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Abstract

Background/Objective: Fibromyalgia is a chronic pain syndrome that depressive symptoms can

aggravate. The aim of the present study was to test the efficacy of Personal Construct Therapy

(PCT), an approach that emphasizes identity features and interpersonal meanings as the focus of

the treatment of depressive symptoms, in women with fibromyalgia. Method: We compared PCT

with Cognitive Behavioral Therapy (CBT) in a multicenter parallel randomized trial. Women with

fibromyalgia and depressive symptoms (n = 106) were randomly allocated to CBT (n = 55) or PCT

(n = 51) in individual and modular formats to adjust to their needs. Analysis was by linear mixed-

effects models. Results: Participants in both conditions had significantly reduced depressive

symptoms, and we found no significant difference when comparing groups both post-treatment

(b = -0.47, t = -0.49, p = .63) and at follow-up (b = -1.12, t = -1.09, p = .28). Results were similar

between conditions for anxiety, fibromyalgia’s impact, and the distribution of clinically signifi-

cant changes in depressive symptoms and pain. Conclusions: PCT and CBT seem to be equally

effective in the treatment of depressive symptoms, making PCTa viable alternative treatment.

© 2022 The Author(s). Published by Elsevier España, S.L.U. This is an open access article under

the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Terapias Cognitivo-Conductual y de Constructos Personales para la depresi�on en

mujeres con fibromialgia: un estudio controlado aleatorizado

Resumen

Antecedentes/Objetivo: La fibromialgia es un trastorno de dolor cr�onico que los síntomas

depresivos agravan. El objetivo del estudio es probar la eficacia de la Terapia de Constructos Per-

sonales (TCP), aproximaci�on que enfatiza las características identitarias y los significados per-

sonales como foco de la intervenci�on, para el tratamiento de síntomas depresivos en mujeres

con fibromialgia. M�etodo: Comparamos la TCP con la Terapia Cognitivo-Conductual (TCC) en un

ensayo multic�entrico paralelo aleatorizado. Mujeres con fibromialgia y síntomas depresivos

(n = 106) fueron aleatorizadas a TCC (n = 55) o TCP (n = 51), en formato individual y modular

para ajustarse a las necesidades de las pacientes. Los datos se analizaron usando modelos line-

ales de efectos mixtos. Resultados: Ambas condiciones redujeron significativamente los sínto-

mas depresivos sin encontrarse diferencias significativas despu�es del tratamiento (b = -0,47, t = -

0,49, p = 0,63) ni en el seguimiento (b = -1,12, t = -1,09, p = 0,28). Resultados similares se encon-

traron para la ansiedad, el impacto de la fibromialgia, la distribuci�on del cambio clínicamente

significativo para los síntomas depresivos y el dolor. Conclusiones: La TCP y la TCC parecerían

ser igualmente efectivas para el tratamiento de los síntomas depresivos, postulando la TCP

como una alternativa de tratamiento.

© 2022 The Author(s). Published by Elsevier España, S.L.U. This is an open access article under

the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Fibromyalgia is a chronic and disabling pain syndrome
affecting the musculoskeletal system that has a worldwide
prevalence of approximately 1.78% and a higher prevalence
among women than men (3.98% vs 0.01%; Heidari et al.,
2017). Depressive symptoms occur significantly more often
in fibromyalgia than in other chronic pain diseases, having a
life-time prevalence of 63% to 65% (Kleykamp et al., 2021;
Løge-Hagen et al., 2019), and some studies suggest a bidi-
rectional relationship (Aguilera et al., 2019; IsHak et al.,
2018; Sarzi-Puttini et al., 2020). Patients with fibromyalgia
who experience depressive symptoms have more sleep dis-
turbances, poorer sexual health, lower levels of physical
functioning, and poorer quality of life (Carta et al., 2018;
Galvez-S�anchez et al., 2019; Steiner et al., 2017). The eco-
nomic burden of comorbid fibromyalgia and depression is
also larger than the additive costs for each diagnosis alone
(Robinson et al., 2004). Everything considered, it seems rel-
evant to include the treatment of depressive symptoms in
the management of fibromyalgia.

