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Background. The Patient Goal Priority Questionnaire (PGPQ) is a patient-specific
measure for identification of behavioral goals and evaluation of clinically significant
changes. The use of such a measure in clinical settings and research requires that
identified goals be consistent over time. Self-reports of behaviors related to the goals
should be reliably estimated.

Objective. The purpose of this study was to estimate chance-corrected agreement
and test-retest reliability of the PGPQ. Chance-corrected agreement between the
PGPQ and a similar therapist-guided goal identification tool, the Patient Goal Priority
List (PGPL), also was estimated.

Design. A correlative and prospective design with 3 measurement points (M1, M2,
and M3) was used in the study.

Methods. Fifty-four people who consulted physical therapists in primary care for
persistent musculoskeletal pain were included in the study. Analyses of chance-
corrected agreement and test-retest reliability of the PGPQ were done at M1 and M2.
Chance-corrected agreement between procedures (PGPQ and PGPL) also was ana-
lyzed at M1 and M3.

Results. The percentage of agreement on content of the priority lists of the PGPQ
at M1 and M2 was 52%. Cohen kappa values for agreement of rankings ranged
between .47 and .64. Test-retest reliability coefficients for the self-report scales of
the PGPQ ranged from .35 to .81. Chance-corrected agreement decreased when
physical therapists were involved in the goal identification process using the PGPL
(kappa�.08–.46).

Limitations. Varying item content and a small, heterogeneous sample possibly
increased variation and the standard error of measurements. The feasibility of using
traditional approaches to psychometric evaluation of patient-specific measures is
questionable.

Conclusions. Chance-corrected agreement and test-retest reliability of the PGPQ
were moderate. Involving a physical therapist in the goal identification procedure
possibly introduced further bias. The size of the measurement error must be taken
into account when using the PGPQ for estimations of clinically important changes.
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Asound research protocol
should entail complementary
dimensions of outcome mea-

sures that reflect the different per-
spectives of the individual, sub-
groups of patients, significant others,
and society.1 Established recommen-
dations for core outcome domains
within the field of chronic pain clin-
ical trials suggest inclusion of the
following domains in the protocol2:
(1) pain, (2) physical functioning,
(3) emotional functioning, (4) partic-
ipant ratings of global improvements
and satisfaction with treatment, (5)
reports of symptoms and adverse
events, and (6) participant disposi-
tion. Recently, 19 aspects of daily
living that patients with chronic pain
regarded as important outcome do-
mains were presented. They included
pain-related symptoms, physical activ-
ities, family life, social and recreational
activities, and emotional well-being.3

Currently, there is no absolute gold
standard of outcome measures corre-
sponding to the above-mentioned do-
mains, but recommendations of core
outcome measures to be considered
when designing clinical trials of
chronic pain treatments are available.4

The importance of evaluation of clin-
ically significant changes, or the
clinical effectiveness of treatments,
is a complementary topical issue. It
emanates from the fact that estab-

lished generic measures and disease-
specific measures do not necessarily
reflect the clinical significance of the
outcomes, that is, whether treat-
ments have a positive impact on
individuals’ everyday lives.5 Kazdin5

questioned current means of opera-
tionalization of clinical significance,
contending that a majority of out-
come measures do not reflect the
original construct of important
changes in everyday life. Measures
of symptom remissions (eg, pain in-
tensity changes) are the most com-
monly applied, and measures based
on patients’ views of what consti-
tutes a successful outcome have not
gained enough attention.

Standardized and generic properties
of available outcome measures pos-
sibly jeopardize the validity of re-
search reports on clinical effective-
ness. We must question whether
the original construct of important
individual changes in everyday life
is correctly mirrored when conclu-
sions are based on standardized, ge-
neric measures originally developed
for evaluation and comparisons on a
group level.

