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OZET
Durusoy, E. (2020). Vanderbilt Cok Boyutlu Agriyla Basa Cikma Envanteri’nin
Tiirkce’ye Uyarlanmasi, Kiiltiirel Adaptasyonu, Gegerlilik Ve Giivenilirligi.
Yeditepe Universitesi Saghk Bilimleri Enstitiisii, Fizyoterapi ve Rehabilitasyon
ABD. Yiiksek Lisans Tezi. Istanbul.

Romatoid artrit (RA), etyolojisi bilinmeyen, temelde sinoviyal eklemleri etkileyen,
fonksiyon kaybina yol acan, kronik, progresif, inflamatuvar, otoimmun hastaliktir.
Romatoid artritli hastayr medikal tedaviye yonlendiren baslica sebep agridir. Kroniklesen
agr1; hareketlerde kisitlilik, uyku problemleri, yorgunluk, stres ve depresyonla beraber
fizyolojik ve psikolojik sorunlara neden olarak bireyin yasam kalitesini olumsuz sekilde
etkilemektedir. Hastanin diisiinceleri, beklentileri, agriyla basa ¢ikma yontemleri agri
kontroliinde etkilidir. Agrili durumun tanimlanmasi ve tedavisi i¢in hastanin agriyla
bireysel bas etme yontemleri ve bu yontemlerin etkinliginin degerlendirilmesi gerekir. Bu
calisma, Vanderbilt Cok Boyutlu Agriyla Basa Cikma Envanterinin Tiirkge’ye
uyarlanmasi, kiiltiirel adaptasyonu, gecerlilik ve giivenilirliginin arastirilmasi amaciyla
planlandi. Calisma Istanbul Haydarpasa Numune Egitim ve Arastirma Hastanesi
Romatoloji Poliklinigi’nde dahil olma kriterlerini saglayan 352 goniilliyle
tamamlanmustir. Hastalarin yas ortalamasi 54,72 + 13,93 yildir. Orneklemin %70,7’si (n=
249) kadin, %29,3’i (n= 103) erkek hastadan olugsmaktadir. Caligmada kullanilan veri
toplama araclari; Demografik Veri Formu, Mcgill ve Melzak Agr1 Anketi, Short Form-
36 (SF-36) , Vanderbilt Cok Boyutlu Agriyla Basa Cikma Envanteri (VCABE), Agriyla
Basetme Envanteri (ABE), Agriyla Basa Cikma Olgegi (ABO) kullanilmistir. Olgegin
Tiirkge formunun dil gegerligi ¢eviri-geri g¢eviri yontemiyle saglanmistir. Kapsam
gecerligi i¢in uzman goriisii alinmistir. Tiirkge formunun yap1 gegerligini belirlemek i¢in
agimlayic1 ve dogrulayici faktdr analizleri uygulanmistir. Olgegin Tiirkce formunun
glivenirliginin degerlendirilmesi amaciyla; i¢ tutarlik katsayisi, test-tekrar test, paralel
form yontemleri kullanilmistir. Tiim bu analizlerden sonra VCABE 6lceginin Tiirkce
Giivenirlik ve Gegerligi saglanmistir. Bu calismaya ek olarak Orneklemi tanitici
ozelliklerin, SF-36 olgeginin, Mcgill ve Melzack Agr1 Anketi sonuglarinin tek basina ve

bu verilerin VCABE 6l¢egi alt boyutlari ile birlikte incelenmesi saglanmustir.

Anahtar Kelimeler: Romatoid artrit, Agr1, basa ¢ikma, gegerlik, glivenirlik

xiii



ABSTRACT
Durusoy, E. (2020). The Cross-Cultural Adaptation, Validity and Reliability of the
Turkish version of Vanderbilt Multidimensionel Pain Coping Inventory. Yeditepe
University, Institute of Health Sciences, Department of Physiotherapy and
Rehabilitation, Postgraduate Thesis. Istanbul.
Rheumatoid arthritis (RA) is a chronic, progressive, inflammatory, autoimmune disease
with unknown etiology, mainly affecting synovial joints and causing loss of function. The
main reason for referring RA patients to medical treatment is pain. Chronic pain causes
limitation of movement, sleep problems, fatigue, stress and depression, as well as
physiological and psychological problems and leads to negative effects on the quality of
life of the individual. The patient's thoughts, expectations, and methods of coping with
pain are effective in pain control. In order to identify and treat the painful condition,
individual pain coping methods of the patient and the effectiveness of these methods
should be evaluated. This study was designed to adapt the Vanderbilt Multidimensional
Pain Coping Inventory into Turkish and to investigate its cross-cultural adaptation,
validity and reliability. The study was completed with 352 volunteers who met the
inclusion criteria in the Rheumatology Outpatient Clinic of Istanbul Haydarpasa Numune
Training and Research Hospital. The mean age of the patients was 54.72 + 13.93 years.
70.7% (n = 249) of the sample were female and 29.3% (n = 103) were male. Data
collection tools used in the study were Demographic Data Form, Mcgill and Melzack
Pain Questionnaire, Short Form-36 (SF-36), Vanderbilt Multidimensional Pain Coping
Inventory (VMPCI), Pain Coping Inventory (PCI), and Pain Coping Questionnaire (PCQ)
were used. The language validity of the Turkish version of the inventory was provided by
using the translation-back translation method. Expert opinion was obtained for content
validity.
exploratory factor analysis and confirmatory factor analysis were applied to determine
construct validity of the Turkish version of the inventory. In order to evaluate the
reliability of the Turkish version of the inventory; internal consistency coefficient, test
retest and parallel form methods were used. After all these analyses, the reliability and
validity of the Turkish version of VMPCI were provided. In addition, the descriptive
characteristics of the sample, results of SF-36, and results of Mcgill and Melzack Pain
Questionnaire were examined alone and together with the Subscales of VMPCI.

Keywords: Rheumatoid Arthritis, pain, coping, validity, reliability

Xiv



1.INTRODUCTION AND PURPOSE

Pain is described by the International Association for the Study of Pain (IASP) as
an unpleasant sensory and emotional experience associated with current or potential
tissue damage (1). Pain is also an indefinable complex feeling that affects humanity and
has physical, sensorial, emotional, cognitive, and social mechanisms. Pain is a subjective
concept. Individuals learn the application of the word pain through experiences related to
injuries in early life (2). Chronic pain is a maladaptive syndrome that lasts for more than
3 months and has biopsychosocially a negative effect on individuals. The most common
chronic pain is the musculoskeletal pain associated with rheumatoid arthritis and
osteoarthritis and it is the main cause of disability at later ages (3). Although the cause of
rheumatoid arthritis is not exactly known, it is a chronic, progressive, inflammatory,
systemic, and autoimmune disease characterized by physical and psychological
dysfunction which basically damages the synovial joints. Pain is the major problem in
rheumatoid arthritis causing the patient to seek for medical help. Almost 70% of RA
patients consider the pain relief as the first priority compared to the recovery of other RA
symptoms (4). The unpredictability of pain in RA is a feature causing the discomfort and
patients cannot predict the end of an ongoing pain process or the onset of another pain
process (5). When compared with individuals without repeated pain or physical illness,
patients with RA have worse outcomes in a variety of health-related life quality areas
including increased psychological distress, decreased sleep quality and passive pain with
the use of coping strategies. In addition, mood disorders are seen more commonly in
individuals with RA compared to general population (6). Ways of patients with chronic
pain to cope with their diseases or to adapt to these diseases are important in
understanding the great variability in their ability to maintain the quality of life. Coping
with disease and pain has been conceptualized in several ways. Active coping (e.g.
Exercise) is usually associated with better health outcomes and is seen as an adaptive
method. Passive coping (e.g. worsening pain) is known as a maladaptive method
associated with worse health outcomes. It is important to determine how patients cope
with pain in order to provide them with a full wellbeing. Systematic examination of these
variables in multidisciplinary treatment programs is thought to make a valuable
contribution to the treatment of RA and related chronic pain. It is stated that encouraging

adaptive coping behaviors and implementing treatment works focusing on strategies of



increasing self-efficacy and reducing pain anxiety will be effective in maintaining the
wellbeing of the patient (7). In order for the pain to be effectively identified and treated,
the individual pain coping methods of the patient and the effectiveness of these methods

must be absolutely evaluated (8).

This study was designed to conduct Turkish adaptation, cross-cultural adaptation,
validity and reliability study of Vanderbilt Multidimensional Pain Coping Inventory in

order to fill the gap forming in Turkish literature.



2. GENERAL INFORMATION

2.1. Definition of Rheumatoid Arthritis

Rheumatoid Arthritis (RA) is an autoimmune, chronic, and inflammatory disease
that causes pain, swelling, and stiffness in the joints and can lead to serious joint damage,
dysfunction, and disability (9-11). The disease can last a lifetime and symptoms can

continue in the form of remissions and exacerbations (9).

2.2. Epidemiology of Rheumatoid Arthritis

Almost 1% of the world’s population is affected by rheumatoid arthritis (11, 12).
It is seen 3 times more in women than the male population and the disease risk is 4-5
times higher in the female population under the age of 50 (10). The number of studies on
the epidemiology of rheumatic diseases is limited in Turkey (13). However, it was found
in a study conducted in Izmir in 2000 that the prevalence based on the population structure
of the country was 0.36% (14). Global prevalence of RA is variable. The lowest rates are

reported in Japan and France (9).

2.3 Etiology of Rheumatoid Arthritis And Risk Factors

The etiology and pathogenesis of RA are not exactly known yet. However, some
genetic factors and environmental effects that cause disease and affect its course have
been defined (9, 12).

2.3.1. Genetic Factors

When the literature was examined to figure out the effect of genetic factors on
RA, it was determined in a study that HLA-DR4 gene was positive of 70% in individuals
with rheumatoid arthritis. However, it was positive of only 28% in the control group.
Therefore, it was believed that HLA-DR4 positive individuals had 4-5 times higher
relative risk of getting rheumatoid arthritis (15). In addition, the HLA-DR4 gene is
thought to play a role in the chronicization of the disease. The risk of developing RA is
1.5 times higher in individuals who have first degree relatives with RA in their families
(16). When the literature was examined, it was seen that while the rate of monozygotic
twins to have same tendency toward RA was 12-15%, this rate was 3-4% for dizygotic
twins. Recently, many studies have focused on the interaction between genetic risk and
smoking in people having HLA DRB1 and PTPN22 genes. Although the specific
mechanism by which smoking and genes interact has not yet been fully proven, it is seen

that smoking increases citrullination of its own proteins and therefore can produce



pathogenic autoantigen-focused responses (9, 17). A polymorphism in the PTPN22 gene
is also thought to cause a lower threshold for immune activation of T cells and other cells.
(18). Although it is thought that the major genetic risk factor for RA disease is the
presence of Major Histocompatibility Complex (MHC) alleles, it has been determined
that the prevalence of rheumatoid arthritis increases with the presence of HLA-DR1 and
DR4 alleles (19).

2.3.2. Environmental Factors

In terms of rheumatoid arthritis, the most important known environmental risk
factor is smoking. Smoking increases the risk of developing seropositive RA. The risk of
developing seropositive RA depends on the dose of smoking and increases with the
increased number of cigarettes. Smoking is only commonly seen environmental factor as
a risk factor especially in people carrying HLA-DRBL1 shared epitope alleles. This risk
continues between 10 and 19 years after quitting smoking (9). Smoking is the only proven
environmental factor that increases the risk of RA (15). It is assumed that particles inhaled
due to traffic pollution may also contribute to the risk of RA development (9). In a study
conducted to investigate the risk of RA caused by traffic pollution, the status of residing
close to road was examined among women. Being close to a road was seen to be an
effective condition for exposure to traffic pollution. When the results were examined, it
was seen that there was an increase of 31% in risk of RA for women living 50 meters near
the roads compared to those living more than 200 meters away from the same roads. It
has been stated that the prevalence of RA varies by geographic regions and has higher
prevalence rates in areas with high air pollution in the United States of America (20).
According to the studies, the disease is seen more commonly in city compared to the rural

population (21).

It has been observed that pregnancy provides a protective effect in women with
RA. On the other hand, there are some evidences suggesting that giving no birth causes
an increased risk of RA susceptibility (9). Recovery was observed in 70-80% of female
patients diagnosed with RA during pregnancy. The relative risk of women who breastfeed
for less than 3 months is twice as high as women who are breastfeeding for more than

two years (22, 23). The use of oral contraceptive reduces the risk of RA (18).



Blood transfusion has been also suggested to be a risk factor. It is thought to be
more related to infectious mechanisms. However, sufficient evidence could not be found
(24).

Working in a profession exposed to silica powder has an etiological importance
in increasing the risk of RA (21).

Low fruit consumption and vitamin C intake increase the risk of RA (25). When
the literature is examined, it has been determined in many studies investigating a diet rich
in omega 3 fatty acids, olive oil, fish and vegetable consumption that this type of diet can
reduce the risk of RA (21). However, excessive consumption of red meat increases the
risk (24). Low vitamin D levels are among negative risk factors (18). It is also emphasized
that excessive coffee drinking is also a risk factor (26). It has been suggested that there is
an inverse correlation between the use of statin and responsible drinking and RA

development (18).

2.4. Pathophysiology of Rheumatoid Arthritis

Rheumatoid Arthritis progresses with progressive erosions in cartilage and bone.
The cause triggering the disease in RA is not exactly known. However, cellular and
genetic factors are thought to have a contribution. Numerous signal networks and immune
modulators play a role in this pathophysiological process. T and B cells manage RA
pathophysiology. Immune responses increase activated CD4 cells (27). T lymphocytes
are stimulated due to an unknown reason and a process, continuing microvascular
damage, increased synovial membrane cells (macrophages and neutrophils), lymphocytic
synovial infiltration, proliferation of fibroblasts and synovial cells, and production of
various inflammatory cytokines increasing angiogenesis, starts. Synovitis and synovial
macrophages also participate in these cellular activities by leading to cartilage and bone
erosions by producing enzymes causing tissue destruction. The synovial membrane
undergoes hypertrophy due to cell proliferation and join cartilage cannot protect itself
from the detrimental effects of this hypertrophic synovium. The part of this synovium
that causes damage in cartilage, bones and ligaments is called as pannus. If the disease is
not controlled, it cannot be prevented from continuing with progressive joint damage (15,
17, 28).



2.5. Clinical Features

The most frequent symptoms and signs seen in RA are pain, swelling, and
morning stiffness in the peripheral joints. Swelling usually starts in the upper limb joints
and is mostly symmetrical (9). It causes not only joint involvement but also extraarticular
involvements. It mostly involves the wrist, metacarpophalangeal (MCP) and proximal
interphalangeal (PIP) joints as well as ankle and metatarsophalangeal joints (29). Distal
Interphalangeal (DIP) joints and sacroiliac joints are not affected. Morning stiffness
continues at least 45 minutes after starting to move. In most patients, symptoms appear
in the process, begin with a joint, and are often accompanied by prodromal symptoms
such as weight loss, fever, weakness, or fatigue. While the onset occurs faster between
days and weeks in about 15% of patients, the symptoms begin within a few days of a
particular triggering event such as an infectious disease in 8% and 15% of the patients
(30).

2.5.1. Joint Involvement

The most frequently affected joints are those with the highest rate of
synovial/articular ~ cartilage. The  wrists, proximal interphalangeal and
metacarpophalangeal joints are frequently involved (30).

Hand: Hand involvement often occurs with pain and swelling of MCP and PIP
joints. The results are generally symmetrical and patients complain about pain and
stiffness in the joints (31). Soft tissue swelling, effusion, temperature increase felt with
palpation and erythema develop around MCP and PIP joints. Grip strength decreases (9,
31). There are anatomical disruptions in the integrity of joint surfaces, ligaments and
tendons causing visible joint deformations like buttonhole and swan neck deformities in
the advancing stages. In 55% of patients, tenderness, fever and swelling are seen along
the flexor or extensor digital tendon (9). Rheumatoid nodules can be seen in tendons, and
painless breaks and tenosynovitis can be seen in flexor or extensor tendons due to
biomechanical wear of tendons due to anatomical distortions that occur in joint surfaces.
The most common deformities are swan neck and buttonhole deformities. Hyperflexion
in the DIP joint and hyperextension in the PIP joint are characterized by swan neck
deformity. There are hyperflexion in the PIP joint and hyperextension in the DIP joint in
buttonhole deformity (31).



Wrist: Wrist involvement is seen in about 50% of patients within the first 2 years
after the disease onset. The rate of patients affected by involvement increases to 90% in
10 years. Bilateral involvement occurs in 95% of patients (32). Along with the classical
findings of rheumatoid arthritis, swelling, which is a prominent and typical feature
dorsally, is seen on the ulnar styloid. Thickening may occur in the extensor carpi ulnaris
tendon sheath. There is a limitation in wrist extension. Chronic inflammation can cause
erosion, tenosynovitis and nerve compression, deformations affecting tendons, loss of

function, tendon rupture and atrophies (9, 31).

Elbow: Involvement is seen in one or both elbows in 20%-65% of patients with
rheumatoid arthritis (33). Extension loss is seen in the elbow. However, patients may
compensate this condition and may not be aware of extension loss. As a result of chronic
inflammation, valgus curvature and flexion contractures causing functional limitation
may occur. Erosional changes are most frequently observed in the capitellum, lateral

epicondyle, and olecranon (9, 31).

Shoulder: The involvement of the articular and periarticular tissues of the
shoulder is quite common in patients with RA. Shoulder involvement may arise with
awakening pain, stiffness, reduced range of motion, sleep difficulty, and edematous joints
with increased temperature (9, 31, 34). The shoulder joint, rotator cuff muscles and
shoulder bursa can be affected by initial symptoms as a result of a combination of
synovitis, tendonitis, and bursitis in general. Synovitis can develop with a mass-like
anterior effusion. Subdeltoid, subacromial and scapulothoracic bursitis can be seen.
Atrophies in the rotator cuff muscles, contraction in the biceps tendon and subluxations

in the shoulder joint may occur (9, 31).

Spine: Spinal involvement can be seen sometimes, although rare. While
deformities of thoracolumbar and sacral joints are rarely seen in RA patients, cervical
involvement is generally encountered (9). The most affected joints in the cervical region
are occipito-atlantal and atlanto-axial (C1-C2) joints. Chronic inflammation of the
cervical spine causes bone erosion and looses ligaments. Atlanto-axial subluxation,
subaxial subluxation, cranial erosion, and basilar invagination can be seen. As a result of
these conditions, cervical spinal instability may occur. If the cervical spine involvement
IS not treated, it can lead to important neurological diseases. It worsens the quality of life.

It may cause sudden death due to stroke, hydrocephalus or cardiac arrest (35, 36).



Hip: Early involvement of the hip joint is rare. As the disease duration progresses,
the incidence of involvement increases. Limitation of movement and pain reduce the
quality of life by preventing the mobilization of the patient (37). The destruction of the
hip joint is more evident in those who have a prolonged disease period and are female.
Depending on the inflammation, erosive destruction and long-term corticosteroid use,

osteonecrosis or avascular necrosis can be seen (31).

Knee: Knee involvement may be seen in 70% to 80% of RA patients (9).
Continuous inflammation of the knee causes progressive cartilage damage, ligament
loose, quadriceps muscle atrophy, contractures, and gait disturbance (9, 31). Along with
increasing erosions, valgus or varus deformities may occur as the disease progresses.

There is a possibility of incidence of popliteal or baker’s cysts (9).

Foot and Ankle: 90% of RA patients experience foot and ankle involvement
during their disease (9). In addition, symptoms develop in the feet as the first sign of the
disease in 13% of the patients. 90% of these patients have forefoot involvement, 66%
have subtalar involvement, and 9% have ankle involvement (31). Metatarsophalangeal
joint involvement is painful and disabling. VValgus deformities and flatfoot are common
results in later stages (37). Tenosynovitis can be commonly seen in the peroneal and
tibialis posterior tendons. Swelling of the soft tissues of the synovium and
metatarsophalangeal joints, hallux valgus, hammer toe, claw hand, and deformities in the
ankle and subtalar joints can be seen (31). Along with all these deformities, pain due to

weight carrying and walking also seriously affects the quality of life (9).
Other Joint Involvements:

Sternoclavicular involvement is seen usually with arthritis in other joints in
approximately one-third of RA patients. Symptoms are usually asymmetrical, but can be
bilateral and include swelling, crepitus, tenderness, hypertrophy, pain, or limitation of

movement.

Manubriosternal joint involvement is common and is often associated with severe
cervicodorsal-spinal erosion, and deformity; erosion, reactive sclerosis, and ankylosis of
the manubriosternal joint may occur. It is usually a minor clinical problem and only rarely

cases of subluxation or dislocation have been reported (31).



The frequency of temporomandibular joint (TMJ) varies between 4.7% and 84%
in various studies. However, the rate of patients who need treatment for TMJ symptoms
are seen much less. TMJ arthritis clinically shows itself with signs of pain, swelling,
crepitation, and limitation of movement as well as stiffness upon mouth opening. The
development of this involvement is more likely in severe and prolonged disease period
(31, 37).

26% to 86% of RA patients show cricoarytenoid involvement, but complications
are rarely seen (31). Hoarseness, upper respiratory tract obstruction, sore throat,
dysphagia, and stridor may occur (37).

2.5.2. Extraarticular Findings

Extraarticular symptoms are estimated to develop in 40% of RA patients (38).
These findings may occur as cardiovascular, pulmonary, ocular, neurological, skin
involvement, hematological, renal, and hepatic. The most common extraarticular findings

are rheumatoid nodules, secondary sjogren's syndrome, and pulmonary fibrosis (9).

Skin Involvement: Rheumatoid nodules are the most commonly seen skin
symptoms at the rate of 20% in RA (39). Subcutaneous nodules are mostly seen in RA
patients who are seropositive for Rheumatoid Factor (RF). Rheumatoid nodules mostly
develop in pressure areas such as elbow, finger joints, ischial and sacral protrusions,
occipital scalp, and achilles tendon. However, they can also develop in internal organ

tissue such as myocardium, meninges, and lung tissue (40).

