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Abstract

Introduction: The Measure Yourself Medical Outcome Profi le (MYMOP 2) is being used as a generic tool to 
document its effectiveness, together with the evaluation of health systems and their interventions. Objective: To 
assess the cultural adaptation and reproducibility of the Measure Yourself Medical Outcome Profi le (MYMOP2) 
questionnaire in a sample of patients undergoing cardiac surgery. Methods: The study sample consisted of 50 
patients undergoing cardiac surgery for myocardial and valve revascularization, which were recruited from the 
cardiac ICU of a private hospital in Maceió, Alagoas. The MYMOP2 questionnaire was initially translated into 
Brazilian Portuguese. Cultural and conceptual adaptation were performed, so that patients were able to understand 

*PMBL: Specialist, e-mail: ftpaulamonique@hotmail.com
RFB: MSc, e-mail: rosineteft@hotmail.com
RTFBF: Speciallist, e-mail: beca_mcz@hotmail.com
GSP: MSc, e-mail: giselle.spaiva@yahoo.com.br
FTB: PhD, e-mail: fabianotimbo@yahoo.com.br
CFSR: PhD, e-mail: celiofernando@yahoo.com.br
PNCS: MSc, e-mail: patynobre@yahoo.com.br



Fisioter Mov. 2016 Apr/June;29(2):251-67

Lima PMB, De Brito RF, Farias RTFB, De Paiva GS, Barbosa FT, Rodrigues CFS, Da Silva PNC.
252

questions. All patients answered this instrument twice, on the same day, with two different interviewers, with 
an interval of 30 minutes between the interviews. After one day, the questionnaire was repeated on a second vi-
sit. This process was carried out with MYMOP and MYMOP2 FOLLOW UP. Reproducibility and validity were 
tested. Results: Cultural adaptations were made, so that the fi nal version was obtained. Spearman correlation 
coeffi cient for MYMOP2 was 1 and  FOLLOW UP was 0.794, p < 0.001. There were moderate correlations with 
the domains of the EQ-5D. MYMOP2 was validated and supported by a signifi cant correlation between change 
scores and MYMOP2 change scores and the ability to detect an improvement in acute conditions. Conclusion: 
MYMOP2 questionnaire is reproducible, easy to understand and quick to apply. It should be included and used in 
any Brazilian study with the objective to assess disease impact over time.

Keywords: Thoracic surgery. Quality of life. Cultural adaptation.

Resumo

Introdução: O Measure Yourself Medical Outcome Pro ile (MYMOP2) está sendo usado como um instrumento 
genérico para documentar sua e icácia, juntamente com avaliação dos sistemas de saúde e suas intervenções 
Objetivo: Avaliar a adaptação cultural e reprodutibilidade do questionário em uma amostra de pacientes 
submetidos à cirurgia cardíaca. Método: A amostra constou de 50 pacientes submetidos à cirurgia cardíaca, 
recrutados na UTI Cardíaca de um hospital particular em Maceió-AL. Todos os pacientes responderam duas 
vezes a este instrumento, no mesmo dia, com dois entrevistadores distintos, com intervalo de 30 minutos de 
uma entrevista para a outra. Depois de um dia, a aplicação do questionário foi repetida numa segunda visita. 
Este processo foi realizado com o MYMOP2 e com o MYMOP2 FOLLOW UP. Foram testadas a reprodutibilida-
de e validade dos mesmos. Resultados: Foram feitas as adaptações culturais até ser obtida a versão inal. O 
coe iciente de correlação de Spearman para o MYMOP 2 foi de 1 e o FOLLOW UP foi de 0,794, com p<0,001. 
Houve correlações moderadas com os domínios do EQ-5D. O MYMOP2 foi validado apoiado pela correlação 
signi icativa entre o escore de mudança e a mudança na pontuação MYMOP2 e a capacidade deste instrumento 
para detectar uma melhora em condições agudas. Conclusão: O questionário MYMOP2 é reprodutível, de fácil 
compreensão e rápida aplicação, devendo ser incluído e utilizado em qualquer estudo brasileiro em que se 
queira avaliar o impacto das doenças ao longo do tempo.

Palavras-chave:Cirurgia cardíaca. Qualidade de vida. Adaptação cultural.

Introduction

Coronary Artery Disease (CAD) is one of the 
leading causes of death worldwide, and it is the irst 
cause in the population aged 60 years or older. The 
incidence is increasing in developing countries (1). 
Although more successful percutaneous transluminal 
coronary angioplasty has been observed lately (2), 
the patients selected for cardiac surgery have be-
come more severe, usually with low left ventricular 
function, making the postoperative (PO) stage more 
laborious and increasing mortality (3). 

