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Climacteric. Quality of life. Women’s
health. Validity. Questionnaires.
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Objective
To evaluate the reliability and validity of the Portuguese version of the Women’s
Health Questionnaire.
Methods
In order to evaluate the Women’s Health Questionnaire (WHQ), an analytical cross-
sectional study was carried out at the women’s menopause outpatient clinic of a university
hospital in São Paulo, Brazil. There were studied 87 women in perimenopause or
menopause, defined as experiencing at least one year’s absence of menstrual flow. The
following variables were collected: demographic data, clinical variables (Kupperman
index and correlate numeric scale) and quality of life indexes (SF-36 and utility).
Results
The WHQ proved to be a questionnaire easily translated into Portuguese and well-
adjusted to Brazilian women. The internal consistency of the overall WHQ was
excellent (Cronbach alpha =0.83; 95% CI: 0.71-0.91). Test-retest reliability was
also excellent (intraclass correlation coefficient [ICC]=0.92; 95% IC: 0.86-0.96) and
had good absolute agreement (0.84; 95% CI: 0.71-0.92). A satisfactory clinical validity
was observed. The construct validity was corroborated by clear associations with
others scales. A good index of responsiveness after the intervention was reached.
Conclusions
The Portuguese version of the WHQ is of easy and fast administration and
understanding. Its measuring properties were related, allowing its use in the evaluation
of Brazilian climacteric women’s quality of life for various purposes.

	��
��

Objetivo
Validar para o português o instrumento de avaliação de qualidade de vida no
climatério, Women’s Health Questionnaire.
Métodos
Para avaliação do Women’s Health Questionnaire, foi realizado estudo transversal
analítico no ambulatório de assistência ao climatério de um hospital universitário
do Município de São Paulo. Foram estudadas 87 mulheres na peri-menopausa ou
menopausa, definida como ao menos um ano sem apresentar fluxo menstrual, e
analisadas as seguintes variáveis: demográficas, índices clínicos (índice
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Due to declining fertility rates and increasing life
expectancy – a global yet heterogeneous trend –, the
number of women reaching menopause has been
steadily on the rise.

This brings on the need to understand in what
health these women reach this age, so that they can
be provided, as a group or individually, with ad-
equate care. Recently, there has been an increased
interest in monitoring patient’s self-perception and
their response to therapy.8

Unlike biomedical testing, qualitative health as-
pects are better mirrored in quality of life assessment.
These scales focus on subjective symptoms as per-
ceived by patients and allow to understanding how
they affect well-being and daily affairs, reaching be-
yond traditional clinical indexes that provide relevant
additional information, routinely overlooked in ha-
bitual procedures but of equal or superior importance
as compared to routinely applied clinical, biochemi-
cal or physiological indexes.1

Additionally, for better understanding this issue,
general quality of life aspects, or those aspects spe-
cific to some diseases or situations, can be devel-
oped by preferably leaving binary measurement scales
aside and favoring broader methods. This is due to
the subjectivity of a specific case, allowing for suffi-
cient responsiveness in detecting symptomatic altera-
tions following an intervention.

Their results comprise a set of symptoms and signs,
which indicate the same condition or symptom com-
plex, manifested differently in each individual.2

In this study, it was applied a previously devel-
oped questionnaire, which has been used in another

menopausal de Kuppermann, e escala numérica correlata) índices de qualidade de
vida (SF-36, e utility).
Resultados
A consistência interna do WHQ traduzido foi muito boa (Coeficiente Alfa de Cronbach
=0,83 IC 95%: 0,71-0,91), assim como a correlação intra-classe (teste-reteste =0,92;
IC 95%: 0.86-0,96), e boa concordância absoluta (0,84; IC 95%: 0,71-0,92). Sua
validade de construto foi corroborada pela boa associação com outras escalas. A
validade clínica foi considerada satisfatória e um bom índice de sensibilidade após
intervenção foi alcançado.
Conclusões
A versão para o português do Women’s Health Questionnaire é de fácil e rápida
aplicação e compreensão. Suas propriedades de medida foram avaliadas e provadas
podendo ser utilizada para a avaliação da qualidade de vida das mulheres brasileiras
no climatério, para vários objetivos.

context under a structured methodology, which on
first inspection seemed adequate due to its range of
coverage, and the use of terms and expressions, which
seemed easily understandable to the study subjects,
considering the simplicity of use (face validity).

