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Abstract

Objective: The aim of this study was to examine whether cognitive factors, such as attributions, expectations, and
anger management style, contribute to the decision to seek medical care for fibromyalgia syndrome (FMS).

Method: We recruited 3 groups of subjects; patients from a FMS tertiary care setting, community residents with
FMS who had not sought medical care for their FMS symptoms (nonpatients), and healthy controls. In all, 38
FMS nonpatients were compared to 37 FMS patients and 41 healthy controls on measures of anxiety, depression,
anger, locus of control (LOC), attributions, pain intensity, and disability, as well as demographic characteristics.

Results: The prevalence of FMS non-patients was 2%. There was a significant difference between the 3 groups
on the measures of anxiety, depression, LOC, and somatic and normalizing subscale scores of the symptom
interpretation questionnaire (51Q). FMS nonpatients, relative to FMS patients and healthy controls, were
characterized by a significantly higher measure of both LOC and normalizing subscale score on the SIQ. There
were no differences between the 2 FMS groups in demographical percentage and other psychometric measures.
A hierarchical logistic regression model showed that the number of tender points, normalizing attribution style,
and depression were independent predictors of help-seeking behavior.

Conclusion: The rate of psychiatric and medical history is not related to the FMS syndrome. Expectations and a
normalizing attribution style may contribute to help-seeking behavior for FMS.

Key Words: FMS, nonpatients, prevalence, locus of control, symptom interpretation questionnaire, help-seek
behavior

INTRODUCTION are the most important factors that may influence the

behavior of pati ith FMS.
FMS (fibromyalgia syndrome) is a medically un- chavior of patients wit

explained condition characterized by symptoms of Some researchers suggest that psychiatric disorders

widespread musculoskeletal pain, tenderness at mul- also have a role in the development of FMS. Studies
reported a high prevalence of psychiatric disorders

in patients with FMS and showed that psychiatric
disorders existed before the initiation of FMS in the
majority of cases (Hudson et al., 1985). It was also

tiple anatomic sites, unrefreshing sleep, and fatigue.
Although the etiology of FMS is still unknown, it is
related to several biologic abnormalities, such as dys-
regulation of sleep, neuroendocrine function disorder, i _ ’
and changes in regional cerebral blood flow (Richards PP osed that FMS is a part of the affective disorders

and Cleare, 2000; Mountz et al., 1995). spectrum (Hudson et al., 1992). In order to support

these findings, Aaron et al. (1996) investigated wheth-

Research shows that the severity of FMS is not re-  ¢r the relationship between FMS, and psychiatric dis-
lated to the degree of tissue damage, but to psycho-  orders and psychological distress exists in individuals
logical factors, such as anxiety and depression (Bradley — with FMS who do not seek help for their complaints.
and McKenree-Smith, 2002; Macbeth and Silman,  Aaron et al. (1996) investigated 3 groups in terms of
2001). Psychiatric disorders and psychological distress  lifetime frequency of psychiatric disorders and current
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psychological distress using a standardized interview
questionnaire; FMS patients treated in a tertiary care
setting, individuals who fulfilled the diagnostic criteria
for FMS, but did not seek help for their pain in last
past 10 years, and healthy individuals. They concluded
that higher levels of lifetime prevalence of psychiatric di-
agnoses and psychological distress were specific to the
EMS group who sought treatment and that there were
no differences between the healthy controls and the
FMS group that did not seek treatment, in terms of the
number of psychiatric diagnoses. Psychological distress
was also found to be significantly higher in the FMS
group that did not seek treatment in comparison to the
control group. They also suggest that FMS is not related
to psychiatric diagnoses and that a higher number of
lifetime psychiatric diagnoses contribute to help-seeking
behavior.

Cognitive schemas may have an effect on the experi-
ence of illness and illness behavior. Psychology and an-
thropology explain how cognitive schemas and cultural
belief patterns might cause distress and illness (Kirmayer
et al., 1994). It was shown that cognitive factors, such
as personal expectations and beliefs, play a role in ad-
justment to chronic illness by way of emotional regula-
tion and behavioral reactions (Crisson and Keefe, 1988).
The concept of locus of control (LOC) was developed
for investigating patient expectations regarding control
of the factors that caused their illness. Individuals who
find themselves responsible for the situation and believe
that they can change fate are categorized as internals. On
the other hand, individuals who believe that they have
no power to change the situation due to the effects of
uncontrollable factors, such as chance, luck, and fate, are
called externals.