Median sternotomy is the predominant chest inci-
sion performed (4). Pulmonary complications have 
been described by several authors as the major cause 
of morbidity in the postoperative stage (3). Pain re-
mains a challenge and needs to be better studied 
(5), as it has been a frequent complaint, motivated 

by causes such as cardiopulmonary bypass (CPB), 
general anesthesia, the surgical procedure itself, and 
pleural drains. It has contributed to the installation 
of pulmonary complications, which hinder the role 
of physical therapy and early mobilization in bed, 
leading to poor quality of life (QoL) (4, 6, 7).

Quality of life is a subjective and multi-factorial 
concept, de ined by physio-pathological, psycho-emo-
tional, social, economic, cultural and even spiritual 
in luences that people receive throughout their life (8), 
with the quanti ication of the impact of the disease on 
the activities of daily living and the wellbeing of pa-
tients being in a formal and standardized manner (9).

The questionnaires on Health-Related Quality of 
Life (HRQOL) aim to transform subjective feelings 
into objective data that can lead individuals to a con-
dition of bad health (10, 11). They allow to deter-
mine the effectiveness of healthcare interventions 
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and assist in the targeting of preventive measures, as 
well as measuring the overall impact of diseases (12-
15). To this end, appropriate instruments should be 
used after undergoing a rigorous validation process 
(16, 17) and having been recognized as a signi icant 
area of scienti ic knowledge in the health ield (18). 
In this kind of study, the use of QoL measures that 
are valid, reliable and sensitive to clinical changes 
caused by the treatment is essential (11).

 There are two types of questionnaires: generic 
and speci ic (19). The Measure Yourself Medical 
Outcome Pro ile (MYMOP2) is being used as a ge-
neric instrument to document its effectiveness (20), 
along with the evaluation of health systems and their 
interventions (21). The objectives, effects and values 
of treatment are prioritized and should allow for an 
unambiguous assessment for change over time (22). 

The effects of the treatment were quanti ied us-
ing the MYMOP2 and encompassed into ive themes: 
the importance of avoiding or reducing medication, 
symptom reduction, reduced functional capacity, im-
proved physician-patient relationship, gain in control 
and improvement of skills and support with safety 
to patients (23).    

From these themes, we seek to understand what 
patients consider as the most important symptoms 
and what brings harm to their physical activity, by 
evaluating the results on which the patient consid-
ers to be the most important for themselves. With 
this purpose, Charlotte Paterson developed, in 1996, 
the MYMOP (24), and it was revised to MYMOP2 
after a second validation, in 1999. This time it in-
cluded another section related to medications (23). 
Nevertheless, there is still a shortage of question-
naires described in Portuguese and adapted for the 
Brazilian culture, where one can quantify the clinical 
data reported by the patients themselves.

Thus, the aim of this study was to adapt this in-
strument to the Brazilian culture and evaluate the 
reproducibility of MYMOP2 in patients undergoing 
cardiac surgery.

Methods

The research proposal was approved by the 
Research Ethics Committee of the State University of 
Health Sciences of Alagoas (UNCISAL), Maceió, Alagoas, 
under protocol number 930. A cross-sectional study was 
carried out at the Santa Casa de Misericórdia Hospital 

in Maceió, from June 2010 to April 2011. After being 
recruited and agreeing to participate in the research, 
the internal patients signed an Informed Consent Form.

Sample

The sample was calculated with 50 patients un-
dergoing cardiac surgery. Considering the basis for 
calculation of other reproducibility studies, which 
were carried out with 30 patients, 50 were chosen for 
convenience, considering losses and more reliability.   

Thus, the sample consisted of 58 patients, with 
eight in the cultural adaptation phase and 50 in the 
reproducibility phase. The study included patients 
undergoing cardiac surgery in the Cardiac ICU of a 
private hospital in Maceió, Alagoas, by means of a 
median sternotomy, using a CPB, mediastinal drain, 
extubated, aged between 40 and 60 years and pre-
senting good cognitive skills. 

Subjects were excluded if they presented infection 
and/or local in lammation, hemodynamic instability 
on the assessment day, patients using intra-aortic 
balloon or neurological sequelae of a central and/or 
peripheral nature and cognitive changes. Also, those 
who did not agree to sequential interviews, the visu-
ally impaired, people with other chronic disabling 
diseases, vulnerable individuals, such as Indians, 
pregnant women, and/or prison inmates did not 
participate in the study. 

