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Despite its high prevalence, nonulcer dyspepsia is still difficult to study, due to the lack of adequate
tools to measure significant outcomes. The objective of this study was to develop and validate a
symptom-focused, disease-specific questionnaire to evaluate patients with nonulcer dyspepsia. For
that, the questionnaire was carefully written following widely accepted terminology, so as to facil-
itate translation and validation in other languages and cultures. The questionnaire was developed
using Rome I terminology for symptoms, which were evaluated according to their intensity, duration,
and frequency when applicable. Thirty-one patients with nonulcer dyspepsia, as well as 31 sex-and
age-matched volunteers without digestive problems were used to assess the internal consistency,
reproducibility, responsiveness, content validity, and discriminant validity of the questionnaire. An-
other 31 functional dyspeptic patients were enrolled for assessment of criterion validity. Cronbach’s
α coefficient was 0.82. The intraclass correlation coefficient for the scores obtained 7 days apart
was 0.86. The mean score obtained after 3 months of treatment was 16.4, vs. 23.03 at baseline
(P = 0.001). Two blinded gastroenterologists agreed that the questionnaire adequately evaluated
nonulcer dyspepsia. The median symptoms score for controls was 0, vs. 22.5 for dyspeptic patients
(P = 0.001). An inverse correlation was observed between quality of life and dyspeptic symptoms
(R = −0.28, P = 0.026). The proposed questionnaire has high degrees of both reproducibility and
responsiveness. As this questionnaire was based on Rome I International Consensus terminology, it
is expected that it will be easy to translate and validate.
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Dyspepsia is a very prevalent condition that affects about
25% of the world population, with an annual incidence
of about 1%. It is defined as pain or discomfort lo-
cated in the upper abdomen (1). The symptoms of dys-
pepsia include pain, postprandial fullness, early sati-
ety, nausea, vomiting, and bloating. Most affected indi-
viduals do not present either structural or biochemical
alterations that explain these symptoms and are, thus,
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classified as presenting nonulcer dyspepsia or functional
dyspepsial (1). The pathophysiology of nonulcer dys-
pepsia is poorly understood; it may be associated with
dysfunction in motility, secretion, and sensitivity of the
digestive tract (2–4).

The diagnostic criteria for nonulcer dyspepsia were es-
tablished by specialists in consensus statements known as
the Rome criteria (1, 5). According to these criteria, nonul-
cer dyspepsia is diagnosed if the following symptoms are
present for at least 12 weeks (not necessarily consecutive)
during the past 12 months: (i) persistent or recurrent dys-
pepsia; (ii) no evidence); of organic disease that is likely
to explain the symptoms (including endoscopic evidence;
and (iii) no evidence that relief of dyspeptic symptoms is
associated exclusively with defecation or that dyspepsia
is associated with changes in the frequency or stool form.

Despite its great prevalence and the associated socioe-
conomic cost, nonulcer dyspepsia was not adequately
studied until the end of the 20th century. This resulted
in part from the dearth of available research tools. Being
a disorder without defined structural or pathophysiolog-
ical anomalies, the outcomes of studies focusing on the
efficacy of nonulcer dyspepsia treatments are necessarily
subjective. Thus, the development of methods capable of
measuring symptoms and patients’ perceptions in a reli-
able and reproducible manner becomes essential. This has
been achieved through the development of standardized
questionnaires.

When elaborating a questionnaire, it is necessary to se-
lect the most representative set of symptoms associated
with the disorder to be investigated (6). To be practical,
the questionnaire must be planned to enable the largest
amount of information to be obtained through the small-
est possible number of questions. A questionnaire should
also be sufficiently general to maintain its basic character-
istics when used in different populations. Concerns about
future translations should be kept in mind, as increasingly
more multicentric studies are carried out. The challenge
is to not create a questionnaire that is easy to translate but,
rather, to assure comparability of results between different
ethnic and cultural populations (7).

After it is devised, the questionnaire must be validated,
that is, it must be tested to ensure that it is useful for clinical
research. The properties of clinical measurement (known
as clinimetric properties) that are considered essential for
the validation of a questionnaire are internal consistency,
reproducibility, responsiveness, and validity (8).