The way symptoms are perceived affects health care-
seeking behavior, communication with doctors, adjust-
ment to treatment, and therefore, the course of the ill-
ness. According to the attribution theory developed by
Robbins and Kirmayer (1991), when bodily symptoms
are evaluated as due to external and environmental fac-
tors they are normalized for the individual. When this
normalization does not take place, individuals evaluate
their sensations as abnormal and might develop patho-
logical somatic or psychological explanations about their
illnesses.

These findings demonstrate the importance of inves-
tigating the health care-seeking behavior in patients with
FMS. Comparisons made with healthy individuals and
individuals with fibromyalgia will lead to a better under-

standing of the psychiatric aspects of this chronic illness.
The aim of this study was to evaluate cognitive factors,
such as LOC and symptom attribution in patients with
FMS, and to investigate the effects of these cognitive fac-
tors in health care-seeking behavior, and thus, develop a
better understanding of the etiopathology of FMS.

METHODS

Sample

This study compared 3 groups of subjects; 37 FMS
patients who were treated as outpatients between June
and December 2003 at Karadeniz Technical Univer-
sity Medical Faculty (KTU-MF) Physical Medicine and
Rehabilitation (PMR) Clinic, 38 community residents
who reported pain problems and were diagnosed with
FMS, but had not sought medical care for their FMS
symptoms (FMS nonpatients), and 34 healthy controls
composed of women without any physical or psychiatric
disorders (healthy controls). Participants were assessed
in the psychiatry department using a sociodemographic
questionnaire and psychometric rating scales. After pro-
viding the necessary information about the tests, sub-
jects were assisted in answering the questionnaires by
one of the researchers (HG). For illiterate subjects, one
of the researchers (MYG) read the questions and filled in
the questionnaire according to the answers of the sub-
ject. The evaluation was conducted with the Structured
Clinical Interview for DSM-III-R (SCID-I). Patients
who were diagnosed with mental retardation, dementia,
cognitive disorder, psychotic disorder, or with a physical
disorder that might affect general health were excluded
from the study. The KTU-MF Ethics Committee ap-
proved the study. All participants were informed about
the study and written informed consent was given by all
participants.

The participants in the FMS nonpatient group were
chosen among women in the Trabzon FMS prevalence
study (Topbas et al., 2005) who did not seek treatment
for their pain complaints for at least 10 years. The target
of the study was to reach 2000 women; however, only
1930 patients were reached (96.5%). Patients who had
experienced pain for at least 3 months were considered
to be candidates for the assessment and 296 patients
who fulfilled this criterion were invited to the assess-
ment. In all, 70 of the 285 individuals that responded
to the invitation were diagnosed with FMS according
to the diagnostic criteria of the American Rheumarol-
ogy Association (ARA). ARA diagnostic criteria includes
generalized pain for at least 3 months (pain is considered



Table I. Socio-Demographic Characteristics of the FMS Groups.

FMS nonpatients

FMS patients

Number % Number % x? P
Marital status 2.511 NS
Married 30 78.9 34 91.9
Other 8 21.1 3 8.9
Economical status 1.088 NS
Poor 9 23.7 6 16.2
Fair 26 68.4 28 75.7
Good 3 7.9 3 8.1
Medical History 1.157 NS
No 20 52.6 24 64.9
Yes 18 47.4 13 35.1
Psychiatric History 0.173 NS
No 25 65.8 26 70.3
Yes 13 34.2 11 29.7
Family History 0.653 NS
No 29 76.3 31 83.8
Yes 9 23.7 6 16.2
FMS: Fibromyalgia Syndrome, NS: Not significant.
widespread when it is in both sides of the body and above Instruments

and below the waist), axial skeletal pain must be present,
and pain in 11 of 18 (9 bilateral) tender point sites on dig-
ital palpation. In total, 40 individuals who had not sought
treatment for pain for the last 10 years were invited to par-
ticipate in the study. Two of them declined to participate
and the study was conducted with 38 women diagnosed
with EMS.

The patients in the FMS patient group were chosen
among the outpatients who presented to the KTU-MF
PMR Clinic for pain complaints. Thirty-one of the 41
consecutively presented patients were included in the
study, though 4 were excluded as they failed to complete
the tests.

