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Abstract
Background: Pelvic girdle pain (PGP) is a universal problem affecting approximately 50% of all pregnant women. For 25
to 30% of pregnant women the problem becomes severe.
Methods: In-depth interviews were carried out with 27 pregnant women with severe PGP in 2009-2010. Qualitative
content analysis was used.
Results: The women’s experiences are summarized in four categories: A strange body; the body on guard; relation and
support from health care and, acceptance of PGP.
Conclusions: PGP completely preoccupied women with severe PGP. It influenced their self-evident trust in their bodies
as well as their capabilities to guide and control them. The fear of triggering pain and unpleasant sensations made them
avoid movement. They experienced anxiety and worry of not being able to manage their pregnancy and childbirth, and
bind to their unborn child. They felt worse that their complaints are trivialized, and not taken seriously in health care. To be
able to cope with PGP, they had to accept it and realize that they have to be aware and accept their bodies’ limitations. This
means working with their bodies and not against them. PGP made the women look upon life more seriously and changed
their self-perception. Increased awareness and knowledge are needed among healthcare to enable them to meet these
women’s needs and provide them with adequate support. Information about PGP could be sent home with the woman at
the first visit to the midwife. This would probably prevent or reduce the worry that can arise in women suffering severe
PGP.
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1 Introduction
Pelvic girdle pain (PGP) is a universal problem affecting approximately 50% of all pregnant women [1, 2] regardless of
socioeconomic factors [3-7]. It is a musculoskeletal pain located within the pelvic area between the posterior iliac crest and
gluteal folds, with or without leg pain [8]. Prevalence estimates for PGP range widely from 20% overall [8] 35-50% in early
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pregnancy and 60%-70% in late pregnancy [9, 10]. For 25 to 30% of pregnant women the problem becomes severe [1, 2, 11].
The majority of women recover from PGP the first few months after delivery whether they have received treatment or not
[12]
. However, PGP from the postpartum stage to 3 years after childbirth has a reported prevalence of 9% to 20% and 6% of
women have persistent pain 6 years after [13, 14]. The reason for the discrepant results reflects that some studies are
prospective and some are retrospective and that different diagnostic tools and criteria have been used. In addition, the
diagnosis in most of the studies is mostly based on self-reports through questionnaires or interviews which is insufficient
when differentiating between lumbar pain and PGP [8]. The condition is complex and underlying mechanisms remain
unclear. However, pregnancy hormones soften and stretch the ligaments of the body allowing the pelvis to open slightly
during labor thus allowing easier passage. This leads to a less stable pelvis. Some women appear to be capable to handle
this increased range of motion by an improved muscle function whilst other women cannot [8]. Suggested risk factors are
strenuous work [15], previous history low back pain and/or previous PGP and previous trauma to the pelvis [8]. According to
recent guidelines [8] diagnosis can be reached only after exclusion of symptoms from the lumbar spine and should be based
on the history and a standardized physical examination together with specific pelvic pain provocation tests.
PGP increases with advancing pregnancy and has a great impact on quality of life as it interferes with sleep, daily
activities, work, motherhood and relationships [9, 16-18]. Some women felt weakness of the legs and a typical sudden
difficulty (locking) in moving one or the other leg forward. This symptom has been found to be specific for PGP and is
known as “Catching of the leg’’ [19]. PGP is a common cause of sick-leave, with reports suggesting that up to 72% of
women take sick-leave because of their pain [20]. An increasing number of affected women request induction of labor or
even elective caesarean section before the estimated date of birth in order to gain symptomatic relief [2]. Also, 85 to 95% of
the women experienced a relapse during a subsequent pregnancy [2, 20] and fear of development of this pain can be reason to
avoid new pregnancies [21]. Moreover, some women have stated that PGP was the beginning of a chronic condition [22].
These consequences make PGP a major public health issue. However it is often neglected due to the assumption that it is
part of the normal aches and pains of pregnancy [2].
Women experiencing these problems most often report them to their midwives. For example, in an Australian study, 71%
reported their pain to their maternity caregiver [23], but it appeared that few received much in the way of treatment. Pierce
et al [23] found that only 25% received any treatment whatsoever. Most women received information on how to
self-manage PGP through postural changes, adaptations in lifting techniques, simple home exercises, rest, semi-plastic
pelvic belts and pillows, massage and relaxation. Some women also received acupuncture and specific stabilizing
exercises, which have been shown to reduce symptoms compared to standard treatment [9, 24]. However, no data is available
describing the proportion of women currently receiving treatment for PGP.
Research in this area has focused on prevalence and the evaluation of treatments of perceived pain, disability and
health-related quality of life [9, 24]. Qualitative studies are few. One study from Norway reported findings of a qualitative
text analysis of internet discussions related to maternity health and back pain in pregnancy [25]. Another study from
England described experiences of pain, disability and symphysispubis dysfunction in pregnant women [17]. However, this
is a syndrome that complies to the sub-group symphysiolysis, which affects about 2% of women with PGP [13]. We have
recently described that PGP made pregnant women question and doubt their roles and identities as mothers, partners and
professionals [16]. These women had severe PGP according to pain intensity, health related quality of life (HRQL) scores
and assessments by a specialized physiotherapist [26]. A recent study from Sweden presents findings from nine interviews
of women with verified PGP performed from 2002 to 2004 [18]. Their findings were similar to ours. However, studies
describing experiences of severe pelvic girdle pain physically are lacking.

