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Summary

Objectives: The aims of this study were to translate the pain catastrophizing scale for children and parents (PCS-C and PCS-P) 
into Turkish (TurPCS-C and TurPCS-P) and evaluate the psychometric properties in children with primary headache.
Methods: Exploratory factor analysis was used to test the construct validity. Reliability was measured using item-total score 
correlation, internal consistency (Cronbach α coefficient), Cronbach α if the item was deleted, and test-retest correlation. Con-
current validity and convergent validity of the scales were correlated with other scales (Revised Children’s Anxiety and Depres-
sion Scale [RCADS], RCADS Parent RCADS-P, Quality of Life Scale for Children [PedsQL], and PedsQL-Parents [PedsQL-P]) and 
some related features (pain intensity, mobile phone usage time, and headache duration).
Results: Of the 80 children participating in the study, 55 (68.8%) were girls and 25 (31.2%) were boys. It was determined that 
the original three-factor structure was not supported for TurPCS-C and TurPCS-P. Cronbach α value was 0.871 for TurPCS-C 
consisting of 12 items, and Cronbach α value was 0.890 for TurPCS-P consisting of 12 items. As the PedsQL score increased, 
there was a negative correlation (p<0.05, r=−0.575) in all three areas of TurPCS-C, and there was a positive correlation (p<0.05) 
among the scores from the RCADS scale and TurPCS-C. Similarly, there was a negative correlation with PedsQL-P and TurPCS-P 
and positive correlation with RCADS-P and TurPCS-P (p<0.05 for each).
Conclusion: TurPCS-C and TurPCS-P are an evaluation instrument with sufficient validity and reliability, and it can be reliably 
used to examine pediatric patients with primary headache.
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Özet

Amaç: Bu çalışmanın amacı, çocuklar ve ebeveynler için ağrı felaketleştirme ölçeğini Türkçeye (AFÖ-Ç, AFÖ-E) çevirmek ve 
primer baş ağrısı olan çocuklarda psikometrik özellikleri değerlendirmektir.
Gereç ve Yöntem: Yapı geçerliliğini test etmek için açıklayıcı faktör analizi kullanıldı. Güvenilirlik: madde-toplam puan kore-
lasyonu, iç tutarlılık (Cronbach α katsayısı), madde silinmişse Cronbach α ve test-tekrar test korelasyonu kullanılarak ölçüldü. 
Ölçeklerin eş zamanlı geçerliliği ve yakınsak geçerliliği, diğer ölçekler [revize edilmiş çocukların anksiyete ve depresyon ölçeği 
(RÇADÖ), RÇADÖ-E, çocuklar için yaşam kalitesi ölçeği (ÇİKYO), ÇİKYO-E] ve ilgili bazı özellikler (ağrı yoğunluğu, cep telefonu 
kullanım süresi, baş ağrısı süresi) ile ilişkilendirildi.
Bulgular: Çalışmaya katılan 80 çocuğun 55’i (%68,8) kız, 25’i (%31,2) erkekti. AFÖ-Ç, AFÖ-E için orijinal üç faktörlü yapının des-
teklenmediği belirlendi. On iki maddeden oluşan AFÖ-Ç için Cronbach α değeri 0,871, 12 maddeden oluşan AFÖ-E için Cron-
bach α değeri 0,890 olarak bulundu. ÇİKYO puanı arttıkça AFÖ-Ç’nin her üç alanında da negatif korelasyon (p<0,05, r=–0,575) 
ve RÇADÖ ölçeği ile AFÖ-Ç puanları arasında pozitif korelasyon (p<0,05) vardı. Benzer şekilde, ÇİKYO-E ve AFÖ-E ile negatif 
korelasyon ve RÇADÖ-E ve AFÖ-E ile pozitif korelasyon vardı (her biri için p<0,05).
Sonuç: AFÖ-Ç, AFÖ-E yeterli geçerlilik ve güvenilirliğe sahip bir değerlendirme aracıdır ve primer baş ağrısı olan çocuk hasta 
çalışmalarında geçerli ve güvenilir bir şekilde kullanılabilir.

Anahtar sözcükler: Anksiyete; çocukluk çağı baş ağrıları; depresyon; ağrı felaketleştirme ölçeği.
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Introduction
Approximately 60% of the children may experience 
a headache at some time in the childhood period.[1] 
While the prevalence of migraine is 5% in children by 
the age of 10 years, its incidence increases with age. 
At these ages, headaches can have significant effects 
on physical development, academic success, and 
quality of life. Childhood migraines are associated 
with psychiatric comorbidities such as depression, 
anxiety, and behavioral problems.[2] Pain catastroph-
izing is the tendency to overfocus and exaggerate the 
response to painful stimuli and their threat values and 
to feel more helpless about the experience of pain.[3]

Sullivan et al.[4] developed the pain catastrophizing 
scale (PCS) for adults, and it was adapted for use in chil-
dren by Crombez et al.[5] Consisting of 13 items, PCS for 
children (PCS-C) include three subscales that measure 
different aspects of pain catastrophizing: Rumination, 
magnification, and helplessness. The rumination sub-
scale consists of four questions (questions 8–11) and 
measures ruminative thoughts, anxiety, and inability 
to prevent thoughts about pain. The magnification 
subscale consists of three questions (questions 6, 7, 
and 13) and reflects the intensity of discontent from 
pain and anticipation of negative consequences. The 
helplessness subscale consists of six questions (ques-
tions 1–5 and 12) and reflects the inability to cope with 
pain.[4,5] Validated versions of PCS-C have been pub-
lished in languages other than English.[6–9]

Goubert et al.[10] developed the PCS for parents (PCS-P) 
in 2006. It is a 13-item scale consisting of three subscales 
(rumination, magnification, and helplessness) like PCS-
C. It was developed because of the need to correlate 
the extent of parents’ catastrophization of pain of their 
children and their effect on their children’s well-being 
and behavior.[10] Like PCS-C, validated versions of PCS-P 
other than English have been published.[11,12]

With this study, we aimed to examine the psycho-
metric properties of the Turkish (TurPCS-C/AFÖ-Ç 
and TurPCS-P/AFÖ-E) version of PCS-C and PCS-P 
and also to enable their use in future studies with 
Turkish-speaking children.

Material and Methods
Permissions
To confirm the validity and reliability of PCS-C and 
PCS-P in Turkish, Prof. Liesbet Goubert, who devel-

oped the original scale, was contacted, and written 
permission was obtained. The study was initiated af-
ter the approval of the Clinical Research Ethics Com-
mittee of Istanbul Kanuni Sultan Süleyman Training 
and Research Hospital (KAEK/2018.7.09).

Translation and intercultural adaptation
The translation procedure was made in accordance 
with the recommendations of Beaton et al.[13]

Forward translation and synthesis phase
The scales were translated into Turkish by two inde-
pendent researcher-academy medical doctors (MD1 
and MD2 who are neither pediatric psychiatrist, nor 
pediatric neurology, nor algologist, and had not par-
ticipated in childhood chronic pain studies before) 
and an independent translator (T1) who is proficient 
in English. The new scale was synthesized by evalu-
ating the original scale and data from these three 
translators (MD1+MD2+T1), a second independent 
translator (T2), and researchers (MCT, EU, and MKE).

