do this and other daily life activities (5,11,17,18). This was confirmed in this 

study since most participants referred to some difficulty related to PGP in activities such 

as standing, sitting, and walking for more than 10 minutes and turning over in bed.

 We did not find any significant risk factors for the presence of LPP in the 2nd and 

3rd trimesters of pregnancy concerning age, current BMI, gestational week, parity, 

previous PA level, and work status (Table 5). Among the 77,42% of women who reported 

LPP, 54,84% were on sick leave, 19,35% worked full-time and 3,23% worked part-time. 

Of the women who did not report pain, 9,68% were on sick leave, and 12,90% worked 

full-time. Even though the data were not significant, we can confirm that most women 

reporting LPP were on sick leave. For future research, it could be interesting to know the 

reasons for pregnancy sick leave and if it was related to the presence of LPP or not. 

Regarding previous PA levels, 74,19% of women were considered active before 

pregnancy, and 54,84% reported LPP. Pain is a subjective factor, and even though we 

have thoroughly evaluated the meaning of pain, it is never the same for two different 

people. The convenience sample may also explain the non-significant results since 

women who agreed to participate in this study are included in two health centers in 

Lisbon, and, from our perception, usually, this population is more informed and has a 

healthier lifestyle.  

 The American College of Obstetrics and Gynaecologists (ACOG) and the World 

Health Organization (WHO) (33) recommend that pregnant women accumulate at least 

150 minutes of moderate PA per week.  According to the accelerometer data analysis, 

we can say that all women participating in the study followed the recommended 

guidelines even though the literature says that most pregnant women do not reach them 

(12). These values are higher than those observed in another study done in Portugal with 

pregnant obese women (34), where only 67,7% met the guidelines, but these results are 

similar with another studies (35,36). There is no cut point developed and validated in 

pregnant women; therefore, the accelerometer's PA estimation was calculated from the 

Keadle’s Cut Point obtained from Actilife software (37) and compared to the energy 

expenditure levels based on the self-reported information from the PPAQ. Even though 

the time spent on moderate activities is surprisingly high, it may be important to recall 
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that the group of women who agreed to participate in this study is an informed and literate 

group that is aware of the benefits of practicing PA in this period and 83,9% report doing 

prenatal exercise classes during pregnancy, therefore reaching the international 

recommendations. It is also possible that the participants consciously or unconsciously 

increased their PA because they knew that they were being evaluated. Nevertheless, 16 

out of 31 pregnant women did not achieve that number of daily steps. Besides, the mean 

sedentary time of all women was 176 minutes (between 96 to 309 minutes per day). 

Even though there is no cut-off value for sedentary time, WHO guidelines say that all 

people should limit the amount of time being sedentary (38). According to the most recent 

Canadian (39) and American (33) guidelines for PA during pregnancy, there is currently 

no recommendation regarding how many steps per day a pregnant woman should 

accumulate to be considered active. Therefore, we considered the number set for 

general adults, that is at least 10000 steps per day, to be considered active (33,39). 

 To our knowledge, there are no experimental studies about the relation of LPP 

and PA in the Portuguese population because a great part of the studies focuses on the 

PA assessment. Therefore, this exploratory study that has allowed us to understand the 

tendency in the relationship between levels of physical activity and LPP. Nevertheless, 

women during their lives, especially in pregnancy, must be encouraged to engage in PA 

practice because of its known benefits for physical and mental health (33). 

 

Study limitations and strengths 

 One of the strengths of this study was that PGP and/or LBP were diagnosed by 

self-reported questionnaires pointing to the location of pain in a body chart and by 

specific tests done by the same investigator. Therefore, we can clinically confirm that 

respondents did, indeed, suffer from PGP, LBP, or both. Another strength was the use of 

an accelerometer to assess PA data, which allowed for the reduction of the bias that can 

be obtained with self-reported measures. 

 One limitation of the study is that it has a convenience sample, as women were 

recruited from two health centers in Lisbon focused on supporting women during 

pregnancy and promoting a healthy lifestyle, including PA. Therefore, women in these 

centers tend to be more active. However, recruiting pregnant women from the general 

population is challenging, making it harder to proceed with studies. In the future, we 

recommend studying a larger and more heterogeneous sample. 

 

Conclusion 

 No relation was found between LPP and PA levels in pregnant women in 2nd and 

3rd trimesters. There is also no relation between women’s PA levels and disability related 
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to LPP in the present study. However, participants with higher number of daily steps and 

with higher MET rates have less severity of LBP in 2nd trimester of pregnancy. Further 

research is needed to identify possible risk factors for LPP.  
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1. Discussão e Conclusões 

 O presente trabalho final de mestrado foi realizado no âmbito no Mestrado em 

Fisioterapia, especialização em Saúde da Mulher, e teve como principal objetivo a 

realização de estudo observacional sobre a relação entre os níveis de atividade física 

de mulheres no segundo e terceiro trimestre de gravidez e a dor lombo-pélvica.  