Hematological Involvement: Often anemia occurs advancing with mild,
moderate inflammation along with low iron (41). Symptoms such as lymphadenopathy
anemia, Felty syndrome, leukopenia, thrombocytosis, granulocytopenia, eosinophilia,

cryoglobulinemia, and hyperviscosity can be seen (9, 38, 40).

Vasculitis: It has a heterogeneous clinical picture such as rheumatoid vasculitis
involving small vessels, infarcts in the skin fold surrounding the lower and lateral edges
of the nail, skin ulcers, rash, gangrene, purpura, structural symptoms, sensorimotor
neuropathy, and visceral arteritis. Systemic vasculitis may be seen sometimes, although
rare. Necrotizing vasculitis is associated with serious illness and associated mortality
(37).



Cardiac Involvement: Cardiovascular diseases are important causes of RA-
related early mortality (42). All heart structures can be involved and pericarditis,
myocarditis, valve disease, arrhythmia, and ischemic heart disease can be seen. The most
common complication is pericarditis; whereas, symptomatic myocarditis, endocarditis,
coronary arteritis and aortitis are rarely seen. Cardiac involvement is associated with a

negative prognosis (43).

Pulmonary Involvement: Pulmonary complications are the second most
common cause of RA-related mortalities. It also constitutes 10-20% of all mortalities
(42). Lung findings in RA include rheumatoid pleuritis, interstitial pneumonia,
cryptogenic organized pneumonia, obliterative bronchiolitis and intrapulmonary

rheumatoid nodules (40).

Liver Involvement: An increase can be seen in liver enzymes due to chronic

inflammation and drug use (37, 38).

Renal Involvement: Renal involvement is rare in RA. Renal damage can be
triggered by drugs. Glomerulonephritis is the most common one and occurs in about 60%
of renal involvement cases. While the incidence rate of renal involvement of secondary
amyloidosis is 25%, interstitial nephritis is rare. Secondary amyloidosis detected in
patients with severe proteinuria and nephrotic syndrome significantly affects the results
of these patients (43).

Ocular Involvement: In RA, ocular involvement occurs in 27% of patients.
Ophthalmic rheumatological involvements are secondary Sjogren's syndrome,
episcleritis, scleritis, keratitis, and retinopathy. Secondary Sjogren's syndrome and

scleritis are the most common ophthalmic involvements (43).

Neurological Involvement: Neurological problems in RA affect 1% of patients.
However, these problems can be caused by both peripheral and central nervous system.
Compression neuropathies such as carpal tunnel syndrome or nervous system
involvement such as cervical myelopathy due to atlanto-axial subluxation are frequently
seen in patients with disease continuing for a long time. Central nervous system vasculitis

is extremely rare in RA (43).

Musculoskeletal Involvement: Periarticular osteopenia, diffuse bone loss and

periarticular osteoporosis can be seen. Muscle weakness and atrophy are frequently seen
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in RA patients. Movement disorder may occur due to prolonged peripheral nerve
compression, and corticosteroid therapy (37).

2.6. Diagnosis in Rheumatoid Arthritis

The diagnosis of RA is established by taking the patient's anamnesis, performing
a physical examination, and benefiting from laboratory results and imaging techniques
(44). In addition, in 2010. the American College of Rheumatology/European
Collaboration Against Rheumatism published RA Classification Criteria. These new
criteria were introduced to diagnose RA earlier in patients who do not meet the
classification criteria of American College of Rheumatology established in 1987 (45).

Without a situation that more effectively explains synovitis, it is necessary to get
six or more points from the following criteria with synovial inflammation in one or more

joints. These criteria are:

e Number of joints involved

e Serology (Presence of Rheumatoid Factor or anti-cyclic citrullinated protein
antibody)

e Acute Phase Reactants (Increase in Erythrocyte sedimentation rate or C-reactive
protein)

e Duration of symptoms (46)

2.7. Treatment Approaches in Rheumatoid Arthritis

Arthritis  treatment includes pharmacological and non-pharmacological
approaches. Non-pharmacological treatment includes both pain management and active
exercise (47). In general, the goal of RA Therapy is thought to achieve a state of remission
with optimal early treatment. With early intervention, RA has become a disease that
inhibits the quality of life less. If treatment is started immediately, functional impairment

may not occur and structural integrity can be preserved (48).

2.7.1. Pharmacological Treatment

Drug treatment of Rheumatoid Arthritis is composed of 4 main groups (49).
Analgesics and Non-Steroid Anti-Inflammatory Drugs (NSAID) are frequently used in
the symptomatic treatment of RA (12). Disease modifying antirheumatic drugs
(DMARDs) can enhance the quality of life by ensuring the preservation of current
condition in patients receiving early treatment (47, 49). Although the most commonly
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used DMARD is methotrexate, corticosteroids and biologic DMARDs are also among the
pharmacological treatment methods (12, 49).

2.7.2. Surgical Treatment

Reconstructive surgical intervention may be appropriate for severe pain,
progressive deformities, limitation of motion, loss of function, and persistent localized
synovitis occurring as a result of identifiable damage to the joint or soft tissue that occurs
during the disease and do not respond to other treatment methods (50. 51). The main
benefits expected from surgery are the prevention of pain, disorders of progressive joint
function, and deformities (50).

2.7.3. Physical therapy and rehabilitation

The purpose of RA physiotherapy is generally to reduce pain, prevent joint
destruction, prevent loss of function in activities of daily living, and enhance the quality
of life. Physiotherapy also helps medical and surgical treatment. In order to ensure the
effectiveness of physiotherapy optimally, the patient should be evaluated clinically and
the treatment plan should be prepared appropriately (52). Physiotherapy not only helps
patients with arthritis to relieve pain, reduce disability, improve functions, or maintain
this development, but also trains the patient to be an effective self-manager (53). Applied
physiotherapy approaches may vary depending on whether or not the disease is in active
or passive period. Physiotherapy practices can be listed as exercises (aerobics, strength
training, flexibility exercises, aquatic exercises, relaxation exercises) (54), electrotherapy
modalities, thermotherapy agents, hydrotherapy, and balneotherapy applications (53),
patient training (55), splint assistive device applications (orthosis, corsets, and ambulation
devices) and training, teaching of compensatory techniques to maintain daily life for
patients with permanent functional impairment and mobilization techniques (traction,

manipulation, medical massage) (53).

2.7.4. Psychological Treatment

While rheumatoid arthritis patients face many physiological problems, they also
experience many psychological difficulties. Some of the problems are anxiety,
depression, social difficulties related to the challenges experienced in fulfilling social
roles. The studies have indicated that 14% to 62% of patients with RA are affected by
depression (5). Therefore, adding psychological therapy methods to multidisciplinary RA

treatment becomes important. The Arthritis Self-Management Program developed for RA
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patients is widely applied to help individuals (56). Treatments such as cognitive
behavioral therapy, conscious awareness therapy, acceptance and attachment therapy, and
stress management are some of the psychological approaches that are applied and
considered effective in RA (57).

2.8. Biopsychosocial Approach

The biopsychosocial model is a scientific model prepared to complement the
missing dimensions in the biomedical model. The word patient expresses the person in
terms of a wider social system. Defining the patient according to his/her demographic
information and the residence environment, also defines other systems that affect the
patient and are a part of his/her environment (58). In 1977, George Engel concluded that
the social context where the individual is in should be taken into account in providing the
necessary medical approaches to figure out the disease symptoms and to reach the correct
treatment and healthcare models. He supported biopsychosocial approach.
Biopsychosocial approach is based on the opinion of “Human beings are biopsychosocial
organisms where biological, psychological and social dimensions are inseparably

intertwined” (59).

2.8.1. Biopsychosocial Approach in Rheumatoid Arthritis

Rheumatoid Arthritis is a chronic disease that affects all the daily life activities
and functions of the individual. It is important that the patient uses effective coping skills
to prevent the negative effects of RA on physical and psychological wellbeing.

Figuring out the patients’ beliefs, feelings, thoughts and health behaviors is
believed to be necessary in order to figure out their condition as a whole. In the literature,
the importance of applying the biopsychosocial approach, which accepts the importance
of psychological and social factors along with biological factors has been pointed out.
With the application of the Biopsychosocial Approach, the variety of treatments applied
in RA has increased. Adopting the biopsychosocial care model increases the effectiveness
of the treatment by ensuring to define and address, if possible, all factors affecting the

patients’ ability to manage their condition and cope (60, 61).

2.9. Definition of Pain
The International Association for the Study of Pain (IASP) describes pain as an

unpleasant emotional and sensory experience due to existing or possible tissue damage
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(1). Pain can be classified in different ways depending on its mechanisms, duration, or

region of origin (62).

Depending on its duration, the pain is divided into two as acute pain and chronic

pain.

Acute pain: It occurs as a result of post-traumatic or post-operative physiological
tissue damage. It has the feature of protecting the organism. It usually disappears between

three and six months.

Chronic pain: It is a complex table that lasts for more than three months,
continues differently from the biological recovery process and requires a
multidisciplinary treatment causing a biopsychosocial impairment (63).

The pain is divided into three as somatic, visceral, and neuropathic pain according

to its origin region.

Somatic pain: It occurs by activating the receptors in the skin or musculoskeletal
system. It is usually localized in the region where the stimulation occurs. It can be

described as throbbing, dull, and aching.

Visceral pain: It is the pain type seen in internal organs. It is not well localized.

It is generally felt as dull, aching, and squeezing.

Neuropathic pain: They are the pain affecting the nervous system. It is often felt

by patients in burning and tingling style (64).
The pain is examined in 4 ways according to its mechanisms.

Nociceptive pain: It is formed by the stimulation of neuroceptors, which are

neurons located in places such as the skin, musculoskeletal system, and viscera.

Neuropathic pain: It occurs in cases such as trauma, damage related to peripheral

nerve structures.

Deafferentation pain: Depending on the damage in the nervous system,
somatosensory senses are disconnected from the central nervous system. Pain occurring

due to this condition is called as deafferentation pain.

Reactive pain: Motor and sympathetic afferents can stimulate nociceptors by

reflex activation. Pain caused by this condition is called as reactive pain.
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Psychosomatic pain: It is the emotions causing the feeling of pain that occur in
psychological state disorders (63).

2.9.1. Pain Transmission and Inhibition

Pain is carried by A delta and C fibers. Central terminals of these neuroceptive
nerve tips synapse with neurons in Lamina I and I1. The first neuron carrying the sensation
of pain is localized in the posterior root ganglion. The nerve fibers located here synapse
with the 2" neuron cells in the dorsal horn in the Substantia gelatinosa (SG) in the spinal
cord. There are enkephalinergic intermediate neurons in SG. The third neuron is localized
in the thalamus. There are projection neurons that transmit the dorsal horn impulses from
the anterolateal system to the upper centers, inhibitory neurons that inhibit the projection
neurons when stimulated with large-diameter fibers, and excitatory fibers that transmit
and excite pain stimuli to the projection neurons. Neuroreceptors transmitting these
stimuli to the upper centers are involved in pain transmission. The most important ones
are glutamate and neuropeptides. As a result, nociceptive impulses perceived from
periphery stimulate excitatory intermediate neurons. In this way, inhibitory intermediate
neurons are inhibited, the projection neurons are excited, and painful stimulus reaches to
the central nervous system (63, 65, 66). There are 4 basic pathways to provide pain

transmission in the afferent system. These paths are:

Spinothalamic Pathway: It originates from the neurons located in laminae 1, V,
and VII. It ends in the ventral posterolateral nucleus in the thalamus. It provides

perception of discriminative aspects of pain.

Spinoreticular Pathway: It progresses through the anterolateral ascending
system and extends to the reticular nuclei groups in the bulbus and pons. It generates a

general alarm condition when there is a harmful stimulus.

Spinomesencephalic Tract: It extends from the lamina | and V to the
mesencephalic periaqueductal gray matter. It establishes a connection with parabrachial
nucleus in the forebrain, the amygdala, hypothalamus and the limbic system. It also has

connection with periaqueductal hosting the enkephalinergic neurons.

Spinohypothalamic Pathway: It does not synapse in reticular formation. This
pathway directly carries emotionally important information from skin, lips, genital
organs, gastrointestinal tract, intracranial blood vessels, tongue and cornea to the

hypothalamus. (65).
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When the nociceptive system is activated, it is also under the control of the
inhibitory system. While afferent impulse causes excitation, it also initiates inhibition at
the spinal and supraspinal levels. Inhibition, which starts with a little delay in the

periphery, also contributes to analgesia. The inhibitory system is divided into three;

Supraspinal Inhibition: The periaqueductal gray matter in the midbrain takes
cortical system based inhibitory impulses from the rostral structures and sends the
inhibitory impulses coming to the spinal cord posterior horn. Serotonin and adrenaline

are important inhibitory neurotransmitters in this system.

Spinal Inhibition: It forms through inhibitory interneurons in the dorsal horn of
the spinal cord. Important neurotransmitters that provide spinal inhibition are GABA,
opioid peptides, and glycine.

Peripheral Inhibition: It is realized by sensorial neuron interaction with the
immune system. Immune cells constituting the proinflammatory cytokine in the early
period of inflammation produce analgesic mediators in later stage and contribute to
inhibition. These mediators are opioid peptides, anti-inflammatory cytokines, and

somatostatin (67).

2.10. Pain Theories
There are many theories arising from the effort to make sense of pain and figure
out its mechanism. The main ones of these theories are specificity theory, pattern theory,

and gate control theory.

2.10.1. Specificity Theory

It expresses the existence of special pathways for each somatosensory sensation.
The basic principle of this theory is that each sense has a specific receptor and a sensory
fiber associated with specific stimulation sensitive primary afferent. It is also a theory
stating that these stimuli end up in special areas in the central nervous system. It was
experimentally tested by physiologists in Western Europe in the 19th century and

officially recognized as a theory.

2.10.2. Pattern theory

The duration and totality of the stimulus is the final determinant for the sense of
pain. It is the theory expressing that the stimulus should accumulate in order for the sense
of pain to begin after the impulse is carried to the dorsal horn in the spinal cord (68).

16



2.10.3. Gate Control Theory

Dorsal horn is divided into laminae. Laminae have many connections between
each other. Lamina Il is known as substantia gelatinosa (SG) and this extends from the
trigeminal nucleus in the medulla to the phylum terminal in the caudal part of the spinal
cord. Lamina Il and V are important in terms of the modulation and localization of pain.
C fibers end in lamina Il and A delta fibers end in laminae | and V (65). Pain impulses
are carried with afferent thick, myelinated, fast A delta and thin, slow, unmyelinated C
fibers (69, 70). A beta fibers carry senses such as touching and vibration and progress to
the dorsal columns without snapping (65). The stimuli coming from A delta and C fibers
synapse with Substantia gelatinosa associated with Laminae | and 1l in the posterior horn
of the spinal cord and transmission cells (T cells) located in the middle part of the
posterior horn. Temporary activation of big fibers reduces the transition to T cells by
presynaptic transition in SG (71). In this theory, advocated by Mcgill and Wall in 1965,
there is the activation of inhibitory interneurons in Lamina Il by the stimulation of large
sensory afferents (A beta fibers) which are not harmful in the skin. Pain is prevented in C
fibers. This theory is also the working principle of Transcutaneous Electrical Nerve

Stimulation (TENS) current used in the treatment of pain (65).

2.11. Chronicization Process of Acute Pain

Long-term pain experience leads to neuroplastic changes, distortion of the balance
between the excitation and inhibition, thus transformation of physiological pain into
chronic and pathological pain (72). Prolonged neurogenic inflammation affects the
perception process of pain by changing peripheral sensitization, central sensitization, and
pain transmission and processing periods. When inflammation is not treated,
inflammatory and algogenic mediators that are present in the medium cause sensitization.
It also causes changes on the nociceptors. Inflammatory substances increase neural
stimulation and make the nociceptors more sensitive. This problem is clinically called as
hyperalgesia. Pain processing disorder occurs as a result of central sensitization and
continuous activation of spinal and supraspinal neurons. As a result, allodynia,
hyperalgesia, and spontaneous pain sensation may occur. In the late stages of central
sensitization, overstimulation may also occur in the spinal cord. This problem causes pain
to be felt in a larger area than normal. In addition, due to the deterioration in the inhibitor
and excitatory balance in the spinal cord, stimuli that are not perceived normally begin to
be felt and normal senses become painful (73). It is known that both biological and
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psychosocial factors (depression, somatization, insufficient coping methods, social
stresses, etc.) cause the pain to become chronic (72).

2.12. Rheumatoid Arthritis and Pain

Pain is the most common symptom in rheumatoid arthritis as in other rheumatic
disorders (74). It is more after a long rest and seen with joint stiffness generally in the
morning (15). It may occur due to inflammatory or non-inflammatory reasons (74). The
sensory and emotional components of the pain experience in rheumatoid arthritis make
this situation more complicated and make its treatment more difficult (75). Disorders in
peripheral pain mechanisms and central sensitization, sleep disorders, fatigue, depression
and anxiety, and psychosocial disturbances both contribute to pain and arise as a result of
pain. These interactions continue in a circulation and negatively affect the quality of life
of the person (76). Chronic common pain is also a problem that should not be ignored in
individuals with rheumatoid arthritis and arises as a result of central sensitization. In
addition, when compared with the general population, the prevalence of fibromyalgia was
found to be high in individuals with RA (77). For the treatment of this multidimensional
pain, non-inflammatory pain along with inflammatory pain should be evaluated and
multidisciplinary treatment approaches should be applied (75).

2.13. Pain Coping Skills

There are different ways to regulate pain coping and emotional states related to
chronic diseases. Since most of patients with chronic illnesses cannot recover ongoing
pain on their own (healing, repairing) and prevent negative feelings associated with pain,
they need to find strategies to adapt to the course of the chronic disease (78). Some
patients are able to effectively cope with chronic pain, adapt emotionally well, and
maintain their active and full lifestyles. Some patients cope with chronic pain badly. This
situation causes considerable depression and psychologically distressed, very motionless
and limited lifestyles (79). The variability of the duration and intensity of chronic pain in
rheumatoid arthritis, its course with exacerbations and uncertainty of when the pain will

pass or will start make especially coping with this situation difficult for patients (80).

2.13.1. Coping
Coping is defined as the continuously changing cognitive and behavioral efforts
that the individuals impose to overcome the internal or external demands threatening their

resources (81). Coping with chronic pain can be defined as thoughts and actions that
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patients use in their efforts to manage pain on a daily basis (82). Methods of coping with
pain in rheumatoid arthritis are basically divided into two including active and passive
coping. Active coping is called as methods used to directly control pain or pain-related
dysfunction. Passive coping is the method causing the patient to leave control to others
or limit his/her activities. While active coping is generally seen as an adaptive method in
the literature, passive coping is defined as a maladaptive method (83). There are also
coping strategies that specialize differently from these two main distinctions or which are
sub-groups of these basic titles. These strategies in Vanderbilt Multidimensional Pain
Coping Inventory have an important place in the literature to describe the coping with
pain methods.

Planful Problem Solving: Defines the actions focused directly on the problem

solving using analytical approaches to solve the problem.

Positive Reappraisal: Focuses on personal development and progress. It defines

efforts of taking positive meanings from the experienced situation.

Confrontive Coping: Explains the aggressive behaviors exhibited to solve the
problem and the aggressive condition of the situation. It can be exemplified as giving

verbal and physical sudden reactions (84).
Distraction: It is defined as directing the attention from pain to different things.

Distancing: It is associated with the individual’s thinking that the pain is outside
the body and ignoring the pain. It also includes attitude with pain reinterpretation (eg:
Numbness) (83).

Stoicism: It is the belief that the individuals should hide their problems and
feelings from others, endure physical pain without complaining and control his/her
emotions and behaviors under stress. It is believed that the patients following this strategy
may be more likely to avoid or delay seeking professional medical intervention for serious
symptoms and signs of the disease (85). In addition, stoicism can also reflect a passive

aggressive communication way that has negative interpersonal effects (86).

Using Religion: It is defined as using religious beliefs or behaviors by patients to
heal pain or prevent and reduce the negative emotional consequences of stressful
situations (87).
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Self-Blame: It includes taking responsibility for negative events including pain.
When the literature is reviewed, it is seen to be associated with depression in patients with

chronic pain.

Seeking social support: It refers to the patients’ desire to be together with those
who will support them financially or emotionally (82).

Wishful thinking: This strategy does not expose a person to stress but temporary
denial forms a limit between the reality and the experience of the person. Despite the
purpose of avoiding a problem, it is generally ineffective in reducing the problem if

considered for a long term since no steps are taken to solve the problem.

Disengagement: It is the coping method aiming to avoid being exposed to stress

or distressed feelings (88).

Acceptance: Accepting the pain includes responding to pain-related experiences
without attempting to control or avoid when the patient’s quality of life is limited and in
case of doing valuable activities and achieving personal goals, regardless of these

experiences (89).

Venting: They are the strategies for trying to relax by expressing negative feelings
to others. It is an emotion-oriented method. This method is thought to be in the tendency

of increasing the negative effects of negative emotions on a person’s performance (90).

Self-Isolation: The individual exhibits distinctive and discriminating attitudes

and behaviors from other individuals (91).

Catastroping: It is a method of cognitive coping with pain characterized by
negative self-expressions and negative thoughts about the future. When this method is
used as a coping skill, the patient thinks that the worst unrealistic possible outcome will
arise. In the literature, it is seen that the reduction of the use of catastroping strategy
occurring in the behavioral treatment process is associated not only with the reduction of
pain intensity but also with the improvements in physical and psychological disability
(92, 93).

20



3. MATERIALS AND METHODS
3.1. Purpose of the Study
This postgraduate thesis was designed to investigate Turkish adaptation, cross-
cultural adaptation, validity, and reliability of Vanderbilt Multidimensional Pain Coping

Inventory.

3.2. Location and Period of the Study
This study was conducted between June 2019 and December 2019 in
Rheumatology Outpatient Clinic of Istanbul Haydarpasa Numune Training and Research

Hospital.