Back-translation phase
The synthesized Turkish texts were back-translated 
from Turkish to English by two independent research-
er-academy medical doctors (MD3 and MD4 who are 
neither pediatric psychiatrist, nor pediatric neurology, 
nor algologist, and had not participated in childhood 
chronic pain studies before and did not participate 
in the first phase) and an independent translator (T3) 
who is proficient in English. The back-translated Eng-
lish texts were compared with the original scale by an 
independent translator (T4) and study manager (IAS). 
The pilot testing phase was initiated for the texts that 
were found to have no significant difference with the 
original scale in terms of meaning.

lot testing phase
The scales were tested on 10 children (younger than 
18 years, boys and girls, with headaches for at least 
3 months and their parents). Unclear or inconsistent 
questions were reviewed and revised by the whole 
study team (MD1, MD2+MD3+MD4+T1+T2+T3+T4+MC
T+EU+MKE+IAS).

Final agreement
The revised questionnaires were sent to Dr. Liesbet 
Goubert, and her suggestions were followed. Turkish 
scales (Appendixes 1, 2) were created within the last 
agreement.
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Participants
The sample size required for exploratory factor 
analysis (EFA) was determined to be at least 65 par-
ticipants (at least 5- or 10-fold samples per question) 
according to suggested criteria.[14] In the end, 80 chil-
dren with primary headache (55 [68.8%] girls and 25 
[31.2%] boys) and 80 parents (77 [96.2%] mothers 
and 3 [3.8%] fathers) completed the study. The data 
were collected from children, adolescents, and their 
families who consulted a doctor with a complaint of 
headache for the 1st time had headaches for at least 
3 months and presented to the pediatric neurology 
and algology departments of Istanbul Kanuni Sultan 
Süleyman Training and Research Hospital. Neurologi-
cal and fundoscopic examinations and cranial neuro-
imaging (MR) of all patients were evaluated. Primary 
childhood headache diagnosis was made based on 
the International Classification of Headache Disorders, 
Third Edition diagnostic criteria.[15] Other inclusion 
criteria were being able to read, write, and speak in 
Turkish and age between 8 and 18 years. Participa-
tion in the study was on a voluntary basis. Detailed 
information was given to each participant, and writ-
ten consent was obtained from his/her parents.

Sociodemographic and descriptive information
Age, gender, presence of medical or psychiatric ill-
ness, socioeconomic level, school marks, daily time 
spent on watching television and using the mobile 
phone (MP), hours of sleep per day, presence of psy-
chiatric illnesses in the family, presence of headache 
in the mother or father, and education level of par-
ents were recorded. In addition, the following infor-
mation was collected with regard to the headaches 
in the past 3 months: Information on the location, 
frequency, intensity, duration, and character of the 
pain, presence of aura, the factors that trigger the 
headache, and the symptoms and signs that accom-
pany the headache.

Measurement instruments
PCS-C
It consists of 13 items that describe the different 
thoughts and emotions that children may experi-
ence when they feel pain. It evaluates three domains: 
Rumination (e.g., “When I am in pain, I keep thinking 
about how much it hurts” [item 10]), magnification 
(e.g., “When am in pain, I keep thinking of other pain-
ful events” [item 7]), and helplessness (e.g., “When I 
am in pain, I feel I cannot go on” [item 2]). All items are 

evaluated by means of a 5-point Likert scale ranging 
from 0 (not at all) to 4 (a lot). Higher scores indicate 
more catastrophic pain beliefs (scores range from 0 
to 52).[4,5] In our study, PCS-C were readministered to 
a subgroup of 40 randomly selected patients after 1 
month for test-retest analysis.

PCS-P
Just like PCS-C, the PCS-P is evaluated by means of 
a 5-point Likert scale ranging from 0 (not at all) to 4 
(a lot) and consists of 13 items. Likewise, it evaluates 
three domains: Rumination (e.g., “When my child has 
pain, I can’t keep it out of my mind” [item 4]), magni-
fication (e.g., “When my child has pain, I keep think-
ing of other painful events” [item 3]), and helpless-
ness (e.g., “When my child has pain, I feel like I cannot 
go on” [item 6]). Items from subscales are added to 
obtain a total score between 0 and 52; higher scores 
reflect a higher level of catastrophic thinking in par-
ents.[4,10] In our study, PCS-P scales were read minis-
tered to a randomly selected sub parent group to-
gether with their children at the same time, after 1 
month for test-retest analysis.

Pain intensity
The numerical rating scale (NRS) is one of the most 
commonly used and simplest tools in clinical prac-
tice to measure pain intensity in children 8 years or 
older. On this scale, children score pain intensity from 
“0” (no pain) to “10” (worst pain possible).[16] Scores 
between 50 and 70 are considered moderate, where-
as scores between 80 and 100 are considered severe. 
Participants were asked to rate the most intense pain 
they could remember in the past 3 months using a 
0-to 100-point NRS.

Pain frequency and duration
Headache frequency and duration were evaluated in 
relation to the past 6-month period. For frequency, 
a five-category response scale was used: “None” (0), 
“<3 days a month” (1), “3–10 days a month” (2), “10–
21 days a month” (3), and “every day a month” (4). For 
duration, a five-category response scale was used: 
“None” (0), “2–30 min” (1), “30 min 1 h” (2), “1–4 h” (3), 
and “more than 4 h” (4).

Children’s anxiety and depression scale
The Revised Children’s Anxiety and Depression Scale 
(RCADS) was developed to evaluate depression as 
well as clinical anxiety syndromes in childhood[17] 
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and has been validated in Turkish, and the Cronbach 
α score (reliability) for the Turkish version was 0.95.[18] 
This scale consists of 47 items, and this scale includes 
six subscales based on the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition (DSM-IV). 
Scores are summed into two total areas as the Total 
Anxiety Scale (the sum of the five anxiety subscales) 
and the Total Internalization Scale (the sum of six 
subscales) and are scored on a 4-point scale (0=nev-
er, 1=sometimes, 2=often, and 3=always).[17]

Child anxiety and depression scale-parents
The RCADS-Parent Version (RCADS-P) is a self-report 
questionnaire that evaluates the extent of DSM-based 
anxiety and depressive disorders in children and ado-
lescents and was developed to complement the child 
version.[19] The scale is validated in Turkish, and the 
Cronbach α score for the Turkish version was 0.95.[20]

Quality of life scale for children (PedsQL)
The PedsQL and PedsQL-Parents (PedsQL-P) were 
developed to measure health-related quality of life 
of children and adolescents aged 2–18 years. It was 
developed as a Likert-type scale with three choices 
for children between the ages of 5 and 7 years and 
five choices for children and adolescents between 
the ages of 8 and 18 years. The items score between 
0 and 100, and the higher the total score, the better 
perceived health-related quality of life.[21] Its Turkish 
validity and reliability study have been reported. For 
children between 8 and 12 years old, the Cronbach 
α coefficients of the Turkish version of the scale were 
0.86 for the child self-report and 0.88 for the parent 
proxy report. For children between 13 and 18 years 
old, the Cronbach α coefficients of the Turkish ver-
sion of the scale were 0.82 for the child self-report 
and 0.87 for the parent proxy report.[22,23]

Psychiatric evaluation
A clinical interview was conducted by a child and ad-
olescent mental health specialist (MCT) to children 
and their parents according to DSM-V[24] criteria, and 
psychiatric disorders accompanying headache were 
evaluated. Participants were included in the study 
after the psychiatric interview.