Aim of the study
This study explores and describes pregnant women’s experiences of severe pelvic girdle pain physically and in regard to
the healthcare care system.
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2 Patients and methods
A descriptive qualitative study was performed. The methodological approach in the study was qualitative with individual
interviews and qualitative content analysis [27] in an inductive way [28]. This method was chosen, as a qualitative method is
applicable on different levels/depths of interpretation of a phenomenon. The aim is to provide a condensed and broad
description of the phenomenon, and the outcome of the analysis are the concepts or categories describing the
phenomenon [27].
Informants were recruited from an ongoing randomised single-blind controlled trial [26]. Inclusion criteria in that study
were healthy pregnant women with singleton fetuses at 12-29 completed gestational weeks, experiencing evening pain of
more than or equal to 40 mm on a 100mm visual analogue scale (VAS) during the baseline week. Participating women had
to understand and read Swedish and have a diagnosis of PGP according to European guidelines [8]. This involved a history
of pain between the posterior iliac crest and the gluteal folds, particularly in the vicinity of the sacroiliac joint along with or
only in the symphysis pubis, a positive pain drawing with markings in the symphysis and/or in the gluteal areas distal and
lateral to L5-S1, with or without radiating pain to the posterior thigh but not the foot, diminished endurance for standing,
walking and sitting, free range of motion in the hips and spine, and no nerve root syndrome, i.e. exclusion of lumbar causes
and a positive posterior pain provocation test [29], and a and/or the symphysis pressure test [30]. The examination included
Patrick’s Faber test [30], a modified Trendelenburg’s test [30], the Symphysis pressure test [30] and the Posterior Pelvic Pain
Provocation test (P4 test) [30] and a functional test, the active straight leg test (ASLR) [31]. Women with other pain
conditions, a history of orthopaedic disease or surgery of the spine or pelvic girdle or with systemic disorders were
excluded. Outcomes in the RCT were pain, (visual analogue scale 0-100mm) [32], with the anchor points, “no pain” and
“worst considerable pain”), pain unpleasantness (VAS 0-100 mm, with the anchor pints ‘’no unpleasantness ” and “worst
considerable unpleasantness”, function (Disability Rating Index) [33], and Oswestery Disability Index [34], HRQL
(EuruQol-5D and EuroQol-VAS) [35] and, severity of PGP according to a physical examination, including pain
provocation tests [8] and a functional test [36]. Only women that received craniosacral therapy (CST) were included in the
qualitative study. CST is recommended for all musculoskeletal problems, especially back pain. This therapy is one type of
complementary/alternative medicine; a form of gentle ‘‘hands on’’ treatment mainly applied to the head and neck area
with claimed effects of released tension in the fascia, ligaments and muscles of the sacral region [37].
Informants were selected through a purposive sampling. Recruitment was in two steps. First, 27/62 women receiving CST
in the RCT were selected and contacted individually by phone by the first author (HE). If the woman was interested in
participating in the qualitative study an invitation and a written explanation of the study was sent. About a week after the
letter was received, the woman was again contacted to book an interview. None of the women declined participation.
Informants in the study varied in age from 21-38 year old (mean = 31 years). One woman was high school educated, 12