 Considero que o objetivo deste trabalho foi cumprido, tendo contribuído para o 

meu desenvolvimento enquanto fisioterapeuta, mas também para adquirir competências 

a nível da investigação científica. Foi um processo com altos e baixos, desde a 

submissão do protocolo do estudo à Comissão de Ética da Escola Superior de 

Tecnologias da Saúde de Lisboa até ao desenvolvimento do artigo científico.  

 O processo de recolha da amostra foi um desafio, uma vez que teve a duração 

de apenas três meses desde a aceitação do estudo por parte da Comissão de Ética. No 

entanto, com muito esforço e dedicação, o número final de participantes recolhidos 

acabou por ultrapassar o número necessário, de acordo com o cálculo amostral 

estabelecido a priori. 

 Após a análise estatística, percebeu-se que se atingiram alguns resultados 

significativos, nomeadamente relacionadas com o número total de passos, o gasto de 

METs e a severidade de dor lombar no 2º trimestre de gravidez. Contudo, dado que se 

trata de uma amostra de conveniência, não foi possível obter outros resultados 

estatisticamente significativos, uma vez que o grupo de mulheres recolhidas era, na sua 

maioria, composto por mulheres fisicamente ativas e com características que poderiam 

não ser representativas da população. Isto pode conduzir ao enviesamento do estudo, 

já que as participantes foram recolhidas em locais onde o acompanhamento durante a 

gravidez e pós-parto e a promoção da qualidade de vida são dos principais objetivos. 

De qualquer modo, os dados obtidos permitem-nos perceber que estamos no caminho 

certo ao prescrever a prática regular de atividade física ao longo de toda a gravidez, 

como um método importante na melhoria da qualidade de vida das mulheres. 

 A elaboração deste estudo permitiu-me aprofundar conhecimentos sobre a 

temática do estudo em questão, desenvolver competências metodológicas e 

estatísticas, essenciais para a prática baseada na evidência, mas também 

competências clínicas para a realização dos testes diagnóstico de dor lombo-pélvica e 

aplicação de instrumentos de medida validados. Adicionalmente, todo o processo de 

recolha possibilitou-me otimizar as minhas capacidades de comunicação, 

principalmente com todas as grávidas que participaram no estudo, mas também com os 

elementos das instituições envolvidas, o que é fundamental para um profissional de 

saúde, não só na relação com os utentes, como com os pares, e para ampliar a rede de 
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contactos profissionais. O raciocínio clínico e o pensamento crítico foram também 

bastante estimulados, devido aos desafios associados à elaboração de um artigo 

científico que foram surgindo. Todo este o processo exige autodisciplina e capacidade 

de gestão de tempo, competências que são também transpostas para a prática clínica 

de um profissional de saúde. 

 Em suma, o desenvolvimento deste trabalho final de mestrado permitiu-me 

crescer enquanto fisioterapeuta em diversas competências e reforçou a importância de 

uma abordagem baseada em evidência, incentivando uma prática clínica mais rigorosa 

e informada. Para além disso, surgiu o interesse no desenvolvimento de temas futuros 

que têm como ponto de partida a elaboração deste estudo. 
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2. Anexos 

 

ANEXO 1 – Aprovação da Comissão de Ética de ESTeSL 
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ANEXO 2 – Aprovação da instituição “Centro Pré e Pós-Parto” 
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ANEXO 3 – Aprovação da instituição “Osteoparque” 
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ANEXO 4 – Autorização da autora da versão portuguesa do “Pelvic 

Girdle Questionnaire” 
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ANEXO 5 – Autorização do autor da versão portuguesa do “Quebec 

Back Pain Disability Scale” 
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ANEXO 6 – Autorização da autora da versão portuguesa do 

“Pregnancy Physical Activity Questionnaire” 
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ANEXO 7 – Consentimento Informado 
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ANEXO 8 – Questionário de caracterização da amostra 
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ANEXO 9 – Versão portuguesa do questionário “Pelvic Girdle 

Questionnaire” 
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ANEXO 10 – Versão portuguesa do questionário “Quebec Back Pain 

Disability Scale” 
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ANEXO 11 – Versão portuguesa do questionário “Pregnancy 

Physical Activity Questionnaire” 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

18 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

19 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

20 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

21 
 

ANEXO 12 – Flyer informativo sobre o Acelerómetro Actigraph e 

tabela de registo 

 

 

 



 

22 
 

 

 

 

 

 



 

23 
 

ANEXO 13 – Comprovativo de submissão do artigo 
 

 