3.3. Sample of the Study
As stated in the literature, the sample of the study was determined by following
the rule that it should be five to ten times of the minimum number of observed variables

(94). The sample size was calculated as 350 patients diagnosed with rheumatoid arthritis.

Individuals, whose native language was Turkish and who were literate, over the
age of 18 years, diagnosed with rheumatoid arthritis, had no cognitive impairment and
communication problem and agreed to participate in the study, were included in the study.
Individuals who did not meet the inclusion criteria were not included in the study.

3.4. Ethical Considerations

In order to conduct the validity and reliability study of the original version of the
inventory, the necessary permission was obtained from Craig A. Smith, the author of the
inventory through e-mail (APPX. 1). In order to conduct the study, approval dated
30/05/2019 and numbered 37068608-6100-15-1685 was obtained from T.R. Yeditepe
University Clinical Trials Ethics Committee (APPX. 2). In addition, the participants were
informed about the purpose of the study and their written consents were obtained through
“Informed Consent Form” (APPX. 3).

3.5. Data Collection

Those, who met the inclusion criteria among the individuals who were diagnosed
with rheumatoid arthritis and receiving treatment in Istanbul Haydarpasa Numune
Training and Research Hospital, Rheumatology Outpatient Clinic, were included in the
study after explaining the purpose of the study and that the confidentiality of their
personal information would be protected. The researcher completed the questionnaires by
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conducting face-to-face interview with individuals. No intervention or practice was

applied to the volunteers participating in the study.

3.6. Data Collection Tools

3.6.1. Demographic Data Form

This form prepared by the researcher includes the socio-demographic
characteristics, disease history, and pain and exacerbation-related properties of the
participants (APPX. 4).

3.6.2. Health Status Assessment (SF36)

SF-36 scale (APPX. 5), is a quality of life questionnaire which is most frequently
used to evaluate the health-related quality of life and includes the self-report of the
individual. It was developed in 1988 and its standard form was created in 1992. It is not
specific to a specific disease, age, treatment group, and covers basic health-related
concepts. It was prepared to be used in developing health policies along with determining
the quality of life, effectiveness of treatment and the psychosocial aspects of the disease.
The questionnaire has a total of 36 items evaluating 8 subscales of health including
physical functioning, role function-physical, bodily pain, general health, vitality, social
functioning, role function-emotional, and mental health. Cronbach’s alpha value of SF-
36 subscales varies between 0.792-0.992 and it is valid and reliable for use in rheumatoid

arthritis patients, as well (95).

3.6.3. McGill-Melzack Pain Questionnaire

This scale was developed in 1971. It has Turkish validity and reliability. It consists
of four parts. In the first part, it is asked to mark the location of pain on the body over the
figure and use the capitals “D” if deep pain is felt, “S” if the pain is superficial and “D-
S” if the two conditions are experienced at the same time. In the second part, there are
twenty word groups defining pain in terms of sensory, perceptual and evaluation. Each of
the word groups consists of two-six words that describe pain in different ways. Time
relationship of pain is in the third part. It includes phrases for determining the conditions
to figure out the continuity and frequency of pain and increasing and decreasing pain. The
last section contains words indicating the intensity of pain (96). With this questionnaire
used in the study, it was aimed to determine the location of the pain, the feeling of the
patient, the pain-time relationship, pain intensity, and the pain level bearable for the
patient (APPX. 6).
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3.6.4. Pain Coping Questionnaire

It was developed in 1992 to determine the affection and behavior patterns related
to pain. The scale (APPX. 7) determines how patients with chronic pain cope with organic
or psychogenic pain. The validity and reliability study of the scale was conducted in 1996
and it was adapted to Turkish. It is composed of self-management, helplessness,
conscious cognitive attempts and medical remedies subscales (97).

3.6.5. Pain Coping Inventory (PCI)

This scale (APPX. 8) evaluates how often patients with chronic pain use
behavioral and cognitive methods in coping with pain. It has six subscales including
active subscales (transformation, distraction, and reducing demand) and passive subscales
(retreating, worrying, and resting). Patients can select the one that suits them the best

from 1 (almost none) to 4 (very often). It has Turkish validity and reliability (98).

3.6.6. Vanderbilt Multidimensional Pain Coping Inventory

Vanderbilt Multidimensional Pain Coping Inventory (VMPCI) (APPX. 9) was
developed by C. A. Smith et al., in 1995. It was consisted of 11 subscales when it was
first developed. The inventory was then revised and some items were added and some
were omitted. It currently consists of 16 subscales and contains a total of 69 items. When
the pain of patients is moderate or severe, they are asked to mark behaviors and thoughts
they prefer to cope with the pain. The inventory is composed of Vanderbilt
multidimensional pain management inventory (VMPI) active, VMPI passive, planful
problem solving, positive reappraisal, distraction, confrontive coping, distancing,
stoicism, using religion, self-blame, self-isolation, wishful thinking, disengagement,

acceptance, seeking social support, and venting subscales (99).

3.7. Data Analysis Methods
The data obtained in this study were analyzed with SPSS 17 packaged program.

While investigating the normal distribution of variables, Kolmogorov-Smirnov
and Shapiro Wilk’s tests were benefited. While interpreting the results, it was stated that
the level of 0.05 was used as the significance level and the variables exhibited normal
distribution if it was p<0.05 and they did not if it was p>0.05.

While investigating the differences between groups, nonparametric Mann
Whitney U and Kruskal Wallis-H Tests were used in cases where the variables did not

show normal distribution.
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When significant differences were observed in Kruskal Wallis-H Test, the groups
having differences between each other were determined using Post-Hoc Multiple

Comparison Test.

While examining the correlations between the variables, Pearson’s Correlation

Coefficient was used.

While interpreting the results, it was stated that the level of 0.05 was used as the
significance level and there was a significant correlation if it was p<0.05 and there was

no significant correlation if it was p>0.05.

While interpreting the results, it was stated that the level of 0.05 was used as the
significance level and there was a significant difference if it was p<0.05 and there was no

significant difference if it was p>0.05.

3.8. Validity and Reliability Study of VMPCI

In order to ensure many scales, which are not adapted to most native languages,
to be used by different societies both linguistically and culturally through increasing
international studies and collaborations, cultural adaptation must be ensured. The use of
adapted scales not only ensures efficient use of time, but also contributes to the
generalization of data and revealing similar and different aspects internationally. The
population structure, social background, and language structure of the society in which
the scale is intended to be adapted must be absolutely taken into consideration. Therefore,
necessary steps must be absolutely taken in order. These steps should be completed in the
order of translation into the target language, synthesizing the translation, obtaining expert
opinions, back-translation of the scale into the original language, reviewing and finally
the pilot study, respectively. Thus, all stages would be completed to ensure cultural
adaptation (100).

3.8.1. Scale Validity

Validity is defined as level of measuring the property, that the scale wants to
measure, correctly without mixing with properties other than this property. The highness
of the validity depends on the expression of the variable intended to be measured. The

validity of a scale is understood by evaluating its validity coefficient. Validity coefficient

24



is the correlation coefficient between the criteria or criterion determined in accordance
with the goal of the scale and the values obtained with the scale. This coefficient takes
values ranging from —1.00 to +1.00. As the coefficient increases, the scale validity
increases, as well (94, 101). There are some techniques determining the validity of the
scale. In this context, there are 4 types of validity including face, content, construct and
criterion validity (101).

3.8.2. Language and Content Validity of the Scale

The original language of the scale is English. Its translation to Turkish, the target
language, was made by three faculty members working at School of Health Sciences in
Istanbul Gelisim University. These three translations were reviewed and a draft form was
obtained by blending the appropriate items. The back-translation process of the scale was
conducted by a certified translator who speaks English (APPX. 10). The items in the form
prepared with the original version and back-translation of the scale were compared by a
team consisting of the advisor, researcher, two physiotherapists who have a good
command of English and one occupational therapist and the items that were found
inappropriate were reviewed. Thus, the second draft form was prepared and it was found
to be appropriate for getting expert opinion. The draft was then presented to an expert
team consisting of physiotherapists, occupational therapist, physician, nurse, dietician,
psychologist, and social service experts. The form was finalized after examining and

analyzing expert opinions.

3.8.3. Preliminary Application of the Study

In the preliminary application, the scale was applied to 10 people with various
socioeconomic and educational levels at different genders and ages in order to examine
the understandability of the scale, prepared in accordance with expert opinions, by
individuals. They were asked to mark the words/sentences they understood or did not
understood in the scale. After this process, the scale was read by 30 individuals with
rheumatoid arthritis so that the comprehensibility of the items was investigated. The scale
was put into final form with the feedback received from the patients.

3.8.4. Construct Validity of the Scale

It shows how accurately the measuring tool measures the intended value. In order
to prepare the construct validity of the scale, the correlation between the variables must
be specified correctly (102).
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Exploratory Factor Analysis (EFA):

It is a technique ensuring to find less number of new variables that are significant
conceptually by bringing more than one variables that are related to each other together.
Factor load value is called as the coefficient explaining the correlation between items and
factors. For factor loads, load values of 0.60 and above are defined as high and those
between 0.30 and 0.59 are defined as medium values. These ranges are important because
they constitute criteria for variable derivation (103). In this study, 69 items in the original
version were used to adapt “Vanderbilt Multidimensional Pain Coping Inventory” in
Turkey. Exploratory factor analysis was applied to determine the subscales of the
inventory. In order to decrease the variances that may occur between the dimensions and
also increase the total explanation rate, the items with factor load values of < 0.4 were
omitted after exploratory factor analysis. As a result of exploratory factor analysis, an 8-
factor inventory was formed as a result of the construct necessary for the use of its original
version with 16 subscales in Turkey. Kaiser-Meyer-Olkin (KMO) test was applied to
determine the adequacy of the sample size in the study. By examining the result of KMO
test, the sample size was found out to be sufficient. (KMO=0.819; p<0.01).
Confirmatory Factor Analysis (CFA):

It is the technique that evaluates how much a factorial model, consisting of factors
formed by many observable variables, fits with the actual data. The model intended to be
examined defines a structure determined by using the data of empirical study or
constructed based on a certain theory. In this technique, multiple fit index is used to
evaluate the validity of the model. The most commonly used ones of these indices are
Chi-Square Fit Test, Average Square Root of Approximate Errors, Increasing Fit Index,
Comparative Fit Index, and Goodness of Fit Index.

The values observed in the scale model between the range of

o %2/sd<3; 0<RMSEA<0.05; 0.95<IFI<1; 0.95<CFI<1 and 0.95<GFI<1 show that
there was a perfect fit and the values between

o 3<y2/sd<5; 0.05<RMSEA<0.08; 0.90<IFI<0.95; 0.90<CFI<0.95 and
0.90<GFI<0.95 show that there is an acceptable fit (104).

The validity of the construct forming after EFA was examined using CFA.
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3.8.5. Scale Reliability

The indicator of consistency of the values obtained from the repeated
measurements under the same conditions is called as reliability. Additionally, reliability
is a concept explaining that all the items in the measurement tool are consistent with each
other and that the formation in the previous studies is measured homogeneously and
adequately. Reliability is a concept that concerns both the measurement tool and its
results. Reliability analyses are divided into four including internal consistency, test-

retest, parallel forms and finally interobserver reliability (101).

Internal Consistency:

In this method, the scale is applied to a group once and the internal consistency of
the scale is examined. The consistency of the items in Likert type scales is determined by
using the Cronbach’s alpha coefficient (o). The main benefit of Cronbach’s alpha
coefficient is to determine internal consistency (104). Cronbach’s alpha coefficient of the
scales consisting of items with high correlation is high. Table 3.1 shows the evaluation

criterion of Cronbach’s alpha coefficient.

Table 3.1. Evaluation Criterion of Cronbach’s Alpha Coefficient

Cronbach’s alpha Scale Reliability Value
coefficient
0.80< 0¢<1.00 The scale is highly reliable
0.60< 0<0.80 The scale is very reliable
0.40< 0<0.60 The scale has low reliability
0.00 < 0<0.40 The scale is not reliable

Source: (105)
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Test-Retest (Time Invariance) Reliability:

This method is to apply the inventory to the same volunteer group and by the same
researcher. The time between two applications is important in test-retest method. While
early application may cause individuals to show sensitivity to the test, late application
may cause differentiation of the situation intended to be measured by changes that may
occur over time. In the literature, it is stated that a period of two to four weeks is suitable
for this method. Since every scale is not an easy-to-apply method, it is applied in the
scales required to be standardized in particular (94, 106). For the test-retest reliability of
the scale, the correlation between the scores after the application is checked through
Pearson Moment Product Correlation Equation. In this study, test-retest method was

applied to 30 patients at three-week intervals.
Parallel Forms Reliability:

It is a method in which the equivalent scales are applied to the same sample and
under the same conditions. The correlation coefficient value between the values obtained

from the scales is found through Pearson Moment Product Correlation Equation (107).

3.9. Limitations of the Study

The limitations of the study are that the study was a single-centered study and the
sample was kept in minimal level. The data were obtained by filling the forms by the
researcher during the interview. For this reason, the accuracy of the data is limited to the

reports of the patients.
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4.RESULTS

4.1. Distribution of Sociodemographic Data

Table 4.1 and Table 4.2 show distributions of the sample in terms of socio-
demographic characteristics. The sample was composed of 352 people. The mean age of
the patients was 54.72 £13.93 years and Table 4.1 shows the distribution of age groups.
In gender distribution it was observed that 70.7% of them (n=249) were female and 29.3%
(n=103) were male. In distribution of education level, 13% were literate, 45.3% were
primary school, 17% were high school and 13.1% university. The graduate education
level was quite low with the rate of 1.1%. When the marital status of the patients was
examined, it was analyzed that 72.9% were married, 19.1% were single, 6.3% were
widowed and 1.7% were divorced. When the family’s total monthly income was
examined, it was determined that 65.5% were involved in middle income group, 31.9%
were involved in low income group, and 2.6% were involved in high income group. While
74.4% of the patients did not have harmful habits, 25.3% were smokers, and 0.3% were
using alcohol. Duration of alcohol use in those who were using alcohol was not stable
and they were social drinker. The smoking period is present in Table 4.2 and it was
determined as 25.28 £12.85 package per year. Only 7.4% (n=26) of the patients stated
that they participated in physiotherapy treatment due to rheumatoid arthritis and 92.7%
(n=326) did not receive any physiotherapy treatment due to this disease. While 63% of
the patients (n=227) stated that they did not have sufficient information about RA, only
36.1% (n = 127) stated to have sufficient knowledge about RA. Table 4.1 shows the
disease duration of the sample in months and the average disease duration was 8.1 £9.8

years.
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Table 4.1. Distribution of Sociodemographic Characteristics

n %
Gender Female 249 70.7
Male 103 29.3
18-65 Years 278 79.0
Age Group 66-74 Years 51 14.5
75 Years and older 23 6.5
Literate 48 13.6
Primary School 159 45.3
. Secondary School 35 9.9
Education Level High School 60 170
University 46 131
Master / Doctorate 4 1.1
Single 67 19.1
. Married 255 72.9
Marital Status Divorced 6 17
Widow 22 6.3
Low 110 31.9
Family Income Level Middle 226 65.5
High 9 2.6
No 262 74.4
Harmful Habit Smoking 89 25.3
Alcohol 1 3
0-2 Years 129 36.6
Disease Duration (year) 2-7 Years 97 27.6
7 Years and more 126 35.8
Do you have any disease other than No 155 44.0
rheumatoid arthritis? Yes 197 56.0
Have you ever had physical therapy No 326 92.6
due to your rheumatoid arthritis? Yes 26 7.4
Do you have knowledge about No 225 63.9
rheumatoid arthritis? Yes 127 36.1
Table 4.2. Descriptive Statistics Table for Numerical Variables
n Mean sd. Min  Max
Age 352 54.72 13.93 18 92
Smoking duration 352 25.28 12.85 1 56
How many months have you had rheumatoid 350 9720 115.05 3 600

arthritis ?




When exacerbation period was examined, it was observed that 27.6% of the patients
responded as winter, 24.4% as does not matter, 15.1% as mid season, 6.5% as summer,
and 4.8% as fall.

Table 4.3. Frequency and Distribution Table for the Exacerbation Period

Exacerbation Period n %
Winter 97 27.6
Does not matter 86 24.4
Mid Season 53 15.1
Summer 23 6.5

Fall 17 4.8

When the areas with involvement were examined, it was determined that the top
three areas were hands and hand joints (40.9%), knee, patellae, and legs (35.2%), and feet
(26.4%). Table 4.4 lists the other data.

Table 4.4. Frequency and Distribution Table for Patients” Most Involved Body Regions

Regions with Involvement n %
Hands and Hand Joint 144 40.9
Knees and Legs 124 35.2

Feet 93 26.4

Shoulders and Arms 65 18.5
Wrist 64 18.2

Ankles 55 15.6

Fingers 46 13.1

Elbow 46 13.1

Waist 30 85

Other Involvements (eye, hip, lung, etc...) 28 8.0
Spinal Cord 23 6.5
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When the comorbid disease variables of the participants were examined, the data

are present in Table 4 and the top 5 included hypertension (31.3%), diabetes (13.4%),
hypothyroidism (4%), cardiovascular disorders (2.8%), and high cholesterol (2%).

Table 4.5. Frequency and Distribution Table for Variables of Additional Comorbid

Diseases in Rheumatoid Arthritis

Additional Comorbid Diseases in Rheumatoid Arthritis

%

Hypertension 110 31.3

Diabetes 47 134
Hypothyroidism 14 4.0
Cardiovascular Disorders 10 2.8
High Cholesterol 7 2.0

When the participants’ coping methods they used to alleviate the effects of their

diseases were examined, the top five coping methods included the use of DMARD

(44.3%), the use of NSAID (37.8%), cold compress application (27.8%), resting (23%),

and ointment use (11.4%).

Table 4.6. Frequency and Distribution Table for the Variable of Alleviation of Disease

Effects
Coping Methods of the Patients n %
DMARD use 156 44.3
NSAID use 133 37.8
Cold compress application 98 27.8
Resting 81 23.0
Ointment use 40 114
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Table 4.7 shows professions of the patients. When the data were examined, it was
determined that the top five professions were housewives (46%), retired (9.4%), self-
employed (5.1%), teacher (4.5%), and civil servant (3.1%).

Table 4.7. Frequency and Distribution Table for Professions

Profession n %
Housewife 162 46.0
Retired 33 9.4
Self-employed 18 51
Teacher 16 4,5
Civil servant 11 3.1

4.2. Examining the Data on the Quality of Life of the Participants

Table 3 shows descriptive statistics of the subscale scores of SF-36 questionnaire.
The mean scores of the subscales of SF-36 questionnaire were calculated as 56.22+26.17
points for Physical Functioning, 37+£37.07 for Role Function- Physical, 46.69 + 42.42
points for Role Function-Emotional, 42.87+£17.66 points for Energy-Vitality,
61.07+13.29 points for Mental Health, 68.64+22.90 points for Social Functioning,
57.76+20.56 points for Bodily Pain, and 41.65+18.12 points for General Health.

Table 4.8. Descriptive Statistics Table for Subscale Scores of SF-36 Questionnaire

n Mean sd. Min Max
Physical Functioning 352 56.22 26.17 0 100
Role Function-Physical 352 37.00 37.07 0 100
Role Function-Emotional 352 46.69 42.42 0 100
Energy/Vitality 352 42.87 17.66 5 90
Mental Health 352 61.07 13.29 16 96
Social Functioning 352 68.64 22.90 0 100
Bodily Pain 352 57.76 20.56 0 100
General Health 352 41.65 18.12 0 90
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Correlation test was carried out to investigate the relationship between the
subscale scores of SF-36 questionnaire and “Age” and “Disease duration”. Table 4.9

shows the results of this test.

Table 4.9. Correlation Test Results for the Correlation between “Age” and “Disease

Duration” and Subscale Scores of SF-36 Questionnaire

Age Disease duration
Physical Functioning rrJ 20%%** 201090**
Role Function- Physical Fr) 10%%** 107041**
Role Function-Emotional [r) é;g* 1070?**
Energy / Vitality [r) 107021** 104(376**
Mental Health :) fgg gfg
Social Functioning Fr) 85?71 8397
Bodily Pain [r) ééi 10%)27
General Health [r) 3?253 10?)93**

These results were examined in the following paragraph.

It was observed that there was a statistically significant negative correlation
between “Physical Functioning” Subscale score of SF-36 and age and disease duration
variables (r=-0.266; p<0.01); (r=-0.219; p<0.01). Additionally, there was a statistically
significant negative correlation between the Role Function-Physical subscale score and
the variables of age and disease duration (r=-0.194; p<0.01); (r=-0.174; p<0.01). Role
Function-Emotional subscale score and the variables of age and disease duration showed
a statistically significant negative correlation (r=-0.119; p<0.05); (r=-0.176; p<0.01).
When the correlation between the SF-36 questionnaire “Energy / Vitality” subscale scores
and the variables of age and disease duration was examined, there was a negative and
statistically significant correlation was observed (r=-0.172; p<0.01); (r=-0.147; p<0.01).
A negative and statistically significant correlation was determined between SF-36 scale
“Bodily Pain” subscale score and the variables of “Age” and disease duration (r=-0.115;
p<0.05); (r=-0.142; p<0.01). The correlation between General Health subscale score and

disease duration variable was negative and statistically significant (r=-0.159; p<0.01).
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In addition, in order to determine the statistical method to be used primarily to
compare the SF-36 subscale scores according to variables of age groups, disease duration
and gender, it was tested whether or not the related variables fit the normal distribution.
At this stage, Kolmogorov-Smirnov and Shapiro-Wilk tests were used. The value of
p=0.05 was taken as the critical value. It was accepted as a result of the test that when the
p values obtained for the related variables were greater than 0.05, the data were normally
distributed and when these values were less than 0.05, they were not normally distributed.
Since the data set did not fit the normal distribution, non-parametric methods “Mann-
Whitney U” and “Kruskal-Wallis” tests were used in the comparisons between groups.
Table 10, Table 11, and Table 12 show the analysis of the data sets. There was a
statistically significant difference between the Physical Functioning scores of the patients
in terms of age groups (p<0.01). The value of the patients in the age group of 18-65 years
was significantly higher than the other age groups (59.30 + 25.79). There was a
statistically significant difference between the Role Function-Physical scores (p<0.01);
and it was also significantly higher than the values in the other two age groups. There was
also a statistically significant difference between “Energy/Vitality” scores according to
the age groups (p<0.05). When this difference was examined, it was seen that the value
of the patients in the 18-65 age group (43.79+17.55) was significantly higher than the
other groups. There was a statistically significant difference between the “Social
Functioning” scores and “Bodily Pain” scores of the patients according to the age groups
(p<0.05). The value of the patients in the age group of 18-65 years was significantly
higher than the other age groups in both subscales. However, no statistically significant
difference was observed between the Role Function-Emotional, Mental Health and

General Health scores of the patients in terms of the age groups (p>0.05).