Women without pain complaints from the Trabzon
FMS prevalence study who were free of any psychiatric
and physiological problems comprised the control group
(healthy controls). After face-to-face interviews, and physi-
cal and mental examinations, women who were free of any
kind of pathology were included in the control group.

Visual Analogue Scale (VAS)

VAS was developed by Price et al. (1983) in order
to measure the severity of pain. In this scale, which uses
a horizontal line 10 cm in length, patients are expected
to mark the point that they feel represents the severity of
their pain. The VAS score is determined by measuring the
distance from the point that the patient marks to the end
of the line.

The Fibromyalgia Impact Questionnaire (FIQ)

FIQ, developed by Burckhardt et al. (1991), is a relia-
ble and valid instrument that measures the conditions and
loss of functioning in fibromyalgia patients. The reliability
and validity study of the Turkish version was conducted
by Sarmer et al. (2000). FIQ involves 10 self-rating ques-
tions. The first item of the questionnaire involves 10 ques-
tions that are rated on a 3-point Likert-type scale. The sec-
ond and third items determine the degree of impairment
caused by the illness. The remaining 7 items involve visual
analogue scales (VAS). The highest score on FIQ is 100.



Table Il. Psychological Variables of the Study Groups.

FMS nonpatients FMS patients Healthy controls

Mean + SD Mean + SD Mean + SD t/F*/z2 P
Duration of the illness? 6.3+6.5 5.6+5.7 —0.62 NS
Number of tender point sites 12.1+1.2 12.7+1.7 -1.98 NS
VAS 58+19 6.0£2.0 -0.49 NS
FIQ 55+1.2 55+14 -0.04 NS
State Anger* 252+79 26.0+8.2 22.8+6.7 1.94 NS
Anger In* 18.6 +5.4 17.6+5.4 16.4+4.1 2.08 NS
Anger Out* 16.1+5.3 16.9+6.0 16.3+4.8 0.24 NS
Anger Control* 21.2+5.9 20.4+6.9 20.3+5.3 0.26 NS
Loc* 12.8+3.2 10.5+3.7 11.7+£3.0 437 0.02
SlQ-psychologizing* 15.3+7.8 143+7.0 17.6+8.5 1.82 NS
SIQ-somatization* 14.1+8.7 10.7+£5.2 6.1+5.2 14.48 <0.01
SIQ-normalization* 144 +5.0 9.0+4.5 11.6+4.6 12.20 <0.01
BAI? 32.5+11.5 27.4+15.2 16.1+7.6 34.52 <0.01
BDI* 21.6+10.2 18.6 £10.8 10.0+4.4 18.60 <0.01

FMS: Fibromyalgia Syndrome, VAS: Visual Analogue Scale ,

FIQ=: The Fibromyalgia Impact Questionnaire, LOC= Locus of Control,

SIQ= Symptom Interpretation Questionnaire, BAl: Beck Anxiety Inventory,

BDI: Beck Depression Inventory,

NS: Not significant,

SD=: Standard Deviation.

* ANOVA, LO; FMS non-patient > FMS, FMS non-patient = control, FMS = control (Post Hoc LSD),
SIQ-somatization; FMS non-patient = FMS > control (Post Hoc LSD),
SIQ-normalization; FMS non-patient > control > FMS (Post Hoc LSD),

BDI; FMS non-patient = FMS > control (Post Hoc LSD),

2 Kruskal-Wallis, BAI; FMS non-patient = FMS > control (Post Hoc Mann-Whitney U),
2 Mann-Whitney U.

Rotter’s of Internal-External Locus of Control Scale
(LOC)

The STAXI also contains 4 sub-scales designed to assess 4
different dimensions of the expression of anger: (a) Anger-
In (8 items), (b) Anger-Out (8 items), (c) Anger-Control (8
items), and d) State anger (10 items). It is rated on a four-
point scale (not at all, a little, sometimes, and always).

The scale was originally developed by Rotter in 1966)
and the Turkish reliability and validity study was conducted
by Dag (1991). It measures the general expectation or be-
lief about e.xternal (ch.ance or fat.e) or 1n.ternal source.s of Symptom Interpretation Questionnaire (SIQ)
control. It is a self-rating scale with 29 items. Each item

involves 2 choices indicated by letters “a” and “b”. While “a” SIQ was developed by Robbins and Kirmayer (1991)

is scored as 1 in some of the items (12 items), in other items
“D” is scored as 1. Higher scores indicate increased belief in
external control.