had received college educations, and 14 had received university educations. Occupations varied from factory worker,
gardener (two), nurse (three), preschool teacher (six), office clerk, professional (six,) designer, medical doctor, actress, and
leader of clinical trials, waitress and physiotherapist. One woman was a student and one was unemployed. Swedish was
not the first language for two women but none required an interpreter. All women were married/cohabiting. Six were
expecting their first child, 16 their second, and five their third. Twenty women had experienced lumber-pelvic pain earlier
and 15 women have had PGP in a former pregnancy. The results from the RCT showed that their PGP started early in
pregnancy (mean 15 gestational weeks, SD 5.5). They had low HRQL scores (EuroQol-5D, median =0.620,
EuroQol-VAS (median 50 mm) [35] and severe evening pain (VAS 0-100 mm, median 60.5 mm). Participants were
interviewed between May 2009 and June 2010. Interviews were conducted in conjunction with a CST (n=23) at the clinic
or at the follow-up visit at the hospital (n=2), at the university (n=1) or in the woman’s home (n=1), depending on her
preference. An in-depth interview technique [38] was used to encourage informants to reflect and describe the women’s
experiences of PGP during pregnancy. An interview with an open-ended question was used: Can you tell me about your
experiences of PGP during pregnancy? Follow-up questions were used. The interviewer created an open climate to enable
the women to find the right words to express their lived experiences. Also, the interviews could help the women in the
sense of giving them an opportunity to relate their experiences of PGP during pregnancy. If negative experiences were
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revealed in the interview, a follow-up meeting was offered. However, no such requests were made. The interviews were
audio recorded and conducted by author HE. They lasted about 30 and 70 minutes (the majority lasting 60 minutes) and
were transcribed verbatim.
Ethical approval was obtained from the regional ethics committee (ref: 703-09). Participating women were informed of the
purpose and voluntary nature of the study and received both oral and written information. Women were assured of
confidentiality and privacy, and the researcher guaranteed the data would be treated confidentially and that they were free
to withdraw at any time without their treatment being affected. Women were enrolled after giving their written consent
(WHO 2008).
The data was analysed using NVivo version 8 and did not start until all 27 individual interviews were completed. Two
authors (HE and ER) independently analysed the data using conventional qualitative content analysis [27, 39]. Content
analysis involves identifying, coding and categorizing primary pattern emerging from the collected data [38]. At first,
transcripts were read through repeatedly to obtain a composite perspective. Sentences or phrases that contained
information were then selected. Lastly, a systematic analysis of interview responses was performed close to the context.
Data from interviews was abstracted in subcategories and categories guided by the aim of the study [27, 39]. To enhance
trustworthiness, the analysis was critically discussed and compared among all authors, hence, moving back and forth
between the entire text and subcategories and categories to enhance data credibility. Frequent discussions ensured
thorough and consistent coding and led to the development of five categories after a thorough, comparative analysis [27].