Statistical analysis
Statistical analyses were performed using the IBM 
Statistical Package for the Social Sciences statistics 
software version 25.[25] Descriptive data were evalu-

ated using mean, standard deviation (SD), skewness, 
and kurtosis. EFA was used to test the construct valid-
ity of the scales. (For Kaiser-Meyer-Olkin [KMO] test, 
a value of >0.9 is considered marvelous and 0.80 ≤ 
KMO ≤0.89 meritorious, and p<0.01 was considered 
significant for Bartlett test of sphericity.) The reliabil-
ity of the scales was measured using the item-total 
score correlation (values ≥0.4 indicate good discrimi-
nation), internal consistency (Cronbach α), and Cron-
bach α if the item was deleted. Intraclass correlations 
(ICCs) (0.75 ≤ ICCs ≤1.00 considered excellent) were 
calculated to assess the test-retest reliability. Corre-
lations of the scales with other scales that related to 
pain, anxiety-depression, and quality of life used in 
the study (PedsQL, PedsQL-P, RCADS, RCADS-P, and 
NRS) and with some associated features (MP usage 
time and headache duration) were evaluated to test 
the concurrent and convergent validity of scales. Data 
were evaluated at a 95% confidence interval, and 
p<0.05 was considered statistically significant.[14,26–28]

Results
Clinical Sample
Of the 80 children participating in the study, 55 
(68.8%) were female and 25 (31.2%) were male. The 
mean age of the children was 13.42±2.60 years (age 
range, 8–18 years). Eighty parents (77 [96.2%] moth-
ers and 3 [3.8%] fathers) also participated in the 
study. Table 1 summarizes the sociodemographic 
characteristics of the participating children.

Table 2 shows the headache character, headache 
triggers, and also the headache and psychiatric di-
agnoses. (Participants did not have pediatric neurol-
ogy and psychiatric applications before the study.) 
The mean duration of headache was 2.25±2.12 days, 
and headache frequency was 2.65 per month.

Statistical analysis results
Descriptive statistics
While it was observed that the skewness values of 
the items were generally within the normal distribu-
tion limits (between +1 and −1 values), the skewness 
value of item 8 was evaluated as −2 or less in both 
scales, and it was determined that it followed a distri-
bution skewed to the right. The kurtosis value of the 
same item has been determined >5 in both scales, 
and it has been determined that it shows a sharp 
dispersion feature. Because the kurtosis values of the 
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items were generally <−1, contrary to the eighth item, 
it was determined that the scores obtained from the 
scale generally showed a flat distribution. The mean, 
SD, kurtosis, and skewness values calculated for Tur-
PCS-C and TurPCS-P are presented in Table 3.

EFA of the TurPCS-C
Principal component analysis (PCA) of the TurPCS-C 
scale showed that the stable three-factor structure in 
the original study[4,5] was not supported. Item 8 was 
excluded because of its no compatible descriptive 
statistics (kurtosis and skewness). In the model with 
a two-factor structure, which was evaluated with the 
varimax rotation method, 52.79% of the total vari-
ance was provided. The first factor explained 42.89% 
of the total variance and the second factor explained 
9.90% of the total variance. The KMO value of the 
scale was 0.872, and Bartlett test value was p<0.001. 
Factor loadings in the model fictionalized were 
>0.59. In addition, communality values were found 
to be >0.3 in all items for the two-factor model. In the 
scale, items 5, 2, 9, 1, 10, 6, 4, 11, and 3 were included 
in the first factor (five items in helplessness subscale, 
one item in magnification subscale, and three items 
in rumination subscale), whereas items 7, 12, and 13 
(two items in magnification subscale and one item in 
helplessness scale) were included in the second fac-
tor.[5,6] Factors, items, factor loads, and communality 
values for the TurPCS-C scale are presented in Table 4.

EFA of the TurPCS-P
In the PCA analysis of the TurPCS-P scale, it was ob-
served that the stable three-factor structure in the 
original study[4,10] was not supported. Item 8 was ex-
cluded because of its non-compatible descriptive 
statistics (kurtosis and skewness). Without item 8, 
the analyses revealed a two-factor structure and ac-
counting for 46.48% and 10.07% of the variance, re-
spectively. The KMO value of the scale was 0.874, and 
Bartlett test value was p<0.001. Factor loadings were 
0.40 or greater. Communality values were found to 

Table 1. Sample demographic ınformation

  n  %

Gender
 Girls 55  68.8
 Boys 25  31.2
Age, mean±SD  13.42±2.60
School success
 Bad 3  3.75
 Intermediate 34  42.5
 Good 43  53.75
MP* (hours)  2.62 (2.12)
TV** (hours)  2.67 (2.07)
Sleep time (hours)
 ≤6 9  11.25
 7–9 51  63.75
 ≥9 20  25

*: Average daily mobile phone usage times; **: Average TV viewing 
times per day. n: Number; SD: Standard deviation; MP: Mobile phone; 
TV: Television. 

Table 2. Headache characteristics of the participants, 
primary headache, and psychiatric diagnoses

  n  %

Headache duration (years), mean±SD  2.25±2.12
Headache frequency (in 1 month)  2.65
NRS*, mean±SD  78.81±18.42
Pain character
 Throbbing 67  83.7
 Tightening 30  37.5
 Pressing 22  27.5
 Stabbing 10  12.5
 Explosive 8  10
Conditions that increase headache
 Stress (school) 59  73.8
 Noise or noisy environment 59  73.8
 Fasting or skipping meals 41  51.3
 Windy weather 22  27.5
 Change of temperature 20  25
 Physical activity or exercise 12  15
Headache diagnoses
 EM (MO) 46  57.5
 TTH 18  22.5
 Mixed** 13  16.2
 MA 3  3.75
Psychiatric diagnoses
 AD 4  5
 ADHD 2  2.5
 Stuttering 1  1.25
 Stuttering and AD 1  1.25
 Phobia and ADHD 1  1.25
 ADHD and ODD 1  1.25

*: Pain intensity is calculated with using NRS; **: Patients with mixed-
type headache, EM and TTH headaches together. n: Number; SD: 
Standard deviation; NRS: Numeric rating scale, between 50 and 79 
points: Moderate, between 80 and 100 points: severe, EM: Episodic 
migraine; MO: Migraine without aura; TTH: Tension-type headache; 
MA: Migraine with aura; AD: Anxiety disorder; ADHD: Attention-defi-
cit/hyperactivity disorder; ODD: Oppositional defiant disorder.
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be >0.25 in all items for the two-factor model. Items 
2, 3, 5, 4, 1, 6, 7, and 9 were included in the first fac-
tor (five items in helplessness subscale, two items in 
magnification subscale, and one item in rumination 
subscale), respectively. Items 10, 11, 12, and 13 were 
included in the second factor (two items in rumina-
tion subscale, one item in helplessness subscale, and 
one item in magnification subscale), respectively[5,6] 
Factors, items, factor loads, and communality values 
for the TurPCS-P scale are presented in Table 5.