State-Trait Anger Expression Inventory (STAXI)

STAXI was developed by Spielberger (1983) and the
Turkish reliability and validity study was conducted by
Ozer (1994). STAXI is a self-rating scale with 34 items,
which measures the experience and expression of anger.

and the Turkish reliability and validity study was conducted
by Giileg and Sayar (2005). This self-report questionnaire
surveys attributions of 13 common somatic symptoms
whose etiologies are ambiguous in nature. For each somatic
symptom, respondents rate on a four-point scale. SIQ aims
to detect the attributional style of an individual. Accord-
ing to attribution theory, individuals attribute generalized
physical symptoms to emotional distress (psychological),
physical illness (somatic), or external and environmental
events (normalizing).



Table Ill. Relationships Between LOC and SIQ-Normalization with Other Variables in FMS Groups.

FMS nonpatients

FMS patients

Loc SIQ- normalization LOC SIQ- normalization
r p r p r p r p

Age 0.01 NS 0.32 NS -0.30 NS -0.01 NS
Year of education*® 0.01 NS -0.32 0.05 0.06 NS 0.02 NS
Duration of the illness -0.04 NS 0.38 0.02 0.04 NS -0.03 NS
Number of tender point sites 0.16 NS -0.05 NS 0.03 NS 0.07 NS
VAS -0.06 NS 0.30 NS 0.35 0.03 -0.15 NS
FlQ -0.07 NS 0.33 0.04 0.18 NS -0.03 NS
State Anger -0.22 NS 0.28 NS 0.30 NS -0.27 NS
Anger-Control 0.04 NS -0.01 NS -0.12 NS 0.12 NS
SIQ-psychologizing -0.21 NS 0.20 NS 0.25 NS 0.29 NS
SlQ-somatization 0.06 NS 0.42 0.01 0.05 NS 0.29 NS
BDI -0.37 0.02 0.23 NS 0.19 NS 0.06 NS
BAI* -0.12 NS 0.08 NS 0.25 NS -0.03 NS
LoC NS -0.19 NS NS -0.08 NS
SIQ-normalization -0.19 NS NS —-0.08 NS NS

FMS: Fibromyalgia Syndrome, VAS: Visual Analogue Scale ,

FIQ: The Fibromyalgia Impact Questionnaire, LOC: Locus of Control,

SIQ: Symptom Interpretation Questionnaire, BAI: Beck Anxiety Inventory,
BDI: Beck Depression Inventory,

NS: Not significant,

* Spearman’s correlation.

Beck Depression Inventory (BDI)

BDI was developed by Beck et al. (1961) and the
Turkish reliability and validity study was conducted by
Hisli (1988). The BDI is a 21-item self-report inventory
measuring characteristic atticudes and somatic, emotional,
cognitive, and motivational symptoms of depression. The
highest score on the BDI is 63 and higher scores indicate
greater severity of depression.

Beck Anxiety Inventory (BAI)

BAI was developed by Beck et al. (1988) and the Turk-
ish reliability and validity study was conducted by Ulusoy
et al. (1998). It measures the frequency of anxiety symp-
toms. It is a 21-item self-rating Likert-type scale. Higher
scores indicate greater severity of anxiety.

Statistical Analyses

The adequacy of the findings to normal distribution
was examined with the Kolmogorov-Smirnov test in all

groups. ANOVA was used in the analysis of data with nor-
mal distribution and post-hoc analyses were conducted
with the LSD test. The Kruskal-Wallis test was used in
the analyses of data that did not display a normal distribu-
tion and the Mann-Whitney U test was used for the post-
hoc analyses. Correlation analyses were conducted with
Pearson and Spearman methods. In the analyses of cen-
sus data, the chi-square test was used (when the expected
value was < 5, Fishers exact chi-square test was used). Lo-
gistic regression analysis was conducted in order to predict
healthcare-seeking behavior. The level of significance was
accepted as P < 0.05.

RESULTS

The sociodemographic findings are presented in Ta-
ble I. The age range in the FMS patient group (n= 37)
was 24-65 years (mean: 43.1 + 10.4 years). In the FMS
nonpatient group (n = 38) the age range was 23-66 years
(mean: 44.0 + 10.8 years). Age of the control group



Table IV. Prediction of Health Care Seeking Behavior in FMS Groups.