Strong evidence underpins various treatments for fibro-
myalgia, including medication, moderate physical exercise,
and psychological interventions (Clauw, 2014; Fitzcharles
et al., 2013; Pardos-Gasc�on et al., 2021). Regarding the psy-
chological interventions, meta-analyses indicate effect size
ranging from small to moderate for the most researched
therapy, cognitive behavioral therapy (CBT; Bernardy et al.,
2018). Given the complexity of the therapeutic response
in patients with fibromyalgia, recommendations also favor
customizing psychological treatments to patient needs
(Morley et al., 2013), placing a special focus on physical
functioning and psychological symptoms (especially depres-
sive), and adjusting treatment duration to achieve long-
term effects.

The Theory of Personal Constructs (Kelly, 1955) has an
eminently idiographic approach in which the aspects related
to self-identity and interpersonal perception are fundamen-
tal. Personal construct therapy (PCT) has moderately favor-
able evidence in several meta-analyses (Metcalfe et al.,

2007), with support for its use in the treatment of depres-
sion (Feixas et al., 2016, 2018) and some preliminary support
for its use in the treatment of fibromyalgia (Aguilera et al.,
2018). This therapy benefits from emphasizing working with
the person’s own meanings rather than building the inter-
vention upon prespecified diagnostic labels or clinical crite-
ria, which many fibromyalgia patients report to be
ambiguous (Mengshoel et al., 2018). In addition, some stud-
ies (e.g., Compa~n et al., 2011; Turner et al., 2021) suggest
that the way self and pain are construed plays an important
role in fibromyalgia, and this is precisely the focus of PCT
(rather than targeting symptoms and behaviors).

The aim of the present study was to test the efficacy of
PCT for treating depressive symptoms in women with fibro-
myalgia, using CBT, a well-established treatment, for com-
parison. First, we tested the hypothesis that PCT was more
statistically and clinically efficacious than CBT for reducing
depressive symptoms among women with fibromyalgia; and
second, that PCTwas more efficacious than CBT for reducing
anxiety symptoms and improving health status.

Method

Study design and randomization

This multicenter randomized study had two parallel groups
into which we allocated women who met the eligibility crite-
ria. A staff member of the Universitat de Barcelona not
involved in the trial and blinded to treatment conditions,
performed randomization (1:1 for CBT:PCT) by computer-
generated allocation permuted block sequence. We included
stratification by the public health service (two mental
health centers and eight primary care centers) from which
we recruited participants and delivered treatment
(Paz et al., 2020). The clinical trial was registered in Clini-
caltrials.gov (NCT02711020) in March 2016 prior to partici-
pant recruitment. The Bioethics Committee of the
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Barcelona University (IRB00003099) and the ethics commit-
tees of each recruiting center have approved this trial.

Participants

Only women diagnosed with fibromyalgia were included due
to the low reported prevalence among men (Gay�a et al.,
2020; Heidari et al., 2017). Other inclusion criteria were: (1)
age 18�70 years, (2) and current depressive symptoms, as
evidenced by scores > seven on the Hospital Anxiety and
Depression Scale (HADS-D; Zigmond & Snaith, 1983). Exclu-
sion criteria included: (1) current or past severe mental dis-
order, intellectual disability, or organic brain dysfunction;
(2) current psychological treatment; (3) inability to commu-
nicate in Spanish or Catalan; and (4) substantial visual, hear-
ing, or cognitive deficit.

We estimated a required sample size of 90 patients (45
per condition) by considering an effect size � 0.30, a statis-
tical power of 0.80, and a Type 1 error level of 5% (one-
sided). Given an expected drop-out rate of 20%, we planned
to recruit 112 patients (56 per condition).

Procedure

Recruitment started in March 2016. Medical staff from
recruiting centers explained the nature of the study to

potentially eligible patients. Those who agreed to take part
gave written consent. We assessed eligible participants in
two sessions of approximately 90 minutes each (see
Paz et al., 2020), followed by assessments after treatment
ended and follow-up assessments six months later. The study
ended in December 2019. The evaluators were always
blinded to the therapeutic condition.