According to Kazdin,5 a more valid
strategy would be to tie measures
of clinical significance to the pre-
sented clinical problem or to individ-
ual treatment goals. Patient-specific
measures capable of reflecting per-
spectives of each individual may re-
spond to this challenge. In a review
from 2005, Jolles and colleagues6

identified 9 patient-specific outcome
measures for musculoskeletal disor-
ders covering various aspects of
symptoms, activity, psychosocial
well-being, and participation. Typi-
cally, these measures involve indi-
viduals generating their own items
relevant for evaluation, but instruc-
tions given to patients for eliciting
items differ. Some questionnaires
(eg, Canadian Occupational Perfor-
mance Measure [COPM]7) predefine
outcome domains, whereas others

(eg, Patient-Specific Functional Scale
[PSFS]8) ask for a list of items with-
out predefinition. Some question-
naires (eg, McMaster-Toronto Arthri-
tis Questionnaire [MACTAR]9) are
closely tied to current state of dis-
ease, whereas others (eg, Schedule
for the Evaluation of Individual Qual-
ity of Life–Direct Weighting version
[SEIQoL-DW]10) are closely tied to
functioning in important life areas.
For an excellent overview of con-
temporary patient-specific indexes,
the reader is referred to Jolles et al.6

The MACTAR and the PSFS are 2
patient-specific questionnaires pri-
marily used for evaluation of pain
treatments and musculoskeletal dis-
orders within physical therapy set-
tings. Both measures assess disabili-
ties and difficulties due to disease
(eg, arthritis in the MACTAR9) or
current state of musculoskeletal dis-
orders (eg, PSFS11–13). They focus
on identification of most urgent
problem areas of each individual.
However, patients’ problems and
concerns may not agree with priori-
tized goals for treatment and related
outcome expectations. Furthermore,
patients’ problems and concerns are
not obviously behavioral. As a con-
sequence, we developed a patient-
specific measure to help in exploring
individual behavioral goals and eval-
uating the clinical effectiveness of
physical therapy treatments with a
behavioral medicine approach.

In 2004, we presented the first ver-
sion of a patient-specific question-
naire, the Patient Goal Priority
Questionnaire (PGPQ), aimed at be-
havioral goal assessment in patients
with persistent pain.14 The PGPQ dif-
fered from the MACTAR and the
PSFS in that it took into account a
behavioral and goal-directed starting
point for physical therapy treatment
by asking individuals to list their
everyday life activities affected by
pain, but at the same time most
important to achieve as a result of
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physical therapy treatment. An initial
study of agreement between the
single activity item in the first ver-
sion of the PGPQ and a standardized,
generic measure of disability (the
Pain Disability Index) indicated that
the PGPQ had patient- and activity-
specific properties.14 Since then, the
PGPQ has been further developed
to cover evidence-based, cognitive-
behavioral predictors of activity.
Three items have been added to
cover functional self-efficacy, fear
of activity, and readiness to make
everyday life changes. Items were
formulated in accordance with their
respective theoretical construct,
meaning that questions are direct
and patient and behavior specific.
Items were tested on patients in pri-
mary care in a pilot study before
applying the PGPQ in a recent ran-
domized controlled trial.15,16 There
are currently inquiries about using
the PGPQ in research, clinical guide-
lines (New Zealand and Sweden),
and clinical settings, which moti-
vates further studies of measurement
properties.

Because the PGPQ is intended
mainly for research and evaluation
purposes, we also developed an in-
dependent clinical tool for physical

therapists to use in treatment: the
Patient Goal Priority List (PGPL). The
PGPL is a systematic method for
physical therapists to use when sup-
porting patients to elicit behavioral
goals for treatment and to determine
a behavioral starting point for cur-
rent treatment. The PGPL is similar
to the PGPQ in respect to listing and
ranking important activities that the
patient wants to affect with physical
therapy. However, in the PGPL, the
number of activities is not restricted,
and the patient’s goal identification
and priority ranking are guided by
the physical therapist. More-detailed
descriptions of the PGPQ and the
PGPL are provided in the “Method”
section.

The purpose of this study was to
estimate measurement properties
of the PGPQ in patients consult-
ing physical therapists in primary
care due to persistent musculoskele-
tal pain. More specific aims were:
(1) to estimate agreement, chance-
corrected agreement, test-retest reli-
ability, and smallest change possible
to detect when applying the PGPQ
on 2 occasions before the initial
physical therapy assessment and (2)
to estimate agreement and chance-
corrected agreement between the

priority list of the PGPQ (priority list
self-reported by the patient) and
the similar clinical tool, the PGPL
(priority list developed with guid-
ance from a physical therapist).