3 Results
The women’s descriptions of severe pelvic girdle pain physically and in regard to the healthcare care system could be
summarized in four categories (see Table 1) Selected quotations from the interviews are included to provide the reader
with an opportunity to evaluate both the interpretations and credibility of the analysis [40].
Table 1. Category system: Pregnant women’s experiences of pelvic girdle pain as related to embodied experiences and
experiences within the healthcare care system
Sub-categories
Unprepared for PGP
Difficulties describing pelvic girdle pain
Experiencing PGP as the first sign of pregnancy
Not to recognize one’s own body
Inability to guide or control the body
Pain dominates existence
Uncertain of your own feelings
Knowledge of PGP in healthcare
To be acknowledged by the midwife
Changed self-perception
Coping with PGP

Categories

A strange body

The body on guard

Relation and support from health care
Acceptance of PGP

3.1 A strange body
Unprepared for PGP
The women were disappointed by not having been informed of the existence of PGP. Women stressed that the first time
they experienced PGP they lacked knowledge of what it was. It made them feel there was something seriously wrong and
think that they were alone in experiencing the symptoms.
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You feel you’re on your own. Why hasn’t anyone told me when it's so common? You almost feel cheated. You want to cry
out - tell me all about it! At least you will then be a little bit more prepared. Annie
Difficulties describing pelvic girdle pain PGP
Women stressed that it could be difficult describing PGP. Firstly, PGP was a diffuse feeling of discomfort, which
gradually worsened. They described the pain as affecting all joints of the pelvis, and the pain often moved from one side to
the other. Their bodies felt heavy, tired, stiff and tense as never before. The pain was sometimes muscular and occasionally
similar to toothache. It could be a stabbing or cutting pain in the buttocks, or a dull pain in the back, which emerged from
the groin, then moving to the hips and down the thighs. It gave burning sensations in the symphysis pubis, the genital area
and labia.
It feels like someone is stabbing you in the back, and at the same time you feel as if you are going to be split in two ...you
survive even if it hurts...It's like it's difficult to explain how and where it hurts and how it really feels. Kate
Experiencing PGP as the first sign of pregnancy
Women who experienced PGP for the second time said they were surprised that it could even be an early sign of
pregnancy. It felt quite disturbing. Some women even experienced PGP before receiving the positive results of their
pregnancy test. Only then were they sure they were again experiencing PGP during this new pregnancy. They had hoped
not to be affected with PGP during this pregnancy since they had heard about other women who had remained pain-free.
Many were disappointed. It felt discouraging, but at the same time, they knew that PGP would gradually disappear.
I was thinking - here we go again. Same old thing; it gives you ‘flashbacks’ and you can't, you just can't fall asleep. It's just
not possible to avoid the pain. Lilly
Not to recognize one’s own body
Women expressed that before becoming pregnant they took their bodies for granted. They were not used to aches and
pains. Their bodies were like clockwork and never stopped them from completing tasks. One woman expressed that she
was a novice as to how her own body functioned before getting pregnant. She stated, “It's only when you have gone
through pregnancy and childbirth that you realize how your body works”. The women pointed out that they no longer
recognized their bodies, and found it hard to accept. It had changed, their entire body felt strange and different. Their
bodies became a source of unpleasant sensations, which worried and frightened them. They were left to struggle with their
bodies.
Stupid body, why are you treating me like this. Annie

3.2 The body on guard
Inability to guide or control the body
The women said that PGP prevented them from guiding and controlling their bodies. Women described how frustrating it
was, to not be able to move about as they wanted. It felt as if they had a limited number of steps; that walking induced pain,
and they had to pay for it in the days that followed.
Things work, until I move around more than I should, only if it's a matter of a few yards the pain then hits me with a
vengeance. Sarah
Women spoke of how they missed the ability to be physically active. One woman said: I feel happier then, a bit more
positive. The women also said that they were used to exercising to ease their back pain and that they were frustrated by the
fact that their normal strategies in dealing with their back pain no longer worked. They were also anxious about not being
able to move and change positions during the approaching delivery.
34