Factors OR 95% Cl P
Number of tender point sites 1.95 1.08-3.53 0.03
FIQ 1.43 0.81-2.54 NS
SIQ-psychologizing 1.08 0.95-1.21 NS
SlQ-somatization 1.00 0.89-1.12 NS
SlQ-normalization 0.67 0.54-0.82 <0.01
BDI 0.89 0.81-0.98 <0.01
LOC 0.65 0.50-0.85 NS
FIQ: The Fibromyalgia Impact Questionnaire, LOC: Locus of Control.

SIQ: Symptom Interpretation Questionnaire, BDI: Beck Depression Inventory.
ranged from 23-62 years (mean: 44.0 + 10.4 years). DISCUSSION

There were no statistical differences in terms of duration
of education, marital status, economic status, duration
of the illness, and number of painful sites between the
2 FMS groups.

Differences in the psychometric variables are pre-
sented in Table II. There were no statistical differences
in the scores of the STAXI among the 3 groups. When
the LOC test is considered, the difference between the
FMS groups and the healthy control was not significant;
however, the FMS nonpatient group was found to be
more externalizing than the FMS patient group, and
this difference was statistically significant (F = 4.370, P=
0.015). There was no difference among the groups in the
results of SIQ. Subjects in the FMS groups scored higher
than the healthy controls on the somatization sub-scale.
On the normalization sub-scale, the differences between
all groups were significant. A normalizing attributional
style was quite prevalent among the FMS non-patient
group.

Correlations among the FMS groups are presented
in Table III. In the FMS nonpatient group, the relation-
ships between LOC and depression, and normalization
actribution and the duration of education were negative,
whereas the relationship between the duration of illness,
disability, and a somatization attributional style was
positive. In the FMS patient group, there was a positive
relationship between LOC and severity of pain.

According to the results of the logistic regression
analysis, the number of tender point sites, depression,
and a normalizing attributional style increased health
care-seeking behavior (1.95, 0.89, and 0.67 times, re-
spectively)

This study was conducted in order to evaluate the
effects of certain cognitive factors on the presentation
and the course of FMS. Cognitive factors, such as at-
tribution of the symptoms and anger management style,
and psychometric and sociodemographic factors, such as
the duration of the illness, severity of the pain, past psy-
chiatric history, disability, depression, and anxiety were
compared among 2 FMS groups and healthy controls. In
contrast to the findings of Aaron et al. (1996), we found
high levels of psychological distress in both FMS groups.
Additionally, we found that the FMS non-patient group
was more externalizing and used more normalizing in-
terpretations in comparison to the other 2 groups.

The mean age in all 3 groups was similar. Although
the duration of the illness was significantly longer in the
FMS non-patient group compared to the FMS patient
group, this difference was not significant. Level of edu-
cation, marital status, family structure, and there were
no significant differences in terms of yearly income. We
concluded that the design of the study contributed to
this similarity among the groups. We believe that using
a control group derived from a previous FMS prevalence
study (Topbas et al., 2005) increased the similarity of the
control group with the patient groups and increased the
validity of this study according to certain factors, such as
the development of additional expectations like possible
secondary gains in the control group.

There were no differences among the 2 FMS groups
in terms of past or current psychiatric illnesses, physical
illnesses, history of family psychiatric illness, and number
of tender point sites. These findings were not compat-
ible with Aaron et al.’s (1996) study. When we examined
the sociodemographic and clinical characteristics of the



groups we found that our subjects were less educated,
had fewer tender point sites, and experienced more se-
vere pain than the subjects in Aaron et al.’s (1996) study;
however, our questioning the existence of a psychiatric
disorder instead of the number of psychiatric disorders
limits making comparisons with their study.

In addition, there were no statistical differences be-
tween our 2 FMS groups in terms of depression, anxi-
ety, and pain severity scores. These findings are also not
compatible with Aaron et al.’s (1996) findings. Higher
levels of depression and anxiety found in the FMS pa-
tient group in their study were evaluated as contribut-
ing to help-secking behavior and not as a unique feature
of FMS, as suggested by Hudson et al. (1985). Failure
to support this finding in our study, which used similar
groups, can be explained by cultural variations. In this
regard, our study supports the importance of cross-cul-
tural differences. Including the FMS nonpatient group
as Aaron et al. (1996) did, had an important effect on
gaining a deeper understanding of the etiology of FMS.
Our study added a different cultural perspective to this
understanding.