Thirteen therapists trained in psychotherapy (i.e., who
completed at least the first year of a master’s degree related
to CBT or PCT) delivered therapy (n = 13) under weekly
supervision by senior mentors who specialized in each ther-
apy approach. We limited the two psychological treatments
to 18 sessions that lasted 1 hour each and including a family
member if relevant. In the 3�5 months after treatment
ended, the therapist or patient could seek a maximum of
three booster sessions (one hour each) based on need. Both
treatments were offered in modular format based on the
clinical formulation of cases and shared a common psycho-
educational component. The order in which therapists
applied modules could vary with patient need (see Table 1).

The CBT protocol followed previous treatment programs
for patients with fibromyalgia (Comeche Moreno et al., 2010),
with three main modules: relaxation, behavioral activation,
and cognitive restructuring. Regarding the PCT protocol, it
was designed following in previous literature regarding case
formulation (Winter & Procter, 2013), informed by experience

Table 1 Types of modules in Cognitive Behavioral and Personal Construct Therapies for depressive symptoms in fibromyalgia.

Treatment Types of modules Modules description Associated techniques

Shared Psychoeducation Information about FM, different ways of coping
with the condition, the influence of depression,
anxiety, muscular tension, and inactivity

�

Cognitive
Behavioral
Therapy

Relaxation Relaxation training techniques to cope with pain Diaphragmatic breathing and pro-
gressive muscle relaxation

Behavioral
activation

Information and focus on how behaviors influence
emotions and thoughts associated to depression
and FM

Activity monitoring and planning for
a gradual involvement in pleasant
activities

Cognitive
restructuring

Focuses on the relationship between thoughts,
emotions, and behaviors
Emphasis is on the links between emotions and
body reactions
Identification and modification of automatic
thoughts and beliefs that are related with depres-
sion and FM

Self-monitoring
Socratic questioning method
Cost-benefit analysis
Generating alternatives

Personal
Construct
Therapy

Complaints focused
on pain

Focus on enriching and finding nuances to the con-
struct “with pain-without pain,” as well as to pro-
mote the inclusion of other constructs in the
explanation of events and in the construction of
their personal and corporal experience

Techniques related to psychoeduca-
tion about gate control theory of pain
The externalization of pain using let-
ters to the pain or drawings
Relaxation techniques

Complaints focused
on emotional
avoidance

Focus on revising the meaning-construction system
for emotions to become acceptable, compatible
rather than invalidating for the self-identity
system

The explanation of the dilemma
(psychoeducation about the emo-
tions)
Historical revision of the emotional
dilemma, hypnosis, etc.

Complaints focused
on interpersonal
conflicts

Focus on extending the meaning-construction sys-
tem to search possible action courses that are com-
patible with the sense of identity of the patient

Representations of the family as
sculptures
Use of analogical resources such as
metaphors
Including family sessions

Ambivalent com-
plaints about
change

Focus on resolving the dilemma, so the desired
change does not imply a threat to the sense of
identity

Guidelines provided by Feixas and
Compa~n (2016)

Note. FM = Fibromyalgia.
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in a pilot study (Aguilera et al., 2018). Common patient
requests dictated four possible courses of action with specific
objectives and techniques (see Paz et al., 2020). The reper-
tory grid technique, a semi-structured interview, was used to
assess self-concept, cognitive structure, and cognitive con-
flicts. The results from this assessment helped to determine
the possible course of cation.

Treatment adherence

All sessions were audio-recorded and 10 of these sessions
were randomly selected and their contents was assessed by
two independent researchers. We created a 50-item scale to
evaluate treatment adherence. Kappa analyses revealed high
levels of agreement between evaluators for both treatment
conditions (kPCT = .69, kCBT = .67) and moderate levels of
agreement for the common scale (kcommon = .52, p <.001).