Table 4.10 shows results of Kruskal-Wallis Test for Comparison of SF-36 Subscale

Scores with Age Groups.
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Table 4.10. Results of Kruskal-Wallis Test for Comparison of SF-36 Subscale Scores in
Terms of Age Groups

Age Group n Mean sd. Min Max Chi- P Difference
square
18-65 Years 278 59.30 25.79 0 100
Physical 66-74 Years 51 46.37 24.60 0 100 1-2
D 19.129 0.001*
Functioning 75 \gelggsr and 23 1087 24.95 5 80 1-3
Role 18-65 Years 278 41.01 37.46 0 100
Function-  oous Years 5L 2402 3426 0 100 45559 0001% o
Physical older 23 17.39 24.35 0 75
Role 18-65 Years 278 49.16 41.79 0 100
Function- ~ oov Years - 5L STOL 442 0 100 4533 0.104
Emotional older 23 36.23 43.71 0 100
18-65 Years 278 43.79 17.55 5 90
E/r:gﬁily / ?F?-\Zga\r(se:rzz 51 41.86 18.52 10 90 7899 0.019% 1-3
older 23 33.91 14.92 10 65
18-65 Years 278 61.31 13.04 16 92
Mental 66-74 Years 51 61.49 13.19 20 96
1.426 0.49
Wi foveasand a3 st22 1625 16 83
18-65 Years 278 70.46 23.01 13 100
Social 66-74 Years 51 61.27 21.25 25 100
T 8.591 0.014* 1-2
Functioning 75 \gis(rj and 23 63.04 2181 0 100
18-65 Years 278 59.33 20.80 0 100
Bodily Pain S0 veus  SL 5235 19 0 %0 9.053  0.011* o
older 23 50.87 17.97 10 80
18-65 Years 278 42.01 18.57 0 90
Cif:;:ﬁl ?E?-\Z:a\r(se:r:ii 51 39.51 16.32 5 80 0.788 0674
older 23 41.96 16.84 10 65

There was a statistically significant difference between the “Physical
Functioning” scores of the patients in terms of gender (p<0.01) and the value of the male
patients (62.82 + 25.98) was significantly higher than the value of the female patients. A
statistically significant difference was also found between the “Role Function- Physical”
mean scores of the patients according to their genders (p<0.05) and the value of the male
patients (44.42 + 36.20) was significantly higher than the value of the female patients. A
statistically significant difference was also determined between Role Function-
Emotional scores (p<0.01). Again, the value of the male patients (57.93 + 40.95) was
significantly higher than the value of the female patients (42.03). There was a statistically
significant difference between General Health scores (p<0.05). The mean value of the
male patients (44.47+19.02) was significantly higher than the value of the female patients.
However, there was no statistically significant difference between Energy/Vitality,

Mental Health, Social Functioning, and Bodily Pain scores (p>0.05).
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Table 4.11. Results of Mann-Whitney Test for Comparison of SF-36 Subscale Scores in
Terms of Gender Variable

Gender n Mean sd. Min Max z p
ey Wk % gE EE D aw oo
Role' Function-  Female 249 3394  37.07 0 100 244 0.015*
Physical ) Male 103 4442  36.20 0 100
T T2 R gm0 0 g o
e vy e ES B2 LSS o
v GO % B% 8% oo
Social Functioning K/T;T:Ie igg ggig gggi 103 188 -0.413 0.68
eaiypan LT ES o ®moAmo0 M0 g oo
General Health E/T;T:'e igg 22:2? ggg g Zg -2.022 0.043*

There was a statistically significant difference between the "Physical Functioning"
scores in terms of the disease duration (p<0.01). The value of the patients with a disease
duration of more than 7 years (49.64 + 27.91) was significantly lower than the mean
values of the other groups. There was a statistically significant difference between the
“Role Function-Physical” mean scores in terms of the duration of the disease (p<0.01).
In addition, the value of the patients with a disease duration of more than 7 years
(27.38+27.38) was significantly lower than the values of the patients with a disease
duration between 0-2 years and 2-7 years. There was a statistically significant difference
in the scores of Role Function-Emotional, Bodily Pain, and General Health (p<0.01) and
the value of the patients with a disease duration of more than 7 years was significantly
lower than the values of the patients with a disease duration between 0-2 years and 2-7
years. There was a statistically significant difference between the "Social Functioning"
mean scores according to the duration of the disease (p<0.05). The value of the patients
with a disease duration of more than 7 years was significantly lower than the value of the
patients with a disease duration of 0-2 years. However, there was no statistically
significant difference between Energy/Vitality and Mental Health scores (p>0.05). These

results are present in Table 4.12.

Table 4.12. Results of Kruskal-Wallis Test for the Comparison of SF-36 Subscale Scores

in Terms of Disease Duration
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Disease Duration (years) n  Mean sd. Min Max F P Difference
0-2 Years 129 6043  25.94 100

o

anhcﬁ')cn&:'ng 2-7 Years 97 5918 2243 10 100 10943  0.004* ;g
7 Years and more 126 49.64 27.91 0 100
Role Function- 0-2 Years 129 44.38 38.56 0 100 1-3
Physical 2-7 Years 97 39.69 35.68 0 100 13.817 0.001* 2.3
7 Years and more 126 27.38 34.70 0 100
Role Function- 0-2 Years 129 54.52 42.89 0 100
Emotional 2-7 Years 97 48.45 40.55 0 100 10.591 0.005* 1-3
7 Years and more 126 37.30 41.87 0 100
0-2 Years 129 44,92 17.24 5 90
Energy/ 2-7 Years 97 4309 1709 10 ) 3.339 0.188
Vitality ' ' ' '
7 Years and more 126 40.60 18.38 5 85
0-2 Years 129 62.98 13.42 16 96
Mental Health 2-7 Years 97 59.96 13.40 16 92 5.801 0.055
7 Years and more 126 59.97 12.94 20 92
Social 0-2 Years 129 72.48 24.92 13 100
Functioning 2-7 Years 97 67.14 21.67 0 100 6.351 0.042* 1-3
7 Years and more 126 65.87 21.24 25 100
0-2 Years 129 61.98 21.56 10 100
Bodily Pain 2-7 Years 97 57.58 19.22 10 90 11.763 0.003* 1-3
7 Years and more 126 53.59 19.80 0 100
General 0-2 Years 129 45.39 19.27 5 90
Health 2-7 Years 97 41.19 16.70 5 80 9.856 0.007* 1-3
7 Years and more 126 38.17 17.35 0 80

4.3. Determining the Participants’ Characteristics about their Pain Conditions
Severity, duration, and intensity of the pain experienced by the patients were
determined with Mecgill-Melzack pain questionnaire and their characteristics are

presented in Table 4.13.

Table 4.13. Characteristics of Pain Experienced by the Patients

Definition n %

Rhythmic, periodic, intermittent 235 70.8

The relationship of pain with time Continuous, Persistent, stable 68 20.5
Short, Instant, Temporary 29 8.7

Mild 100 29.5

Severe 96 28.3

Current pain status Disturbing 88 26.0

Very Severe 50 14.7

Unbearable 5 15

Unbearable 241 70.7

Very Severe 70 20.5

The worst condition of your pain Severe 27 7.9
Disturbing 2 .6

Mild 1 3

Mild 271 79.9

The lowest condition of your pain Disturbing 64 18.9
Severe 4 1.2

In addition, the characteristics related to the pain of the patients were analyzed
with McGill and Melzack Pain Questionnaire and the results are given in Table 4.14. In
accordance with the instructions in the McGill questionnaire, the patients chose a

characteristic suitable for their pain feeling from each word group while selecting the pain
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characteristics and did not answer the word groups that were not suitable for the pain
feeling. While calculating the percentages, the number of people responding to word
group was considered and calculated among themselves. The most preferred responses of
the patients were listed as aching (n=202), throbbing (hn=152), (unbearable n=120), tense
(n=115), cramp like pain (n= 113), burning (n=81), hurting (n=68), sharp (n=56),
narcotized (n=56), tiring (n=54), needle like (n=52), numb (n=40), dispersed (n=40), and
stabbing (n=40), respectively.
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Table 4.14. Frequency and Distribution Table for the Pain Characteristics

MCGILL — CHARACTERISTICS OF PAIN n %

Throbbing 152 81.3

Characteristic of your pain 1 Hitting 14 75
Trembling 7 3.7

Stabbing 40 38.8

Characteristic of your pain 2 Pricking 19 18.4
Like a lightning flash 17 16.5

Cramp like 113 63.8

Characteristic of your pain 3 Gnawing 38 21.5
Repressive 14 7.9

Aching 202 85.6

Characteristic of your pain 4 Severe 15 6.4
Hurtful 9 38

Dispersed 40 33.9

Characteristic of your pain 5 Spreading 32 27.1
Inward 26 22.0

Tense 115 58.7

Characteristic of your pain 6 Sharp 56 28.6
Sensitive 22 11.2

Burning 81 65.9

Characteristic of your pain 7 Hot 31 25.2
Etchant 9 7.3

Hurting 68 42.8

Characteristic of your pain 8 Needle like 52 32.7
Fuzzy 27 17.0

Spraining 28 63.6

Characteristic of your pain 9 Tugging 11 25.0
Drafting 5 114

- . Miserable 34 89.5
Characteristic of your pain 10 Blinding 4 105
. . Tiring 54 72.0
Characteristic of your pain 11 Consuming 21 28.0
o 4 Choking 24 64.9
Characteristic of your pain 12 Disgusting 10 270
Narcotized 56 40.9

Characteristic of your pain 13 Numb 40 29.2
Compressive 25 18.2

Exhausting 20 47.6

Characteristic of your pain 14 Punishing 9 214
Cruel 9 214

Like torture 25 321

Characteristic of your pain 15 Anguished 20 25.6
Wretched 19 24.4

Unbearable 120 68.6

Characteristic of your pain 16 Annoying 22 12.6
Dense 15 8.6

Frightening 17 425

Characteristic of your pain 17 Terrifying 12 30.0
Terrible 11 275

Very sharp 24 46.2

Characteristic of your pain 18 Cutting 20 385
As it tears 8 154

Horrifying 23 59.0

Characteristic of your pain 19 Chilling 11 28.2
Freezing 5 12.8

Like a bullet 13 38.2

Characteristic of your pain 20 Flashing 11 324
Bouncing 10 29.4
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4.4. Results Related to Validity and Reliability of Vanderbilt Multidimensional Pain
Coping Inventory

4.4.1. Validity Analyses of Vanderbilt Multidimensional Pain Coping Inventory
Content Validity of Vanderbilt Multidimensional Pain Coping Inventory

Content Validity Index was used for language adaptation of Vanderbilt
Multidimensional Pain Coping Inventory. In order to evaluate the scale in terms of
content validity, the items were presented to the expert opinion and the scale was shaped

in accordance with the expert opinions.
Construct Validity of Vanderbilt Multidimensional Pain Coping Inventory

Factor construct validity was used for the validity of the measurement tool.
Whether or not the data of the inventory investigated with “Exploratory Factor Analysis”
fit the factor analysis was determined through KMO value and Bartlett’s test. After these
processes, “Confirmatory Factor Analysis” was applied to confirm the construct validity.
Table 4.15 shows the results of the KMO test and Bartlett’s Test of Sphericity.

Table 4.15. Results of KMO and Bartlett’s Test of Sphericity

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .819
Approx. Chi-Square 5282.180
Bartlett's Test of Sphericity df 595
Sig. .000

Exploratory Factor Analysis (EFA): In order to discover the subscales thought
to be effective in pain coping methods of the participants, EFA was applied. At this stage,
the items with a factor load of less than 0.4 were omitted in order to reduce the variances
between the possible dimensions and to increase the total variance explanation rate. A
total of 37 items were omitted as a result of the EFA. A structure with 8 factors was
formed and this structure explained 60.880% of the total variance. Table 4.16 shows
results of explained variance related to the inventory. Figure 4.1 shows Scree Plot

regarding the factor structure forming as a result of the analysis.
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Table 4.16. Explained Variance

Cumulative Explained Variance

Factor  Total Factor Load Explained Variance % %
1 3.446 9.847 9.847
2 3.097 8.848 18.694
3 2.931 8.375 27.070
4 2.632 7.520 34.589
5 2.550 7.286 41.875
6 2.412 6.890 48.766
7 2.346 6.704 55.469
8 1.894 5.411 60.880
Scree Plot

5=

Eigenvalue
i

T T T T 7T T T 0T 1T 1T 1T 1T T T 0T 1T T T T 1T T T 0T T 1T T 11171717
1234567 8 9101112131415161718192021 22 23242526 27 282030 31323334 35

Component Number

Figure 4.1. Scree Plot
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As a result of the Exploratory Factor Analysis, an 8-factor structure formed.

1% Subscale includes the items 27, 34, 39, 43, 57, and 67. When the items in this
group are evaluated, this subscale is named as “Passive”.

2" Subscale includes the items 5, 31, 61, and 69. When the items in this group are
evaluated, this subscale is named as “Seeking Social Support”.

3" Subscale includes the items 4, 7, 16, 26, 33, 42, and 47. When the items in this
group are evaluated, this subscale is named as “Active”.

4" Subscale includes the items 30, 53, 58, and 68. When the items in this group
are evaluated, this subscale is named as “Acceptance”.

5™ Subscale includes the items 17, 48, and 65. When the items in this group are
evaluated, this subscale is named as “Self-Blame”.

6™ Subscale includes the items 37, 46, and 56. When the items in this group are
evaluated, this subscale is named as “Stoicism”.

7" Subscale includes the items 15, 41, and 66. When the items in this group are
evaluated, this subscale is named as “Self-isolation”.

8" Subscale includes the items 18 and 60. When the items in this group are

evaluated, this subscale is named as “Using Religion”.

Table 4.17 shows factor load of these items.
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Table 4.17. Factor Loads of VMPCI

V43

FACTOR

4

5 6 7 8

.758

V27

714

V34

.690

V39

.688

V67

675

V57

.670

V61

.849

V69

831

V31

822

V5

.694

V33

748

V26

.683

V47

.595

V7

575

V42

.562

V16

.533

V4

489

V30

.805

V58

784

V68

.664

V53

.639

V65

.841

V48

.838

V17

.823

V46

779

V37

.702

V56

611

V15

737

V66

.710

V41

.694

V18

.818

V60

791
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Confirmatory Factor Analysis: The scale titled as Vanderbilt Multidimensional
Pain Coping Inventory has an 8-factor (subscale) structure. The confirmation status of
the structures, finalized with the EFA results, was investigated through CFA Level 1.
Figure 4.2 shows the path diagram of the factor loads between the factors (subscales)

obtained as a result of CFA and related items.

Figure 4.2. Path Diagram of Confirmatory Factor Analysis of VMPCI
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Table 4.18. Regression and “t” Values for the Correlation Between Factors and ltems of
VMPCI

Regression Values t Values
V43 Passive 0.709 13.953
V27 Passive 0.706 13.597
V34 Passive 0.609 11.711
V39 Passive 0.706 14.088
V57 Passive 0.611 11.515
V67 Passive 0.658 12.671
V69 Seeking social support 0.896 19.805
V61l Seeking social support 0.736 14.949
V3l Seeking social support 0.765 15.921
V5 Seeking social support 0.685 14.004
V33 Active 0.636 11.741
V26 Active 0.616 11.568
V16 Active 0.611 11.473
V4 Active 0.233 4.079
V7 Active 0.553 10.143
V42 Active 0.538 9.941
V47 Active 0.584 10.395
V68 Acceptance 0.778 15.903
V58 Acceptance 0.757 15.324
V53 Acceptance 0.423 7.439
V30 Acceptance 0.738 14.797
V65 Self-Blame 0.819 17.603
V48 Self-Blame 0.813 17.64
V17 Self-Blame 0.832 18.094
V56 Stoicism 0.55 8.066
V46 Stoicism 0.738 14.366
V37 Stoicism 0.862 17.097
V66 Self-isolation 0.83 17.552
V41 Self-isolation 0.773 15.787
V15 Self-isolation 0.664 13.054
V60 Using Religion 0.867 11.988
V18 Using Religion 0.643 10.196

At the stage in which the scale structure forming after EFA is tested with CFA, it
is checked whether there is a statistically significant correlation between the factors and
the related items. If the “t” values are greater than 1.96, there is a statistically significant
correlation between the factors and the related items. Table 4.18 shows "t" values

calculated as a result of CFA. When Table 4.18 was examined, the presence of a
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statistically significant correlation between the related items and factors was confirmed

since all of “t” values were greater than 1.96.

In order to determine the accuracy of the resultant factorial structure and the level
of fit, “Fit Indices” should be checked. Table 4.19 shows the criteria and results of fit
indices. When the fit statistics calculated through CFA were analyzed, it was determined

that the previously determined structure of the inventory fit well with the collected data.

Table 4.19. Fit Indices of Confirmatory Factor Analysis

Fit Measures Good Fit Acceptable Fit Results of the
Model
RMSEA 0<RMSEA<0.05 0.05<RMSEA<0.10 0.044
GFI 0.95<GFI<1 0.90<GFI<0.95 0.901
AGFI 0.90<AGFI<1 0.85<AGFI<0.90 0.865
CFI 0.95<CFlI<1 0.90<CFI1<0.95 0.937
x2df y2df<3 3<y?/df<5 1.688

4.4.2. Reliability Analysis of VMPCI

Determination of Internal Consistency of VMPCI

While testing the reliability of VMPCI, Cronbach’s alpha coefficient (a)) was used.
The data collected from 352 volunteers were benefited in the analyses. In addition, the
Coefficient’s Alpha If Item Deleted was calculated to determine how much and how the

questions affected the alpha coefficient.

Cronbach’s alpha values were calculated for all subscales with Exploratory Factor

Analysis. Table 4.20 shows the reliability values of 8 subscales.
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Table 4.20. Subscales and Total Reliability Analyses

Cronbach’s Alpha
Passive 0.655
Seeking social support 0.862
Active 0.715
Acceptance 0.728
Self-Blame 0.861
Stoicism 0.803
Self-isolation 0.761
Using Religion 0.738
SCALE TOTAL 0.828

Cronbach’s Alpha values of 8 subscales forming as a result of the factor analysis
ranged between 0.655 and 0.862. Cronbach’s Alpha value of the overall inventory was
0.828. Therefore, the determination of the scale is “highly reliable” was performed. Table
4.21 shows “Cronbach’s Alpha If Item Deleted” Values of the Questions.

The values in “Cronbach’s Alpha if Item Deleted” column in Table 4.20 show
what Cronbach’s alpha value would be if the related item is deleted. The values in this
column are expected not to be significantly higher than the Cronbach’s alpha value of the
overall inventory. When the values were examined, it was observed that they varied in
the range of 0.817-0.833. Since these values were not significantly higher than the
Cronbach's Alpha value (0.828) of the overall inventory, it was found that there was no

item that disrupted the structure occurring after factor analysis.
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Table 4.21. “Cronbach’s Alpha If Item Deleted” Values of the Items

Cronbach's Alpha if Item Deleted

V15 .826
V16 .825
V17 .820
V18 .824

V4 .828
V26 .829
V27 822
V30 .820
V31 822
V33 .830
V34 .826
V37 .820
V39 821
V41 .820
V42 .833
V43 821
V46 .822
V47 .828
V48 .820

V5 .827
V53 .824
V56 .824
V58 .820
V57 .823
V60 .823
V61 .825
V65 .820
V66 .822
V67 .819
V68 .819
V69 .826

V3 817
V24 .826
V29 .828
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Test-Retest Reliability of VMPCI

Table 4.22 shows Test-Retest correlation of VMPCI. For Test-Retest Reliability,

the same scale was applied to the same patient group with three-week interval and the

correlation between the results was evaluated.

Table 4.22. Results of Correlation Test of the Correlation Between Scale Total and
Subscale Scores Obtained After Test-Retest

Seekin .
Using
. g . Self- o Self- .| VMPCI
Passiv Active Acceptance Stoicism Religi
social Blame isolation Total
e(T) (M (M (M on
suppor (M (M M (M
t(T)
r| .606™
Passive
p .001
Seeking r .985™
social
support p .000
r .780™
Active
p .000
r .946™
Acceptance
p .000
r .962™
Self-Blame
p .000
r .932™
Stoicism
p .000
r .749™
Self-isolation
p .000
Using r 863
Religion b 1000
vmpcl " 953
Total 0 .000
T= Repeat
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As a result of retest; it was observed that

There was a positive, moderate, and statistically significant correlation between
the test-retest scores of “Passive” subscale of VMPCI (r=0.606; p<0.01).

There was a positive, high, and statistically significant correlation between the
test-retest scores of “Seeking Social Support” subscale of VMPCI (r=0.985;
p<0.01).

There was a positive, high, and statistically significant correlation between the
test-retest scores of “Active” subscale of VMPCI (r=0.780; p<0.01).

There was a positive, high, and statistically significant correlation between the
test-retest scores of “Acceptance” subscale of VMPCI (r=0.946; p<0.01).

There was a positive, high, and statistically significant correlation between the
test-retest scores of “Self-Blame” subscale of VMPCI (r=0.962; p<0.01).

There was a positive, high, and statistically significant correlation between the
test-retest scores of “Stoicism” subscale of VMPCI (r=0.932; p<0.01).