Cultural adaptation of the questionnaire

The questionnaire was translated into Portuguese 
by a native with command of the English language. 
This irst version underwent cultural adaptation to-
gether with the committee of experts, who carried 
out the necessary adjustments. Then, this version 
was administered to eight patients and the response 
time, doubts and dif iculties were noted. A new ver-
sion was developed, in Portuguese, with the adjust-
ments made with the patients, and it was translated 
into English by a second translator, with command 
of the English language.

The inal English version was compared to the 
original version by the committee, to ensure that the 
original meaning had not been modi ied. This English 
version was sent to the authors of the original ques-
tionnaire, so they could assess whether this version 
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the last seven days using the same 0-6 score. It must 
be emphasized that, in the irst evaluation, when the 
patient mentions a symptom, this will never have a 
zero score, because by doing so would characterize 
the absence of this symptom.

The MYMOP pro ile is the average of the sum of 
all the recorded scores, providing an overall notion 
within the symptoms, activities and wellbeing, and 
its calculation is proportional to each response from 
the patient, since symptom 2 and the activities are 
optional. Patients can be monitored at any time by 
using a second questionnaire, that is the MYMOP2 
FOLLOW UP (Annex II).

Additional data

Besides MYMOP2 and the FOLLOW UP, data were 
also collected on the HAD (25) (Annex III), EQ-5D (26) 
(Annex IV), Mini-Mental State Examination (27) (Annex 
V) and socioeconomic classi ication (28) (Annex VI).

The HAD questionnaire evaluates the level of anxi-
ety and depression, where scores between 0-7 points 
do not characterize depression or anxiety; scores 
above these re lect increasing levels of depression 
and anxiety, with greater severity.

EQ-5D is a generic descriptive questionnaire in ive 
areas, namely: mobility, care, usual activities, anxiety 
and depression, pain and discomfort; where the higher 
the score, the worse the patient’s quality of life. It is a 
visual analog scale, where 0 is the worst state of health 
imaginable and 100 the best state of health imagin-
able, but, in this study, only the descriptive domains 
were used to resemble the generic SF-36 question-
naire, with which this questionnaire, in the original 
version, was compared. Thus, EQ-5D was chosen due 
to its responsiveness and for being generic, following 
the same line of reasoning for the validity of MYMOP2 
from the University of Bristol in the UK.

The Mini-Mental is a scale that evaluates the pa-
tient’s cognitive ability for the necessary response 
perception. The inal score is the sum of the points, 
and it is considered normal above 24. The socioeco-
nomic classi ication evaluates the condition of the 
individual’s instruction and possession, which goes 
from A1 (the best condition of the individual) to E, 
the worst condition of the individual. 
Statistical analysis

had the same properties as the original questionnaire. 
The judging committee was composed of a specialist 
with command in the subject and in the questionnaire 
survey area, with command in both languages, the au-
thor of this research and the author of the question-
naire in its original version, allowing the adaptation of 
the questionnaire without changing its essence.

Reproducibility

The inal adjusted version of the questionnaire 
was applied to 50 patients undergoing cardiac sur-
gery, in two stages, with an interval of one day, and it 
was carried out by the same observer for the analysis 
of intra-observer reproducibility. 

Description of the MYMOP2 questionnaire

MYMOP2 (Annex I) is a generic QoL question-
naire for acute or chronic diseases, assessing patients 
over time. This is a self-assessment questionnaire, 
composed and developed to assess symptoms and 
functional status, which should be completed the 
irst time alone or with some private help. Patients 

choose one or two symptoms which they are seek-
ing help for and which they consider to be the most 
important. Thus, Symptom 1 is the most important 
for the patients, mentioned in their own words. They 
should avoid the interpretation of the researcher, put 
it in their words or diagnose them. Symptom 2 is op-
tional and is part of the same problem as Symptom 1, 
without repeating it, and it should be encouraged. In 
the present study, Symptom 2 is found to be related 
to heart surgery.

 The patient also chooses one activity of daily liv-
ing, which is limited or hindered by this problem, 
which should always be something important to 
them, such as not being able to brush their hair, or 
going out to enjoy a meal. The choice of this activity 
is optional, but it should be encouraged. 

These choices are recorded using the patients’ 
words and the severity scores are recorded using 
a scale of zero to six points, where 0 would be ab-
sence of symptoms and 6 the unbearable limit of that 
symptom, or limitation of such activity, i.e., greater 
intensity of the complaint. Finally, wellbeing is scored 
on a similar scale, reporting how the patient evaluates 
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with good cognitive ability, and without anxiety and 
depression. The average response time was 4.11 min-
utes (± 1.38) and 3.6 minutes (± 1.23), for MYMOP2 
and FOLLOW UP respectively.