Measures

Concerning the primary outcome, depressive symptoms,
assessment was by the Hospital Anxiety and Depression Scale
(Terol-Cantero et al., 2015; Zigmond & Snaith, 1983). It has
acceptable psychometric properties (Vallejo et al., 2012),
and its exclusion of somatic symptoms made this scale useful
for detecting depressive symptoms in patients with fibromy-
algia (Cabrera et al., 2015; Veltri et al., 2012)

The following measures were used as secondary out-
comes. The Hamilton Depression Rating Scale (HDRS; Hamil-
ton, 1960; Ramos-Brieva, 1986) assessed the severity of
depressive symptoms, as rated by a clinician, while the
anxiety scale of the HADS (HADS-A) assessed anxiety symp-
tomatology. The Fibromyalgia Impact Questionnaire
(Burckhardt et al., 1991; Esteve-Vives et al., 2007), which is
sensitive to change after treatment (Bennett, 2005),
assessed the impact of fibromyalgia. The Visual Analog Scale
for Pain (Price et al., 1983) assessed pain intensity.

After treatment, we asked participants to rate their sat-
isfaction with treatment using a question extracted from
the Consumer Reports Effectiveness Scale (Feixas et al.,
2012).

Statistical analyses

To ensure homogeneity between treatment groups at base-
line, we compared the clinical and sociodemographic char-
acteristics using Student’s t-tests for continuous variables
and the Fisher exact probability test for categorical varia-
bles. The baseline and clinical characteristics of those who
completed the intervention and those who dropped out
were treated the same. Therapist adherence was analyzed
by comparing the scores for PCTand CBTusing non-paramet-
ric Mann-Whitney U tests.

To test the efficacy of therapy, we conducted a series of
analyses for the primary and the secondary outcomes on an
intention-to-treat basis among randomized participants. We
assumed missing data was missing at random. Linear mixed-
effect models, with parameters estimated using the
restricted maximum likelihood method, were performed to
account for the correlation between repeated measures in
each participant. The regression coefficients and their 95%
confidence intervals were calculated for the interaction of

interest (treatment by time). We checked the assumptions
of linearity and normality of the residuals visually in QQ plots
for each model (all assumptions met). We calculated
Hedges’ coefficient to express the within-treatment effect
size from pre-treatment to post-treatment and from pre-
treatment to follow-up, as well as between treatments. We
replicated the analyses on a per-protocol basis, considering
only those participants who completed treatment and at
least the post-treatment assessment.

To assess the clinical significance of improvement in the
primary outcome, we classified the change scores from pre-
treatment to post-treatment and from pre-treatment to fol-
low-up using the approach of Jacobson and Truax (1991). We
used the data provided by Cabrera et al. (2015) and Terol-
Cantero et al. (2015) to calculate the cut-off point for a clin-
ically significant change using criterion C. We also identified
those participants with reductions � 20% and � 30% in health
symptoms measured by the FIQ and VAS, respectively (P�erez-
Aranda et al., 2019). Chi-squared t-tests were used to com-
pare the distribution of participants into categories by treat-
ment condition. For all analyses, we set significance at p <

.05 (one-tailed) and used R statistical software (R Core
Team, 2020).

Results

The CONSORT diagram presented in Figure 1 shows the par-
ticipant flow from the eligibility assessment to the follow-up
assessment. The drop-out percentages were higher for CBT
(36.3% vs. 19.6.3%) but the difference did not reach statisti-
cal significance (x2 (1, N = 106) = 2.88, p = .08, V = 0.18).
Also, there were no significant differences in sociodemo-
graphic or clinical variables in relation to treatment alloca-
tion, demonstrating effective randomization (see Table 2).

Therapists adhered closely to their respective treat-
ments. When delivering PCT, they scored significantly more
on PCT items (Md = 4, n = 10 sessions) than when delivering
CBT (Md = 2.5, n = 10), U = 16, z = -2.62, p < .01, r = .59),
with the converse being true when delivering (CBT: Md = 7,
n = 10; PCT: Md = 1, n = 10, U = 5,5, z = -3.39, p < .001,
r = .76) but with a larger effect size. In the common scale,
we found non-significant results suggesting that both treat-
ments equally used non-specific cognitive interventions
(U = 44.5; p = .64).