We found that the subjects in the FMS nonpatient
group were more externalizing and engaged in more
normalizing interpretations in comparison to the other
2 groups. Less use of normalization in treatment-seek-
ing individuals is a finding that was previously report-
ed in the literature (Sensky et al., 1996; Duddu et al.,
2003); however, our findings regarding higher use of
normalization in the FMS nonpatient group is a first
in the literature. As less use of normalization of the ill-
ness symptoms contributed to the treatment-seeking
behavior, using normalization in order to seek treat-
ment seems to be the behavioral pattern in the FMS
non-patient group. We conclude that these findings re-
garding differences in the use of normalization attribu-
tion might contribute to the understanding of the etiol-
ogy of FMS. In both conditions, FMS patients differ
in terms of normalization in comparison to the control
group. Normalization can be an important cognitive
factor to take into consideration in the assessment and
treatment of FMS.

When the difference between the LOC mean among
the groups is considered, we found that externalization,
which reflects the belief that the situation cannot be
changed due to uncontrolled factors, was significantly
more prevalent in the FMS nonpatient group than the
FMS patient group. Subjects in both our FMS groups
had more affective distress compared to other reports

in the literature (Kirmayer and Robbins 1988; Alfici et
al., 1989; Giileg et al., 2004; Evren et al., 2005) and
used somatization (Giileg¢ and Sayar 2005) more than
the control group. Our findings support the psychoso-
matic nature of FMS. We did not observe higher levels
of psychological attributions nor different anger man-
agement styles than what are expected in psychosomatic
patients.

According to our literature survey, there are no stud-
ies on the effects of cognitive factors, such as anger man-
agement style, and control and symptom interpretation
style, on health care-seeking behavior in medically un-
explained symptoms like FMS. There is only one study
on the effects of other cognitive factors on health care-
seeking behavior in FMS. Kersh et al. (2001) examined
the effects of psychosocial variables in FMS patients,
such as pain, mood, distress, coping abilities, and ex-
pectation style, on health care-secking behavior. They
reported that in addition to an inability to cope with
the pain, fatigue, distress, and daily activities, higher
levels of pain, affective distress, and daily problems also
predicted health care-secking behavior.

The normalizing interpretation style in our FMS
nonpatient group had a negative correlation with the
duration of education and a positive correlation with
the duration of the illness, disability, and somatiza-
tion. Longer duration of education might have caused
a deeper understanding of the pathological processes in
explaining the experienced pain, and thus, to help-seek-
ing behavior. Although prolonged illness can be a result
of insufficient illness coping mechanisms, the finding of
a positive correlation between disability and a tendency
to normalize needs additional evidence. Another find-
ing of this study was the negative relationship between
depression and LOC in the FMS nonpatient group. On
the other hand, a linear relationship between severity
of pain and LOC in the FMS patient group was found.
Use of normalizing explanations, the number of tender
point sites, and depression significantly predicted health
care-seeking behavior. These findings are not compatible
with Kersh et al.’s (2001) findings. Although the predi-
cative value of depression was also found in their study,
the number of tender point sites was not predicative of
health care-seeking behavior (Kersh et al., 2001).

In conclusion, FMS nonpatients used more normal-
izing attributions than both FMS patients and healthy
controls. Cognitive factors, such as externalization and
normalizing, influence health care-seeking behavior in
FMS patients.



REFERENCES

Aaron LA, Bradley LA, Alarcon GS et al. (1996) Psychiatric diagnosis
in patients with fibromyalgia is related to health care-secking behavior
rather than to illness. Arthritis Rheum, 39:436-445.

Alfici S, Sigal M, Landau M (1989) Primary Fibromyalgia Syndrome
-A Variant of Depressive Disorder? Psychoter Psychosom, 51:156-161.

Beck AT, Epstein N, Brown G etal. (1988) An inventory for measuring
clinical anxiety: Psychometric properties. ] Consult Clin Psychol, 56:893-
897.

Bradley LA, McKendree-Smith NL (2002) Central nervous system
mechanisms of pain in fibromyalgia and other musculoskeletal disorders:
behavioral and psychologic treatment approaches. Curr Opin Rheumatol,
14(1):45-51.

Burckhardt CS, Clark SR, Bennett RM (1991) The Fibromyalgia
Impact Questionnaire: development and validation. ] Rheumatol, 18:728-
733.

Crisson JE, Keefe FJ (1988) The relationship of locus of control to
pain coping strategies and psychological distress in chronic pain patients.
Pain, 35:147-154.