Method
Design Overview
An overall correlative and prospec-
tive design with 3 measurement
points was applied. The PGPQ was
administered twice: at the first mea-
surement point (M1, n�54) and at
the second measurement point (M2,
n�43), 3 weeks and 1 week before
the initial physical therapy consulta-
tion, respectively. The PGPL was ad-
ministered at the third measurement
point (M3, n�38) at the patients’
first physical therapy consultation.
Thirty-two patients completed the
survey at all 3 measurement points.
Eight patients completed the PGPL
at M1 and M2 only, and 4 patients
completed the PGPL at M1 and M3,
but not at M2. All physical therapists
were masked to the patients’ listing
and ranking of goals at M1 and M2
(Fig. 1).

Setting and Participants
Between November 2007 and May
2008, participants were recruited
consecutively at 6 physical therapy
departments within the reAgera clin-
ics in primary health care, Stock-
holm, Sweden. The inclusion cri-
teria were: (1) over 18 years of age;
(2) previous consultation with phys-
ical therapists due to subacute or
chronic (�4 weeks) musculoskeletal
pain; and (3) without any established
inflammatory, neurological, or can-
cer diagnosis. Swedish language
skills sufficient to fill out question-
naires independently were required.
A total of 68 people were asked to
participate in the study. Sixty-six
people agreed to participate, and 2
individuals declined participation.
Seven people were excluded due to
language difficulties, and another 5
people withdrew before the start of
the study (ie, did not send in ques-

Figure 1.
Study design and accompanying analyses. M1, M2, and M3�measurement points;
PGPQ�Patient Goal Priority Questionnaire; PGPL�Patient Goal Priority List.
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tionnaires at M1). The sample size
was dependent on a predetermined
time limit of the study, set by the
clinical organization.

Measures
Patient Goal Priority Question-
naire. The PGPQ is a patient-
specific measure originally designed
to collect data concerning patients’
behavioral goal priorities and for use
as a proximal outcome measure
when evaluating the clinical effec-
tiveness of tailored pain manage-
ment interventions.14–16

The questionnaire consists of 2 sec-
tions. In the first section, the patient
reports 1 to 3 activities that he or
she: (1) is unable to perform or has
difficulty performing due to pain and
(2) wants to affect with physical
therapy. The relative importance of
the activities is ranked by the pa-
tient, with 1 representing the most
important activity and 2 and 3 repre-
senting the next most important ac-
tivities (referred to as priorities 1, 2,
and 3 in this article). Domains cov-
ered are everyday life activity and
participation. The concept being
measured is the patient’s current pri-
ority of most important activities to
achieve by means of physical ther-
apy treatment. Patients are encour-
aged to specify each activity in as
much detail as possible and to tie
the activities to situations in every-
day life.

In the second section of the PGPQ,
the patient scores current level of:
(1) activity/behavioral performance
on a numerical rating scale (NRS),
with scores ranging from 0 to 10
(high scores�severe activity limita-
tions); (2) frequency of behavioral
performance during the past week
on an ordinal scale with 5 grades
(0�never, 1�once, 2�twice, 3�3
to 5 times, 4�more than 5 times);
(3) satisfaction with current level of
behavioral performance on an NRS,
with scores ranging from 0 to 10

(high score�high satisfaction); (4)
self-efficacy for behavioral perfor-
mance on an NRS, with scores rang-
ing from 0 to 10 (high score�high
confidence); (5) fear of behavioral
performance on an NRS, with scores
ranging from 0 to 10 (high score�
high fear level); (6) readiness to
adopt new behaviors to attain expec-
tations of behavioral performance on
an NRS, with scores ranging from 0
to 10 (high score�high readiness);
and (7) expectations of future behav-
ioral performance as a result of treat-
ment on an NRS, with scores ranging
from 0 to 10 (high score�severe lim-
itations). These items are scored sep-
arately with regard to each of the 3
ranked goals (eAppendix; available
at: www.ptjournal.org).