It is expected that the several items in a questionnaire
will have at least a moderate level of relationship with
one another and with the total score—so as to measure
different aspects of the same condition, and not different
characteristics of diverse entities. This attribute is known

as internal consistency and can be estimated using Cron-
bach’s coefficient (9)—a very high coefficient suggests
redundancy, whereas a low coefficient suggests that the
scale is evaluating more than one construct, the ideal val-
ues falling between 0.7 and 0.9 (10). Another tool used to
accomplish this is factorial analysis. Factorial analysis has
a fundamental role in empirically determining the dimen-
sionality of items. A high degree of correlation between
items suggests that all items measure the same concept.
After this analysis, items found to have a low correla-
tion with the total score may be excluded from the scale
(11, 12).

Reproducibility aims at demonstrating that the data ob-
tained are reliable. This feature can be measured by means
of the “test-retest” method (13), according to which simi-
lar scores must be obtained in two distinct occasions with-
out any treatment interventions between the two measure-
ments. Testing and retesting are usually performed at an
interval that is sufficiently short to ensure that there will
be no changes to the underlying disease (14) while, at the
same time, sufficiently long to avoid memory bias (patient
responding on the second measurement thinking about the
answers given the first time around and not really reassess-
ing the symptoms) (15).

Responsiveness expresses the sensitivity of the ques-
tionnaire to demonstrate changes if they actually occur(16).
This property is tested by applying the instrument before
and after a treatment intervention that has proven effects
on the disorder under study.

Validity refers to the ability of an instrument to mea-
sure exactly what it is meant to measure (8). It can be
assessed in different ways. Content analysis is not a statis-
tical approach but, rather, a judgment by specialists in the
field about representativeness and relevance of the items
proposed in the scale (11). Another test is the extreme
groups analysis—that is, by comparing a population with
the disorder with a population without the disorder so as
to assess the ability of the instrument to reveal the differ-
ence between the two populations. This kind of validity is
also known as “discriminant validity” (17, 18). Another
way to assess validity is by measuring “criterion validity.”
In this case, an instrument of proven efficacy is applied
in parallel with the instrument to be tested, and a good
correlation must be obtained between the results of both
questionnaires. If a scientifically established tool is not
available, a related construct may be used, although in this
case smaller correlation coefficients should be expected
(18, 19).

The aim of our study was to develop and validate
an easy-to-translate, symptom-focused (unidimensional)
questionnaire to assess nonulcer dyspepsia. We chose
a unidimensional questionnaire in this context for two
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TABLE 1. CHARACTERISTIC SYMPTOMS OF NONULCER

DYSPEPSIA ASSESSED BY THE PORTO ALEGRE

DYSPEPTIC SYMPTOMS QUESTIONNAIRE

Symptom Score

Pain in upper abdomen
Intensity 0–5
Duration 0–3
Frequency 0–4

Nausea
Intensity 0–5
Duration 0–3
Frequency 0–4

Vomiting
Frequency 0–4

Upper abdominal bloating
Intensity 0–5
Duration 0–3
Frequency 0–4

Early satiety
Frequency 4

Total 44

reasons. First, quality-of-life questions are more suscepti-
ble to cultural adaptation errors in future translations. Sec-
ond, the activity of nonulcer dyspepsia is strongly associ-
ated with quality of life. The fact that it is often difficult to
determine the causal direction between these entities could
undermine the use of quality of life as an outcome in nonul-
cer dyspepsia. Therefore, we developed an English ques-
tionnaire based on the symptoms described as characteris-
tic of nonulcer dyspepsia in the Rome I Consensus. To test
the translatability and clinimetric properties of the ques-
tionnaire, it was translated to Brazilian Portuguese and
validated in a group of Brazilian patients with nonulcer
dyspepsia.

METHODS

Development
The proposed Porto Alegre Dyspeptic Symptoms Question-

naire (PADYQ) was developed based on the symptoms described
as relevant in the Rome I consensus statement (5), resulting in
an 11-item form (Table 1). All questionnaires were answered
with the assistance of an interviewer. The patients were asked to
average their symptoms during the preceding month.