There was a positive, high, and statistically significant correlation between the
test-retest scores of “Self-Isolation” subscale of VMPCI (r=0.749; p<0.01).
There was a positive, high, and statistically significant correlation between the
test-retest scores of “Using Religion” subscale of VMPCI (r=0.863; p<0.01).
There was a positive, high, and statistically significant correlation between the
test-retest total scores of VMPCI (r=0.953; p<0.01).
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Parallel Forms Reliability of VMPCI

The scales measuring the same criteria and being used in Turkey were investigated
and the scales that are most suitable to be used were taken as basis and Pain Coping
Questionnaire and Pain Coping Inventory whose validity and reliability was conducted
in Turkey were used as the parallel form.

Table 4.23. Correlation Test Results Related to the Correlation of VMPCI Total and
Subscale Scores with “PCQ” and “PCI” Scores

Pain Coping Inventory Pain Coping Questionnaire
ro|.224™ 142
Passive
p |.000 .008
Seeki Ll ro|.271" 246"
eeking social support
g PP .000 .000
r |.073 3517
Active
p |.171 .000
ro|.331" .208™
Acceptance
p |.000 .000
r | .309™ .001
Self-Blame
p |.000 .983
o ro|.198" .087
Stoicism
p | .000 102
r |.238" 125"
Self-1solation
p |.000 .019
r |.185™ .057
Using Religion
p |.000 .288
ro|.439" .326™
VMPCI Total
p |.000 .000

It was observed that there was a positive, weak, and statistically significant
correlation between “Passive” subscale scores of VMPCI and “Pain Coping inventory”
(r=0.224; p<0.01). In addition, there was a positive, weak, and statistically significant
correlation between the ‘“Passive” subscale scores of VMPCI and “Pain Coping

Questionnaire” (r=0,224; p<0,01). There was a positive, weak, and statistically significant
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correlation between the “Passive” subscale scores of VMPCI and “Pain Coping
Questionnaire” (r=0.142; p<0.01).

It was observed that there was a positive, weak, and statistically significant
correlation between “Seeking Social Support” subscale scores of VMPCI and “Pain
Coping Inventory” (r=0.271; p<0.01). In addition, there was a positive, weak, and
statistically significant correlation between “Seeking Social Support” subscale scores of
VMPCI and “Pain Coping Questionnaire” (r=0.246; p<0.01).

It was determined that there was a positive, moderate, and statistically significant
correlation between “Active” subscale scores of VMPCI and ‘“Pain Coping
Questionnaire” (r=0.351; p<0.01).

It was observed that there was a positive, moderate, and statistically significant
correlation between “Acceptance” subscale scores of VMPCI and “Pain Coping
Inventory” (r=0.331; p<0.01). In addition, there was a positive, weak, and statistically
significant correlation between “Acceptance” subscale scores of VMPCI and “Pain
Coping Questionnaire” (r=0.208; p<0.01).

There was a positive, moderate, and statistically significant correlation between
“Self-Blame” subscale scores of VMPCI and “Pain Coping Inventory” (r=0.309; p<0.01).

It was seen that there was a positive, weak, and statistically significant correlation

between “Stoicism” subscale scores of VMPCI and “Pain Coping Inventory” (r=0.198;
p<0.01).

It was determined that there was a positive, weak, and statistically significant
correlation between “Self-1solation” subscale scores of VMPCI and “Pain Coping
Inventory” (r=0.238; p<0.01). Also, there was a positive, weak, and statistically
significant correlation between “Self-Isolation” subscale scores of VMPCI and “Pain

Coping Questionnaire” (r=0.125; p<0.05).

It was observed that there was a positive, weak, and statistically significant

correlation between “Using Religion” subscale scores of VMPCI and “Pain Coping

Inventory” (r=0.185; p<0.01).

It was seen that there was a positive, weak, and statistically significant correlation

between total scores of VMPCI and “Pain Coping Inventory” (r=0.439; p<0.01). In

53



addition, there was a positive, moderate, and statistically significant correlation between
total scores of VMPCI and “Pain Coping Questionnaire” (r=0.326; p<0.05).

4.4.3. Examination of Subscales of Vanderbilt Multidimensional Pain Coping
Inventory and Sample Descriptive Characteristics

Table 4.24 shows descriptive statistics regarding VMPCI subscales according to
gender variable are given in. When the related table was analyzed, it was observed that
the mean scores of the women for all subscales of VMPCI were higher than the mean

scores of the men.

Table 4.24. Descriptive Statistics Table for the Subscales of VMPCI in Terms of Gender
Variable

Gender n Mean sd. Min Max
Passive Female 249 1.20 .64 .00 3.33
Male 103 1.07 .68 A7 4.00
Seeking social suppom Female 249 2.33 .95 .00 4.00
Male 103 213 .90 .00 4.00
Active Female 249 2.10 .59 .00 4.00
Male 103 2.05 .58 57 3.71
Acceptance Female 249 2.30 .78 .00 4.00
Male 103 211 .75 .00 4.00
Self-Blame Female 249 1.06 1.06 .00 4.00
Male 103 1.01 1.04 .00 4.00
Stoicism Female 249 1.05 1.06 .00 4.00
Male 103 .99 1.01 .00 4.00
Self-Isolation Female 249 .81 .93 .00 4.00
Male 103 71 .85 .00 4.00
Using Religion Female 249 3.13 .83 .00 4.00
Male 103 2.80 .94 .00 4.00

Table 4.25 shows descriptive statistics of the participants from VMPCI subscales
according to the disease duration. It was seen that as the disease duration increased, the
mean scores of passive, acceptance, stoicism, using religion subscales calculated
according to the responses of patients in VMPCI increased. However, as the disease
duration progressed, the mean scores of seeking social support subscale decreased. Data

of all subscales are present in the related table.
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Table 4.25. Descriptive Statistics Table for Subscales of VMPCI in Terms of Disease

Duration
Disease Duration (year) n Mean sd. Min Max
0-2 Years 129 1.10 .67 .00 3.33
Passive 2-7 Years 97 1.20 .70 .00 4.00
7 Years and more 126 119 .58 .33 2.67
0-2 Years 129 2.33 .98 .00 4.00
Seeking social support 2-7 Years 97 223 .93 .00 4.00
7 Years and more 126 2.24 91 .00 4.00
0-2 Years 129 2.10 .58 43 4.00
Active 2-7 Years 97 211 .60 .00 3.57
7 Years and more 126 2.05 .58 57 3.57
0-2 Years 129 211 71 .50 4.00
Acceptance 2-7 Years 97 2.29 .83 .00 4.00
7 Years and more 126 2.35 .79 .00 4.00
0-2 Years 129 1.08 1.05 .00 4.00
Self-Blame 2-7 Years 97 1.14 1.14 .00 4.00
7 Years and more 126 .94 .97 .00 4.00
0-2 Years 129 .96 1.05 .00 4.00
Stoicism 2-7 Years 97 1.07 1.05 .00 3.67
7 Years and more 126 1.07 1.03 .00 4.00
0-2 Years 129 .78 .92 .00 4.00
Self-1solation 2-7 Years 97 .76 .95 .00 4.00
7 Years and more 126 .80 .88 .00 3.00
0-2 Years 129 3.00 .81 .50 4.00
Using Religion 2-7 Years 97 297 .99 .00 4.00
7 Years and more 126 3.12 .86 .00 4.00

Table 4.26 shows descriptive statistics of the participants regarding the subscales of

VMPCI in terms of age groups.

Table 4.26. Descriptive Statistics Table for Subscales of VMPCI in Terms of Age Group

Variable

Age Group n Mean sd. Min Max

18-65 Years 278 1.18 .67 .00 4.00

Passive 66-74 Years 51 1.05 .50 17 2.00

75 Years and over 23 1.18 .70 .33 2.67

Seeking social 18-65 Years 278 2.28 .95 .00 4.00

support 66-74 Years 51 2.22 .98 .00 4,00

75 Years and over 23 2.23 .80 .50 3.50

18-65 Years 278 211 .60 .00 4.00

Active 66-74 Years 51 1.98 .56 1.00 343

75 Years and over 23 2.01 .53 1.14 3.57

18-65 Years 278 2.25 .82 .00 4.00

Acceptance 66-74 Years 51 2.25 .65 1.00 4.00

75 Years and over 23 2.23 .46 1.75 3.75

18-65 Years 278 1.10 1.04 .00 4.00

Self-Blame 66-74 Years 51 .93 1.03 .00 4.00

75 Years and over 23 .70 1.14 .00 4,00

18-65 Years 278 1.10 1.07 .00 4.00

Stoicism 66-74 Years 51 71 .79 .00 3.67

75 Years and over 23 .93 111 .00 3.67

18-65 Years 278 .82 .93 .00 4.00

Self-isolation 66-74 Years 51 .64 .78 .00 3.33

75 Years and over 23 .65 .95 .00 3.00

18-65 Years 278 3.00 .90 .00 4.00

Using Religion 66-74 Years 51 3.15 .87 1.00 4.00

75 Years and over 23 3.26 .56 2.00 4.00
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The mean scores of subscales of VMPCI ranged between 0-4 and the mean scores
are present in Table 4.27. The coping with pain methods that were most frequently used
by the patients were listed as Using Religion, Seeking social support, Acceptance, Active,

Passive, Self-Blame, Stoicism, and Self-Isolation.

Table 4.27. Descriptive Statistics Table for Subscales of VMPCI

n Mean sd. Min Max

Passive 352 1.16 .65 .00 4.00
Seeking social support 352 2.27 .94 .00 4.00
Active 352 2.08 .59 .00 4.00
Acceptance 352 2.25 .78 .00 4.00
Self-Blame 352 1.05 1.05 .00 4.00
Stoicism 352 1.03 1.04 .00 4.00
Self-isolation 352 .78 91 .00 4.00
Using Religion 352 3.04 .88 .00 4.00

4.4.4. Results Concerning the Comparison of Vanderbilt Multidimensional Pain Coping
Inventory and Quality of Life Characteristics of the Participants

The correlation between VMPCI subscales and SF-36 subscales was examined by
correlation test. The data is present in Table 4.28 and they were evaluated by making

below grouping.

When examining the correlation between VMPCI Passive Subscale and SF-36

subscales, it was determined that

e There was a negative and statistically significant correlation between passive
subscale score and SF-36 Physical Functioning score (r=-0.126; p<0.05).

e There was a negative and statistically significant correlation between passive
subscale score and SF-36 Role Function-Physical score (r=-0.201; p<0.01).

e There was a negative and statistically significant correlation between passive
subscale score and SF-36 scale Role Function-Emotional score (r=-0.251;
p<0.01).

e There was a negative and statistically significant correlation between passive

subscale score and SF-36 Energy/Vitality score (r=-0.145; p<0.01).
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There was a negative and statistically significant correlation between passive
subscale score and SF-36 Mental Health score (r=-0.244; p<0.01).

There was a negative and statistically significant correlation between passive
subscale score and SF-36 Social Functioning score (r=-0.207; p<0.01).

There was a negative and statistically significant correlation between passive
subscale score and SF-36 Bodily Pain score (r=-0.229; p<0.01).

When examining the correlation VMPCI Seeking Social Support subscale and the

subscales of SF-36, it was determined that

There was a negative and statistically significant correlation between Seeking
Social Support subscale score and SF-36 Role Function-Physical score (r=-0.157;
p<0.01).

There was a negative and statistically significant correlation between Seeking
Social Support subscale score and SF-36 Role Function-Emotional score (r=-
0.149; p<0.01).

There was a negative and statistically significant correlation between Seeking
Social Support subscale score and SF-36 Social Functioning score (r=-0.145;
p<0.01).

There was a negative and statistically significant correlation between Seeking
Social Support subscale score and SF-36 Bodily Pain score (r=-0.134; p<0.05).

When examining the correlation between VMPCI Active subscale and the

subscales of SF-36 questionnaire, it was determined that

There was a positive and statistically significant correlation between Active
subscale score and SF-36 Physical Functioning score (r=0.269; p<0.01).

There was a positive and statistically significant correlation between Active
subscale score and SF-36 Role Function-Physical score (r=0.302; p<0.01).

There was a positive and statistically significant correlation between Active
subscale score and SF-36 Role Function-Emotional score (r=0.286; p<0.01).
There was a positive and statistically significant correlation between Active
subscale score and SF-36 Energy/Vitality score (r=0.344; p<0.01).

There was a positive and statistically significant correlation between Active
subscale score and SF-36 Mental Health score (r=0.270; p<0.01).
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There was a positive and statistically significant correlation between Active
subscale score and SF-36 Social Functioning score (r=0.153; p<0.01).

There was a positive and statistically significant correlation between Active
subscale score and SF-36 Bodily Pain score (r=0.195; p<0.01).

There was a positive and statistically significant correlation between Active
subscale score and SF-36 General Health score (r=0.231; p<0.01).

When analyzing the correlation between VMPCI Acceptance subscale and the

subscales of SF-36, it was found that

There was a negative and statistically significant correlation between Acceptance
subscale score and SF-36 Role Function-Physical score (r=-0.104; p<0.05).
There was a negative and statistically significant correlation between Acceptance
subscale score and SF-36 Social Functioning score (r=-0.158; p<0.01).

There was a negative and statistically significant correlation between Acceptance
subscale score and SF-36 Bodily Pain score (r=-0.132; p<0.05).

When analyzing the correlation between VMPCI Self-Blame subscale and the

subscales of SF-36 questionnaire, it was determined

There was a negative and statistically significant correlation between Self-Blame
subscale score and SF-36 Role Function-Physical score (r=-0.139; p<0.01).
There was a negative and statistically significant correlation between Self-Blame
subscale score and SF-36 Mental Health score (r=-0.307; p<0.01).

There was a negative and statistically significant correlation between Self-Blame
subscale score and SF-36 Social Functioning score (r=-0.290; p<0.01).

There was a negative and statistically significant correlation between Self-Blame
subscale score and SF-36 Bodily Pain score (r=-0.249; p<0.01).

There was a negative and statistically significant correlation between Self-Blame
subscale score and SF-36 General Health score (r=-0.133; p<0.05).

When examining the correlation between VMPCI Stoicism subscale and the

subscales of SF-36, it was observed that

There was a negative and statistically significant correlation between Stoicism

subscale score and SF-36 Social Functioning score (r=-0.124; p<0.05).
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e There was a positive and statistically significant correlation between Stoicism
subscale score and SF-36 General Health score (r=0.156; p<0.01).

When analyzing the correlation between VMPCI Self-lIsolation subscale and the

subscales of SF-36, it was determined that

e There was a negative and statistically significant correlation between Self-
Isolation subscale score and SF-36 Mental Health score (r=-0.184; p<0.01).

e There was a negative and statistically significant correlation between Self-
Isolation subscale score and SF-36 Social Functioning score (r=-0.152; p<0.01).

e There was a negative and statistically significant correlation between Self-

Isolation subscale score and SF-36 Bodily Pain score (r=-0.153; p<0.01).
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Table 4.28. Correlation Test Results of the Correlation Between the Subscales of VMPCI

and SF-36 Questionnaire

Physical Role Role Energy
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5.DISCUSSION AND CONCLUSION

Chronic pain is a problem that prevents all functions of the patient. Chronic pain
affects the patient’s life in all aspects, causes to both physical and emotional function
loss, and negatively affects the activity levels of the patient. In addition, this can lead to
important economic problems. Chronic pain also negatively affects the quality of life due
to inappropriately administered pain management. In a study conducted on the quality of
life of patients suffering from chronic pain in 2008, it was revealed that the rate of chronic
pain patients, who were suffering pain and whose mental health, work status, sleep and
personal relationships were negatively affected, was high (108). Individuals with
rheumatoid arthritis define pain as the most important symptoms that often persist despite
optimal control of inflammatory disease (57). Chronic pain experienced in RA is not only
a stressor for patients but also increases the disability and negatively affects the
psychosocial outcomes. In addition, patients diagnosed with RA reported pain as the most
disturbing problem. Each of accepting chronic pain, coping skills, and self-efficacy
contributes to the quality of life of patients with RA. Adopting ineffective coping
strategies by individuals with RA cause helplessness feeling, useless beliefs and many

negative effects on health (75).

For this reason, it is important to determine how patients with rheumatoid arthritis
cope with pain. In the literature, the variety and number of pain coping scales used abroad
are striking. In addition, the number of studies focusing on chronic pain and coping
methods has been increasing in recent years. However, there are very limited number of

studies in the Turkish literature.

Although Pain Coping Inventory (ABE), which is used as a parallel form of the
inventory, does not exhibit a multidimensional approach, it does not have validity and
reliability for population of patients with rheumatoid arthritis. Pain Coping Questionnaire,
another scale used as a parallel form, also does not have a multi-dimensional structure
although it is widely used in Turkish literature. In this context, VMPCI is predicted to fill

the gap in the current literature.
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In this section, the results obtained from the Turkish adaptation of “VMPCI” are

discussed in two parts in accordance with the current literature.
5.1. Discussion of the Validity and Reliability Analyses of VMPCI

5.2. Discussion of Descriptive Characteristics of the Sample, Results of SF-36,
Results of McGill and Melzack Pain Questionnaire and Data with Subscales of VMPCI

5.1. Discussion of the Validity and Reliability Analyses of VMPCI

The inventory whose translation was completed and content validity was provided

in accordance with expert opinions was put into final form as a result of pilot application.

Before conducting the factor analysis to check if it fulfils the construct validity,
KMO coefficient and Bartlett’s test were applied to investigate the compatibility of the
sample size. The KMO value ranges between 0 and 1. When the obtained value gets close

to 1, this shows that the factors are more reliable.

The lower value of KMO test is 0.50 and if KMO is <0.50, the data set cannot be
factored. In addition, the values between 0.5 and 0.7 refer to weak fit; those between 0.7
and 0.8 refer to moderate; those between 0.8 and 0.9 refer to good fit and the values above
0.9 refer to perfect fit. For Bartlett’s test, if the result is p<0.01, it can be asserted that it
is statistically significant and the data are appropriate for factor analysis (109). KMO test
value of VMPCI was 0.819 and a good level of fit was found for factor analysis (Bartlett’s

p = 0.00). The sample size was determined to be adequate.

Exploratory Factor Analysis was applied in parallel with the original version of
the inventory in order to determine its subscales. In scale studies, generally factor loads
between 0.30 and 0.59 are referred as moderate and the values of 0.60 and above are
reported as high (109). As a result of EFA, 37 items with factor loads less than 0.4 were
omitted from the 69-item inventory draft and an inventory with 32 questions was
prepared. In addition, an 8-factor structure was encountered instead of 16-factor structure
in the original version of the inventory. It is stated that the explained variance of 40% -
60% is adequate in measurement tools with multi-factor structure (109). This 8-factor

structure accounts for 60.880% of the total variance and it is adequate.

CFA was applied to investigate the accuracy of the structure with 32 items related
to 8 subscales of VMPCI. When the fit indices were evaluated, the result was found to be

at a good level of fit. When the coefficients showing the correlation between the observed
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variables of the model showing the factorial structure of VMPCI and its factors were
examined, all of the coefficients were determined to be at adequate level. When the fit
statistics calculated through CFA were examined, it was concluded that the previously

determined structure of the inventory exhibited a good level of fit with the collected data.

When the internal consistency analysis results were examined, it was found that
Cronbach’s Alpha values of 8 subscales forming as a result of the total factor analysis of
the inventory varied between 0.655 and 0.862. Cronbach’s Alpha value for the overall

inventory was 0.828. Therefore, the inventory was involved in the “highly reliable”
group.

In order to investigate the parallel forms reliability, there was a positive, moderate,
and statistically significant correlation in both scales between VMPCI total scores and
Pain Coping Inventory (p<0.01) and Pain Coping Questionnaire (p<0.05) whose Turkish

validity and reliability studies were conducted before.

In test-retest reliability stage, the inventory was applied again to the patient group
(n=30) in the same patient sample three weeks later in accordance with the time period
specified in the literature. Then, the correlation between the obtained values was
examined. When the test-retest values of seeking social support, active, acceptance, self-
blame, stoicism, self-isolation and using religion subscales of the scale were examined, it
was observed that there was a positive, high and statistically significant correlation
between them (p<0.01). In passive subscale, there was a positive, moderate and
statistically significant correlation between test-retest scores (p<0.01). In conclusion,
there was a positive, high and statistically significant correlation between the test-retest
total scores of VMPCI (r=0.953; p<0.01).

As a result of all the validity and reliability analyses of VMPCI, it was concluded
that the new structure formed was a scale that can be used in Turkish society to screen
behaviors and thoughts of patients diagnosed with rheumatoid arthritis for coping with

chronic pain.
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5.2. Discussion of Descriptive Characteristics of the Sample, Results of SF-36,
Results of McGill and Melzack Pain Questionnaire and Data with Subscales of
VMPCI

The mean age of patients was 54.72 £13.93 and their average disease duration was
8.1 £9.8 years. In gender distribution it was observed that 70.7% (n= 249) were female
and 29.3% (n= 103) were male. It was found that the education levels were mostly
primary school, secondary school or literate. In addition, the rate of individuals who were
smokers was 25.3% in the study. The average smoking duration was 25.28 +12.85
package per year. In the study conducted by Cetin et al., by investigating the demographic
data of patients with rheumatoid arthritis, they determined that 82.4% of the sample were
female patients and 17.6% were male patients and the rate of smokers were 23.5% which
is similar to the present study (110). When the studies conducted in Turkey are examined,
it is seen that the education levels of the patients are similar to the present study (111,
112). Mostly involved body parts of the patients were observed to be wrists (40.9%),
knees and legs (35.2%) and feet (26.4%) and these body regions were determined as a
result of the studies in the literature (9, 32). When the comorbid diseases in rheumatoid
arthritis were examined, it was observed that these diseases were mostly hypertension,
diabetes, hypothyroidism, cardiovascular diseases, and high cholesterol. The group of
other comorbid diseases included depression, anxiety, osteoporosis, and gastrointestinal
disorders. It is seen that the results equivalent to the most frequent comorbid diseases are
achieved in the literature (113, 114).