The patient is instructed to complete
the PGPQ independently, without
any involvement from the physical
therapist or researcher. It takes less
than 10 minutes to complete. The
PGPQ is intended for evaluation of
within-individual changes at the item
level only. Comparisons of scale
means and summed scores between
groups, therefore, are not feasible. A
previous study, using the Jacobson
and Truax method to determine clin-
ical significance of pain treatments,
showed that an approximate 3-point
difference in either positive or nega-
tive direction was required to make
reliable changes in activity/behav-
ioral performance.16

Patient Goal Priority List. The
PGPL is similar to the PGPQ with
respect to listing and ranking activi-
ties that the patient is unable to per-
form or has difficulty performing
due to pain and wants to affect with
physical therapy. However, in the
PGPL, the number of activities is not
restricted. A separate ranking of rel-
ative importance is introduced. Pa-
tients also are asked to estimate the
frequency of activity performance
during a day, week, or month and
to judge the relative difficulty of per-

formance related to all listed activi-
ties (ie, to rank priorities according
to self-efficacy magnitude)17 (Fig. 2).

An important difference from the
PGPQ is that the PGPL is adminis-
tered by a physical therapist during
consultation. The physical therapist
guides the patient in the goal identi-
fication process but still empowers
the patient to list and rank activities
that are most important to him or
her. The starting point for the com-
ing treatment is determined by:
(1) perceived difficulty (self-efficacy
magnitude), (2) priority ranking (top
4–5), and 3) frequency (must occur
several times a week to be included
in a behavioral skills training pro-
gram). For research purposes, the
PGPL has been used by physical ther-
apists in tailored behavioral treat-
ment protocols in primary care.15,18

Procedure
The study followed the principles
outlined in the Declaration of Hel-
sinki. In addition, the study protocol
was reviewed and agreed upon by an
examiner of master’s theses, which
is the customary procedure in Swe-
den for studies performed in post-
graduate education programs at the
master’s level.

Patients referred for physical therapy
contacted the physical therapy clin-
ics by telephone and were registered
in a computer-based booking system,
ordinarily used at the clinics. One of
the authors (K.S.) screened the com-
puter register every other day and
contacted those patients who ful-
filled the inclusion criteria by tele-
phone. After verbal information
about the study was given and pre-
liminary informed consent was ob-
tained from potential participants,
written information about the study
was given and the PGPQ was admin-
istered by regular mail (M1). One re-
minder was sent to those patients
who failed to return the PGPQ
within 1 week. Another PGPQ was
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sent to participants 1 week before
the initial physical therapy assess-
ment (M2). The completed question-
naires from M2 were sent to admin-
istrative staff at the physical therapy
clinics before the first consultation.

Six physical therapists administered
the PGPL at the first physical therapy
consultation (M3). The PGPL was ad-
ministered in the beginning of the
session, before customary history
taking and any possible standardized
tests and physical assessments. Be-
fore the start of study, the physical
therapists were trained to systemati-
cally administer the PGPL according
to the manual.

Data Analysis
No substitutions were made for miss-
ing PGPQ data because the aim of
this measure is to obtain goal-
specific and patient-specific data. Be-
havioral goals listed in the PGPQ
were grouped into 8 nominal
categories according to a coding

scheme previously developed for
management of PGPQ data. Catego-
ries included 8 domains of social
role functioning, originally adopted
from the Pain Disability Index.19 The
chance-corrected agreement of cod-
ing was found acceptable (Cohen
kappa�.86).14

Percentage of agreement and Cohen
kappa were used for analysis of
agreement and chance-corrected
agreement of the content and rank-
ing of the priority lists at M1 and M2
(PGPQ versus PGPQ) and at M1 and
M3 (PGPQ versus PGPL). The Cohen
kappa was the analysis of choice
because data were nominal and all
misclassifications were considered
equally important.