Patients
Factorial analysis was performed taking into consideration

all the baseline questionnaires of patients from a study about
the effects of H. pylori eradication on nonulcer dyspepsia symp-
toms (n = 157). All patients were selected according to Rome I
criteria.

To evaluate internal consistency, reproducibility and respon-
siveness, 31 patients with dyspeptic symptoms according to
Rome I criteria were included in the study (Group A). All were

submitted to upper digestive endoscopy at Hospital de Clinicas
de Porto Alegre and had normal endoscopic results.

To determine discriminant validity, 31 healthy volunteers
matched by sex and age to the group of patients described above
and who reported having no digestive diseases were selected
and interviewed after signing an informed consent form (control
group).

To evaluate criterion validity, the control group and an addi-
tional group of 31 patients with nonulcer dyspepsia according
to Rome I criteria (Group B) answered the Dyspeptic Symp-
toms Questionnaire and the World Health Organization Quality
of Life (WHOQOL-BREF) (20) questionnaire.

The protocol was approved by the Research Ethics Committee
at Hospital de Clinicas de Porto Alegre and all the patients and
controls signed an informed consent form.

Evaluation of Clinimetric Properties
The clinimetric properties of the proposed PADYQ were eval-

uated in seven ways, as follows.
Factorial Analysis. Factorial analysis using the principal

components method was used to aggregate items in subscales
(domains). Components with eigenvalues larger than 1 were se-
lected. After extraction of the components, orthogonal rotation
of factors was performed using Kaiser’s Varimax method. Items
with a factorial load higher than 0.4 on the same component and
which did not have values higher than 0.4 on other components
were aggregated in domains (21).

Internal Consistency. Internal consistency was calculated
using Cronbach’s coefficient applied to the baseline question-
naires (TO) of Group A (9). The coefficient was expected to
be higher than 0.7 but not higher than 0.9, which would mean
redundancy (10, 12).

Reproducibility. The patients included in the study
(Group A) answered the PADYQ during their first office visit
(appointment TO). A new appointment was scheduled for 7 days
later (appointment T1), and patients answered the questionnaire
again. The patients were not exposed to any kind of intervention
between T0 and T1. For 15 patients, the same interviewer com-
pleted the questionnaires at T0 and T1. For 16 patients, a differ-
ent interviewer completed the two questionnaires, for evaluation
of intra-and inter-observer agreement. The correlation between
scores was verified by calculating the intraclass correlation coef-
ficient for both the total score and the different domains obtained
by factorial analysis.

Responsiveness. Following the two initial evaluations (T0
and T1), the patients in Group A were randomly assigned to one
of two groups: one group received 10-day courses of lansopra-
zole, 30 mg, clarithromycin, 500 mg, and amoxicillin, 1 g, all of
them twice daily. The other group received lansoprazole, 30 mg
twice a day, plus placebo tablets identical to the antibiotics in
appearance and same posology. These groups were considered
to be homogeneous, since there is no unequivocal evidence in
the literature suggesting that one treatment has more efficacy
than the other (22). A decrease of 13 to 73% in the scores was
expected, reflecting the response to placebo reported in previ-
ous studies (23). A new appointment (T2) was scheduled for
3 months after the beginning of treatment, and the PADYQ was
again applied by one of the investigators. Responsiveness was
calculated using the t test for paired samples, comparing the re-
sults of T1 and T2 for the total score and for the different domains
assessed by the questionnaire.
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Content Validity. Content validity was assessed by two ex-
perienced gastroenterologists blinded to the purpose of the ques-
tionnaire. They were asked to determine what construct the
questionnaire was supposed to measure. Then they were asked
to confirm that the questionnaire sampled the full range of symp-
toms of nonulcer dyspepsia.

Discriminant Validity. The baseline scores (T0) obtained for
dyspeptic symptoms were compared with the scores obtained
for the control group. This analysis was performed using the
Wilcoxon test.