When the income distribution of the participants in the present study was
examined, it was observed that 65.5% were in the middle income group, 31.9% were in
the low income group, and 2.6% were in the high income group. When the occupational
groups of the patients were examined, the most common professions were housewife and

retirement as in Turkish literature.

While 63% of the patients (n=227) stated that they did not have sufficient
knowledge about RA, only 36.1% (n = 127) reported that they had sufficient knowledge
about RA. This was thought to be associated with the education level of the sample in the
present study. Only 7.4% (n=26) of the patients stated that they received physiotherapy
treatment due to rheumatoid arthritis; whereas, 92.7% (n=326) did not receive any
physiotherapy treatment due to this disease. This result indicated that multidisciplinary

treatment of rheumatoid arthritis, which is a chronic disease requiring a biopsychosocial
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approach, recommended by the literature (55, 115) was not exactly administered. When
the exacerbation periods of the patients were examined, it was observed that 27.6%
responded as winter, 24.4% as doesn’t matter, 15.1% as mid season, and 6.5% as summer
and 4.8% as fall. In a study examining how the weather affected patients with rheumatic
disorders, responses of winter (82%), fall (10%), summer (10%), and spring (6%) were
obtained (116). The negative change in this wellbeing condition caused by weather
changes was thought to be caused by sensitive baroreceptors, peripheral and central

sensitization (117).

However, in another study, disease activity (investigated by measuring Disease
Activity Score (DAS-28)) of rheumatoid arthritis was found to be significantly lower in

both sunny and less humid conditions (118).

In a study conducted by Walsh and McWilliams (2014) who tried to figure out the
characteristics of pain related to RA by using McGill and Melzack Pain Questionnaire,
the patients mostly described their pain as aching, sharp, throbbing, sensitive, and
tingling. In active inflammatory process, the patients sometimes defined pain as aching,
sharp, throbbing, sensitive and tingling or tiring and nausea. However, the patients, who
overcome the active inflammatory process more easily, described their pain in words as
gnawing, hurting, sensitive, and blunt (57). In the Turkish Adaptation, Cross-Cultural
Adaptation, Validity and Reliability Study of VVanderbilt Multidimensional Pain Coping
Inventory, again the pain characteristics of the patients were intended to be determined.
Although all of these words were present among the answers obtained from the patients
through McGill and Melzack Pain Questionnaire, their most preferred answers were
aching, throbbing, unbearable, tense, cramp like, burning, hurting, sharp, narcotized,
tiring, needle like, numb, dispersed, and stabbing, respectively. These characteristics
determined in the study are compatible in the literature; however the fact that neuropathic
pain characteristics such as numb and needle like, and dispersed and spreading pain
characteristics were also seen apart from only inflammatory pain characteristics was
considered to provide peripheral and central sensitization theories (119) which are
thought to exist in patients with rheumatoid arthritis. In addition, individuals with RA
may exhibit sudden pain attacks similar to neuropathic pain burning, mild pressure pain
or electrical shocks, which are characteristic of pain caused by the pathology of the
nervous system (120). Individuals with RA may experience actual neuropathic pain (Eg.

carpal tunnel syndrome), but neuropathic-like symptoms can also show pain mechanisms
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that are common to both RA and neuropathic pain, as seen in fibromyalgia and
osteoarthritis without specific neuropathology. Neuropathic pain-like symptoms may be
associated with abnormal central pain processing and these conditions can be shown with
the increasing cerebral activity in response to painful stimuli and falls seen commonly in
pain thresholds due to RA pain (57). In the present study, when the relationship of pain
with time was questioned, it was observed that the patients reported pain mostly as
rhythmic and periodic, which was followed by the continuous, stable and persistent
option. In accordance with the literature, this data indicates that individuals with RA can
experience continuous and intermittent pain (121) and the pain can continue as a
permanent problem despite the control of inflammation (57). In the study, it was
determined that while the patients reported that the worst state of the pain was unbearable,
they stated its best state as mild and severe. This obtained result emphasizes the

importance of providing pain control in patients.

The evaluation of the quality of life in rheumatoid arthritis, a disease that affects
all areas of life, is particularly important and the use of SF-36 questionnaire with 8
subscales was found to be appropriate in this study since it examines the quality of life in
many aspects. While the subscale receiving the highest score in the present study was
social functioning, all subscales got low scores and the lowest score was obtained in the
subscale of role function-physical. In the study by Parlar et al., the lowest mean score
belonged to the role function-physical subscale and the highest scores belonged to
physical functioning and social functioning subscales (112), which is parallel with the
present study. In their study, Birtane et al., obtained similar results and determined that
while social functioning subscale obtained the highest mean score, role function-physical
subscale obtained the lowest mean score (122). In the study by Emiral et al., mean score
of emotional role subscale was the highest, which was followed by social functioning. In
addition, in the same study, general health mean score was the lowest, which was
followed by physical functioning (123). The major cause of Physical Role difficulty is
thought to be progressive deformities along with swollen and painful joints as stated in
the literature (123). When it was examined based on gender variable, the mean scores of
male patients were higher than those of female patients in all subscales. When compared
to SF-36 norm values of Turkish society (124), the mean score of male individuals was
higher than the mean score of female ones. However, when this norm value was analyzed

in detail, a significant decrease was observed in all subscale scores of both genders in the
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present study. When the correlation between age and disease duration was examined with
SF-36, SF-36 had a negative and statistically significant correlation with increasing age
and disease duration in all subscales as expected. When the analysis conducted between
the age groups and SF-36 was examined, no statistically significant difference was found
between Role Function-Emotional, Mental Health and General Health scores in terms of
age groups. The mean scores of the other subscales were found to be higher in the patients
in the age group of 18-65 compared to the other age groups. Reduced physical function

were not surprising when considering the physiological changes that occur with the age.

When the comparison of data of disease duration was examined, no statistically
significant difference was observed between Energy/Vitality and Mental Health scores
and the mean scores of the other subscales were found to be lower in patients who were
coping with this disease for 7 years or longer. Although depression levels increase with
increasing age in general population, being young can actually increase the risk of mental
disorders in RA. A similar relationship has been reported in other chronic conditions such
as cancer, chronic obstructive pulmonary disease (COPD) and diabetes. Chronic
conditions affect various aspects of life such as employment, self-esteem, future plans
and developing and maintaining relationships (125). Experiencing these problems more

than an elderly patient can be mentally devastating.

When the mean scores of the VMPCI subscales were examined in terms of gender
variable, it was determined that the mean score was higher in female patients in all values
compared to the male patients. This was thought to be caused by the nonhomogeneous
distribution of gender variable. In both genders, the subscale of using religion had the
highest score. In another study, it was revealed that the majority of patients with chronic
disease used adaptive coping strategies that can differentiate according to the use of
external health control resources (namely, trust in medical help; seeking information and
alternative aid, trust in divine help) and internal resources (namely, conscious lifestyle,
positive attitudes, re-evaluation) (126). Again, seeking social support and acceptance
subscales had the highest mean score, respectively in both genders in the present study.
It was thought that the reason for the highness of these subscales was due to the fact that
the average disease duration was as long as 8.1+9.8 years and thus the patients may get
accustomed to this situation and therefore, they had high acceptance status and since they
believed that the disease would not heal at all, they sought more divine help. Patients who

experience symptoms longer may accept their condition more compared to the patients
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who newly start to suffer from disease. In addition, it was determined that accepting the
disease in patients with RA could predict both anxiety and depressive results (127).
Acceptance of pain is associated with decreased depression and improved well-being
(128). For this reason, patients who had longer disease periods may have found more
opportunities to adapt to their condition (125). The subscale having the lowest mean score
was the self-isolation subscale and it was found to be the same in both genders as in the
other results. Self-isolation, self-blame, and passive subscales had significantly lower
scores, as well., This result suggested that the less use of these maladaptive coping
methods which are generally associated with depression in the literature may positively
affect the psychological health of the sample. Additionally, it was seen that the patients
can discover adaptive coping types due to long duration of the disease and this
information is supported by the literature (125). In the evaluation of coping strategies of
the patients by age groups, it was determined that while active and stoicism coping
strategies were significantly higher in the age group of 18-65 years compared to the other
groups; coping method of using religion was high in the age group of 75 years and over
and self-blame coping method was significantly lower compared to the other groups. The
age ranges were prepared in accordance with the age ranges declared by the World Health
Organization. However, it was seen that the groups were not homogeneously distributed.
The differences in the coping strategies investigated according to age ranges might have
been seen due to the nonhomogeneous distribution of the groups. Some studies have
revealed that older people use coping strategies designed to control stress and emotions
and more adaptive and more health related and more adaptive activities more than young
adults and they can actively cope with pain more. On the other hand, other studies have
reported that older adults use more passive coping methods compared to young adults and
older adults are less likely to use active strategies such as seeking information or
emotional expression in coping with chronic diseases. In a study, no significant difference
was seen (79). When the disease duration and VMPCI subscales were examined, it was
observed that scores of self-blame, active, and seeking social support subscales
decreased; whereas, the scores of the other subscales increased. While it was believed
that the reason of low scores of active strategy and seeking social support strategy whose
nature is not exactly explained was nonhomogeneous distribution of the groups and the
presence of comorbid diseases, low score of self-blame subscale was found to be
meaningful with previous studies. When the other coping methods applied by the patients

other than the coping methods in VMPCI were questioned, it was observed that the top
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five coping methods were DMARD, NSAID, cold compress, resting and ointment use
methods. This pointed out that the patients also applied the methods of seeking medical
aid.

When the correlation test results about the correlation between the subscales of
VMPCI and subscales of SF-36 questionnaire was examined, active subscale showed a
positive correlation with all subscales of SF-36. While passive subscale showed a
negative correlation with all subscales except for general health, it did not show a
statistically significant correlation with General Health subscale. When these results are
examined, the results are seen to be compatible with the literature. It was seen that while
the active strategies can be associated with positive health outcomes, passive strategies
can be associated with negative health outcomes (78). Acceptance subscale is placed as
an adaptive strategy in the literature and it is seen to be associated with decreased
depression and increased well-being (129). However, in the present study, this subscale
was negatively correlated with social functioning, role function-physical, and bodily pain.
This suggests that patients’ helplessness thought and feeling that there is nothing to do
may cause acceptance. In addition, Viane et al., found that acceptance predicted mental
well-being but it was not responsible for physical functioning. Although self-blame
subscale is a maladaptive coping method, it was negatively correlated with role function-
physical, mental health, social functioning, bodily pain and general health and it had no
statistically significant correlation with the other SF-36 subscales. Stoicism subscale
signifies that patients generally keep their feelings to themselves and try to prevent other
individuals around them from seeing their sufferings. This subscale showed a negative
correlation with social functioning in accordance with its own nature. Being a
maladaptive coping method, self-isolation showed a negative correlation with mental
health, social functioning and bodily pain subscales and no statistically significant
correlation with the other SF-36 subscales. When seeking social support subscale is
considered, some studies have reported that it has a positive effect on pain management
of patients; on the other hand, some studies have suggested that social support may have
a negative effect on patients’ coping with pain. In a study, it was stated that this
contradictory situation may be due to different results, different types of social support
such as emotional or instrumental, and the complexity of functional results of pain
behavior (130). In the present study, seeking social support subscale showed a negative

correlation with role function-physical, role function-emotional, social functioning, and
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bodily pain subscales but it had no statistically significant correlation with the other SF-
36 subscales. The results obtained in this study suggested that seeking social support

subscale may be maladaptive.

5.3. Conclusion and Recommendations
The following conclusions were drawn in the present study entitled as Turkish
Adaptation, Cross-cultural Adaptation, Validity and Reliability of Vanderbilt

Multidimensional Pain Coping Inventory.

1. With its newly formed structure consisting of 32 items and 8 subscales after the

validity and reliability analyses, VMPCI is reliable and valid for Turkish society.

2. The mean age of the patients was 54.72 +13.93 and the average disease duration was
8.1 +£9.8 years. Based on gender distribution, 70.7% (n=249) were female and 29.3%
(n=103) were male. The education levels were determined as literate (13%), primary
school (45.3%), high school (17%) and university (13.1%) and graduate education
(1.1%). Marital statuses of the patients were married (72.9%), single (19.1%),
widowed (6.3%) and divorced (1.7%). When the monthly income statuses were
examined, 65.5% were in middle income group, 31.9% were in low income group
and 2.6% were in high income group. The rate of smoking individuals was 25.3%
and their average smoking duration was 25.28 +12.85 package per year. When the
comorbid diseases in rheumatoid arthritis were examined, hypertension, diabetes,
hypothyroidism, cardiovascular disorders, and high cholesterol were observed to be
the most common in the present study. The first five professions of the patients were
listed as housewives (46%), retired (9.4%), self-employed (5.1%), teacher (4.5%),

and civil servant (3.1%).

3. The most involved body parts of the patients were wrists (40.9%), knees and legs
(35.2%) and feet (26.4%).

4. Only 7.4% of the patients stated that they received physical therapy due to
rheumatoid arthritis.

5. 63% (n=227) of the patients reported that they did not have sufficient knowledge
about RA.

6. SF-36 was calculated as follows; Physical Functioning 56.22+ 26.17 points, Role
Function-Physical 37+37.07 points, Role Function-Emotional 46.69 + 42.42 points,
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10.

Energy/Vitality 42.87+17.66 points, Mental Health 61.07+13.29 points, Social
Functioning 68.64+22.90 points, Bodily Pain 57.76+£20.56 points, and General
Health 41.65+18.12 points. The mean scores of male patients were higher than the
scores of female patients in all subscales. When the correlation between age and
disease duration and SF-36 was examined, SF-36 had a negative and statistically
significant correlation with the increasing age and disease time in all subscales as
expected (p<0.05)

In application of McGill and Melzack Pain Questionnaire, the mostly preferred
responses of the patients were observed to be aching (n= 202), throbbing (n=152),
unbearable (n=120), tense (n=115), cramp like (n= 113), burning (n=81), hurting
(n=68), sharp (n=56), narcotized (n=56), tiring (n=54), needle like (n=52), numb
(n=40), dispersed (n=40), and stabbing (n=40). The duration of the patients' pain
was distributed mostly rhythmic, periodic, intermittent (n = 235) (70.8%) and the
pain intensities were distributed mostly as severe (n=96) (28.3%) and disturbing
(n=88) (26.0%).

As a result of VMPCI, it was determined that the pain coping methods mostly used
by the patients were listed as using religion, seeking social support, acceptance,
active, passive, self-blame, stoicism, and self-isolation, respectively. All values of
the female patients were higher than the values of the male patients. As the disease
duration increased, the mean scores of passive, acceptance, stoicism, and using
religion subscales calculated according to the responses reported by the patients in
VMPCI increased. However, as the disease duration increased, the mean scores of
the seeking social support subscale decreased. In the evaluation of coping strategies
of the patients in terms of age groups, active and stoicism coping strategies were
apparently high in the age group of 18-65 years compared to the other groups. Using
religion coping method was high in the age range of 75 years and over, and self-

blame coping method was significantly lower compared to the other groups.

DMARD use (44.3%), NSAID use (37.8%), Cold compress application (27.8%),
resting (23%) and ointment use (11.4%) were the top 5 coping methods preferred by

the patients.

The correlation between the subscales of VMPCI and the subscales of SF-36 was

examined with correlation test. Active subscale showed a positive, statistically
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significant correlation with all subscales of SF-36. Passive subscale showed a
negative and statistically significant correlation with all subscales except for general
health. Acceptance subscale showed a negative and statistically significant
correlation with social functioning, role function-physical, and bodily pain. Self-
Blame subscale is a maladaptive coping method but it showed a negative and
statistically significant correlation with role function-physical, mental health, social
functioning, bodily pain, and general health. Stoicism subscale showed a negative
and statistically significant correlation with social functioning. Self-isolation
showed a negative and statistically significant correlation with mental health, social
functioning and bodily pain subscales. Seeking social support subscale showed a
negative and statistically significant correlation with role function-physical, role

function-emotional, social functioning and bodily pain.

Vanderbilt Multidimensional Pain Coping scale is thought to fill the gap in
Turkish literature by ensuring to define pain coping strategies of patients with rheumatoid
arthritis with pain and to take necessary measures. Moreover, it is important in terms of
being the scale that will determine coping strategies with pain specifically for individuals
with rheumatoid arthritis for the first time among the scales whose Turkish validity and
reliability were conducted. Results associated with the Turkish literature were reached
With the descriptive results of the sample, as well. Thus, it is believed that the present
study will also help to studies to be conducted in relation to other demographic data that
will include patients with RA. The fact that 63% of the patients did not have knowledge
about RA will make it difficult for them to cope with this lifelong illness and manage the
disease. It is necessary to organize collective or individual training programs for patients
to recognize this disease. The fact that only 7.4% of the patients received physical therapy
due to rheumatoid arthritis suggests that multidisciplinary treatments related to this
disease are incomplete, and the communication between healthcare professionals should
also be increased. It is recommended that the patients are referred to the physiotherapist
clearly and correctly, and necessary information is provided to the patients to figure out
the importance of physiotherapy profession in this disease.

Systematic evaluation of pain coping strategies can allow us to determine the
patient’s behavioral problems about pain before developing these problems. Early
treatment of these individuals with behavioral and psychological interventions can reduce

pain and help them to have an active life style functionally. Systematic evaluation of pain
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coping strategies can ease the prevention and treatment of diseases such as depression,
anxiety and physical immobility. Thus, the additional healthcare expenses of both
individuals and the country can be reduced. Systematic evaluation of pain coping
strategies can provide not only problematic strategies, but also the most appropriate
strategies for the patient. For example, for individuals using both exercise and seeking
social support as coping method, the effectiveness of the treatment can be increased by
preparing in-group treatment program. The effectiveness of ongoing medical or surgical

treatments may be also increased.
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Best regards
Sincerely

Research Assistant Ebru DURUSOY

tstanbul Gelisim University

College Of Health Sciences

Department Of Physiotherapy and Rehabilitation

Smith, Craig A <craig.a.smithi@vanderbilt edu= 7 Mart 2018 23:41
Alizi: EBRU DURUSOY <eduruscy@ gelisimoedu.tr:

Dear Ebru,

On behalf of my co-auhors, | give you permission to use the WVanderbdt Multidimensional Pan Coping Inventory in your research.
We consader it to be in the public domain for research purposes. | wish you the very best with your research. Please ket me know
if you need amything further from me at this fime.

Best wishes,

Craig

Craig A. Smith

Associate Dean for Undergraduate Affairs
Peabody Caollege

anderbit University

Rioom 2188 Peabody Admin

craig a smithifieanderbitt.edu
B16-567-3472

http:-imeetme solcraigsmith
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7.2. APPX. 2. Ethics Committee Decision

T.C. YEDITEPE ONIVERSITESI

Suyr @ JTO68608-6100-15- 1685 J0N52019
Konw: Klinik Arsgtirmalar
Etik kurul Bagvurusu hk.

ligili Makama (Ebra Durusay)

Yeditepe Universitesi Saglik Bilimleri Fakitesi, Fizyoterapi ve Rehabilitasyon Balami Dog.
Dr. Rasmi Musmmer'in sorumlu aragtirmact oldugu “vanderbilit Gok Boyutiu Ajnyla Baga Giloma
Envanterinin Tiirkge'ye Uyarfanmas, Kiitdrel Adaptasyonw, Gecerlilik Ve Govenlril' isimli
aragtirmia projesine ait Klinik Aragtrmalar Etik Kurulu (KAEK) Bagvura Dosyns: (1661) kayst
Numaralh KAEK Bagvurw Dosyasi), Yeditepe Oniversitesi Klinik Amgtormalar Etik Kurulu
tarafindan 29,06.2019 tarihli toplantida incelenmigtis,

Kurul tarafindan yapilan inceleme sonucw, yukandaki isimi belirtilen galsgmumn yapiimassmn
ctik ve bilimsel agadan uygun olduguna korar verilmistis { KAEK Karur No: 1035),

M () »

* Prof, Dr. Turgay CELIK

Yeditepe Universitesi
Klinik Aragtirmalar Etik Kurulu Bagkam

Yodieepe Universiiosh 25 AJusios Yardesiml, indnd Mahaliesl Kaygda( Cackdesd 34756 Atagehir/ Istanbul
T. 026 578 0000 wwacyoditepe ot F.0296578 0200
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7.3. APPX. 3. Informed Consent Form
BILGILENDIRILMIS GONULLU ONAM FORMU