The reliability analyses were done
for scales where priorities agreed be-
tween M1 and M2. Intraclass corre-
lation coefficients (ICC [rxx]; 2-way
random effects, absolute agreement,
single measures)20 were calculated

to study the test-retest reliability of
the NRS scores for the PGPQ at M1
and M2. An exception was made
for the 5-point ordinal scales of
activity performance (item 1–3 b),
which were analyzed using qua-
dratic weighted kappa.21 Standard
errors of measurement (SEM�
�residual mean error term) were
calculated. Additionally, the smallest
change possible to detect with 95%
confidence that observed change is
real and not caused by measurement
error was calculated (1.96 � �2 �
SEM), as proposed by Ostelo and de
Vet.22

Most analyses were done using SPSS
version 16.0 for Windows. The
weighted kappa analyses were calcu-
lated on VassarStats.23

Role of the Funding Source
The study, including administrative
costs (eg, stamps and telephone
calls), was financially supported by
reAgera Clinics, Stockholm. Working

Figure 2.
Excerpt from the Patient Goal Priority List (PGPL), a clinical tool for behavioral goal identification.
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hours in the project for Ms Siljebäck
and the participating physical thera-
pists also were provided.

Results
Participants
A total of 54 participants (37
women, 17 men) were enrolled in
the study. Their mean age was 55
years (SD�16, range�87). Thirty-
seven participants were married or
cohabitants. Average pain duration
of current condition was 5.9 years
(SD�9.9, range�50). Reported pain
conditions were: lumbar pain (n�9),
neck pain (n�2), shoulder pain
(n�3), headache (n�1), lower-
extremity pain (n�9), and pain in
other part of body (n�3). Pain in
more than 2 body locations was re-
ported by 26 participants. Data were
missing for 1 participant. Ten partic-
ipants were on sick leave or were
receiving compensation.

Participants’ prioritized behavioral
goals at the 3 measurement points
are presented in Table 1. Note that
priorities were elicited using the
PGPQ at M1 and M2, whereas the
PGPL was used at M3.

Chance-Corrected Agreement
and Test-Retest Reliability of the
PGPQ on 2 Occasions Before
Consulting a Physical Therapist
The content of the priority list of the
PGPQ, irrespective of ranking order,
agreed in 21 out of 40 participants
(raw percentage of agreement�
52%). The chance-corrected agree-
ment of priority 1 at M1 and M2 was:
kappa�.64 (95% confidence interval
[CI]��.46 to .82), standard error
(SE)�.09 (95% CI��.09 to .27). Cor-
responding figures for priorities 2
and 3 were: kappa�.55 (95% CI�
�.33 to .77), SE�.10 (95% CI��.10
to .23) and kappa�.47 (95% CI�
�.25 to .69), SE�.11 (95% CI��.10
to .23) respectively. Thus, the
chance-corrected agreement of pa-
tients’ priorities at M1 and M2 was
moderate.

The reliability analyses were done
for scales where priorities agreed be-
tween M1 and M2. The test-retest
reliability of the self-report NRS in
the PGPQ was estimated by calculat-
ing ICC and weighted kappa coeffi-
cients. The ICCs ranged from .35 to
.81. Statistics are reported in Table 2,
together with smallest change possi-
ble to detect for the current sample.

Chance-Corrected Agreement of
Priority List of the PGPQ and
Priority List of the PGPL
The content of the priority list of the
PGPQ at M1, irrespective of ranking
order, and the content of the priority
list of the PGPL at M3 agreed in 5 out
of 36 participants (raw percentage of
agreement�14%). The chance-
corrected agreement of priority 1 at
M1 and M3 was: kappa�.46 (95%
CI��.24 to .68), SE�.11 (95% CI�
�.10 to .32). Corresponding figures
for priorities 2 and 3 were: kap-
pa�.36 (95% CI��.11 to .60),
SE�.12 (95% CI��.12 to .36) and
kappa�.08 (95% CI�0 to .35),
SE�.13 (95% CI��.12 to .38), re-
spectively. Thus, the agreements of
patients’ independently performed
rankings at M1 and the therapist-
guided rankings at M3 were modest.