On the intention-to-treat basis (n = 106), the results indi-
cated that both treatments significantly reduced symptoms on
the primary outcome measure (HADS-D) after treatment
(b = -3.35, t = -4.76, p < .001) and at follow-up (b = -2.35,
t = -3.12, p < .001). For depression measured by the HDRS,
there were also significant symptom reductions after treat-
ment (b = -8.27, t = -6.25, p < .001) and at follow-up
(b = -11.38, t = -9,04, p < .001). For anxiety (HADS-A), symp-
toms reduced significantly after the intervention (b = -2.59,
t = -3.86, p < .001) and at follow-up (b = -1.94, t = -2.74,
p = .01). Similar results were obtained for the FIQ after treat-
ment (b = -3.35, t = -4.76, p < .001) and at follow-up (b
=-2.35, t = -3.12, p < .001). The effect sizes for the reduction
of symptoms in both groups ranged from medium to large,
except for some comparisons with the HADS-A. However, we
found no significant differences between treatments (see
details for comparisons between treatments in Table 3).

4

M. Aguilera, C. Paz, M. Salla et al.



The results of the per-protocol analysis (n = 69) were sim-
ilar to those of the intention-to-treat analysis. This showed
significant differences in the scores for all outcomes from
before to after treatment (HADS-D: b = -3.28, t = -4.59, p <

.001; HDRS: b = -2.84, t = -2.09, p = .04, HADS-A: b = -2.37,
t = -3.46, p < .001, FIQ: b = -10.61, t = -4.35, p < .001) and
from before treatment to follow-up (HADS-D: b = -2.28, t = -
2.93, p < .001; HDRS: b = -7.03, t = -5.19, p < .001, HADS-A:
b = -1.81, t = -2.51, p = .01, FIQ: b = -8.06, t = -2.52,
p = .01). However, no significant differences were found
when comparing both treatments (see Table 4).

The Jacobson and Truax (1991) criteria were used to ana-
lyze changes in HADS-D scores, using a cut-off score of 10.8
to differentiate between the functional and the dysfunc-
tional populations. Each participant was classified as either
clinically recovered (significant change and the score moved
from dysfunctional to functional population), improved (sig-
nificant change toward improvement), unchanged (non-

significant change), or deteriorated (significant change
toward deterioration). The distribution of participants, that
completed the posttreatment assessement in these catego-
ries was similar after treatment (x2 (3, n = 74) = 1.59,
p = .66, V = 0.15) and at follow-up (x2 (3, n = 69) = 1.11,
p = .77, V = 0.13). See Table 5 for the frequencies and per-
centages by sample.

In relation to the change in fibromyalgia health status,
71 patients completed the FIQ after treatment (CBT = 33;
PCT = 38). Overall, 33.3% of the CBT patients and 23.6% of
the PCT patients attained an improvement of � 20% in
their change scores from before to after treatment, but
with no significant differences when comparing conditions
(x2 (2, n = 71) = 3.46, p = .17, V = 0.22). At follow-up, 68
participants completed the FIQ (CBT = 31 and PCT = 37), a
change of � 20% from before treatment to follow-up was
achieved in 25.8% of the CBT group and 29.72% of the PCT
group; again, there were no significant differences

Figure 1 CONSORT Diagram of participants flow in this randomized controlled trial.
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between treatment conditions (x2 (2, n = 68) = 0.31,
p = .850, V = 0.06).

We tested change in pain with the 73 patients who
completed a VAS after treatment (CBT = 34; PCT = 39). In
23.5% of the CBT group and 15.4% of the PCT group, par-
ticipants attained reductions of � 30% in their experi-
enced pain, but without significant differences between
treatment conditions (x2 (2, n = 73) = 1.18 p = .55,
V = 0.13). At follow-up, 69 participants completed the VAS
for pain (CBT = 32; PCT = 37), and 25% of the CBT group
compared to 16.2% of the PCT group changed by �30%
from before treatment to follow-up. Again, no significant
differences were found between treatments (x2 (2,
n = 69) = 3.08, p = .21, V = 21).