Because it is a simple questionnaire, there was no 
dif iculty in translating it, becoming easily understood 
when applied to patients. The following is a description 
of the symptoms mentioned by patients, with symp-
tom 1 being the most important to them. It was found 
that some people do not know what “symptom” means 
and they understood when the word complaint was 
used. They were encouraged to use their own words, 
avoiding our interpretation, using our words or diag-
nosis, which explained the complaint swelling, instead 
of edema, and fatigue, rather than dyspnea.

During the cultural adaptation, another dif iculty 
was found with respect to the score of the complaints 
mentioned by the patient. For example, the complaint 
was pain, when they were asked to attribute a score 
of 1-6, they did not understand when the term was 
used at the extremes of the evaluation score, since the 
question was asked as follows: one for “as good as it 
could be” and six for “as bad as it could be”, because 
zero monitoring means that the symptoms disap-
peared, it was observed that patients did not under-
stand much about our questions. When the score of 
1 to 6 was used, with one being for bearable and six 
unbearable, the patient quickly attributed a score, 
where zero remained for the disappearance of the 
symptom. This could never appear in MYMOP2 be-
cause, if there was a complaint, it would have to have 
a score of at least 1, which was considered mild or 
bearable, while for the FOLLOW UP, if the symptoms 
were gone the score would be zero.

From there, these terms have been adapted from 
bearable to unbearable, because they are adjec-
tives often used in our environment, making it easy 
to understand and making the application of the 
questionnaire more responsive for objective re-
sponses, and with quantification with respect to 
the intensity of their complaints. It was explained 
that in the range of 1 to 6, the higher the numerical 
ladder, the worse the complaint cited by the patient 
would be, until the limit of 6, making it unbearable. 
Thus, the following format was obtained: 0 - none; 
1 - bearable; 2 - a little; 3 - average; 4 - a lot; 5 - 
intense; 6 - unbearable.

After the cultural adaptation stage, we moved to 
reproducibility, where 50 individuals answered the 

Data were collected in a standardized form, en-
crypted to ensure con identiality of the sample. All 
data were stored in an electronic data sheet (SPSS), 
and the calculations were made with the help of the 
SPSS statistical application version 13.0.

For descriptive statistical analysis, measures for 
central tendency were carried out, such as means and 
standard deviations. The Spearman correlation coef-
icient was applied for the reproducibility of MYMOP2 

and FOLLOW UP, considering a strong correlation > 
0.7. To compare the distribution of the scores, the 
non-parametric Wilcoxon test was used, adopting 
the signi icance level of 5% (p < 0.05). Internal con-
sistency was assessed with Cronbach’s alpha, with 
> 0.7 being considered a strong reliability. For the 
correlation of symptoms, wellbeing, activities and 
MYMOP2 pro ile between day 1 and the second day, 
the simple paired correlation was used and the for 
correlation between them, the Spearman correlation 
was used. The Mann-Withney test was used for the 
correlation between MYMOP2 and the overall quality 
of life questionnaire (Euroquol). 

Results 

We evaluated 74 patients undergoing cardiac sur-
gery, with eight for the cultural adaptation, where 5 
were men (62.5%) and 3 women (37.5%), and 66 for 
the reproducibility study. Sixteen patients from the 
reproducibility stage were excluded, for the following 
reasons: nine because they had undergone surgery 
that was not bypass or valve, four for presenting he-
modynamic instability, one for having a state of men-
tal confusion, and two for not having participated in 
the FOLLOW UP. Thus, 50 patients were considered 
to evaluate reproducibility. 

Within this group for reproducibility, the majority 
had the disease for a period ranging from 1 to 5 years, 
with a mean ejection fraction (EF) of 64% (± 0.070), 
where 42 (84%) were receiving drug treatment and 
8 (16%) did not use any medication. A signi icant 
part (46%) reported that the medication had ben-
e icial effects to their problem. The types of heart 
surgery were myocardial revascularization (52%) 
and valvular (48%), with sternotomy being the type 
of incision used for all with mediastinal drain. A total 
of 26 (52%) were male, with a mean age of 54.22 (± 
6.30) years, belonging to, on average, social class C, 
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Thus, the incidence of symptom 1 was: pain (88%), 
cough (6%), fatigue (2%), swelling (2%), insomnia 
(2%). As regards symptom 2, even though optional, 
the responses were: no symptom (38%), pain (14%), 
cough (12%), malaise (6%), fatigue (12%), vomiting 
(6%), secretions (4%), high blood pressure (2%), in-
somnia (2%), swelling (4%). The assessment of physi-
cal activity was optional, but, according to guidance 
from the questionnaire administration, it should be en-
couraged. Participants chose an activity of daily living 
that symptoms 1 and 2 prevented or interfered with. 
For being in bed during the postoperative period, 60% 
reported that they could not mobilize themselves in 
bed and, 40% that symptoms 1 and 2 did not interfere 
with their mobility or prevented them from perform-
ing another activity such as those in daily life, which 
interfered in their perception of well-being. 