Discussion
The purpose of this study was to
estimate measurement properties of
the second version of the PGPQ on
patients consulting physical thera-
pists in primary care due to persis-
tent musculoskeletal pain. Chance-
corrected agreement and test-retest
reliability of the PGPQ were esti-
mated on 2 occasions before an ini-

Table 1.
Patients’ Ranking of Behavioral Goals for Physical Therapy According to the Patient Goal Priority Questionnaire (PGPQ) at
Measurement 1 (M1) and Measurement 2 (M2) and the Patient Priority List (PGPL) at Measurement 3 (M3)a

Goal Category

Priority 1 Priority 2 Priority 3

M1 M2 M3 M1 M2 M3 M1 M2 M3

Family and home responsibilities 5 (9%) 6 (15%) 4 (11%) 5 (9%) 3 (7%) 4 (11%) 6 (11%) 5 (13%) 6 (16%)

Recreation and hobbies 12 (23%) 10 (25%) 8 (21%) 23 (43%) 20 (50%) 9 (24%) 17 (32%) 12 (30%) 8 (21%)

Social activity 1 (2%) 0 (0%) 0 (0%) 2 (3%) 1 (3%) 1 (2%) 2 (4%) 1 (2%) 2 (5%)

Occupation and education 15 (28%) 9 (22%) 4 (11%) 5 (9%) 4 (10%) 4 (11%) 1 (2%) 5 (12%) 3 (8%)

Sexual behavior 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%)

Self-care 3 (5%) 5 (13%) 5 (14%) 4 (8%) 3 (7%) 4 (11%) 3 (5%) 2 (5%) 0 (0%)

Life-support activityb 3 (5%) 3 (8%) 3 (5%) 1 (1%) 0 (0%) 0 (0%) 2 (4%) 0 (0%) 1 (3%)

Functional ability 13 (24%) 7 (17%) 12 (33%) 9 (18%) 6 (15%) 13 (36%) 13 (24%) 8 (20%) 12 (32%)

Missing priority 2 (4%) 0 (0%) 2 (5%) 5 (9%) 3 (7%) 3 (5%) 10 (18%) 7 (18%) 6 (15%)

a Priorities 1, 2, and 3�first, second, and third ranks.
b Basic life-supporting behaviors such as eating, sleeping, and breathing.
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tial physical therapy consultation to
get an indication of the stability of
the content of the patient-generated
items of the measure. The results
showed that the overall content of
the priority lists in the first part of
the PGPQ agreed in about one half
of the sample, and the actual ranking
of priorities 1, 2, and 3 showed a
similar moderate agreement. The
test-retest reliability coefficients of
the self-report scales in the second
part of the PGPQ ranged from .35 to
.81, indicating moderate to good
test-retest reliability of the mea-
sure.24 These results indicate either
that the priority list of the PGPQ is
not highly reliable in its present for-
mat or that the current sample was
not sufficiently stable in priorities of
goals for treatment to draw firm con-
clusions about test-retest reliability.

We found that little effort hitherto
has been aimed at examining the
consistency of patient-generated
items over time. One study dealing
with the COPM and its interrater
agreement regarding identified prob-
lems in 2 separate interviews was
identified. The study showed that
80% of the problems identified with
the COPM in the first interview
agreed with problems prioritized in
the second interview with a different
interviewer.25 An important distinc-
tion from the current use of the
PGPQ is that problems identified
with the COPM were elicited during
an interview performed by a trained
occupational therapist. Consequently,
the relatively high interrater agree-
ment found in that study reflected
the consistency of problems identi-
fied under guidance from a therapist
and not the consistency of problems
or goals as prioritized by the individ-
ual alone. Interestingly, the present
study showed that when examining
the consistency of patient-generated
items at M1 (PGPQ; patient alone)
and M3 (PGPL; guidance from phys-
ical therapist), agreement rates de-
creased markedly.Ta
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Possibly, some potential biases were
introduced by involving a physical
therapist in the goal identification
process. Patients want to present
socially desirable goals, and possible
embarrassment about preferences
should be considered when inter-
preting the results. Another issue is
patients’ desire to please the physi-
cal therapist by adhering to his or
her points of view. The results show
that patients gave highest priority to
activities concerning occupation and
education at M1 and to recreation at
M2. At M3, when physical therapists
were involved in the item genera-
tion, general functional abilities (eg,
sitting, standing, walking) were most
salient. It is important to emphasize
this finding in terms of the construct
that is supposed to be measured and
evaluated by the PGPQ and its cor-
responding clinical tool, the PGPL:
namely, most important behavioral
goals from the view of each patient.
General functional abilities are not
behavioral because they are not ex-
plicitly activity related and lack situ-
ational specificity. The PGPQ and
the PGPL were developed to secure
such a behavioral starting point for
physical therapy. Treatment evalua-
tions regarding the clinical impor-
tance of treatment effects are
thereby tied to what each individual
deems highly relevant in his or her
specific everyday life context.14,16

The results indicate that this under-
lying assumption of the methods is
compromised when therapists are
involved in the item generation.
However, given the limitations of
this study and the moderate reliabil-
ity of the PGPQ, systematic replica-
tions are needed before it is possible
to draw firm clinical conclusions.