Inter-correlations
According to the analysis results examining the 
relationship between the subdomains of the Tur-
PCS-C and TurPCS-P scales and between the age 

values of the study group, it was observed that the 
TurPCS-C total scores were in a strong and posi-
tive correlation with the scores from the factors 
1 and 2 subdomains (p<0.05 for each). Similarly, 
it was determined that both subdomains were 
correlated with each other. It was found that the 
scores obtained increased as the age increased in 
all three areas of the TurPCS-C scale (p<0.05 for 
each). It was observed that TurPCS-P total scores 
were in a strong and positive correlation with the 
scores obtained from factors 1 and 2 subdomains 
(p<0.05 for each). Furthermore, it was determined 
that both subdomains of the TurPCS-P scale were 
correlated with each other. It was found that only 
the total score of the TurPCS-P scale correlated 
with age (p<0.05 for each). Mean values, SD, and 
inter-correlations of all measures about TurPCS-C 
and TurPCS-P are given in Table 6.

Reliability of TurPCS-C and TurPCS-P
Item-total correlation coefficients of the items in 
the TurPCS-C scale were observed to range from 
0.30 to 0.72. When any of the items in the scale was 
removed, no significant increase was observed in 
Cronbach α coefficient. Cronbach α coefficient of 
the TurPCS-C scale consisting of 12 items was calcu-
lated to be 0.871. Item-total correlation coefficients 
of the items in the TurPCS-P scale were observed to 
range from 0.42 to 0.74. When any of the items in 
the scale was removed, no significant increase was 
observed in Cronbach α coefficient. Cronbach α co-
efficient of the TurPCS-P consisting of 12 items was 
calculated to be 0.890.

Table 7 presents the item-total correlations of Tur-
PCS-C and TurPCS-P scales, and Cronbach α coeffi-
cients obtained when the item was removed.

Test-retest reliability
TurPCS-C and TurPCS-P were applied to a subgroup 
of 40 randomly selected patients and their par-
ents for test-retest analysis 1 month later. For both 
scales, it was observed that there was a sufficient 
correlation between the mean scores obtained in 
the first evaluations of the scales and the mean 
scores in the retest evaluation (correlation coeffi-
cients TurPCS-C: 0.836 and TurPCS-p=0.821). These 
values show test-retest reliability in both scales. 
TurPCS-C and TurPCS-P test-retest analysis results 
are given in Table 8.

Table 3. Item descriptive statistics for TurPCS-C and 
TurPCS-P

TurPCS-C Mean SD Kurtosis Skewness

Item 1 2.1250 1.22604 −0.759 −0.244
Item 2 2.2750 1.27264 −1.012 −0.234
Item 3 1.5500 1.25183 −1.141 0.122
Item 4 2.1625 1.39115 −1.237 −0.096
Item 5 2.5000 1.24270 −1.079 −0.345
Item 6 2.1750 1.33857 −1.148 −0.069
Item 7 1.0000 1.16923 −0.925 0.682
Item 8 3.5750 0.93829 5.450 −2.439
Item 9 2.2750 1.38687 −1.210 −0.248
Item 10 2.0125 1.31682 −1.075 −0.092
Item 11 2.8875 1.26285 −0.313 −0.905
Item 12 1.5375 1.26234 −0.812 0.359
Item 13 2.3750 1.46153 −1.231 −0.383

TurPCS−P Mean SD Kurtosis Skewness

Item 1 2.3375 1.17940 −0.632 −0.406
Item 2 2.0750 1.42113 −1.250 −0.108
Item 3 1.5125 1.20120 −0.925 0.262
Item 4 2.0500 1.45741 −1.376 −0.039
Item 5 2.1625 1.35426 −1.320 0.042
Item 6 2.2750 1.43178 −1.313 −0.262
Item 7 1.3250 1.37588 −0.901 0.585
Item 8 3.6125 0.78746 6.135 −2.377
Item 9 2.4500 1.22112 −0.514 −0.587
Item 10 2.7375 1.22984 −0.252 −0.820
Item 11 3.0375 1.15225 0.542 −1.144
Item 12 1.6875 1.34629 −1.220 0.179
Item 13 3.1000 1.20757 0.827 −1.347

TurPCS-C: Turkish Pain Catastrophizing Scale-Child; TurPCS-P: Turkish 
Pain Catastrophizing Scale-Parents; SD: Standard deviation.
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Concurrent and convergent validity
Concurrent and convergent validity of the TurPCS-C 
was evaluated with PedsQL, RCADS, NRS, MP usage 
time, and headache duration. As the total score in-
creases in the PedsQL scales where the quality of life is 

examined, the scores obtained from factor 1, factor 2, 
and total areas on the TurPCS-C scale decrease (p<0.05, 
r=−0.575). There is a positive correlation between the 
scores obtained from the RCADS scale, which exam-
ines childhood anxiety and depression, and the scores 

Table 4. Factors, items, factor loadings, and communalities values about the TurPCS-C

  Items Factor Communality 
   loadings

Factor 1 (42.89%)*
  I5 I can’t stand it anymore (H) 0.873 0.762
  I2 I feel I can’t go on (H) 0.746 0.597
  I9 I can’t keep it out of my mind (R) 0.720 0.565
  I1 I worry all the time whether pain will end (H) 0.693 0.523
  I10 I keep thinking about how much it hurts (R) 0.679 0.633
  I6 I am afraid that pain will get worse (M) 0.659 0.499
  I4 It’s awful and I feel it takes over me (H) 0.620 0.398
  I11 I keep thinking about how much I want the pain to stop (R) 0.608 0.372
  I3 It’s terrible and I think it’s never going to be better (H) 0.596 0.422
Factor 2 (9.90%)**
  I7 I keep thinking of other painful events (M) 0.797 0.638
  I12 There’s nothing I can do reduce pain (H) 0.632 0.410
  I13 I wonder whether something serious will happen (M) 0.603 0.514
Total (52.79%)***

*: First-factor variance according to TurPCS-C EFA; **: Second-factor variance according to TurPCS-C EFA; ***: Total variance of TurPCS-C. TurPCS-C: 
Turkish Pain Catastrophizing Scale-Child; I: Items of TurPCS-C; H: Helplessness; R: Rumination; M: Magnification. 