In the FOLLOW UP, when considering the appear-
ance of a new symptom (symptom 3), one third of 
patients cited a new complaint, and, again, repeated 
the complaint of pain in some cases.

There was excellent reproducibility for MYMOP2, 
where its correlation coef icient was 1 and for FOLLOW 
UP it was 0.794 (p < 0.001, Spearman correlation co-
ef icient). A positive correlation, moderate to strong, 
was detected in all MYMOP2 items and the MYMOP 
pro ile, as well as moderate correlation in most of the 
variables among the MYMOP2 and FOLLOW UP items 
with EQ-5D, which can be seen in tables 3 and 4 with 
the data relating to the criterion validity analysis.

questionnaire on two occasions, one with MYMOP2 on 
the irst day and another with FOLLOW UP. Comparing 
the scores between visit one and visit two, we can see 
an excellent monitoring of response by the scores in 
Table 1.

The internal consistency of MYMOP2 was as-
sessed with Cronbach’s alpha coef icient, analyzing 
symptom 1 and 2 between the irst and second day, 
where Cronbach’s alpha coef icient indicates that the 
reliability of the questionnaire is moderate (Table 2). 
There was a statistically signi icant difference between 
the distribution of the scores for symptoms 1 and 2 
between the irst and the second day (p < 0.001). 

Table 1 - Description of the mean results for MYMOP2 and 
FOLLOW UP in patients undergoing heart surgery

 MYMOP2 
Categories

MYMOP2
Values
Day 1

MYMOP2 FOLLOW UP
Values 
Day 2

Mean (SD) Mean (SD)

 Symptom 1
  n=50

3.88 (1.480)  1.76 (1.153)

Symptom 2 
 n=50

3.87 (1.408) 2.13 (1.565)

Activity 
 n=30 

4.57 (1.278)  3.03 (1.159)

Wellbeing
 n=50

3.40 (1.807) 2.16 (1.376)

MYMOP 
Profi le 

3.77 (1.098) 2.12 (0.959)

Source: Research data

Note: n = sample number; (%) = frequency; IC = Confi dence interval 95%

Table 2 - Internal consistency of the MYMOP2 items, 
analyzing symptoms 1 and 2 between the first 
and second day

MYMOP2 Items Cronbach’s Alpha of item

Symptom1_1_Day 0.379

Symptom1_2_Day 0.620

Symptom2_1_Day 0.609

Symptom2_2_Day 0.582

Table 3 - Correlation among MYMOP2 items with the main 
symptom (symptom 1) and the MYMOP profile

MYMOP2 Items Symptom1 (day1) MYMOP Profile

Symptom 1 (day 2) 0.565** 0.519**

Symptom 2 (day1) 0.430* 0.645**

Wellbeing (day 1) 0.192 0.704**

Activities (day 1) -0.133 0.572**

MYMOP Profi le   0.658** 1.000

Note:* Spearman correlation signifi cant if ≤ 0.05

       ** Spearman correlation signifi cant if ≤ 0.01
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more than half reported feeling dif iculty moving in 
bed, whether in sitting up, eating, raising their arms 
and legs or moving while bathing. The remaining pa-
tients had no physical limitations resulting from the 
surgery, because they considered the postoperative 
discomfort from bearable to natural, whether due 
to pain or simply bed rest, or they did not have any 
physical limitations.

Furthermore, in the study by Paterson (24), corre-
lation was performed with SF-36, a generic question-
naire, where, within the total sample, it was observed 
that the correlation between the MYMOP2 scales and 
the SF-36 scales were signi icant and stronger for the 
wellbeing scale and the MYMOP pro ile. For symp-
tom 1, the correlation coef icients ranged from -0.08 
to -0.24, for activity from -0.16 to -0.31, for wellbeing 
from -0.19 to -0.48, and for pro ile from -0.24 to -0.45. 
This was expected according to the inferences of the 
author, as SF-36 has questions related to the entire 
previous month. Thus, considering the greater re-
sponse time of SF-36, and these response results, 
we sought a generic questionnaire with a shorter 
response time, the EQ-5D, where the best moderate 
to strong correlations were found in relation to the 
EQ-5D, and the MYMOP2 and FOLLOW UP domains.