ISSN 2324-7940 E-ISSN 2324-7959

www.sciedupress.com/cns

Clinical Nursing Studies, 2014, Vol. 2, No. 2

Pain dominates existence
Some women described "a sudden sensation of immobility". Their legs felt like cement and it was impossible to move at
all. This immobility gave them the feeling of being paralyzed. During the night, they didn't even dare to walk to the
bathroom, but crawled instead. Some women suffered this immobility for a short while, others for a couple of hours, and
some up to twelve hours before the sensation past. The fear of triggering this sensation again made them avoid movement.
Not only did it hurt but I also froze, feeling very stiff. I was paralyzed. That's when the fear crept in. Marilyn
Women pointed out that PGP disturbed their ability to sleep and left their bodies feeling fatigued. Every time they changed
position, they woke up because of the pain. What made it even more complicated was all the pillows they had to have with
them in order to get comfortable. Women pointed out that they didn't get the necessary sleep to recover and feel rested.
Your body feels exhausted, a feeling of tiredness that you can't get rid of. Resting doesn't help. Your back and your body
feels, like, tired. It's difficult to get moving again. Susan
Uncertain of your own feelings
Women explained how PGP affected them, constantly. They felt worn out, frustrated, moody, close to tears and quick to
complain. They knew they were taking out these feelings on their families. Being unhappy and discontent made them feel
guilty. They couldn’t feel the euphoria they felt they were supposed to feel. They said they were feeling tense, exhausted
and without energy. Their minds were constantly shifting, and they were struggling to hold out. Some women even
thought they were suffering from depression.
It affects your psyche, to be in constant pain, as you do. Sometimes more, sometimes less. You lack the patience you’re
used to having. Rose
Some reflected on the fact that the consequences of PGP affected enjoyment of their pregnancy and unborn child. Some
women stressed how they wanted to know the sex of the unborn baby. They felt this would help them bond with their
unborn babies.
I was not in top form at all. My mood was low and I felt depressed. To start with, I had great difficulties bonding with my
child. Linda.

3.3 Relation and support from health care
Knowledge of PGP in healthcare
Women, who hadn't previously experienced PGP, explained how they had called the Social Insurance Agency (SIA) to
enquire about what they were suffering from. Some were told they were suffering from back pain. Others were told they
had a deep-seated blood clot that needed urgent attention. Some women felt that when they made an appointment with
their GP they were met by lack of knowledge and understanding. They received little support and much criticism. This led
them to feeling misunderstood and insulted. One woman said she was made to feel that she only had herself to blame for
becoming pregnant.
My doctor, he told me that his wife had suffered from PGP, so he knew all about it. No worries, this made me sad. So once
again I have to return to this pain. Jill
Women really appreciated doctors with knowledge of PGP and didn’t treat the problem lightly. They felt most reassured
when given a thorough examination, relevant information, and credibility.
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Finally I got to meet this wonderful doctor who knew exactly what she was talking about. She performed all these tests. It
really hurt, but wow, she knew exactly where to press to trigger the pain...and then she wrote it down, in that medical
gibberish, where it hurt. Then I felt really, really happy. Liza
To be acknowledged by the midwife
The women expressed feeling safe and well taken care of if they had a good relationship with their midwife. However,
some women pointed out that they had to suffer longer than necessary due to few visits to the midwife early in pregnancy.
Nevertheless, they greatly appreciated the information provided, for example where to get an elastic pelvic belt and how to
get in touch with a physiotherapist. However, some women experienced poor care from their midwives, where they had to
take initiative themselves and actively seek support. They felt their midwives offered no help. They had to find the
necessary information on their own, which was sometimes difficult depending on how badly they felt. The women said
that they felt a brochure would have been useful. A woman said that if she had got one, she would have at least known she
wasn’t alone in experiencing PGP.
The midwife had too little information. I think the doctor’s part in the overall treatment was to persuade the SIA that I
wasn't fit for work. Lilly
Attitudes and acceptance of sick leave in health care
The women explained how they failed to use their right to sick leave, while others avoided sick leave for as long as
possible. They appreciated the doctors’ decision to put them on part-time sick leave when full-time work was no longer
possible.
I tried to go back for two days, but was completely shattered. I then told the doctor that I didn't know if the SIA would show
consideration. The doctor said they probably wouldn't, but I certainly will. If you work part-time, you will probably
manage to work during the rest of your pregnancy. Liza
Women reported how they worried about the SIA not approving sick leave. Their main concern was a certificate from the
physician. It had to be formulated in such a way that the SIA wouldn't question it. A dispute with the SIA could affect them
negatively and perhaps lead to increased PGP.
I was worried that the SIA would cause me a lot of problems, but they’ve been fine. At the same time I was thinking that as
long as I don't have to work we will manage our economic situation. Sophie