The SEMs and the smallest change
possible to detect for the present
sample resulted in a rather conserva-
tive interpretation of how large a
change is needed for a reliable and
clinically important change. Suppose
2 patients are measured with the

PGPQ before and after a 6-week
treatment period. Patient A reports a
2-point improvement on the activity/
behavioral performance scale con-
nected to her highest prioritized
behavioral goal. We can conclude
with 95% confidence that this im-
provement, given the measurement
error associated with the PGPQ, is
not reliable. On the contrary, patient
B, who reports a pretreatment-
posttreatment change of 4 points,
has reliably improved according to
the results of the current study.
Thus, the measurement error con-
nected to the PGPQ decides whether
the change is reliable, and on a
patient-specific level, whether it is
clinically significant.

An important challenge for future
clinical studies is to ask individuals
with different magnitudes of change
on the PGPQ about the relevance of
these changes in everyday life. Such
studies are needed to circumvent
problems associated with the use of
traditional approaches for studies
appraising psychometric properties
of patient-specific measures with
varying item content.6 With tradi-
tional approaches of test-retest reli-
ability, the therapist or researcher
might consider grouping items with
similar content instead of testing pri-
orities with varying content. The 10-
point NRS scales also would be can-
didates for refinements regarding
number of scale points and anchors.
Application of the PGPQ to larger
and more homogenous groups of pa-
tients would allow researchers to de-
tect whether measurement error is
associated with item generation and
scaling or with inter-individual varia-
tion. Furthermore, this study did
not provide information about the
PGPQ’s sensitivity of change com-
pared with external global improve-
ment criteria or established generic
measures. Such a study is planned
with prospective data from partici-
pants in 2 recent randomized con-
trolled trials.

A limitation of the present study was
the relatively small sample and the
fact that not all included participants
completed all measurements. We
planned initially for including at least
60 participants in each analysis to
obtain variation and normal distribu-
tions. Due to organizational agree-
ments, we had to stop inclusion at a
stipulated time point, which pre-
vented us from continuing to recruit
participants to cover for the drop-
outs. We performed complementary
analyses including only participants
who completed all measurements to
determine whether using all avail-
able data introduced any serious
bias. However, the size of the coef-
ficients was in concordance with the
results presented.

In conclusion, psychometric proper-
ties of the second version of the
PGPQ, in terms of agreement and
chance-corrected agreement of the
priority list, and related goal ranking
were moderate in a sample with per-
sistent musculoskeletal pain. Consis-
tency of goals and ranking decreased
further when physical therapists
were involved in the goal identifica-
tion procedure by use of the PGPL.
Test-retest reliability of the rating
scales of the PGPQ was moderate to
good. However, the feasibility of us-
ing traditional approaches to psycho-
metric evaluation of patient-specific
measures must be questioned. Fu-
ture studies should involve replica-
tions in larger samples to estimate
whether reported inconsistencies
were dependent on the actual reli-
ability of the measure or instability of
the present sample.
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Ms Siljebäck provided data collection and
consultation (including review of manuscript
before submission). Both authors provided
data analysis. The authors thank the patients,
the physical therapists, and the head admin-
istration of the reAgera clinics, Stockholm,
for making this study possible.

Use of the Patient Goal Priority Questionnaire in People With Persistent Musculoskeletal Pain

November 2009 Volume 89 Number 11 Physical Therapy f 1233



The study, including administrative costs
(eg, stamps and telephone calls), was finan-
cially supported by reAgera Clinics, Stock-
holm. Working hours in the project for Ms
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14 Åsenlöf P, Denison E, Lindberg P. Behav-
ioural goal assessment in patients with
persistent musculoskeletal pain. Phys-
iother Theory Pract. 2004;20:243–254.
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