In a study evaluating patients with acute exac-
erbations and chronic bronchitis, using the EQ-5D, 
MOS-6ª and MYMOP, the latter was more responsive 
than questionnaires with standardized answers and 
a response rate for those with minimal changes be-
tween visits (29). The MYMOP has also been success-
fully used to evaluate patients in several other clinical 
situations, such as acupuncture (30, 31), therapeutic 
massage in an Aboriginal community (32) and in the 
chiropractic treatment of patellar tendinopathy (24). 

In another recent study using MYMOP and W-BQ12, 
it was demonstrated that MYMOP is sensitive to 

Discussion
 
Most of the QoL questionnaires were developed in 

North America and parts of Europe, which requires 
a validation process before being used in other lan-
guages. The MYMOP2 and the FOLLOW UP question-
naires were developed to be used in any patient with 
acute or chronic diseases. They are easy to read and 
apply and feature quick interpretation.  

It has been shown in this study that there was little 
need for cultural adaptations to the questionnaire, 
and it showed strong reproducibility, considering the 
MYMOP2 correlation coef icient of 1 and its FOLLOW 
UP of 0.79, with p < 0.001. Between the irst and the 
second visit, the symptoms remained the same for all 
patients, modifying only the intensity thereof, where, 
over time, these patients improved their symptoms. 
Thus, we can infer that this questionnaire is of great 
value to the possibility of its use by all areas of health, 
having the advantage of quantifying the improvement 
or worsening of the patient within a short application 
time and now being adapted to Brazilian Portuguese.

In the study by Paterson (24), the irst symptom, 
the activity, wellbeing, and the MYMOP pro ile scores 
all showed signi icantly greater improvement for 
acute conditions (symptoms present < 4 weeks) than 
chronic conditions (symptom present for > 4 weeks). 
This author found an average variation in symptom 
1, in four weeks, in patients with acute conditions of 
1.94 ( ± 2.14), and 1.23 ( ± 1.72) for chronic condi-
tions (p = 0.009, Mann-Whitney test), corroborating 
the present study, which speaks of the intra-hospital 
symptom in postoperative cardiac surgery, which are 
acute symptoms of 1 week, with improved responses 
in their FOLLOW UP. 

In this study, as regards the evaluation of physical 
activity, all patients were con ined to bed. Of these, 

Table 4 - Correlation* of symptom 1, wellbeing, activity and MYMOP profile with the EQ-5D in patients undergoing car-
diac surgery

EQ-5D domains Symptom 1 Wellbeing Activity MYMOP 2 Profile

Mobility -0.598 -0.689 -0.777 -0.487

Care -0.898 -0.754 -1.322 -0.813

Usual activities -0.330 -0.340 -0.736 -0.234

Anxiety and depression -0.196 -1.357 -0.722 -0.660

Pain and discomfort -0.884 -0.142 -0.535 -0.391

Note:*Mann-Whitney p < 0.05
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Conclusion

All patients cited symptom 1 as their main com-
plaint for pain, with pain from surgery or incision 
being those which occurred for the most part of 
them. The pain caused by the drain, in the back, the 
chest and moving around, amounted to a smaller 
part. Other complaints were fatigue, swelling, in-
somnia and coughing. Symptom 2 was cited by 
most of these patients, including those who had 
not cited pain as symptom 1 (except one patient), 
cited it as symptom 2, among other symptoms, 
such as fatigue, swelling, insomnia, coughing and 
vomiting. Therefore, a smaller number of patients 
did not have a second complaint. One patient re-
ported incisional pain as symptom 1 and repeated 
symptom 2 as back pain, which for them was to-
tally different, at this time they made a compli-
ment about the evaluation of the questionnaire by 
describing exactly what they felt at the time and in 
their own words.

This study used MYMOP2 and the FOLLOW UP, 
and successfully adapted them to the Brazilian 
Portuguese. This is a questionnaire centered on 
the patient, it is reliable, practical and responsive 
to changes, which evaluates what patients consider 
most important, with excellent reproducibility, mod-
erate reliability and validity, and it should be included 
and used in any Brazilian study where one wants to 
assess the impact of diseases over time, always taking 
as a basis the objective of healing the sick, or reducing 
the symptoms with quality of life.