3.4 Acceptance of PGP
Coping with PGP
It was just realizing that they had to be aware and accept their bodies’ limitations and work with their bodies and not
against them. It meant resisting activities that worsened their pain and drained them of energy. They emphasized
maintaining a slower pace, to be more caring toward their bodies. PGP made them aware of their bodies’ inabilities and
realize that there was no point in feeling sorry for them. One woman said:
The more you fight it, the worse the PGP. If you try to ignore it, the pain just increases. But if you just accept the situation
you start to feel a lot better. Alice
Sometimes they choose the opposite that was recommended, which they knew should increase their pain.
Sometimes I can handle it but I get pain afterwards. Still, it's my own choice....but constant pain demands a lot of planning
and energy. Lilly
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Changed self-perception
The women stressed that PGP had made them take life more seriously and that their self-perception had changed. One
woman said that before PGP she thought she was Supergirl.
To start with, I think I was a bit pigheaded. However, as soon as I had some understanding, I could adjust to the new
situation. I know that PGP is not dangerous...but constant pain demands a lot of planning and energy. Lilly

4 Discussion
The women’s descriptions of experiences of PGP as related to embodied experiences and experiences within the
healthcare care system are: a strange body; the body on guard; relation and support from health care and acceptance of
PGP.
The women expressed that their PGP had resulted in a strange body and a source of unpleasant sensations, which worried
and frightened them. They were frustrated by the fact that their normal strategies e.g. exercising to ease their back pain no
longer worked. Some women even thought they were suffering from depression. It is important to take these feelings
seriously since depression is associated with PGP [41]. The women expressed that they were unable to guide or control their
bodies due to PGP and how frustrating this was. Inability to move made them anxious about not being able to move and
change positions during the approaching delivery. It has been described that women affected with PGP typically adopt
abnormal patterns of muscle activity, to relieve and avoid pain. The longer this pattern persists, the more pain will arise
from the unphysiological burden on muscles and joints, and the pain in turn will aggravate dysfunction of muscles
resulting in a vicious cycle [8]. The sensation, described by the women as "a sudden sensation of immobility" or feelings of
being paralyzed, was so unpleasant that it made them avoid movement and has been defined as ‘catching of the leg’. This
sensation is described solely in patients with PGP, not in patients with ordinary low back pain [19]. The most probable
explanation for ‘the catching’ is that local nociception disturbs muscular function in women with PGP because changes in
the sacroiliac joint’s range of motion, which is very small, cannot cause this symptom [19]. It seems important that women
with PGP are provided information about this sensation to reduce their fear. The women described that pain dominated
their entire existence. They told of how their moods were constantly shifting, and how they struggled to carry on. It is
known that anxiety about impending pain in itself can trigger activation of hormones, for example cholecystokinin which,
in turn, facilitates pain transmission and leads to a real worsening of pain [42]. Also, 74% of the women had recurrent pain
in pregnancy and therefore perhaps some of their perceptions may also reflect cumulative experience. Pain is defined by
the International Association for the Study of Pain (IASP) [43], as an unpleasant sensory and emotional experience
associated with actual or potential tissue damage or described with such damage. However, pain is also described as a
perceptual experience that involves emotional, physiological, cognitive, environmental and social factors [44]. Thus, it is
possible that the multitude of cognitive and psychological stressors may have contributed to the development of PGP. It is
also well known that pregnancy is often associated with increased sensitivity, emotional lability and anxiety [45]. However,
that PGP can cause women to worry about not being able to bond with their unborn child has not been reported earlier. But
there were few women that expressed this spontaneously and results from a small sample of informants cannot be
generalized. However it is an important finding, and these fears and doubts can be shameful and also present in other
(difficult) life situations during pregnancy. This need to be further explored and acknowledged among healthcare
personnel so that they can provide these women with the necessary support.
The women sought support from health care professionals and emphasized the importance of relationships with
professionals to be based on trust, confidence, familiarity, mutual respect, shared decision making, and good