Dag 1 (1991) Rotter’in I¢-Dis Kontrol Odagi Olgegi (RIDKOO) nin
universite 6grencileri icin giivenirligi ve gecerligi. Psychology Journal,
7(26):10-16.

Duddu V, Chaturvedi SK, Isaac MD (2003) Amplification and
attribution styles in somatoform depressive disorders: a study from
Banglore, India. Psychopathology, 36: 98-103.

Evren B, Evren C, Yapict A et al., (2005) Fibromyalji hastalarinda agt:
siddeti ile psikiyatrik belirtiler arasindaki iliski. Anadolu Psychiatry Journal,
6(2):69-74

Gileg H, Sayar K, Topbas M et al., (2004) Fibromyalji Sendromu olan
kadinlarda aleksitimi ve 6fke. Turkish Journal of Psychiatry, 15(3):191-
198.

Giile¢ H, Sayar K (2005) Semptom Yorumlama Anketinin gegerlik ve
gtivenirligi. Clinical Journal of Psychiatry, 8(1):31-36.

Hisli N (1988) Beck Depresyon Envanteri’nin bir Tirk 6rnekleminde
gecerlilik ve glivenilirligi. Psychology Journal, 6:118-122.

Hudson JI, Hudson MS, Pliner L et al. (1985) Fibromyalgia and major
depressive disorder: a controlled phenomenology and family history study.
Am ] Psychiatry, 142:441-446.

Hudson JI, Goldenberg DL, Pope HG et al. (1992) Comorbidity of
fibromyalgia with medical and psychiatric disorders. Am | Med, 92:363-
367.

Kersh BC, Bradley LA, Alarcon GS et al. (2001) Psychosocial and

health status Variables independently predict health care secking in
fibromyalgia. Arthritis Rheum, 45:362-371.

Kirmayer L], Robbins JM (1988) Somatization and Depression in
Fibromyalgia Syndrome. Am J Psychiatry, 145:950-953.

Kirmayer L], Young A, Robbins JM (1994) Symptom attribution in
cultural perspective. Can | Psychiatry, 39:584-595.

Macbeth J, Silman AJ (2001) The role of the psychiatric disorders in
fibromyalgia. Curr Rheumatol Rep, 3:157-164.

Mountz JM, Bradley LA, Modell JG et al., (1995) Fibromyalgia in
women: abnormalities in regional cerebral blood flow in the thalamus
and the caudate nucleus are associated with low pain thresholds levels.
Arthritis Rheum, 38:926-938.

Ozer AK (1994) Siirekli Ofke ve Ofke Ifade Tarz1 Olcekleri On
Calismast. Turkish Psychology Journal, 9:31:26-35.

Price DD, McGrath PA, Rafii A et al. (1983) The validation of visual
analogue scales as ratio scale measures for chronic and experimental pain.
Pain, 17(1):45-56.

Richards S, Cleare AJ (2000) Fibromyalgia: biological correlates. Curr
Opin Psychiatry, 13:623-628.

Robbins JM, Kirmayer L] (1991) Attributions of common somatic
symptoms. Psychol Med, 21:1029-1045.

Rotter JB (1966) Generalized expectancies for internal vs. external
control of reinforcemenet. Psychological Monographs, 80:1-28.

Sarmer S, Ergin S, Yavuzer G (2000) The validity and reliability of the
Turkish version of the Fibromyalgia Impact Questionnaire. Rheumatol
Int, 20:9-12.

Sensky T, MacL.eod AD, Rigby M (1996) Causal attributions about
common somatic sensations among frequent general practice attenders.
Psychol Med, 26:641-646.

Spielberger CD, Johnson EH, Russel FS et al. (1983) Assessment of
anger: The state trait anger scala. In: Butcher JN and Spielberger CD (Ed),
Advanced in personality assessment, Hillsdale NJ: LEA. vol. 2:159-87.

Topbas M, Cakirbay H, Giileg¢ H et al. (2005) The prevalence of
fibromyalgia in women aged 20-64 in Turkey. Scand ] Rheumatol, 34:140-
144.

Ulusoy M, Sahin NH, Erkmen H (1998) Turkish version of the
Beck Anxiety Inventory: Psychometric properties. Journal of Cognitive
Psychotherapy, 12:163-172.

Wolfe F, Ross K, Anderson J et al. (1995) The prevalence and
characteristics of fibromyalgia in the general population. Arthritis Rheum,
38:19-28.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