This scale, known as Women’s Health Questionnaire
(WHQ), was developed in English and is pertinent to
women’s health, since it seeks to assess not only meno-
pause-related complaints, but also global transformations
in women’s lives, which may affect their quality of life.7

The WHQ scale is well accepted internationally.
Many translations were done according to international
methodological recommendations (French, Swedish,
Afrikaans, Bulgarian, Danish, Dutch, Belgium Dutch,
Australian and Canadian English, German, Italian,
Spanish, and other language cultures).8,10,15

In order for these instruments to be used in differ-
ent cultures, it is necessary for them to possess well-
documented psychometric characteristics, i.e., reli-
ability, validity and responsiveness to alterations.

There are further elements involved in these cross-
cultural translation problems, such as the use of lan-
guage and potential communication problems.4

Translation equivalency problems are frequently ob-
served. Different types of equivalency problems are
involved: vocabulary, language, grammar and syn-
tax, in addition to procedures.12

The purpose of this study was to provide psycho-
metric documentation details of the translation into
Portuguese of the Women’s Health Questionnaire.

#�*%"+�

The WHQ was developed in England in 1986, and
is characterized specifically for avoiding an empha-
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sis on clearly post-menopausal symptoms, permitting
an overall assessment of other changes, which occur
in women in this phase of their lives, which may af-
fect its quality.

In addition the WHQ is the first quality of life meas-
ure to be included in the International Health-Re-
lated Quality of Life Outcomes Database (IQOD).8

It comprises 36 symptoms and signs, rated on a 4-
point scale, including: somatic symptoms, depressed
mood, cognitive difficulties, anxiety and fear, sexual
functioning, vasomotor symptoms, sleep problems,
menstrual problems, and self-perceived attraction.7 It
provides individual dimensions and overall scores.
The higher the score, the more pronounced the suf-
fering and dysfunction.

The WHQ has been validated in Portuguese,* fol-
lowing internationally accepted methodology:5

1) Translation. Two translators, with good proficiency
in both languages, did the first translation, aware
of the concept but not of its objectives.

2) Back translation. Two different translators, unfamiliar
with the original questionnaire, translated it back
into English. The result was compared to the origi-
nal questionnaire and the discrepancies were
identified. At this point, a panel composed of two
geriatricians, two gynecologists, two English
professors, and three other physicians from different
parts of the country met and discussed the
discrepancies, until they came to a consensus, which
was then put into writing.

3) The cultural equivalence evaluation. After adding
an option, “does not apply,” to the possible answers,
nine women, were summoned to the climacteric
outpatient clinic. They all came from different parts
of the country, in order to, following completion of
the questionnaire, detect any part of the translation
which caused comprehension difficulties and
identify experiences, which were not a part of their
daily life. These items were then rewritten. The result
of this process was adopted as the final WHQ.13

Assessment of measuring characteristics
1) Reliability assessment. The Portuguese version of

the WHQ had both its internal consistency and
intraclass reliability tested by means of three
interviews. It was applied at the climacteric
outpatient department of an university
consecutively to a group of 45 patients with no
history of hormonal replacement therapy (HRT)
in the previous six months. Two interviewers
conducted individual examinations on the first
day (interviewer 1 and 2). Within a 10-day period

following the first interview, interviewer 1 applied
the questionnaire again to the patients.

2) Validity assessment. Results were correlated to four
other testing instruments, equally administered to
67 patients at the same outpatient clinic, namely:
Kupperman menopausal index,9 a numeric scale
comprising the four most meaningful items of the
former index, the overall life quality assessment
questionnaire SF-36,2 and a utility, obtained from
the construction of three different scenarios
depicting different degrees of menopausal
symptoms with higher grades indicating more
moderate conditions, in which the patients sought
to summarize their health.

The authors’ hypothesis predicted that a higher to-
tal score on the dimensions of the WHQ would corre-
spond to a higher score on Kupperman menopausal
index and on results of the numeric scale (NS), and
lower scores in the areas of the SF-36 and utility.
3) Responsiveness. To test this, score variations in

the Portuguese version of the WHQ were correlated
with variations in other clinical parameters in 20
menopausal patients, not included in the previous
group, to whom hormonal replacement therapy had
been prescribed by their physicians (estrogen or
estro-progesterone) in an unsupervised and
continuous manner, orally or transcutaneously,
during an average 89.7 day period, with pre- and
post-therapy assessments by the same interviewer.