The results obtained from this study allow us to 
suggest the implementation of this protocol, which 
prioritizes the most humane treatment. In this pe-
riod, in addition to careful history, the institution of 
educational moments becomes necessary, where one 
can prepare the patient for the critical postoperative 
period, either through conversation or even informa-
tion at the bedside.
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changes, and may be a useful tool for evaluating clini-
cal alterations in patients presenting chiropractic 
problems with a variety of symptoms and clinical 
conditions (33). In the Chinese version of MYMOP2, a 
negative correlation between the scores of the MYMOP 
pro ile and all the scores of SF-36 was demonstrated, 
which equals our Brazilian version which obtained a 
negative correlation between the MYMOP pro ile and 
EQ-5D, similar generic questionnaires (34).

In the FOLLOW UP, when considering the appear-
ance of a new symptom (symptom 3), one third of 
patients in the study cited a new complaint, and again 
repeated the complaint of pain in some cases. This 
may be due to the fact that the patients consider, for 
example, incisional pain to be different from back 
pain. The other symptoms were fatigue, vomiting, 
coughing and, new data showed constipation in 
two patients. The FOLLOW UP forms can be com-
pleted at any time interval, and can be sent by mail 
or completed on a subsequent visit. They must have 
chosen for the formulation, symptom 1, symptom 2 
and the activity described in MYMOP2, unchanged, 
before the score. Symptom 3 is optional and should 
be added if it is something important for the patient. 
It is noteworthy that the patients were prescribed 
medications according to their postoperative clinical 
history, and they all received standard pain medica-
tion orally, every 8 hours, and modi ied according to 
clinical assessment and the pain score for each one, 
after completion of the FOLLOW UP score.

Due to the great impact of pain on the lives of 
patients undergoing cardiac surgery, the healthcare 
professional should review and commit themselves to 
reducing the incidence of this symptom. To this end, 
the mini-sternotomy has been performed reducing 
the incidence of pain and shortening the hospital stay 
(35). In addition, new features have been used, such 
as the application of Transcutaneous Electrical Nerve 
Stimulation (TENS) in relieving postoperative pain 
of cardiac surgery, already proven in research at our 
service (36), and that should be part of routine care. 

MYMOP2 is designed to measure changes in the 
person over time, and therefore should be validated 
and reproducible. MYMOP2 was recognized for its ca-
pacity to detect different levels of variation in relation 
to the change, supported by signi icant correlation 
between change scores and the change in MYMOP 
score, and to detect acute and chronic improvements 
and their correlation with SF-36, among others.
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ANNEX I – MYMOP 2
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ANNEX II – MYMOP 2 FOLLOW UP
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ANNEX III – ANXIETY AND DEPRESSION SCALE -  HAD

ANXIETY AND DEPRESSION SCALE - HAD

This questionnaire will help your doctor know how you are feeling. Read every sentence. Mark with an X 
the answer that best matches how you have been feeling during the LAST WEEK.

There is no need to think a lot about each question. In this questionnaire, spontaneous responses are 
more valuable than those that you think a lot about.

Choose only one answer for each question.

Name:
Age:                                              Education:                  Marital Status:
Profession:                                   Occupation:
Diagnosis:        Date: ______/______/________

I feel tense or uptight:
   (   ) Most of the time
   (   ) A lot of the time
   (   ) Sometimes
   (   ) Never

I still like the same things as before:
   (   ) Yes, just like before
   (   ) Not as much as before
   (   ) Just a little
   (   ) I still cannot seem to enjoy anything

I feel a kind of fear, as if something bad were going to happen
   (   ) Yes, and in a very strong way
   (   ) Yes, but not so strong
   (   ) A little, but it does not worry me
   (   ) I do not feel anything like that

I laugh and enjoy myself when I see funny things
   (   ) The same way as before
   (   ) Currently a little less
   (   ) Currently a lot less
   (   ) I cannot any more

I have got a head full of worries
   (   ) Most of the time
   (   ) A lot of the time
   (   ) Sometimes
   (   ) Rarely
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I feel uneasy, like I could not stay still anywhere
   (   ) Yes, so much
   (   ) Quite a lot
   (   ) A little
   (   ) I do not feel like that

I fell excited about the good things to come
   (   ) The same way as before
   (   ) A little less than before
   (   ) A lot less than before
   (   ) Almost never

All of a sudden, I have a feeling of panic
   (   ) Almost all of the time
   (   ) Several times
   (   ) Sometimes
   (   ) I have not felt that

I can feel pleasure when I watch a good TV 
show, listen to the radio, or when I read something
   (   ) Almost always
   (   ) Several times
   (   ) Seldom
   (   ) Almost never

I feel happy
   (   ) Never
   (   ) Seldom
   (   ) Often
   (   ) Most of the time

I am able to sit at ease and feel relaxed
   (   ) Yes, almost always
   (   ) Often
   (   ) Seldom
   (   ) Never