Fizyoterapistin Ac¢iklamasi

Romatid artritte genellikle hastanin doktora basvurmasini saglayan birincil
sebep agridir. Kroniklesen agri; hareket kisitliligi, uyku sorunlari, yorgunluk, stres ve
depresyon gibi sorunlara yol agarak hastalarin yasam kalitesini Onemli Olgiide
azaltmaktadir RA tedavisinde temel amag; agriy1 hafifletmek, eklem hasarini ve diger
etkileri en aza indirgeyerek, normal fiziksel, ruhsal ve sosyal fonksiyonlar ile yasamin
siirdiiriilebilmesi ve remisyonunu saglamaktir. Insanlar kronik agr1 ile basa ¢ikabilmek
icin yasadiklar1 agri tipine, siddetine ve agr1 inanglarina gore farkli ilag dis1 yaklagimlara
bagvurabilmektedirler. Saglik profesyonellerinin hastalarin agriya iliskin inanglarini
bilmesi ve agr1 tedavisine hastanin uyumunu artirmak amaciyla birlikte karar verilmesi
olduk¢a 6nemlidir. Ancak iilkemizin kiiltiirel yapisina uygun agriyla basa ¢ikma 6lgekleri
smirhdir.  Calismada orjinal ismi ‘Vanderbilt Cok Boyutlu Agriyla Basa Cikma
Envanteri’ olan anketin Tirkcelestirmesi amaglanmistir.Sizin de bu arastirmaya
katilmanizi Oneriyoruz ancak bu arastirmaya katilip katilmamakta serbestsiniz.
Calismaya katilim, goniilliiliik esasina dayanir. Kararinizdan 6nce arastirma hakkinda sizi
bilgilendirmek istiyoruz. Bu bilgileri okuyup anladiktan sonra arastirmaya katilmak
isterseniz formu imzalayiniz. Eger ¢alismaya katilmayr kabul ederseniz Fzt. Ebru
DURUSOY tarafindan 6ncelikle hastalara iliskin sosyo-demografik 6zellikleri, hastalik
oykiisii ve agriya iligkin ozellikler ile ilgili bulgular: igeren demografik veri formu
kullanilacaktir. Kronik agri hastalarinin organik veya psikojenik agri ile basa ¢ikma
bicimlerini degerlendiren Agriyla Basa Cikma Olgegi, kronik agr1 hastalarinin agriyla bas
etmede davranigsal ve biligsel yontemleri ne kadar sik kullandiklarini degerlendiren
Agriyla Bagetme Envanteri, saglikla iligkili yasam kalitesini degerlendiren SF-36 6l¢egi
kullanilacaktir. McGill Melzack Agr1 Soru Formu ile agrinin yeri, bireyde yarattigi his,
zamanla iliskisi, siddeti ve birey i¢in yasanabilir agri diizeyi belirlenecektir.
Degerlendirme kayitlarimiz kimliginiz belirtilmeden saglik alaninda 6grenim goren
ogrencilerin egitiminde veya bilimsel nitelikte yaymlarda kullanilabilir. Bunun diginda
bu kayitlar kullanilmayacak ve baskalarina verilmeyecektir. Bu ¢alismaya katilmaniz i¢in
sizden herhangi bir {icret istenmeyecektir. Calismaya katilmaniz i¢in size ek bir 6deme
de yapilmayacaktir. Bu calismaya katilmay: reddedebilirsiniz. Arastirmaya katilmak

tamamen istege baglidir ve calismanin herhangi bir asamasinda onaymizi ¢ekmek
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hakkina da sahipsiniz. Calismaya dahil oldugunuz taktirde arastirma ile ilgili danigmak
ya da soru sormak istediginizde size verilen telefon numarasindan Fzt. Ebru
DURUSOY’a ulasabilirsiniz. Degerlendirme ve uygulamalar sirasinda olusabilecek
riskler: Calisma kapsaminda yapilacak olan degerlendirme ve uygulamalar herhangi bir

risk icermemektedir.
Katilimcinin Beyani:

Sayin Fzt. Ebru DURUSOY tarafindan Haydarpaga Numune Egitim ve Arastirma
Hastanesi ‘nde tibbi bir arastirma yapilacagi belirtilerek bu arastirma ile ilgili yukaridaki
bilgiler bana aktarildi. Vanderbilt Cok Boyutlu Agriyla Basa Cikma Envanteri’ olan
anketin tlirkgelestirmesinin amaglandigi, ¢alisma kapsaminda sosyodemografik
bilgilerimin alinacagi ve bir anket dolduracagim ve ek olarak kronik agri hastalarinin
organik veya psikojenik agr1 ile basa ¢ikma bigimlerini degerlendiren Agriyla Basa
Cikma Olgegi, kronik agr1 hastalarinin agriyla bas etmede davranissal ve biligsel
yontemleri ne kadar sik kullandiklarini degerlendiren Agriyla Basetme Envanteri ,
saglikla iligkili yasam kalitesini degerlendiren SF-36 Olcegi kullanilacagi ve McGill
Melzack Agri Soru Formu ile agrinin yeri, bireyde yarattig1 his, zamanla iliskisi, siddeti
ve birey i¢in yasanabilir agr1 diizeyinin belirlenmesi i¢in bu anketleri dolduracagim bana
aciklandi. Anket sorularinin agriyla basa ¢ikma yontemlerimi belirlemek i¢in tedavi plani
olumlu desteklemesinin beklendigi ve olas1 bir yan etkisi bulunmadig: agiklandi.Bu
bilgilerden sonra boyle bir arastirmaya “katilimec1” (goniillii) olarak davet edildim.Eger
bu arastirmaya katilirsam hekim ile aramda kalmasi gereken bana ait bilgilerin gizliligine
bu arastirma sirasinda da bilyilik 6zen ve saygi ile yaklasilacagina inaniyorum. Aragtirma
sonuglarimin egitim ve bilimsel amaclarla kullanimi1 sirasinda kisisel bilgilerimin
thtimamla korunacagi konusunda bana yeterli giiven verildi. Projenin yiiriitiilmesi
sirasinda  herhangi bir sebep gostermeden arastirmadan ¢ekilebilirim. Ancak
arastirmacilart zor durumda birakmamak i¢in arastirmadan c¢ekilecegimi Onceden
bildirmemin uygun olacaginin bilincindeyim. Ayrica tibbi durumuma herhangi bir zarar
verilmemesi amaciyla arastirmaci tarafindan arastirmadan cikartilabilece§imi de
biliyorum. Arastirma i¢in yapilacak harcamalarla ilgili herhangi bir parasal sorumluluk
altina girmiyorum. Bana da bir 6deme yapilmayacaktir. Ister dogrudan, ister dolayl
olsun arastirma uygulamasindan kaynaklanan nedenlerle meydana gelebilecek herhangi
bir saglik sorunumun ortaya ¢ikmasi halinde, her tiirlii tibbi miidahalenin saglanacag:

konusunda gerekli giivence verildi. Bu tibbi miidahalelerle ilgili olarak da parasal bir yiik
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altina girmeyecegimi biliyorum.Arastirma sirasinda bir saglik sorunu ile
karsilagtigimda; herhangi bir saatte, yardimci arastirmacit Fzt. Ebru DURUSOY’a
05358893709 telefon numarasindan veya sorumlu arastirmact Prof. Dr. Rasmi
MUAMMER’e 05056502827 numarasindan arayabilecegimi ve Yeditepe Universitesi,
Saglik Bilimleri Enstitiisii, Inonii Mah. Kayisdag: Cad., 34755 Atasehir / ISTANBUL
adresinden ulasabilecegimi biliyorum. Bu arastirmaya katilmak zorunda degilim ve
katilmayabilirim. Arastirmaya katilmam konusunda zorlayici bir davranigla karsilagmis
degilim. Eger katilmay1 reddedersem, bu durumun tibbi bakimima ve hekim ile olan

iliskime herhangi bir zarar getirmeyecegini de biliyorum.
GONULLU ONAY FORMU

Yukarida goniilliiye arastirmadan dnce verilmesi gereken bilgileri gosteren metni
okudum. Bunlar hakkinda bana yazili ve sozlii agiklamalar yapildi. Bu kosullarla s6z
konusu klinik arastirmaya kendi rizamla hicbir baski ve zorlama olmaksizin katilmay1

kabul ediyorum.

Goniilliiniin Adi-soyad:

Imzas:

(Géniillii Bildirmek Isterse Adresi (varsa telefon no., e-mail adresi ,...))
Aciklamalari yapan arastirmaci:

Adi-soyadi: Ebru DURUSOY

Gorevi: Yardimct Arastirmact

Telefon:

Imzast:

Riza alma islemine basindan sonuna kadar taniklik eden kurulus gorevlisi:
Adi-soyadi: Rasmi Muammer

Gorevi: Sorumlu Arastirmaci

Telefon:

Imzast:
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7.4. APPX. 4. Demographic Data Form
DEMOGRAFIK BiLGi FORMU

KiSIiSEL BILGILER
1. Cinsiyetiniz: Kadin Erkek
2. Yasimz: .......

3. Egitim diizeyiniz (son okudugunuz sinifi diistinerek cevaplayiniz)

Okur-yazar Tlkokul Ortaokul Lise Universite Yiiksek
lisans/Doktora

4.Medeni durumunuz
| Bekar “ Evli | Bosanmis Dul

5. Mesleginiz nedir? Halen ¢aligmakta misin1z?(Ne kadar siiredir ¢calistiginizi ya da
calismadiginiz1 belirtiniz.)

Hayir "I Evetise kag tane ve yaslart:............coooiiii

7. Ailenizin toplam aylik gelir diizeyi nasil?

Diisiik ] Orta "1 Yiiksek

8. Yasadigimiz yer:

9. Evde beraber yasadiZmiz Kisiler : ..........cooiiiiiii

10. Herhangi bir saglik giivenceniz var m1?
Hayir Evet (belirtiniz)  SSK  Emekli Sandigi  Bag —kur "I Diger

11.Zararl aligkanliginiz bulunmakta midir?
Hayir Evet (belirtiniz) ___ Sigara ___ Alkol Kullanim stiresi.................
HASTALIGINIZ HAKKINDA BILGILER

12. Kag y1ldir Romatoid artrit hastasisiniz ?

13. Romatoid artrit disinda halen bagka bir hastaliginiz var m1?
"I Hayir | Evet (Hastaligimiz1
Belirtiniz).....ooooiii
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14.Su an kullandigimiz ilaglar neler?

15.Hastaliginiznin alevlenme dénemi var m1?
Hayir Evet (Yilda kag¢ kez, hangi araliklarla, y1lin hangi donemi
belirtiniz.)..................

16.Alevlenme doneminde hastaligin etkilerini hafifletmek i¢in neler
yapryorsunuz?(Kullandigimiz ilaglar, dinlenmek, kendini oyalamak vb... glinliik hayatta
yaptiginiz davranislardan 6rnek veriniz.)

18. Romatoid artritiniz nedeniyle hi¢ hastaneye yattiniz m1?
| Hayir | Evet ( Kag kere yattiniz
DEIITINIZ) .o\ttt

19. Romatoid artritiniz nedeniyle hig fizik tedavi gordiiniiz mii?

Hayir Evet (Kag kez belirtiniz, faydali oldugunu diisiiniiyor
MUSUNUZ?)..vviiniinieannnne,

20. Romatoid Artrit hakkinda bilgi sahibi misiniz?
Hayir Evet ise kim tarafindan verildi?(Belirtiniz: Hekim, Hemsire, Fizyoterapist ,
Internet Hepsi vb...)
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7.5. APPX. 5. SF-36 Quality of Life Questionnaire

SF'BG (Kisa Form 36)

Hastarun Ad Sovade:

Asafidakd sorular sizin kend! saghgimiz haklandald gorosinozl, kendinizi nasil hssettiginizi ve glnluk

aktivitelerinizl ne haodar yerine getireblldiginizl &§renmek amocimdaodir. Size en uygun yonrt: verin.
1) Ganel olarak esdbine icin agafidaklerden hangleinl styleyabilirsing?

Wexermmel Cokiyi b Orta Kot
[ 3 o, Q, .
2) Biryil dncesl e ksmsisshndifingda su enkd gensl saglik dunumunuzu nasil defanendirireinz?
B2 o (iok daba Boarht  Hemenbememmm  Brazésbakew  [opdshakiti
' m m } Q. O.

Agzafidakl eorular bir gon iginde yapsbileceding islede [sktviralede] igiidir. Saghfine bu

skt italan kieinror mu? Efer kistingorsa, ne kadar?
Bwet,Gok  Evet.Biax  Hayw, Hig oty
Kasith

Kasitls [
3} Kicgpmak, agir kaldemak, age sporiara kanimak gibl agir etkinlides I , 3;
4} Bir maszn pelemelk, elekirik sipangesin ek we 29 clmayan spordan I, o, n?
yapmak gibi orta derecell ethdnl lider
-:_ 5) Market pogetlering kaldrmak weya Eapmak Th a a
i) Biricag ket merdiven gikmai u O, O,
T)Birkat mesdiven clkmak o, [
B) Egllmek, diz glikmek, cimelmek, diz cikmek T O, 0,
% Birkiometreden fazla yorime. O O
10) Birkag yar metre yortimei. ], 0, 1,
11} ¥z mestre yOriimek h iy O,
1Z) Kendi bagma banyo yapmak ve giyinmek. T 0, O
Son 4 hafta boyunca badenseal eafbiinein eonucy olarak, igintz veya difier gOniok
etkinlikd=rintzde, sgafidakl sonuniardan biryle kamsilaghne ma’?
[Ewet Hawr
“ 13) Calegzma yamminizda weya dijer akthdtelerinirde gegirdiging zeman kealtrer mi? I O,
14} Arzu ettiginirden daha az peyl mil tzramlzyabildine? T ok
15} Calegma veya diges yeotigin ierin gryidinde kestlama yapterz mi?.— T, 7
T8 Calggma yamminizda weya dider aktretelerinid yapmalda ghdik gektinlz mi? (Apn efor - caba 2, o,

sarf ettiniz mif)

Son 4 hafta boyunca, duygusal eorunlannem [Bmagin ctkkoniok veya kayg) sonwcw olarak
Izinitz veya dier ghnlok etkinliklenntzlz gl asafidakl somnunlarls ksrsilaghne mi?

Evet ___Hapw

.5 17) Calegzma yamminizda weya dijer akthdtelerinirde gegrdiging zeman kealtrer mi? h O
18) Amw ettigintzden d afa 2z I mi tamamlzyabildiniz? Th ok

THiknizle veya diger akthaitelerinize gl igler ber mmank kadar didkat vererek yapamadieez mi? " O;
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SF-36 (Kisa Form 36) Sayfa-2

20} Son 4 hafta boyunca bedenesl saghjine veya duygussl eorunlanniz, sllentz, srkadas veya
.‘ komsulanmzla olan olajan soayal etkinlikderinizl ne kadar etkilsd?

i Etkilemedi Cok Az Orta Derecede Epeyce [k Faza
O, O: O, a, O
21) Son 4 hafta iginds vocudunuzda ne kadar agn oldu?
B7 Hig Dimaach ok Az Hafif Orta ok Pek Cok
Oh 0 B O, O Qe

22) Son 4 hafta boyunca afnne. normal Isiniz| [hem ey iglenntzl hem ev disi Isintzl disondndz)
.a ne kadsr stkiled?
Hig Etkilemedi Siraz ethiledi Orta Derecede Epey Etkiledi ok Etkile
[} O: O O O

Agafdald eorular ezin eon 4 hefta boyunca neler hizsettidinizie lgiidir. Her somu Igin, stzin
duygulannezn en il karsilayan yamm, son d haftadak elkijim giz anine alarsk esciniz.

it G 5T e ham B

T3 Kendintz! yaam dolu olarak hisssttintzem? | L, 0. 0. 3. 3. O
mi;nhnﬁlhmdilmrrlﬂ' D1 D: D] :I.| 1 :I.;

B9  Drememeoeies o 5, 5, 3 3 o
26) Kendinizl sakin ve huzurks hissetting mf |, 0O, 3. 3. 3. 3

I Cok enerjit cddunaz mus? - T, , s A Os N

2E) Kendiniz! kalb lorik ve fxgln hissettinte mif T T Oz Js = s

25) Kendintrd ypranmeg, bitkin hisssttinte ma® - T, , O " O i P

30} Marthy, sesinchl bir ieean oldurme me? ), 0, O s ™ i P

30y Yorgunluk hissetinlzm® [, , O " O i P

32) Son 4 hafta boyunca bedensel eadhiinz veya duygueal sorunlenmz eosyal etkdnliklsrintzl
B10 [arkadas veya akrabalsnine ziyaret etmak gibll ne sikikta stklled?
Siweldi (Cogu zaman Bazen Hrasira Hig bir zaman
O, O: O, d, O
Azafdald her bir fade skzin igin ne kadar dogru veya yanhster? Her bir fade igin en wygun
olaram Isaretieyiniz.
Kaunlick Ikda Godunkkh  Eaunlils
dodn cﬁm Emin dojin

wonyy e
BN 33} Ben diger irsanlara gore dzha kolay hastalanyorom [,

0, =3 0, Os

34) Tamdigr, egler kadar saghiiom. 3, 0, 0, O, Os

35) Saghgumin kotolegmekte oldugun ssnyorum. 3, 0, O O, Os
36) Sagligm mitkemmeldi. [, O, 0, O, 0.

T L Beerecarme o (] B o, B T L

#rron ke

‘"
Aromi-m.com.
B o Tesran ve diosneers . L. roe ek i
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7.6. APPX. 6. Mcgill and Melzack Pain Questionnaire

McGill - Melzack Agri Anketi

(The McGill Melzack Pain Questionnaire)

Hastan AdiSoyade  ~~  Taih ____ S
Klinik kategon (kardiyak, ndrolojic gibi Tanss: Yag:

Analjezk kullanyorsa;  Tipi: Daonx Testhen ree kaadar Snee aldegr

Hastarin g ciizeyi (kognisyonu) 0y [cbiepik) i , A s iyiikesei)

Buy Slpek: agnniea iligkin bize daha fazls bilgi vermek imere haadanmig olup dért bélismden olugmugher; (1) Agnnan yeri (1)
Owelligi (3} Zamanla iligisi we (4) podeti.
Suanda agnnm nasil hissettiginiz Snemlidir. Lifen ber balimion begnda bulunan apklamalan ideyiniz.
1. Boiom Agnmz Merede? 1. Bainm: Agnnezn Ozeliig)
Loti=n _llﬂ-?dﬁ ?EH I]IEl'I_'IdE a_gnnm nerede J nerlerds Asaidakl kelimederin banlan su andal agnren
Rissettiginizl Ieetlevintz. Ejer adone dernde Be O Farfl. pumlamakisdir, Sadece agnni en i anemlayan kelimele
:rl:lznd: ke Y Fadind Ipmﬂeﬂglnh yerin yan li'ilu:fm'ﬂ'_ daire Idne 2hiniz. Uyqun qeimeyenier bog biakiniz. Her

Sayet hem derdnde hem de yireyde 1s= O harflednl yaonie. grupita uygur olan sadecs birkelime aretsyink
OhPurpraden  OJ:Dikan dilkan Ohedk ges
Chiint,
DeTimpsn | Ol Ot Ciidrtan,
DOhLamen O Delic, Ey— O ¥amtane,

Coorlaan | Deuplt. | opmpqul | CySaen,
DsMuren o i

Doomn g P DurpErghl | Duge

3, Yarkar, O, Hamas, Thisuzk, CShamcal,
OCadjdan, O:Gemin, Ch¥alon Chitagnth,
Cekabipen,  Defomoen, Dhtagapa,  ChAco,
DhDelan Dudiakin Oilafawa  Cidtpebabr

O, sy, DO:50fl aden,

OivYono, ChTiksindinic,
SaeRC.  Odroden  Ciibemo  ChSagum
OS5k OhCartanding,  Chiveih, ChEnir aden,
DLk, O:Btapsden O, Eulan S,
OeHbsizioytivan, O.Zallm, Chistrap, DAmas,
Oufalegina, O, Hahix, ChiBerbat, OyFofun,
T Chisirich Chiganmghl  Chlayanimz
4 Beeom: Agrmzin Sddetl C:korkuvaren, O:fokieskn,  O0mpaten, | ChSgmyan
kreanlar artan vosjunluda gére agrianm belirten bes EH:“‘P; gﬁ:s‘;l :Id:q:-rl:l.llnl . ﬂ;::;ﬂ'
kelimede birlesider. Bundar;
:l-_ :.1 j] :.l :Il
ettt fahatwr  SodeH  (okpiddetl  Dayamimar 3. Balorec Zamania Agrinizin [gkisi
ikl Agnnin tammlamak igin kangi kelimeyikelimelei
Eofjdaki her sonryu yvantlbamak kin sononun vanmsdski bogduga, kudlanimina?
sizg G UPgon rakami yazme 1
1. Su andaki afinnc Bangl kelima tanimiar? __ L Devam, Rk, L, K2, Ak

irall, mbi rahikd agid,
2 Ajinnan an koto halint hang! kolime tasmbar? _ b | etk 2l
3, Ajnnix om 2z oldudurc hamal kalims nenlar? ___ 2 Meler agnnm rahatlatyor?
4, %o ana kadar gagindidinke e kStd s adrmnm hangl kabme:
Samimiar? ___

5. 5 ana kadar gagirdiginir on kit bag adesim hangl kafime
tamimiar? ___

& 5 ana kadar gegirdiGink: on kiotd kznn afn=m hargl kalma
Samimiar? ___

Hsinck & (575 Pain. B Sep TEITSHE frrcnlina

i-'

e Hroerdsrsm oo

3 Meler agnnm arttmyor?

Toplam Puan (0-112):

1o o DT . LT, Wl R STk
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7.7. APPX. 7. Pain Coping Questionnaire
AGRIYLA BASACIKMA OLCEGI

Insanlar yasamlarinda bazi rahatsizliklarla karsilasirlar. Biz insanlarin rahatsizliklar
karsisinda nasil davrandigini 6grenmek ve kendilerine bu konuda yardimci olmak
istiyoruz. Siz agrimiz oldugunda neler disiiniir, hangi duygulari yasar ve nasil
davranirsiniz? Size en uygun cevabi isaretleyiniz.