communication. The women spoke of low standards in healthcare and insufficient knowledge among health care workers.
They had to take the initiative and ask for information about PGP, support and care. Some women stressed how they felt
mistrusted and that their pain was trivialized. They were worried that sick leave prescribed by their physicians would not
be approved. These feelings increased their worry and may have increased their pain, as it is known that emotions such as
Published by Sciedu Press
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anxiety, anger, worry or frustration can affect perception of pain [46]. A lack of acknowledgement or support from health
care professionals who tended to define PGP as normal, thus questioning the women’s experiences, is consistent with the
two earlier studies [17, 25], but also with experiences, of pregnant women with other disabling conditions [47, 48]. However,
some women in our study described being well taken care of by midwives and doctors. They felt their concern and bodily
experiences were taken seriously and expressed how important this was to them. Positive support e.g. proper care,
attention, and adequate information that lead to positive expectations can effect neurochemical systems, i.e. endogenous
opioids, and lead to a placebo-elicited inhibition of pain [49]. Also, patients have the right to care based upon sound,
scientifically proven and updated knowledge and practice, delivered by competent practitioners to meet their needs [50].
The strengths of the study include the fact that interviews were all conducted, transcribed and analysed by the same person,
which is considered important in qualitative research [39]. In addition, the qualitative design enabled assessment of the
experiences of PGP in more detail and depth compared to a quantitative approach using questionnaires [51]. The purposive
sampling helped us to achieve a broad sample including women from diverse socioeconomic backgrounds who varied in
age, education, and prior experience of PGP. However, this study had several limitations. As in all qualitative studies it
must be related to its context [39]. This study included women who participated in an RCT. All had received additional
information and treatment for PGP, which may have affected their perceptions of PGP. They were all married/cohabitating
and lived in stable social situations. However, the fact that the findings are contextual does not mean that they lack
meaning in other contexts. They must, however, be transferred and interpreted in relation to other contexts. Therefore, the
extent of transferability of the results of this qualitative study to other settings and populations depends on cultural and
traditional similarities or differences, and should be done with caution. One of the authors (HE) has long experience of
helping and treating women with PGP during pregnancy and the postpartum period. Pre-understanding based on long
experience may have a negative influence when gathering data and carrying out analyses in qualitative research. However,
researchers were aware of this early on, and constant commitment by the co-authors without this experience
counterbalanced this pre-understanding, enabling exploration and discussion of the data in a balanced manner.

5 Conclusion
PGP completely preoccupied women with severe PGP. It influenced their self-evident trust in their bodies as well as their
capabilities to guide and control them. The fear of triggering pain and unpleasant sensations made them avoid movement.
They experienced anxiety and worry of not being able to manage their pregnancy and childbirth, and bind to their unborn
child. They felt worse that their complaints are trivialized, and not taken seriously in health care. To be able to cope with
PGP, they had to accept it and realize that they have to be aware and accept their bodies’ limitations. This means working
with their bodies and not against them. PGP made the women look upon life more seriously and changed their
self-perception. This study provides an increased awareness and knowledge of PGP during pregnancy. The effect of its
symptoms and knowledge of the possible influence on the body-mind, and the ability to function in daily life and work are
needed among healthcare personnel and authorities to enable them to meet the women’s needs and provide them with
adequate support. Since PGP is such a common condition during pregnancy a brochure about PGP, (its frequency,
symptoms, and relief) along with information on whom they can turn to in the event of PGP, could be sent home with the
woman at the first visit to the midwife. This would probably prevent or reduce the worry that can arise in women suffering
PGP. More research is needed on this widespread problem of pregnancy. Additional studies need to be performed to
determine mechanisms and prevention of PGP and effective treatment modalities. It is also of interest to examine how the
women’s men experience the period of PGP and how they cope with it.
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