In the cultural equivalence assessment phase, for
convenience purposes, the questionnaire was applied
to and discussed with a group of nine patients. In the
assessment of the measuring properties, the question-
naire was applied to two other groups of patients. In
the first, 67 women were tested consecutively to test
for validity and reliability (45 patients; 22 did not
return for the second interview in the study period).
The second was a separate group of 20 patients, in
which responsiveness was tested.

For validation purposes, the dimension of the sample
was calculated through the Systematized Program for
Sample Size Calculation in Research Design,11 which
uses a formula proposed by Walter et al.14 It was adopted
as the interest parameter the interclass correlation coef-
ficient, a 0.05 error type 1 and 0.20 error type 2.

Adopting 0.80 as an adequate intraclass correla-
tion coefficient and the above described errors, in a
±15 confidence interval amplitude, the necessary
sample would be at least 40 patients.

Descriptive statistics were used to characterize
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patient demographics, and interclass correlation
coefficients for the evaluation of test-retest and
absolute agreement reliability. Cronbach alpha co-
efficient was used to assess the questionnaire’s in-
ternal consistency and Pearson’s correlation coef-
ficient was used for validity. For the responsive-
ness assessment, the following ratio was used:
change magnitude measured by the score of each
one of the WHQ dimensions/variability of those
changes among different kinds of people (average
change/standard error).

���,!*�

No question was considered non-applicable by
more than one in the group of nine women who par-
ticipated in the cultural equivalence assessment.

However, there was a doubt concerning a question
about menstrual bleeding in menopausal women,
which was then clarified with the explanation that
both perimenopausal women and those under hor-
mone replacement therapy were included and, there-
fore, would experience bleeding.

Question 6, for instance, “I get palpitations or a
sensation of butterflies in my stomach or chest” was
altered since the sensation of butterflies in one’s stom-
ach or chest is not an expression or metaphor in the
Portuguese language or culture, being thus, adapted
to “beatings or palpitations” in the stomach or chest.

Table 1 shows the sociodemographic data of women
through which the assessments of the measuring prop-
erties were carried out.

The reliability of a measuring tool refers to the
measurement procedure as it is repeated, and to its
own homogeneous results. It is the condition of yield-
ing either the same, or very similar results, when sub-
mitted to retests.

Table 2 shows the results of test-retest and absolute
agreement reliability regarding each item of the Por-
tuguese version of the WHQ.

Table 3 shows the internal consistency reliability
(Cronbach alpha coefficient) between the various
dimensions of the Portuguese version of WHQ.

Similar to reliability, which assesses measurement
consistency, the validity estimates if a quality of life
scale measures what it intends to. However, whereas
reliability can easily be determined with very few
indicators, validity is almost always a continuous
process and requires comparisons with other ques-
tionnaires used to measure the same phenomenon.

The overall and specific dimension scores of the
Portuguese WHQ version were correlated with the
clinical parameters adopted, the Kupperman meno-
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pausal index and the numeric scale, including the
four most relevant items. It was observed a strong
agreement between them except for the sexual func-
tioning item, which did not show a significant corre-
lation with any of the items considered according to
the numeric scale, as shown in Table 4.

When both the overall and individual dimension
scores of the Portuguese WHQ version were corre-
lated with other quality of life parameter measure-
ments, such as the SF-36, statistically significant cor-
relations between all dimensions were found. Excep-
tions were found for sexual functioning, which only
had a statistically significant correlation with the
vitality and mental health dimensions; vasomotor
symptoms only had a statistically significant corre-
lation with the pain factor; and the attraction factor
did not show a statistically significant correlation
with the functional capacity dimension of the SF-36.

The utility only failed to have a statistically sig-
nificant correlation with the vasomotor symptoms
and menstrual problems dimensions. In this case, the
expected correlations are negative, given that the
higher the score on the Portuguese WHQ version (the
more symptomatic the patient), the lower the SF-36
and the utility scores.