Criterion Validity. The PADYQ was applied in parallel to
the WHOQOL-BREF (20) in 31 controls and in 31 patients with
nonulcer dyspepsia (Group B). The results were correlated using
Spearman’ nonparametric coefficient of correlation.

Sample Size The size of the sample required to test repro-
ducibility was calculated expecting an intraclass correlation of
0.90 (considering an α error of 0.05 and aiming at confidence
intervals of ±0.10). According to Streiner (24), the number of
subjects needed for this purpose was 31. Sample size for re-
sponsiveness was calculated to allow the use of paired t test
comparison, considering an α error of 0.05, a power of 90%, an
expected reduction of 20% in scores from an initial score of 25,
a standard deviation of 8 at both visits, and a correlation of 0.5
among variables. The estimated sample size for responsiveness
was 27.

For factorial analysis, it is recommended to analyze at least
five times more questionnaires than the number of items in the
scale and suggested to analyze a minimum of 100 forms (21).

For other clinimetric properties, sample size is difficult to esti-
mate, so we used 31 patients as calculated for reproducibility and
responsiveness, in agreement with other studies of questionnaire
validation that used similar samples (25, 26).

RESULTS

Sample Characteristics
Of the 31 patients select, 24 were women. Sex-matching

in the control group was perfect. The mean age of patients
with dyspepsia was 43.1 years (Group A), and the mean
age of controls was 43.0 (Pearson’s correlation coefficient
≥0.99). Schooling was higher in controls than in patients
with dyspepsia: 67% of the patients in the control group
had finished high school, while 58% of the dyspeptic pa-
tients had less than 8 years of schooling.

Factorial Analysis
Among 11 items, factorial analysis identified 3 compo-

nents with an eigenvalue higher than 1. The first compo-
nent, with an eigenvalue of 3.077 and responsible for 24%
of the total variance for the questionnaire, included the in-
tensity, duration, and frequency of bloating, as well as the
frequency of early satiety (factorial loads after Varimax
rotation: 0.937, 0.876, 0.910, and 0.433, respectively).
The second component, with an eigenvalue of 2.4 and
responsible for 24.3% of the total variance, included the
intensity, duration, and frequency of nausea and frequency
of vomiting (factorial load after Varimax rotation: 0.912,

TABLE 2. FACTORIAL LOADS OF THE QUESTIONNAIRE ITEMS AFTER

VARIMAX ROTATION

Component

1 2 3

Upper abdominal pain intensity 0.090 0.032 0.905
Upper abdominal pain duration −0.036 0.070 0.841
Upper abdominal pain frequency 0.052 0.027 0.867
Nausea intensity 0.034 0.912 0.003
Nausea duration −0.009 0.847 −0.025
Nausea frequency 0.072 0.873 0.021
Vomiting frequency 0.142 0.577 0.141
Upper abdominal bloating intensity 0.937 0.038 0.037
Upper abdominal bloating duration 0.876 0.004 −0.011
Upper abdominal bloating frequency 0.910 0.034 −0.074
Early satiety frequency 0.433 0.155 0.144

0.847, 0.873, and 0.577). The third component, with an
eigenvalue of 2.224 and responsible for 21.1% of the total
variance, included the intensity, duration, and frequency
of upper abdominal pain (factorial load after Varimax ro-
tation: 0.905, 0.841, and 0.867). None of the items had a
factorial load higher than 0.2 on two components simulta-
neously (Table 2 and Figure 1). Thus, the first component
was called the Bloating/Satiety domain; the second, the
Nausea/Vomiting domain; and the third, the Pain domain.
The sum of the variance for the three domains accounted
for 70% of the variance for the questionnaire.

Fig 1. Factorial loads of the questionnaire items plotted after Varimax
rotation.

Digestive Diseases and Sciences, Vol. 49, Nos. 11/12 (November/December 2004) 1825



SANDER ET AL.

Fig 2. Correlation between scores obtained by applying the question-
naire at the T0 and T1 visits.