Finally, 73 participants (CBT = 34; PCT = 39) answered the
question about treatment satisfaction. Most were satisfied
(96%, n = 70) with how the therapist dealt with the problem
they wanted to solve during therapy (quite = 5, very = 23,
completely = 42), but without significant differences
between treatments (x2 (5, n = 73) = 3.78, p = .44).

Discussion

The main aim of this study was to test the efficacy of PCT in
the management of depressive symptoms in women with
fibromyalgia. Our results show PCTwas as effective as CBT in
significantly reducing symptoms of depression and anxiety,
as well as the impact of the condition in women with fibro-
myalgia. These results are consistent with those in a clinical
sample with depression in which a multicenter randomized
controlled trial showed that CBT and a dilemma-focused
intervention (based on PCT) had comparable results at
three-month and one-year (Feixas et al., 2016, 2018)

Several reasons may explain the lack of significant differ-
ences between treatment conditions in the present study.
Notably, the exhaustive literature on efficacy equivalence
among psychotherapy approaches for depression is telling
(Munder et al., 2019; Van Bronswijk et al., 2019), with most
psychological interventions appearing to offer comparable
efficacy. This invites scope to personalize treatments and con-
sider patient preference (Cuijpers et al., 2021). However, a

Table 2 Baseline demographic and clinical characteristics of the participants by treatment allocation.

Cognitive Behavioral Therapy

n = 55

Personal Constructs Therapy

n = 51

Mean (SD) n (%) Mean (SD) n (%) t x
2 p-value

Age (in years) 55 (8) 54 (10) 0.28 .77

Marital status 1.67 .67

Single 1 (2%) 3 (6%)

Married/living with a partner 40 (73%) 36 (71%)

Separated/divorced 11 (20%) 8 (16%)

Widowed 3 (5%) 4 (8%)

Education level .41

Elementary (6 years) 17 (31%) 23 (45%) 2.96

Secondary school (7-12 years) 17 (31%) 15 (29%)

Higher 8 (15%) 6 (12%)

Others 13 (24%) 7 (14%)

Employment 2.51 .87

Full-time employment 12 (22%) 13 (25%)

Part-time employment 7 (13%) 5 (10%)

Sick leave 6 (11%) 4 (8%)

Unemployed 15 (27%) 10 (20%)

Registered disability 7 (13%) 11 (22%)

Retired 7 (13%) 7 (14%)

Others 1 (2%) 1 (2%)

Diagnosis 0.002 .83

Fibromyalgia 39 (71%) 35 (69%)

Fibromyalgia and Chronic

Fatigue Syndrome

16 (29%) 16 (31%)

Current medication

Antidepressant medication 32 (58%) 29 (57%) .99

Anxiolytic medication 35 (64%) 31 (61%) .95

Hospital Anxiety and Depression

Scale-Depression

11.98 (2.83) 12.65 (2.70) -1.23 .21

Hospital Anxiety and Depression

Scale-Anxiety

13.22 (4.19) 12.76 (4.16) 0.55 .57

Hamilton Depression Rating

Scale

16.11 (6.37) 16.84 (6.55) -0.58 .56

Fibromyalgia Impact

Questionnaire

70.31 (15.52) 71.43 (11.57) -0.42 .67
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Table 3 Descriptive statistics by outcome scores at all assessment points, effect sizes with 95% confidence intervals within and between groups, and regression coefficients and

95% CI for the interaction (time x treatment), intention-to-treat approach.