Table 5. Factors, items, factor loadings, and communalities values about the TurPCS-P

  Items Factor Communality 
   loadings

Factor 1 (46.48%)*
  I2 I feel I can’t go on (H) 0.804 0.716
  I3 It’s terrible and I think it’s never going to be better (H) 0.764 0.587
  I5 I can’t stand it anymore (H) 0.763 0.637
  I4 It’s awful and I feel it takes over me (H) 0.758 0.631
  I1 I worry all the time whether pain will end (H) 0.733 0.654
  I6 I am afraid that pain will get worse (M) 0.695 0.606
  I7 I keep thinking of other painful events (M) 0.412 0.288
  I9 I can’t keep it out of my mind (R) 0.407 0.256
Factor 2 (10.07%)**
  I13 I wonder whether something serious will happen (M) 0.830 0.689
  I10 I keep thinking about how much it hurts (R) 0.761 0.705
  I11 I keep thinking about how much I want the pain to stop (R) 0.757 0.710
  I12 There’s nothing I can do reduce pain (H) 0.460 0.306
Total (56.55)***

*: First-factor variance according to TurPCS-P EFA; **: Second-factor variance according to TurPCS-P EFA; ***: Total variance of TurPCS-P. TurPCS-P: Turk-
ish Pain Catastrophizing Scale-Parents; I: Items of TurPCS-P; H: Helplessness; R: Rumination; M: Magnification. 
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obtained from our scale (p<0.05 for each). There is a 
positive correlation between the scores obtained from 
the NRS scale, in which pain intensity is examined, and 
the scores obtained from the first-factor subgroup of 
our scale and the total scale, whereas it was found that 
there was no correlation with the second subdomain 
of the scale. It was found that as the duration of MP 
use increased in minutes, the scores in the two-factor 
area and the total area increased (p<0.05 for each). In 
addition, in our study, the longer the daily headache 
duration in minutes, the higher the scores from the 
second subdomain of the scale.

Table 6. Means, SD, and inter-correlations of all measures about TurPCS-C and TurPCS-P

  Mean±SD Min-max Boys Girls 2 3 4 
    mean±SD mean±SD

TurPCS-C Total 24.87±10.04 2–46 24.00±8.79 25.27±10.61 0.965** 0.677** 0.340*
TurPCS-C (Factor 1) 19.96±8.35 2–36 20.00±7.47 19.95±8.79  0.482** 0.319*
TurPCS-C (Factor 2) 4.91±2.79 0–11 4.00±2.23 5.32±2.93*   0.254*
Child age years 13.42±2.60 8–18 11.96±2.35 14.08±2.45

  Mean±SD Min-max Boys Girls 2 3 4 
    Mean±SD Mean±SD

TurPCS-P total 26.75±10.51) 3–48 20.16±9.34) 29.74±9.67)** 0.960** 0.781** 0.225*
TurPCS-P (Factor 1) 16.19±7.74) 1–32 12.08±7.02) 18.05±7.38)**  0.604** 0.215
TurPCS-P (Factor 2) 10.56±3.75) 0–16 8.08±3.62) 11.69±3.25)**   0.196
Child age years 13.42±2.60) 8–18 11.96±2.35) 14.08±2.45)

*: p<0.05; **: p<0.001. TurPCS-C: Turkish Pain Catastrophizing Scale-Child; TurPCS-P: Turkish Pain Catastrophizing Scale-Parents; SD: Standard devia-
tion; Min: Minimum; Max: Maximum.

Table 7. Item-total correlations of TurPCS-C and TurPCS-P and Cronbach α coefficients when item is removed

TurPCS-C Corrected Cronbach α** TurPCS-P Corrected Cronbach α if 
  item-total if item deleted  item-total item deleted 
  correlation*   correlation

Item 1 0.631 0.857 Item 1 0.728 0.875
Item 2 0.678 0.854 Item 2 0.736 0.873
Item 3 0.570 0.860 Item 3 0.570 0.882
Item 4 0.523 0.863 Item 4 0.679 0.876
Item 5 0.688 0.853 Item 5 0.678 0.876
Item 6 0.611 0.858 Item 6 0.704 0.875
Item 7 0.328 0.874 Item 7 0.461 0.889
Item 9 0.653 0.855 Item 9 0.435 0.889
Item 10 0.722 0.850 Item 10 0.655 0.878
Item 11 0.480 0.866 Item 11 0.670 0.878
Item 12 0.295 0.876 Item 12 0.445 0.889
Item 13 0.527 0.864 Item 13 0.415 0.890

*: Values ≥0.4 indicate good discrimination; **: For α, 0.8≤ α <0.9 is good and 0.7≤ α <0.8 is acceptable. TurPCS-C: Turkish Pain Catastrophizing Scale-
Child; TurPCS-P: Turkish Pain Catastrophizing Scale-Parents; α: α coefficient. 

Table 8. Test-retest analysis results of the TurPCS-C 
and TurPCS-P

  Test Retest ICCs (r)*/p

TurPCS-C, 24.87±10.04 27.47±11.84 0.842/<0.001 
mean±SD
TurPCS-P, 26.75±10.51 31.13±13.31 0.813/<0.001
mean±SD

*: For ICCs, 0.75≤ ICCs ≤1.00 excellent. TurPCS-C: Turkish Pain Catastro-
phizing Scale-Child; TurPCS-P: Turkish Pain Catastrophizing Scale-
Parents; ICCs: Intraclass correlation coefficient; SD: Standard deviation. 
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PedsQL-P and RCADS-P scales were used to evaluate the 
concurrent and convergent validity of TurPCS-P. Similar-
ly, as the scores obtained from the PedsQL-P scale in-
creased, it was observed that the scores obtained from 
the TurPCS-P factor 1 domain and total scale decreased. 
There is a positive correlation between the scores ob-
tained from the RCADS-P scale and the scores obtained 
from our scale (p<0.05 for each). Spearman correlations 
of TurPCS-C and its subscales, PedsQL, RCADS, NRS, MP 
usage time, and headache durations, and Spearman 
correlations of TurPCS-P and its subscales, PedsQL-P 
and RCADS-P, are given in Table 9.

Discussion
TurPCS-C
The analysis results did not support the original 
three-factor construct presented by Crombez et al.;[5] 
however, according to the PCA results, a two-factor 
model, where item 8 (“When I am in pain, I want pain 
to go away”) was excluded, was found to be the best 
model with the adaptive value. When the previous 
studies are examined, Tremblay et al.,[6] Solé et al.,[8] 
and Parkerson et al.[29] supported the original three-
factor structure. The studies by Kröner-Herwig et 
al.,[7] Cederberg et al.,[9] and Pielech et al.[30] did not 
support the three-factor model. Although Solé[8] and 
Parkerson[29] supported the three-factor model, they 
found item 8 problematic because of low factor load-
ing, and Solé[8] recommended the removal of item 8. 
As item 8 may negatively affect EFA modeling, we 
found it appropriate to exclude it from the analysis 
of the scale. Although the results of the confirmative 
factor analysis (CFA) were obtained in our study, they 

were not presented because of the fact that they 
were obtained through the same data set and the 
sample size was not sufficient. It is planned by our 
study team with a larger sample group evaluating 
CFA for TurPCS-C. Item-total correlation coefficients 
were determined to be between 0.30 and 0.72. Ex-
cept for items 7 and 12, values were found to be >0.5. 
Similarly, Kröner-Herwing,[7] Solé,[8] and Pielech[30] 
found a lower item correlation coefficient for item 7 
in their studies. Pielech[30] suggested that with the in-
frequent approval of the item, the positive response 
to this item might indicate the intrusive thoughts 
that the patient may have. Internal consistency was 
determined with Cronbach α method. In the original 
study,[5] internal consistency was found to be r=0.87. 
In the previous studies, the values ranged from 0.85 
to 0.93.[6–9,29] TurPCS-C showed good internal consis-
tency (α=0.871). Test-retest analysis showed an ex-
cellent correlation for TurPCS-C (ICCs=0.836). In the 
previous studies, it has been shown that there are 
consistent relationships between pain catastrophiz-
ing and quality of life, anxiety-depression, and pain 
severity.[5–8,31] In our study, it was determined that as 
the PedsQL total score increases, the scores obtained 
from factor 1, factor 2, and total fields in TurPCS-C de-
crease (p<0.05, r=−0.575). In line with the previous 
studies, as the quality of life score increased, there 
was a negative correlation in all three areas in our 
study. In addition, there is a positive correlation be-
tween the scores obtained from the RCADS scale and 
the scores obtained from our scale (p<0.05 for each). 
There was a positive correlation between the scores 
obtained from NRS scale, which evaluates pain inten-