Internal Consistency
Cronbach’s α coefficient for the 11 items on the Porto

Alegre Dyspeptic Symptoms Questionnaire (PADYQ) an-
swered by 31 patients with nonulcer dyspepsia (Group A)
during appointment T1 was 0.82. Cronbach’s α coefficient
was 0.75 for the domain Bloating/Satiety, 0.90 for Nau-
sea/Vomiting, and 0.83 for the Pain domain.

Reproducibility
The intraclass correlation coefficient for the total scores

obtained at appointments T0 and T1 was 0.86 (Figure 2).
The coefficient for interviews carried out by the same in-
terviewer was 0.86; for interviews performed by different
interviewers the coefficient was 0.87. The intraclass cor-
relation coefficient was 0.87 for Bloating/Satiety, 0.88 for
Nausea/Vomiting, and 0.68 for Pain. The mean of the total
scores was 22.2 (SD, 1.56) for appointment T0 and 23.2
(SD, 1.42) for appointment T1 ( P ≥ 0.2).

Responsiveness
As stated above, the mean T1 (pretreatment) score was

23.2. After drug treatment, at the 3-month follow-up visit,
the mean score was 16.0 (P ≤ 0.001). In patients receiv-
ing lansoprazole plus placebo (n = 10), the mean score
was 18.8 (vs. a basal score of 25.9; P = 0.038). In pa-
tients receiving antibiotics (n = 21), the mean score after 3
months was 14.67 (vs. a basal score of 20.48; P = 0.015).
The pretreatment score for Bloating/Satiety was 9.5, vs.
6.9 after 3 months (P ≤ 0.001), for Nausea/Vomiting the
mean score was 5.36 vs. 3.6 (P = 0.082), and for Pain the
mean score was 7.4 vs. 5.5 (P = 0.016).

Fig 3. Total score obtained with the questionnaire for patients with dys-
pepsia and controls.

Content Validity
The two blinded gastroenterologists determined that the

questionnaire evaluated nonulcer dyspepsia. They thought
the items sampled the full range of symptoms of nonulcer
dyspepsia and were relevant to this disease. The clarity of
questions also was considered to be adequate.

Discriminant Validity
The mean Dyspeptic Symptoms score for controls was

0.9, with a median of 0 (minimum score = 0, maximum
= 7) (Figure 3). The mean score for dyspeptic patients
(Group A) was 22.2, with a median of 21.0 (minimum
score = 9, maximum = 38). The difference between con-
trols and dyspeptic patients was significant (P ≤ 0.001).
A Value of P ≤ 0.01 was obtained for each of the com-
parisons between the results of the three domains in the
group of controls and dyspeptic patients.

Criterion Validity
There was a significant, although weak, correlation for

the 31 patients with dyspepsia (Group B) and controls
in terms of the scores obtained for the PADYQ and the
WHOQOL-BREF (R = −0.288, P = 0.023). The corre-
lation was negative: the higher the score obtained on the
PADYQ, the lower the score on the WHOQOL-BREF.
Concerning the domains of the PADYQ, the only do-
main presenting a significant correlation with the quality-
of-life questionnaire was Bloating/Satiety (R = −0.352,

P = 0.005).

DISCUSSION

The questionnaire showed excellent clinimetric prop-
erties. Cronbach’s alpha, which measures internal consis-
tency (that is, the extent to which each item is related

1826 Digestive Diseases and Sciences, Vol. 49, Nos. 11/12 (November/December 2004)



A CROSS-CULTURAL TOOL FOR NONULCER DYSPEPSIA

to other items and to the total score), was observed to
be within the range considered as ideal (0.7–0.9) (15),
both when the questionnaire’s 11 items were analyzed to-
gether and when each domain was analyzed separately.
The Porto Alegre Dyspeptic Symptoms Questionnaire
(PADYQ) was also shown to be reproducible when sub-
mitted to the test–retest procedure, both by the same
interviewer and by different interviewers. Its responsive-
ness was shown to be adequate for clinical trials, since
in groups as small as 10 patients the questionnaire was
capable of detecting changes in symptoms resulting from
the placebo effect. The PADYQ was also capable of ade-
quately measuring the construct it aims to evaluate, since
it was capable of markedly differentiating a group of pa-
tients without digestive diseases from a group with chronic
symptoms in the upper abdomen. Content validity, eval-
uated through qualitative interviews, showed good item
clarity and relevance.