1)Agrim oldugunda Yatagimda uzanirim ya da uyurum.
a) Higbir zaman b) Cok az c¢) Arada sirada d) Sik sik

2.)Arkadaslarim, ailem ya da esimle konusurum, telefonda birisiyle konusurum.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

3.Isime veya ev isine dikkatimi veririm.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

4.Germe ya da esneklik saglayict hareketler yaparim.
a) Hi¢bir zaman b) Cok az ¢) Arada sirada d) Sik sik

5.S1cak bir dus alirim ya da banyo yaparim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

6.Yirlylise ¢cikarim.
a) Hi¢bir zaman b) Cok az ¢) Arada sirada d) Sik sik

7.Hoslandigim bazi seyleri yaparmm.(Ozel zevkler)
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

8.Baskalari ile birlikte olmaya c¢aligirim.
a) Hi¢bir zaman b) Cok az ¢) Arada sirada d) Sik sik

9.Agrimin olmadigini hayal ederim.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

10.Sakinlestirici ila¢ alirim (diazem, librium v.b.).
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

11.Ben-Gay, Naprosyn gibi bir agri merhemi kullanirim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

12.Kendi bagima, yalniz kalirim.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

13. Isitic1 ya da sogutucu torba (termofor, havlu) kullanirim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

14. Agrinin bana verdigi 1stiraba dikkat kesilirim.
a) Hi¢bir zaman b) Cok az c) Arada sirada d) Sik sik
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15.Derin nefes alip vererek gevsemeye calisirim.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

16.Magazin dergisi, gazete veya kitap okurum.
a) Higbir zaman b) Cok az c¢) Arada sirada d) Sik sik

17.0lumlu 6zelliklerim {izerinde diisiiniirim.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

18. Aski1 veya bileklik gibi destek kullanirim.
a) Higbir zaman b) Cok az c¢) Arada sirada d) Sik sik

19.(Doktor regetesi ile) uyusturucu agri kesiciler (morfin, kodein) alirim.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

20.Televizyon izlerim veya radyo dinlerim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

21.Agriyan kismimi yiiksege kaldiririm veya destek olarak yastik kullanirim.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

22.Bagka seyleri diistintiriim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

23.Rahatlatict miizik dinlerim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

24.Agnlarim ne kadar siddetli diye diistiniirim.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

25.Agriya daha fazla dayanamayacagimi diistintiriim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

26. Baskalarindan yardim ve destek isterim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

27. Hoslandigim bir seyler yaparim.
a) Higbir zaman b) Cok az c) Arada sirada d) Sik sik

28. Kendimi kotii hissederim ve aglarim.
a) Higbir zaman b) Cok az ¢) Arada sirada d) Sik sik

29. Benden daha kotii durumdaki insanlar diistintiriim.
a)Hicbir zaman b) Cok az c) Arada sirada d) Sik sik



7.8. APPX. 8. Pain Coping Inventory

AGRIYLA BASETME ENVANTERI
Aciklamalar: Agn ceken insanlar, bu agriy1 yonetmek icin cesitli yollar gelistirirler. Sonraki
sayfalarda agr1 durumunda ne yaptiginiz ya da ne diisiindiiglintizle ilgili ¢esitli ifadeler vardir.
Sizden, ne kadar siklikta asagidaki gibi davrandigimizi ya da diislindiigiiniizii isaretlemenizi
istiyoruz. S6z edilen yontemleri nerdeyse hi¢ kullanmiyorsaniz (1), bazen kullaniyorsaniz (2), sik
sik kullantyorsaniz (3), ¢ok sik killaniyorsaniz (4) rakamini isaretleyiniz.

Agrim oldugunda Neredeyse Bazen Sik | Cok
hig sik sik
1. Faaliyetlerimi birakirim. 1 2 3 4
2. Kendimi daha basit faaliyetlerle sinirlandiririm. 1 2 3 4
3. Fiziksel olarak kendimi zorlamamaya dikkat ederim. 1 2 3 4
4. Oturarak ya da uzanarak dinlenirim. 1 2 3 4
5. Rahat bir beden durusuna gegerim. 1 2 3 4
6. Dinlendirici bir ortama ¢ekilirim. 1 2 3 4
7. Agr1 yokmus gibi davranirim. 1 2 3 4
8. Agr1 bedenimle ilgili degilmis gibi davranirim. 1 2 3 4
9. Her zaman agriya odaklanirim. 1 2 3 4
10. Agrinin daha az siddette oldugunu disiiniirim. 1 2 3 4
11. Giizel seyleri ve olaylar1 diigiiniiriim. 1 2 3 4
12. Fiziksel bir faaliyetle mesgul olarak dikkatimi dagitirim 1 2 3 4
(6rnegin; yliriiyiis yaparak, bisiklete binerek ya da yiizerek).
13. Kitap okuyarak, miizik dinleyerek, televizyon izleyerek 1 2 3 4
ya da bunun gibi bir sey yaparak zihnimi dagitirim.
14. Hos buldugum bir sey yaparim. 1 2 3 4
15. Endiselenmeye baslarim. 1 2 3 4
16. Agrinin daha da kétiilesecegini diigtiniirim. 1 2 3 4
17. Agrimin olmadig1 zamanlart diistintiriim. 1 2 3 4
18. Agridan ¢ildiracagimi diistiniiriim. 1 2 3 4
19. Baska insanlarin yasadiklart zorluklar1 diigtiniiriim. 1 2 3 4
20. Bagska insanlarin bdyle bir agr1 yasamanin ne oldugunu 1 2 3 4
anlamadiklarint diisintirim.
21. Kendimi geri ¢ekerim. 1 2 3 4
22 .Disaridayken olabildigince ¢cabuk eve donmeye ¢aligirim. 1 2 3 4
23. Agriy1 azaltmak ya da dayanilir kilmak i¢in kendi yontemlerim var Evet Hayir

Evetse bu yontemler:
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7.9. APPX. 9. VMPCI Original Form

T ERTETEE ] A )
tr*5["J|n| fnllwing 1t.m ﬂtl'lr_‘.ri.hlqthﬂ'gﬂllt! tha. }rnu .;nn;-,r 'nurg, o t
you may engage in.when your. pain is.a’ MODERATE: level crf‘lntﬂnaitr or . EyvE
greater. - Please indicate hﬁ:crragupnt;y .you, typieally do.the, tnllnwinqr¢

xing the apprnpriltn box next to each . 5

when tll:pq:illnc:l.ng pain h:,r =]

r. h-ahaviﬂrl th-tt

statement. . "I. |.|-.q_l" LN 'E'T-E -n —-"-!a.-g-nl 'ﬂ-"l.....""'i'\--'\,,L ‘ iirlr. .-..-:_._ﬁ:- i,
S Ly L E e e L ]
F checlk II'I'lt d-n when j.n :lem NS . o . m;h: ruqumt:l.r iy urur. in pain
: ] et -.. PI. :
.. = Fh -.._h_l. .I.u i F '.I:;\.‘: “_'E'- v“‘:"' "":‘I.. ‘“' I.:- .]
i _-:hln:k‘ -l:.'l'lll' dn Hh-n in nni.n‘ i PR _l:hl";-h T Prequantly ﬂn I-rhirl i.n
r H-‘:.. e Fu, N
chack Elhullioullj da 'Hl'llrl in 'FI-I.iI'I. g
1. ltrtumly:lmﬁuhminm-rtﬂ . |u|!1]i:||_‘l||1f
understand It babtar. .. ... .00 eieaaans RS
3. Tuen te work or substitute activity to take | o I | 1 { [ 2 | | 3 | | 4 |
s - e
3. Wish the doctor would prescribe bettar ] EI III E El E
Pain medioat lon. ccciirrn s nnraanttaa s tisia s et e
; | | | 1 l 2 3 4
4. Engage in physical emercise or phyoical theazapy..... | i | | | |
nialalain
5., Discuse my femlings with SOMEONE..c.ciiceirnnnrrrnns
[+] 1 2 3 ]
G, Critlclze or Lleckure mymelf....cocciiuenrnnnnnnnnnns I-__| i | | | | i L._I
7. Hake the best of things; tey te learn |a|'1|]:||3f|1'
Erom the @Xper LMmE® . o s s sasccsomesnnnesssansssassss
Lod [ (2] [o] [¢]
B. Think about how the paln is wearing me down.........
Lo ] 2] 2] [4]
9. Fay close atbention o what 10 BAPPERLRG. v e eoeees. -
19, Ceot upset and let my omOTLORE GUE. vy seeossensssn |_| |_| |_._] Ll U
11. Thimk it is terrible, and that it Le never !n-| I1| |2| |ai |.| |
goimg Eo get any better.....ocvverrrrrnnsssancisanns
L] 1 2 3 4
12. Hops a miracle Will BAEEST. c v resrrransccsssnnnnnnnns | 1 I | ' | | I | T
o] ) 2] B[]
11. Tell ethers how maoh Ehe Pable MEEEf. . .ueeeceoneon s,
o] D) L=] (5] [
14. oo on a8 LF nothing hao Rappesief. . ....o.eeeieeoonn..
2 3 4
15, Try ko kesp my foolings to myself. . iccicciisecrrnnnn EI IE | r | | I |
16, Look for the ailwer lining, ®o to opeak: Ery to

17.

look on the bright aide of ERANg®...ccccsssmarsnnren

G =) [ ] [+
] (3 2] 5] [7]
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19,
20.
21.
ZI.
3.
4.
25
Z6.
27,
28.
29.
3D,
3l.
A,
I3
34.
35,
36.
art.

3B.

3g.

chack III-"“ do when in pain chack Irm;-mlp du mu-. in :pll.n

chask | 1 |Rarely do when in pain ' ehiek jm Prequently da when in -
ahack | 2 |occasionally do when in pain A

Lash cut physically or wrhlllr--_,,-.,.,.........- (o] [ [=] [ RENE
Worey the whole time about whether St will end...... L2 ] (o] [4]
Realize the situation Lo hopeless and give Gp....... L._l EREE L
Tell mysslf things that help me to feel better...... L._J (2] (2] 2] |__|
ey to forgat the Wole AP 1. veresessreceseaonns AN ENRENR NN
A B O MCELTRL 11 eenreeeeveeeeeeesenenns CI BN
Ut By £RABE 10 Godterreerareerassenreeeeseenn, C] BTG [E
Change o grov as & person 1n & 305 vay..... ... KB EIENE
et e s SO ENpENRENRERNEN
e st s st Blnloioin
i o s et 5] (5] (5] 3 (5]
Get used to the idea that it happensd............... o | [+] [2] [5] [+]
ek v e R R e el z] ][]
Get upset, and an really awace of it................ Lot (2] (2] 2] [+]
Clear my mind of botharsome thoughts................ o] (2] [2] [5 L4
Fosl Likm T can‘t stand 1t SRYMSES.....eesssssessons EERENREY 3||LJ
Redipcover what is Lmportant §a Life................ |°H1||*H3]E

Take direct ackiss te try and Lloprove metters.....
Aveid belrng with people 40 QEREEEL. ..o eeceennenoras
Tey o find comfort in my E@li@ien. .. .0urinueeonnn ..

Think that I can‘t de anything to
COPE With The Pain.....iisecciiiinniaann, henaaseees

le 15 1R i

RO BB Y

L] (2] 2] ] (3]
o] 2] (=] (5] [&]
Lo L) 2] [ [+]
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S

i iy e ke

) '.'ghﬂlElmH’ du whan :Im pulrl -J:n':ﬁ

-ahlnl-:,t ol ﬁ'l'l'_'hdﬁ Hh-ﬁ :LTI- pli11 2 {-, 3|

hm;':'l".ﬁ E:li‘:]'.-', ;innu;ll';l.'nhm\pum Sorey l:l'lli:'l'l. T'Il]' rrmﬂlt-]-: do u-h-n 1|1 Jal:-
e e T L r pI.L'I'I. i e T I-“:._._I L ._:J,._
U ehesk uﬂ.-.l.i.i.ulllir da 'I-'J‘I-lll :LTI- pI:LTl
D LB R e s |°i|111=||3||*|
r ,._I' ; ' P
- MDA
l.l-lp g_t.h-n :;-al_ kiowing how bad things are.........

R ENRERRERRES
. Participate in lelsure actlvitied......cccsanannnnan

| . [o] (2] [2] (=] Le]

. Fesl like I can't 9o Ofrsseesscccsaaannaanmrrrannnrs
. Take it ocut on other peoplé.....ccciseciiaaenrianaes lﬂj[lliillilu
.uql;qthlu:nvlllrm“l:h'?l‘; IﬂJIll‘Ill!Jlil

to thimk aboat Lt lews...rse-ccssscansasnnrnanrrrsnns
| o] [ [=] [0 [

. Got as fay away [rom other peoplea a8 I Caf.iassnvran
EIgEIRERRERRED

. Distract my stbention away from the pali...ccaaeeoes
EAESRERRERRED

. Think about how I have beought this on syselfc....ow

L Emamm OEHEED

Try to kesp my feslings from interfaring with
RN EN N
. Wish I could change the way things are gobleg...c....

51.

52.

1.

4.

55,

ihi.

57.

S,
59,

60,

Kaep myself busy &a I won't have te think

about what Le going Gfcssccsisannnrnsnrrsasssssansas

Hake light of the aitvation) refuse to gal Loo

sarloun About LB, ..:ccccsassnannnrrnnnrrsiasbidasa

A=capk that thie has happened and that

i% =an’E b nhll:lpld. ...............................

Poeus o Ebe locatlon and intepsity of the pain..e..
Go off by myself to be Alof@..ccisaaasnrnnrrrraaes

Juet give up trying th make Ehings DELTEE:ccssnaans

B ERRENR e Y

mccept the fact that it eeally happened. ...

Wimh that the situvation woald go away or

aomshow be over wWlth.: ccccssssrsanmnrrssnnrsnnmnesns

Pray more Ehan USudl.sserrrserrrseccsssscsssaaanns

[o] [a] [ L2 Le
[od [ =] (2] L]
of [r][2] 3] ]
Lol (o] 2] 5] [
Lo (2] L2 2] [2]
EANERRERRENRES
Lo [ Do) 5] L]

Cod L] 2] [ L

A GEIEE
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s
= ||..-n_-a-|.-|-r-

chack E“Tll‘ 4o when In paln W chighmrm:u :I.u- u-m.n in P-lirl w ,;.,nr"
. RN (TR - . : s ey
:h-ui'mmf"du“um in pata’ = nh.n.:.‘:mnrg l':l.'Iq:ulII:.l;lr do. when in *0 g

oheck Elnnullimﬂ: do when in pain

El. Try to get advies Teom sonecns abssat uh.ttudn,....m m l | | | | |

62.  Feel a'lot of emetional distress and I Find EI E | 2] |.:|| |1] ;
ryaslf expressisg thoos femlings a lo®. .. ...0...00.. ¥

1 | F] J | E] | J 4 |
63, Do anything o get oy mind off the P«l.'i.nEI D
54. Have fantasies or wiahes | o | | 1 | | 2 | f 3 | | 4 |

about how thinge might tuesn B s e n s i am s

5. Feal responaible Tor the pain I am femling.,.........

E5. Try not %o lek othoe pEopla
wma what I'm geing T L

Ed. mﬂ'ﬂ. -] 11'- with lt.-..na--rru..l-r-.------.--..--n.a-..--l.

o]
(o]
7. Give up the attempt o get wkat T ﬂntEl
E

68, Talk to semeona about Figw I B
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7.10. APPX. 10. VMPCI Certified Translator Form

YMPC i Kavtamsal Yamn

Vanderbitt Cok Boyutle Agr e Baya Cikamn Envanterisin (V NP
Kaveamsal Yapes

Smah ve ik, (1997) tarafiedan 9(&‘!1% } scine (Yl Danrurny Tibbi Raporiar
dergasinln 19, saymunds. savfa 11 ve 21 arasnda bildin lf?h,m! YMPCHnin Lumml fuhle
vapist asadada detayl okuak verilmgtir, Lisklenm e ahi Skgek, VMPCE ile ke e Vandermilt
Adn Yisetine Envanterine (VI'ME) abtil ve patf alt Olgeklerine ilighan Lisiulmg versiyonlara
isarct etmoksedie. Son Gy dlgek olas Kabul, sosyal deack arami ve digy varum kleri, Zaman 2
pirinede Hicepe ekloammistic. Bununka beraber, bu dlgskler ilik galeggmesnds yer alan 5 nola
dipnotta belirtldifs dacee aym 2 tuldirimemistir. I srlmil ve pes etme
hiklagr aluoda yer dan ve * sm il baglayan maddoler lpein Zaman | versiyonunda
Kultamiimis, ancak s0z kosess dipoactia da belewldigi drcre e ghncel Zaman 2 veanironundans
stharlmigr. 5i semboli ile baghyyan readdcler, ta dlgek lonin glvemililik du sy ternt anurmak
b Zamad 2 versiyonuna cklenmistie ancok 552 konusu dipnotta da belinildigi Drere galrymut

b tlgeklere ydawlik olarak inceleme yagelmamisiie.

1] VPMEAKLE
1) Fakeel ogrersiz veyn fiziksel terapi Gallyetiennde bulunurum. .

241 Bir ugrag edinie yu da aktif olurum,

31) Akbimdan endise verich dgsaaceleri glkannm. “1E

42) Dos zaman cthinliklerine kavdinm, \> Qc
47) Dikkatii 3gncan baska bir unsse veririm. _ f

2)  VIMU-Pasif ] E

3] Dekwoeun daha iyi Maglar yazmasan dikerdim.

8; wmu berd nasal vipeannfint disindelim.

13) ma?P'n g anna anlatmm.

29) Sosyal fualiyetlermi ksitanm
30) Agnyla haga gikabilmek ioin hna;' sy yupamayacagim dislindrim.

$5) Agniyan yere ve a2nmn yoguniuduna cdaklamnm.

3) Planls Problem Cozbmi
1) Problemi dabs ivi kavrayahilmek igin analiz ctmeyi denenm,
9 Cevremceki olaylara cok dikks oderime.
28) Bir eylem vagoe ve bu planagysnem.
16) Mesclel Nuim by dadebilmek adas dofredan adimlar atanm.
*) Durum hakknda duha fazla bilgi almak g birileniyle konuguram.
*) Durume claha iﬂ um«uam igin wecriibeloramden Gy dabananm,
*) Sorunls baga ¢ knenu)gmc&mhﬂmr caliginm,
*) Errafimda reler odduguna dair momkon oldugunca fazla bilgi edinirim.

4) Owmle Yeniden W
71 Her seyden azamsi tlgide faydalanmaya galiginm: recriibelenimden ders gramasa

caligenm.
16) lyimser bar taver takimnm. Diger ber deyighe. bardaga dolu tarafmdan bakmaya galsinm,

37) Rendime daha iyl hissetmemi saglayan yeyler sty berim.
26; Iyi bir hm‘?nuwyadabmgbmdw vetigtiririm.
35) Hayatiaki onemli gy beri yeniden kesfoderin,

e m’mb'opllml i in bi da
2) Zihwimi in bir ige geregir yo  faaliyetlerde bulenurum,
50 llaxmm& olan batenler hnr&nds dz;hncm_ek igin kendime bir ogras bukurum.
g:j) unlari daha az Jisdmmek igim sincnsaya gider veya TV izlerim,
iw63) Agriya odaklanmamak adina hee sevi yaparme.

6) Basa Cikma Eylemiyle Vizlesme A=z
' tO)thr:yamlolnkmth\cm ALK TERCLAT:
44) Sinirimi bagkalarmdan ¢ilannm. LR AL
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7.11.APPX. 11. VMPCI

Vanderbilt Cok Boyutlu Agriyla Basa Cikma Envanteri

Asagidaki maddeler, agriniz orta yogunlukta veya daha fazla oldugunda, iginde
bulunabileceginiz davranis veya diisiincelerinizi agiklar. Liitfen her bir ifadenin yanindaki
uygun kutuyu isaretleyerek agriniz oldugunda genellikle asagidakileri ne siklikta

yaptiginizi belirtiniz.
Agriniz varken Asla yapmiyorsaniz bu kutucugu isaretleyin:

Agriniz varken Nadiren yapiyorsaniz bu kutucugu isaretleyin:

Agriniz varken Arada Bir yapiyorsaniz bu kutucugu isaretleyin:
Agrimiz varken Sikhikla yapiyorsaniz bu kutucugu isaretleyin:

Agrimiz varken Cok sik yapiyorsaniz bu kutucugu isaretleyin:

[

Lia
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30.
31.
32.

Fiziksel egzersiz veya fizik tedavi ile mesgul olurum. mesgul olurum.

Duygularimi birisiyle tartigirim.

En iyi seyi yaparim; deneyimlerimden 6grenmeye caligirim.
Duygularimi kendime saklamaya c¢aligirim.

Umut 15181 ararim, olaylarin iyi tarafina bakmaya calisirim.
Olanlardan dolay1 kendimi suglarim.

Tanr1’nin yardimini ararim.

Iyi bir insan olmaya ve kendimi gelistirmeye ¢aligirim.

Bununla basa ¢ikamayacagimi kabullenirim ve denemeyi birakirim.

. Durumun boyle oldugu diisiincesine alistim.

. Benzer deneyimleri olan insanlara ne yaptiklarini sorarim.

. Zihnimi rahatsiz edici diisiincelerden arindiririm.

. Daha fazla dayanamayacagimi hissediyorum.

. Genel olarak insanlarla olmaktan kaginirim.

. Agr1 ile baga ¢ikmak icin hicbir sey yapamayacagimi diistiiniiriim.

. Bagkalarimin durumun ne kadar kotii oldugunu bilmesini engellerim.
. Bos zaman aktivitelerine katilirim.

. Devam edemeyecekmig gibi hissediyorum.

. Diger insanlardan olabildigince uzaklasirim.

. Dikkatimi agridan uzaklastiririm.

. Bu agrinin bagima gelmesi i¢in ne yaptgimi diisliniiriim.

. Bu durumun bdyle oldugunu ve degistirilemeyecegini kabul ederim.
. Yalniz kalmak icin basimi alir (uzaklara) giderim.

. Her seyi daha iyi hale getirmeye ¢alismaktan vazgegerim.

. Bunun ger¢ekten meydana geldigini kabul ederim.

. Her zamankinden daha fazla dua ederim.

. Ne yapacagim konusunda birinden tavsiye almay1 denerim.

. Duydugum(yasadigim) agridan kendimi sorumlu hissederim.

. Diger insanlarin neler yasadigimi gérmelerine izin vermemeye

caligirim.
Istedigim seyi elde etme ¢abasindan vazgeciyorum.
Bununla yasamay1 6greniyorum.

Biriyle nasil hissettigimi konusurum.

0 2 |3 |4
0 2 13 |4
0 2 13 |4
0 2 |3 |4
0 2 13 |4
0 2 13 |4
0 2 |3 |4
0 2 13 |4
0 2 13 |4
0 2 |3 |4
0 2 13 |4
0 2 13 |4
0 2 |3 |4
0 2 13 |4
0 2 4
0 2 |3 |4
0 2 13 |4
0 2 13 |4
0 2 |3 |4
0 2 |3 |4
0 2 13 |4
0 2 4
0 2 |3 |4
0 2 13 |4
0 2 |3 |4
0 2 |3 |4
0 2 13 |4
0 2 |3 |4
0 2 |3 |4
0 2 13 |4
0 2 |3 |4
0 2 13 |4
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7.12. APPX. 12. RESUME

Kisisel Bilgiler
Ad1 Ebru Soyadi DURUSOY
Dogum Yeri Canakkle Dogum Tarihi 22.03.1993
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