Table 9. Spearman correlations between TurPCS-C and its subscales with PedsQL, RCADS, NRS, MP usage time, and 
headache durations and Spearman correlations of TurPCS-P and its subscales with PedsQL-P and RCADS-P

  TurPCS-C Factor 1 TurPCS-C Factor 2 TurPCS-C total

PedsQL total r=−0.569** r=−0.343** r=−0.575**
RCADS total r=0.477** r=0.287** r=0.466**
NRS r=0.441** r=0.075 r=0.386**
MP usage (min) r=0.292** r=0.238* r=0.311**
Headache duration (min) r=0.203 r=0.222* r=0.212

  TurPCS-P Factor 1 TurPCS-P Factor 2 TurPCS-P total

PedsQL-P r=−0.388** r=−0.194 r=−0.378**
RCADS-P r=0.382** r=0.298** r=0.391**

*: p<0.05; **: p<0.01. TurPCS-C: Turkish Pain Catastrophizing Scale-Child; TurPCS-P: Turkish Pain Catastrophizing Scale-Parents; PedsQL: Quality of Life 
Scale for Children; RCADS: Revised Children’s Anxiety and Depression Scale; NRS: Numerical rating scale; MP: Mobile phone; PedsQL-P: Quality of life 
Scale for Children-parents; RCADS-P: Revised Child Anxiety and Depression Scale-Parent version. 
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sity and scores obtained from the first subscale and 
total scale, but no correlation was found in the sec-
ond subscale. The consistency of these results with 
the findings reported in the previous studies[6–9,29,31] 
supports the validity of TurPCS-C construct.

Pain catastrophizing and the relationship between 
genders have been examined in the previous stud-
ies and reported that catastrophizing is higher in 
girls compared to boys.[6–9,32,33] In our study, a higher 
rate of catastrophizing thought was identified in fe-
male gender in accordance with these results. We 
think that the differences in answers of the items 
between the genders should be investigated more 
broadly with possible reasons. Inconsistent results 
were found when the previous studies were exam-
ined in terms of relationship between age and scale 
total scores. In the study of Crombez,[6] a negative re-
lationship was found between age and total scores, 
and Kröner-Herwig[7] similarly found more catastro-
phizing tendencies in young children; on the other 
hand, no significant differences were found in the 
studies by Cederberg[9] and Parkerson.[29] We found 
that the scores obtained in all three areas of the Tur-
PCS-C scale increased with increasing age (p<0.05 
for each). In addition, we could not find any corre-
lation between pain duration and scale scores. The 
relationships between MP use and headache sever-
ity have been studied.[34] In our study, we found a 
positive correlation with the two-factor area and the 
total area of the TurPCS-C scale as the duration of MP 
use increased in minutes (p<0.05 for each).

When all these results are evaluated, the first factor 
area of the two-factor TurPCS-C scale considers com-
plaints about the severity of pain in the foreground, 
whereas the second part is thought to mostly evalu-
ate the parts related to the duration and continuity 
of the pain.

TurPCS-P
The results did not support the original three-factor 
structure for TurPCS-P presented by Goubert et al.;[10] 
however, the model with the best adaptive values was 
determined as the two-factor model we created in 
our study, in which item 8 (“When my child is in pain, I 
want pain to go away”) was excluded from the study. 
When the past studies were examined, it was seen 
that Cavalcante[12] supported the original[10] structure, 

whereas the studies by Pielech[30] and Cederberg[11] 
did not support the original[10] structure. Pielech[30] 
suggested removal of items 7 and 8. The EFA results 
of TurPCS-P were given in the Results section. Within 
our results, we think that item 8 should be excluded 
from the scale, but it would be more suitable to reach 
this suggestion on behalf of TurPCS-P with a different 
dataset and a larger sample group with CFA results.

Item-total correlation coefficients were found to be 
>0.40 (good discrimination) for all items. The TurPCS-
P scale consisting of 12 items showed good internal 
consistency (Cronbach α=0.890) and excellent tem-
poral stability (ICCs=0.813). Convergent validity was 
evaluated with PedsQL-P and RCADS-P. As expect-
ed, there was a negative correlation with PedsQL-P 
(the higher the PedsQL-P total score, the better the 
health-related quality of life) and a positive correla-
tion with RCADS-P (high RCADS-P scores indicate 
high anxiety-depression association) (p<0.05). It was 
determined that both subdomains of TurPCS-P were 
correlated with each other (p<0.05).

There were some limitations to our study. A sufficient 
number of samples for CFA could not be reached. 
The sample was composed of a group of patients 
with headache. To generalize TurPCS-C and P to pain 
conditions other than headache, a different sample 
including different chronic pain patients is needed. 
The children were invited to the study sequentially; 
because of the functioning of the outpatient clinic, 
randomization could not be achieved, which may 
have created a selection bias.

All patients were evaluated by the algologist, child 
neurology specialist, and the child psychiatrist; be-
cause of this, we believe that our study provides an 
advantage in terms of psychometric evaluation of 
scales and neuropsychiatric evaluation of the patients.

Conclusion
In this article, we presented the intercultural adapta-
tion process of PCS-C and PCS-P to the Turkish lan-
guage and evidence of their validity and reliability 
in a sample of pediatric patients with primary head-
ache. Overall, this meticulously conducted study 
contributes to the literature and supports the use of 
TurPCS-C and TurPCS-P in studies of primary child-
hood headache in Türkiye.



OCTOBER 2022288

PAINA RI

Acknowledgment: The study team thanks all participat-
ing children and their families for their participation in 
the study. The entire study team thanks Prof. Liesbet 
Goubert for her encouragement and guidance through-
out the entire study, from the initial permission phase to 
the evaluation of the data.

Ethical Approval: The study was approved by The Is-
tanbul Kanuni Sultan Süleyman Training and Research 
Hospital Clinical Research Ethics Committee (Date: 
02/08/2018, No: KAEK/2018.7.09).

Conflict-of-interest issues regarding the authorship or 
article: None declared.

Financial Disclosure: This study has no funding or sponsor.

Peer-review: Externally peer-reviewed.