Dyspepsia is a very prevalent problem, whose treat-
ment still lacks efficacy (27). One of the problems that
prevents the identification of efficacious treatments is the
difficulty in measuring the benefits achieved when a new
treatment modality is proposed. The Rome II consensus
statement emphasizes the need to use assessment instru-
ments that have been validated in clinical assays evaluating
functional disorders of the digestive tract (1). The appli-
cation of questionnaires that were created and validated in
developed countries to different socioeconomic and cul-
tural backgrounds in the developing world is question-
able, especially when taking into account quality-of-life
questions and measures of access to health-care facilities
(28, 29).

Some existing questionnaries, in our opinion, present
methodological flaws. The questionnaire developed by
van Zanten et al. (25) addresses symptoms not cur-
rently recognized as dyspeptic, such as heartburn, “sour
taste,” bad breath, and eructation. A second important
limitation of the validation process for that question-
naire was the performance of an upper digestive en-
doscopy between the first and the second applications of
the questionnaire, during the period when reproducibil-
ity was being evaluated. The strong placebo effect of en-
doscopies, especially when the result is normal, is well
known (22).

The questionnaire validated by Buckley et al. in 1997
(26) is also flawed in terms of the choice of symptoms re-
flecting dyspepsia and, also, includes heartburn and eruc-
tation, while other important dyspeptic symptoms such as
nausea are not included. However, that questionnaire has
the great advantage of detailing symptoms, focusing not
only on the presence or absence of symptoms, but also on
features such as duration, intensity, and frequency, which

allows a more efficient quantification of nonulcer dyspep-
sia symptoms.

Another scale that has been used in large trials of nonul-
cer dyspepsia is the Gastrointestinal Symptom Rating
Scale (GSRS). The GSRS uses a 7-point ordinal scale
to measure a huge range of symptoms, not all considered
part of nonulcer dyspepsia, such as abdominal pain, reflux,
indigestion, diarrhea, and constipation. In fact, the scale
was initially developed to be used with irritable bowel
syndrome and peptic ulcer patients, not with nonulcer dys-
pepsia (30).

One of the most commonly used outcome measures
in large studies of nonulcer dyspepsia is the Seven-Point
Likert Scale (29). It is a self-completed instrument based
on only one question: “Please state each day if you have
experienced pain or discomfort in the stomach.” As such,
the Likert Scale may be more liable to different inter-
pretations by each patient, a shortcoming reflected in a
lower than expected reliability coefficient (29, 31). This
is especially true if the scale is applied to populations
whose schooling level is different from that of the origi-
nal population in which the questionnaire was validated.
Also, this outcome measure evaluates the symptoms oc-
curring within a 7-day interval, which may be too short
to assess a chronic disease whose symptoms vary in in-
tensity (23). Finally, with the scoring system ranging
only from 1 to 7, the discriminant power is very limited
(31).

Other questionnaires (Glasgow score, for example) fo-
cus on the effect of dyspepsia on the life of patients, with
little emphasis on dyspeptic symptoms (28). The Glas-
gow questionnaire was developed in Scotland, within an
organized health system, and includes questions about the
number of medical visits to the patient’s home, number
of medical consultations in the past 6 months, and use of
nonprescription and prescription medication, which are
likely to have a much smaller discriminant effect in other
populations. Another problem is that responsiveness was
determined in a study evaluating patients with peptic ul-
cer, and therefore, to our knowledge, the validation of the
Glasgow score for functional dyspeptic patients has not
been fully demonstrated (23).

When the PADYQ was created, the Rome II Consensus
statement had not been released, so the questionnaire was
based on Rome I criteria. In fact, the Rome II Consensus
introduced few changes concerning the diagnostic criteria
and range of symptoms considered to be associated with
nonulcer dyspepsia. One notable exception is vomiting,
present as one of the main dyspeptic symptoms in Rome
I but not in Rome II. However, we found a strong correla-
tion between vomiting and nausea in functional dyspep-
tic patients, corroborating the idea that vomiting should
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be considered a dyspeptic symptom. Additionally, facto-
rial analysis findings could help in the understanding and
further study of the different pathophysiologic mecha-
nisms involved in nonulcer dyspepsia.