Treatment condition

Cognitive Behavioral Therapy Personal Constructs Therapy Between group Coefficients

Measure Time Mean (SD)a Hedges’ g [95% CI] Mean (SD) a Hedges’ g [95% CI] Hedges’ g [95% CI] t (p) B [95% CI]

Primary outcome

HADS-D Pre 11.98 (2.83) 12.65 (2.70)

Post 8.54 (4.81) 0.78 [0.34, 1.22] b 8.77 (4.45) 0.92 [0.59, 1.25] b 0.05 [- 0.41, 0.51] -0.49 (.63) -0.47 [-2.39, 1.44]

Follow-up 9.62 (3.89) 0.62 [0.19, 1.05] c 9.11 (4.69) 0.84 [0.40, 1.27] c 0.12 [-0.36, 0.59] -1.09 (.28) -1.12 [-3.16, 0.92]

Secondary outcomes

HADS-A Pre 13.22 (4.19) 12.76 (4.16)

Post 10.37 (4.72) 0.53 [0.24, 0.82] b 10.41 (4.74) 0.39 [0.08, 0.71] b 0.01 [-0.45, 0.47] 0.66 (.51) 0.61 [-1.22, 2.43]

Follow-up 11.16 (4.6) 0.4 [0.14, 0.67] c 10.68 (5.11) 0.36 [0.03, 0.69] c 0.1 [-0.38, 0.57] 0.15 (.88) 0.14 [-1.78, 2.07]

HDRS Pre 16.11 (6.37) 16.84 (6.55)

Post 7.84 (8.94) 1.04 [0.63, 1.46] b 9.12 (7.33) 1.09 [0.61, 1.58] b 0.16 [0.23, 0.54] 0.29 (.77) 0.55 [-3.22, 4.31]

Follow-up 4.73 (6.32) 1.77 [1.18, 2.36] c 7.65 (7.40) 1.3 [0.77, 1.82] c 0.42 [0.04, 0.81] 1.20 (.23) 2.19 [-1.39, 5.76]

FIQ Pre 70.31 (15.52) 71.43 (11.57)

Post 61.90 (16.5) 0.59 [0.26, 0.92] b 61.95 (14.62) 0.65 [0.32, 0.99] b 0 [-0.47, 0.46] -0.49 (.63) 0.36 [-5.82, 6.55]

Follow-up 63.84 (17.66) 0.5 [0.02, 0.98] c 62.68 (15.37) 0.49 [0.09, 0.89] c 0.07 [-0.41, 0.55] -1.09 (.28) -1.35[-9.76, 7.05]

Note. SD = Standard Deviation; CI = Confidence Interval; HADS-D = Depression Items of the Hospital Anxiety and Depression Scale; HADS-A = Anxiety Items of the Hospital Anxiety and Depres-
sion Scale; HDRS = Hamilton Depression Rating Scale; FIQ = Fibromyalgia Impact Questionnaire.
a Mean and SD are not adjusted. Within effect sizes were measured from
b pre-treatment to post-treatment and from
c pre-treatment to follow-up.
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Table 4 Descriptive statistics by outcome score at all assessment points, effect sizes with 95% confidence intervals within and between groups, and regression coefficients and

95% CI for the interaction (time x treatment), complete cases.

Treatment condition

Cognitive Behavioral Therapy Personal Constructs Therapy Between group Coefficients

Measure Time Mean (SD) a Hedges’ g [95% CI] Mean (SD) a Hedges’ g [95% CI] Hedges’ g [95% CI] t (p) B [95% CI]

Primary outcome

HADS-D Pre 11.91 (3.27) 12.51 (2.86)

Post 8.62 (4.6) 0.78 [0.34, 1.22] b 8.74 (4.64) 0.92 [0.59, 1.25] b 0.03 [- 0.46, 0.51] -0.54 (.59) -0.53 [-2.48, 1.42]

Follow-up 9.62 (3.89) 0.62 [0.19, 1.05] c 9.11 (4.69) 0.84 [0.4, 1.27] c 0.12 [-0.36, 0.59] -1.06 (.29) -1.12 [-3.23, 0.98]

Secondary outcomes

HDS-A Pre 12.97 (4.05) 12.43 (4.21)