I am slow at thinking about and doing things
   (   ) Almost always
   (   ) Often
   (   ) Sometimes
   (   ) Never

I have a bad sense of fear, like the goose bumps 
or a tightness in the stomach

   (   ) Never
   (   ) Sometimes
   (   ) Often
   (   ) Almost always

I have lost interest in my appearance
   (   ) Completely
   (   ) I am no longer taking care of myself like I should
   (   ) Perhaps not as much as before
   (   ) I take care of myself the same way as before



Fisioter Mov. 2016 Apr/June;29(2):251-67

Cultural adaptation and reproducibility of the Measure Yourself Medical Outcome Profile (mymop2)
265

ANNEX IV – ANXIETY AND DEPRESSION SCALE -  HAD

EQ-5D Quality of life measurement (from the EuroQol group)
Descriptive classi ication of EuroQol (current version)
Mobility
I have no problem walking
I have some problems walking
I have to be in bed

Personal care
I have no problem taking care of myself
I have some problems washing and dressing myself
I am unable to wash or dress myself

Usual activities (e.g., work, studies, household chores, family or leisure activities)
I have no problem performing my usual activities
I have some problems performing my usual activities
I am unable to perform my usual activities

Pain/malaise
I have no pain or malaise
I have moderate pain or malaise
I have extreme pain or malaise

Anxiety/depression
I am not anxious or depressed
I am moderately anxious or depressed
I am extremely anxious or depressed

Source: Adapted from the Portuguese version of EuroQol (EuroQol Group, 2000).
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ANNEX V - ADAPTATION OF THE FOLSTEIN MINI-MENTAL STATE EXAMINATION

Adaptation of the Folstein Mini-Mental State Examination

Adaptation of the Folstein Mini-Mental State Examination TOTAL

Date Orientation (what day is it today? Record the items omitted)
day (   ), month (   ), year (   ), day of the week (   ), morning / afternoon (   )

Place Orientation (where are you? ask the items omitted)
country (   ), state (   ), city (   ), place (   ), fl oor (   )

Registration of objects (name clearly and slowly three objects and ask the patient to repeat them)
window (   ), jacket (   ), watch (   )

Seven Series (decrease 7 from 100 successively or spell WORLD backwards) 
93 (   ), 86 (   ), 79 (   ), 72 (   ), 65 (   )  or  O (   ), D (   ), N (   ), U (   ), M (   )

Remember Objects (recall the three objects mentioned above)
window (   ), jacket (   ), watch (   )

Denomination (point at the watch and ask “What is this?”.   Repeat with a pencil)
watch (   ), pencil (   )

Repetition (repeat the phrase “Blacksmith's house, wooden skewer” or “neither here, nor there, nor there”)
correct repetition on 1st try (   )

Verbal Command (take the piece of paper, fold it in half and place it on the table)
pick up the paper (   ), fold it in half (   ), place it on the table (   )

Written Command (show a piece of paper with the sentence “Close your eyes”)
close your eyes (   )

Write (write a sentence)
Sentence with subject + verb and that makes sense (   )

Draw (copy the drawing of the intersection of 2 pentagons)
image with 10 corners and two intersecting lines (   )

TOTAL (maximum = 30)       

Interpretation:
Add a 1 point for each of the items (   ) answered correctly and register the total in the right-hand column. The fi nal score is the sum of the 

points, and it is considered normal when more than 24.   Bertolucci et al, 1994 applied the FMMS on 530 Brazilians with varying degrees of 

schooling and obtained the following cut-off points for normality: illiterate = 13; 1 to 8 years schooling = 18 and > 8 years schooling = 26
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ANNEX VI - SOCIO-ECONOMIC CLASSIFICATION

SOCIO-ECONOMIC CLASSIFICATION
(Brazilian Society of Market Research, 1997)

Possession of items Does not have Has

1 2 3 4 or more

Color TV 0 2

Radio 0 1

Bathroom 0 2

Automobile 0 2

Housemaid 0 2

Vacuum cleaner 0 1

Washing machine 0 1

Refrigerator 0 2

Video cassette or DVD 0 2

Freezer (independent and/or duplex appliance) 0 1

Level of education of the head of the 
household

Illiterate/Incomplete elementary 0

Complete elementary/Incomplete junior high 1

Complete junior high/Incomplete high school 2

Complete high school/Incomplete university 3

Complete university 5

Class A1: 30-34 points

Class A2: 05-29 points

Class B1: 21-24 points

Class B2: 17-20 points

Class C: 11-16 points

Class D: 6-10 points

Class E: 0-5 points

Number of points:________________