References
1. Abu-Arafeh I, Razak S, Sivaraman B, Graham C. Prevalence 

of headache and migraine in children and adolescents: A 
systematic review of population-based studies. Dev Med 
Child Neurol 2010;52:1088–97. [CrossRef ]

2. Wöber-Bingöl C. Epidemiology of migraine and head-
ache in children and adolescents. Curr Pain Headache Rep 
2013;17:341. [CrossRef ]

3. Sullivan MJL, Stanish W, Waite H, Sullivan M, Tripp DA. Cata-
strophizing, pain, and disability in patients with soft-tissue 
injuries. Pain 1998;77:253–60. [CrossRef ]

4. Sullivan MJL, Bishop SR, Pivik J. The pain catastrophiz-
ing scale: Development and validation. Psychol Assess 
1995;7:524–32. [CrossRef ]

5. Crombez G, Bijttebier P, Eccleston C, Mascagni T, Mertens 
G, Goubert L, et al. The child version of the pain cata-
strophizing scale (PCS-C): A preliminary validation. Pain 
2003;104:639–46. [CrossRef ]

6. Tremblay I, Beaulieu Y, Bernier A, Crombez G, Laliberté S, 
Thibault P, et al. Pain catastrophizing scale for francophone 
Adolescents: A preliminary validation. Pain Res Manag 
2008;13:19–24. [CrossRef ]

7. Kröner-Herwig B, Maas J. The German Pain Catastrophizing 
Scale for Children (PCS-C) - psychometric analysis and eval-
uation of the construct. Psychosoc Med 2013;10:Doc07. 

8. Solé E, Castarlenas E, Miró J. A Catalan adaptation and vali-
dation of the Pain Catastrophizing Scale for Children. Psy-
chol Assess 2016;28:e119–26. [CrossRef ]

9. Cederberg JT, Weineland S, Dahl J, Ljungman G. A prelimi-
nary validation of the Swedish version of the Pain Catastro-
phizing Scale for Children (PCS-C) for children and adoles-
cents with cancer. J Pain Res 2019;12:1803–11. [CrossRef ]

10. Goubert L, Eccleston C, Vervoort T, Jordan A, Crombez G. 
Parental catastrophizing about their child’s pain. The par-
ent version of the Pain Catastrophizing Scale (PCS-P): A 
preliminary validation. Pain 2006;123:254–63. [CrossRef ]

11. Cederberg JT, Weineland S, Dahl J, Ljungman G. Validation 
of the Swedish version of the Pain Catastrophizing Scale 
for Parents (PCS-P) for parents of children with cancer. J 
Pain Res 2019;12:1017–23. [CrossRef ]

12. Cavalcante JA, Viana KA, Costa PS, Costa LR. Translation, 
cross-cultural adaptation and preliminary evaluation of 
the brazilian versionof the pain catastrophizing scale-par-
ents. Rev Paul Pediatr 2018;36:428–36. [CrossRef ]

13. Beaton DE, Bombardier C, Guillemin F, Ferraz MB. Guidelines 
for the process of cross-cultural adaptation of self-report 
measures. Spine (Phila Pa 1976) 2000;25:3186–91. [CrossRef]

14. Cohen J. Statistical power analysis for the behavioral sci-
ences. 2nd ed. New York: Routledge; 1988. 

15. Headache Classification Committee of the International 
Headache Society (IHS). The international classification of 
headache disorders, 3rd edition (beta version). Cephalalgia 
2013;33:629–808. [CrossRef ]

16. von Baeyer CL, Spagrud LJ, McCormick JC, Choo E, Neville 
K, Connelly MA. Three new datasets supporting use of the 
Numerical Rating Scale (NRS-11) for children’s self-reports 
of pain intensity. Pain 2009;143:223–7. [CrossRef ]

17. Chorpita BF, Yim L, Moffitt C, Umemoto LA, Francis SE. As-
sessment of symptoms of DSM-IV anxiety and depression 
in children: A revised child anxiety and depression scale. 
Behav Res Ther 2000;38:835–55. [CrossRef ]

18. Gormez V, Kilincaslan A, Orengul AC, Ebesutani C, Kaya I, 
Ceri V, et al. Psychometric properties of the Turkish version 
of the Revised Child Anxiety and Depression Scale – Child 
Version in a clinical sample. Psychiatry Clin Psychopharma-
col 2017;27:84–92. [CrossRef ]

19. Ebesutani C, Bernstein A, Nakamura BJ, Chorpita BF, Weisz 
JR; Research Network on Youth Mental Health. A psycho-
metric analysis of the revised child anxiety and depression 
scale--parent version in a clinical sample. J Abnorm Child 
Psychol 2010;38:249–60. [CrossRef ]

20. Gormez V, Kilincaslan A, Ebesutani C, Orengul AC, Kaya I, 
Ceri V, et al Psychometric properties of the parent version 
of the revised child anxiety and depression scale in a clini-
cal sample of Turkish children and adolescents. Child Psy-
chiatry Hum Dev 2017;48:922–33. [CrossRef ]

21. Varni JW, Seid M, Rode CA. The PedsQL: Measurement 
model for the pediatric quality of life inventory. Med Care 
1999;37:126–39. [CrossRef ]

22. Memik NÇ, Ağaoğlu B, Coşkun A, Karakaya I. The valid-
ity and reliability of Pediatric Quality of Life Inventory in 
8-12 years old Turkish children. Turk J Child Adolesc Ment 
Health [Article in Turkish] 2008;15:87–98. 

23. Cakin Memik N, Ağaoğlu B, Coşkun A, Uneri OS, Karakaya I. 
The validity and reliability of the Turkish Pediatric Quality 
of Life Inventory for children 13-18 years old. Turk Psikiyatri 
Derg [Article in Turkish] 2007;18:353–63.

24. American Psychiatric Association. Diagnostic and statisti-
cal manual of mental disorders. 5th ed. Washington, DC: 
American Psychiatric Publishing; 2013. [CrossRef ]

25. IBM SPSS Statistics for Windows, Version 25.0. Armonk, 
New York: IBM Corp; 2017.

26. Pallant J. SPSS survival manual: A step by step guide to data 
analysis using IBM SPSS. 7th ed. Sydney: Allen Unwin; 2020.

27. Terwee CB, Bot SD, de Boer MR, van der Windt DA, Knol DL, 
Dekker J, et al. Quality criteria were proposed for measure-
ment properties of health status questionnaires. J Clin Epi-
demiol 2007;60:34–42. [CrossRef ]

https://doi.org/10.1111/j.1469-8749.2010.03793.x
https://doi.org/10.1007/s11916-013-0341-z
https://doi.org/10.1016/S0304-3959(98)00097-9
https://doi.org/10.1037/1040-3590.7.4.524
https://doi.org/10.1016/S0304-3959(03)00121-0
https://doi.org/10.1155/2008/845674
https://doi.org/10.1037/pas0000243
https://doi.org/10.2147/JPR.S191378
https://doi.org/10.1016/j.pain.2006.02.035
https://doi.org/10.2147/JPR.S191378
https://doi.org/10.1590/1984-0462/;2018;36;4;00014
https://doi.org/10.1097/00007632-200012150-00014
https://doi.org/10.1177/0333102413485658
https://doi.org/10.1016/j.pain.2009.03.002
https://doi.org/10.1016/S0005-7967(99)00130-8
https://doi.org/10.1080/24750573.2017.1297494
https://doi.org/10.1007/s10802-009-9363-8
https://doi.org/10.1007/s10578-017-0716-1
https://doi.org/10.1097/00005650-199902000-00003
https://doi.org/10.1176/appi.books.9780890425596
https://doi.org/10.4324/9781003117407
https://doi.org/10.1016/j.jclinepi.2006.03.012


Turkish version of the pain catastrophizing scale for children and parents (PCS-C, PCS-P)

OCTOBER 2022 289

28. Cicchetti DV. Guidelines, criteria, and rules of thumb for 
evaluating normed and standardized assessment instru-
ments in psychology. Psychol Asses 1999;6:284–90. [CrossRef]

29. Parkerson HA, Noel M, Pagé MG, Fuss S, Katz J, Asmundson GJ. 
Factorial validity of the English-language version of the Pain 
Catastrophizing Scale--child version. J Pain 2013;14:1383–9.