Responsiveness refers to the sensibility that an
instrument has to identify a change in people’s health
conditions after an intervention, whether positive
or negative in its effect on the score. It refers to a
very relevant characteristic, mainly in clinical trial
environments.

Table 5 shows the dimensional responsiveness in
the Portuguese WHQ version and in the Kupperman
menopausal index with values that ranged from 0.91
for menstrual problems to 5.79 for vasomotor symp-
toms. The higher the ratio – average change/stand-
ard error –, the higher is the alteration in conditions
in the various indexes and dimensions after clinical
intervention.

+(��,��(")

Studies on quality of life have their roots primarily
based in social sciences. They recognize that although
there is still convergence of perception in different
populations, there is a basic presumption that every
people or culture has their peculiar ways of feeling
and understanding quality of life according to their
beliefs, attitudes, and religious rites. Increasingly
unequal socioeconomic situations lead to different
perceptions, behaviors, and opportunities within dif-
ferent communities.3

The WHQ has basically been developed for assess-
ment purposes, aiming at quantifying its change over
the years. Therefore, there is the need to carry out
procedures and tests, which are more complex than a
simple translation, but validate its application in spe-
cific cultural contexts.5

During translation and cultural adaptation, the
WHQ required some simple modifications before it
was ready for use.

The intraclass correlation coefficient of each
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subscale for the WHQ Portuguese Version, which
ranged from 0.69 to 0.92, and total of 0.92 (95% CI:
0.86-0.96) in test-retest and from 0.18 to 0.87, and
total of 0.84 (95% CI: 0.71-0.92) in absolute agree-
ment, has been considered to be good and its values
clinically satisfactory.

The internal consistency reliability coefficient be-
tween a wide range of dimensions of the WHQ Por-
tuguese version showed a Cronbach alpha coeffi-
cient ranging from -0.02 (sexual problems and at-
traction) to 0.73 (somatic symptoms and anxiety),
with most ranging between 0.40 and 0.60, which
indicate good values.

Only 36 among 87 women responded to the sexual
functioning item, suggesting low sexual activity – even
for women with partners – or some kind of situational
or cultural constraint they may have been exposed to.

The high correlation between items suggests some
redundancy. Low rates of agreement, or non-agree-
ment, suggest that a specific question would prefer-
ably be used to assess some other dimension, rather
than that one under scrutiny.

In validation tests, which correlated it with other
quality of life assessment tools and with previously
mentioned clinical parameters, statistically relevant
correlations were found in the great majority of scores
and dimensions, both with SF-36 and utility. How-
ever, there were found repeated low sexual function
correlations with SF-36 dimensions, which correlated
significantly only with vitality -0.41 (95% CI: -0.2
to -0.59) and mental health, -0.41 (95% CI: -0.19 to -
0.59). Unexpectedly, however, there was also a posi-
tive correlation of vasomotor symptoms that barely
reached statistical significance in relation to bodily
pain, -0.26 (95% CI: -0.22 to -0.47).

A likely explanation for this is that, since hot
flushes represent the most pronounced and expected

symptoms of menopause, women each in their own
way, prepare themselves to face them sooner or later,
accepting them as an unavoidable manifestation of
the process.

By means of the Kupperman menopausal index,
statistically significant correlations were found in all
dimensions, thus underscoring its clinical validity.

Unlike reliability validity assessments, a consen-
sus has yet to be reached as to the best way to assess
responsiveness, mostly due to the difficulty in deter-
mining what could be considered a minimally sig-
nificant difference, clinically speaking, following a
given intervention.6

In this study, the determination of relative respon-
siveness was applied, and as shown in Table 5, and as
expected for this particular clinical intervention
(HRT), vasomotor symptoms showed the most sig-
nificant change, superior even to the usual index, the
Kupperman menopausal index, and the questionnaire
had adequate sensitivity to detect it.

Other dimensions showing good change rates
were: sleep problems, depressed moods, and sexual
functioning.

Therefore, current methodological evidence sug-
gests the high quality of the scale in measuring
and comparing climacteric women’s quality of life
over time or following intervention. It shows high
reliability and high validity in the process of con-
struct validation.

Despite the briefness of the Portuguese WHQ version,
it covers the full range of relevant climacteric factors.

A significant effort in perfecting HRT-trial meas-
urement scales, psychological interventions, and gen-
eral prevention for middle-aged and older women is
called for.
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