Taking into consideration the multiple causes of nonul-
cer dyspepsia, as well as the several aspects that influence
quality of life, it was expected that dyspeptic symptoms
would not be closely related to quality of life. However,
the negative and statistically significant correlation be-
tween the PADYQ and the WHOQOL-BREF supports the
notion that the questionnaire is an adequate instrument,
since there have been several publications that report an
interrelation (although partial) between nonulcer dyspep-
sia and quality of life. Another interesting finding, which
should be further investigated, is that the domain that most
affects quality of life in nonulcer dyspepsia patients is that
of Bloating/Satiety.

CONCLUSIONS

The Porto Alegre Dyspeptic Symptoms Questionnaire
(PADYQ) has adequate clinimetric features for use in sci-
entific investigation. This questionnaire was shown to have
adequate internal consistency and reproducibility when
assessed by both the same and different investigators. It
was also shown to be sensitive to changes following drug
therapy and capable of measuring the correct construct.
Therefore, it is an important research tool for the investiga-
tion of nonulcer dyspepsia. In addition, since it was based
on internationally accepted terminology and on informa-
tion that is not dependent on sociocultural background, we
believe that the PADYQ is easy to translate and that it will
maintain its clinimetric properties in other languages.

APPENDIX: PORTO ALEGRE DYSPEPTIC

SYMPTOMS QUESTIONNAIRE

Concerning the past 30 days:

PAIN

How do you describe the intensity of upper abdominal pain on
most of the days during this period? (�)

0. Absent
1. Very mild
2. Mild
3. Moderate
4. Severe
5. Very severe

What has been the duration of pain on most of the days during
this period? (�)

0. Does not apply
1. A few minutes (less than 30 minutes)
2. Less than 2 hours
3. More than 2 hours

How often did you feel upper abdominal pain in the past 30
days? (�)

0. Does not apply
1. Seldom
2. 1 to 2 days per week
3. Almost daily
4. Daily

Total Score for Upper Abdominal Pain: —— (maximum 12
points)

NAUSEA

How intense was your nausea on most days during this
period?(�)

0. Absent
1. Very mild
2. Mild
3. moderate
4. Severe
5. Very severe

What has the duration of most nausea episodes been? (�)
0. Does not apply
1. A few minutes (less than 30 minutes)
2. Less than 2 hours
3. More than 2 hours

How often did you feel nausea in the past 30 days?(�)
0. Does not apply
1. Seldom
2. 1 to 2 days per week
3. Almost daily
4. Daily

VOMITING

How often did you vomit in the past 30 days?(�)
0. Does not apply
1. Seldom
2. 1 to 2 days per week
3. Almost daily
4. Daily

Total Score for Nausea/Vomiting: —— (maximum 16 points)

UPPER ABDOMINAL BLOATING

How intense has your feeling of upper abdominal bloating (dis-
tension sensation/fullness) been in the past 30 days? (�)

0. Absent
1. Very mild
2. Mild
3. Moderate
4. Severe
5. Very severe

How long have these episodes lasted during this period?(�)
0. Does not apply
1. A few minutes (less than 30 minutes)
2. Less than 2 hours
3. More than 2 hours

How often have you experienced upper abdominal bloating/
fullness in the past 30 days?(�)

0. Does not apply
1. Seldom
2. 1 to 2 days per week
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3. Almost daily
4. Daily

EARLY SATIETY

In the past 30 days, how often have you felt that your stomach
is full right after you start eating?(�)

0. Does not apply
1. Seldom
2. 1 to 2 days per week
3. Almost daily
4. Daily

Total Score for Upper Abdominal Bloating/Early Satiety: ——
(maximum 16 points)

TOTAL SCORE FOR DYSPEPTIC SYMPTOMS: —— (maxi-
mum 44 points)
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