30. Pielech M, Ryan M, Logan D, Kaczynski K, White MT, Simons 
LE. Pain catastrophizing in children with chronic pain and 
their parents: Proposed clinical reference points and reex-
amination of the Pain Catastrophizing Scale measure. Pain 
2014;155:2360–7. [CrossRef ]

31. Tsao JC, Allen LB, Evans S, Lu Q, Myers CD, Zeltzer LK. Anxi-

ety sensitivity and catastrophizing: Associations with pain 
and somatization in non-clinical children. J Health Psychol 
2009;14:1085–94. [CrossRef ]

32. Fuss S, Pagé G, Katz J. Persistent pain in a community-
based sample of children and adolescents. Pain Res Manag 
2011;16:303–9. [CrossRef ]

33. Sullivan MJ, Tripp DA, Santor D. Gender differences in pain 
and pain behavior: The role of catastrophizing. Cognit Ther 
Res 2000;24:121–34. [CrossRef ]

34. Wang J, Su H, Xie W, Yu S. Mobile phone use and the risk of 
headache: A systematic review and meta-analysis of cross-
sectional studies. Sci Rep 2017;7:12595. [CrossRef ]

https://doi.org/10.1037/1040-3590.6.4.284
https://doi.org/10.1016/j.jpain.2013.06.004
https://doi.org/10.1016/j.pain.2014.08.035
https://doi.org/10.1177/1359105309342306
https://doi.org/10.1155/2011/534652
https://doi.org/10.1023/A:1005459110063
https://doi.org/10.1038/s41598-017-12802-9


OCTOBER 2022290

PAINA RI

APPENDIX

Appendix 1. Ağrı felaketleştirme ölçeği-Çocuk (AFÖ-Ç)

Ağrı sırasında düşünceler ve duygular

Ağrı çektiğinizde ne düşündüğünüzü ve duygularınızın ne kadar güçlü olduğu ile ilgileniyoruz. Aşağıda ağrı çekerken 
yaşayabileceğiniz 13 farklı duygu ve düşünce cümlesi var. Her bir düşünceye ne kadar sahip olduğunuzu en iyi şekilde 
yansıtan cümlelerin altındaki kelimeleri daire içine alarak düşüncelerinizi ve hissettiklerinizi olabildiğince açık bir şekilde 
göstermeye çalışın.

1. Ağrı çektiğimde, ağrının geçip geçmeyeceği konusunda her zaman endişelenirim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
2. Ağrı çektiğimde, bu şekilde daha fazla devam edemeyeceğimi hissederim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
3. Ağrı çektiğimde, bunun çok kötü olduğunu ve hiçbir zaman daha iyi olmayacağını düşünürüm.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
4. Ağrı çektiğimde, bunun korkunç olduğunu ve beni mahvedeceğini hissederim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
5. Ağrı çektiğimde, daha fazla katlanamayacak gibi hissederim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
6. Ağrı çektiğimde, bu ağrının daha da kötüleşeceğinden korkarım.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
7. Ağrı çektiğimde, bu ağrı dışında diğer ağrı verici olayları düşünmeye devam ederim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
8. Ağrı çektiğimde, bu ağrının sona ermesini isterim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
9. Ağrı çektiğimde, bunu aklımdan çıkaramam.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
10. Ağrı çektiğimde, bu ağrının bana ne kadar zarar verdiğini düşünmeye devam ederim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
11. Ağrı çektiğimde, ağrının hemen durmasını ne kadar isteğimi düşünmeye devam ederim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
12. Ağrı çektiğimde, ağrıyı durdurmak için yapabileceğim hiçbir şey yok.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
13. Ağrı çektiğimde, bunun ciddi bir şeyin işareti olup olmadığını merak ederim.
 a. Hiçbir zaman b. Nadiren c. Bazen d. Sıklıkla e. Her zaman
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Appendix 2. Ağri felaketleştirme ölçeği-ebeveyn (AFÖ-E)

Ağrı sırasında düşünce ve duygular

Çocuğunuz ağrı çekerken ne düşündüğünüzü ve duygularınızın ne kadar güçlü olduğunu bilmek istiyoruz. Aşağıda duygu 
ve düşüncelerle ilgili 13 farklı ifade bulunmaktadır. Çocuğunuz ağrı çekerken sizin ne düşündüğünüzü ve hissettiğinizi 
mümkün olduğunca açık bir şekilde ifade etmek için, belirli bir düşünce veya duyguya ne sıklıkla sahip olduğunuzu en iyi 
temsil eden seçeneği işaretleyin.

1. Çocuğum ağrı çektiğinde, ağrının geçip geçmeyeceği konusunda her zaman endişelenirim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
2. Çocuğum ağrı çektiğinde, bu şekilde daha fazla devam edemeyeceğimi hissederim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
3. Çocuğum ağrı çektiğinde, bunun çok kötü olduğunu ve hiçbir zaman daha iyi olmayacağını düşünürüm.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
4. Çocuğum ağrı çektiğinde, bunun korkunç olduğunu ve beni mahvedeceğini hissederim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
5. Çocuğum ağrı çektiğinde, daha fazla katlanamayacak gibi hissederim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
6. Çocuğum ağrı çektiğinde, bu ağrının daha da kötüleşeceğinden korkarım.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
7. Çocuğum ağrı çektiğinde, bu ağrı dışında diğer ağrı verici olayları düşünmeye devam ederim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
8. Çocuğum ağrı çektiğinde, bu ağrının sona ermesini isterim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
9. Çocuğum ağrı çektiğinde, bunu aklımdan çıkaramam.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
10. Çocuğum ağrı çektiğinde, bu ağrının ona ne kadar zarar verdiğini düşünmeye devam ederim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
11. Çocuğum ağrı çektiğinde, ağrının hemen durmasını ne kadar isteğimi düşünmeye devam ederim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
12. Çocuğum ağrı çektiğinde, ağrıyı durdurmak için yapabileceğim hiçbir şey yok.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman
13. Çocuğum ağrı çektiğinde, bunun ciddi bir şeyin işareti olup olmadığını merak ederim.
 a. Hiçbir Zaman b. Nadiren c. Bazen d. Sıklıkla e. Her Zaman