Post 10.59 (4.56) 0.53 [0.24, 0.82] b 10.26 (4.96) 0.39 [0.08, 0.71] b 0.07 [-0.41, 0.55] 0.39 (.70) 0.37 [-1.50, 2.24]

Follow-up 11.16 (4.6) 0.4 [0.14, 0.67] c 10.68 (5.11) 0.36 [0.03, 0.69] c 0.10 [-0.38, 0.57] 0.06 (.96) 0.06 [-1.90, 2.01]

HDRS Pre 15.16 (5.91) 15.86 (6.23)

Post 12.31 (8.14) 1.04 [0.63, 1.46] b 11.19 (6.6) 1.09 [0.61, 1.58] b 0.15 [-0.33, 0.63] -0.99 (.33) -1.83 [-5.50, 1.84]

Follow-up 8.12 (6.41) 1.77 [1.18, 2.36] c 10.54 (6.69) 1.3 [0.77, 1.82] c 0.36 [-0.12, 0.84] 0.92 (.36) -1.71 [-1.95, 5.37]

FIQ Pre 71.76 (13.37) 69.36 (10.59)

Post 60.82 (15.34) 0.59 [0.26, 0.92] b 60.76 (14.75) 0.65 [0.32, 0.99] b 0.00 [-0.49, 0.68] 0.68 (.32) 2.27 [-4.36, 8.89]

Follow-up 63.84 (17.66) 0.5 [0.02, 0.98] c 62.68 (15.37) 0.49 [0.09, 0.89] c 0.07 [-0.41, 0.55] 0.32 (.75) 1.38 [-7.24, 10]

Note. SD = Standard Deviation; CI = Confidence Interval; HADS-D = Depression Items of the Hospital Anxiety and Depression Scale; HADS-A = Anxiety Items of the Hospital Anxiety and Depres-
sion Scale; HDRS = Hamilton Depression Rating Scale; FIQ = Fibromyalgia Impact Questionnaire.
a Mean and SD are not adjusted. Within effect sizes were measured from
b pre-treatment to post-treatment and from
c pre-treatment to follow-up.
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more nuanced consideration may be that both therapies share
a focus on cognitive factors related to pain and psychological
suffering. The therapies also both use modular formats that
might promote symptom reduction in the same manner by
adjusting to the needs of each person, as recommended for
this population (Morley et al., 2013). This format also seems
to be liked by patients, with most participants in both treat-
ment groups satisfied with their treatment.

Despite pain reduction not being the primary aim of this
study, when focusing on pain relief � 30% on the VAS we
found that 24 to 15% of the women in our study reported
such reduction after treatment, and from 16 to 25% at fol-
low-up. Although greater relief was experienced with CBT,
we found no significant differences between the two psycho-
logical treatments. Concerning improvement of at least 20%
in fibromyalgia -related quality of life (FIQ), similar impact
of the fibromyalgia was found in CBT (reductions of 33% after
treatment and 26% at follow-up) and PCT (reductions of 26%
after treatment and 30% at follow-up). These results are
similar to those in a recent review that suggested around
30% of patients achieve a � 30% pain relief and that 44%
achieve a quality of life improvement of � 20% after CBT
(Bernardy et al., 2018).

Limitations of this study are diverse . We want to highlight
the dropout rates, which were 21% (expected) and 13% (lower
than expected) from the CBT and PCT groups, respectively,
these rates are comparable to those in other studies of CBT
for depression (Fernandez et al., 2015). Moreover, another
limitation to attain the desired number of participants was
the difficulty in detecting fibromyalgia diagnoses at the col-
laborating centers. This hampered recruitment, forcing us to
stop the trial without attaining the expected sample size and
to reduce the number of sessions included in the planned
adherence analyses (Paz et al., 2020). Thus, it was not possi-
ble to attain the expected number of treatment completers
(45 by each group). Finally, around 30% of our patients had
comorbid chronic fatigue syndrome, which adds to the hetero-
geneity in our sample features.

In summary, our study supports existing knowledge of the
efficacy of the treatments for depressive symptoms in women
with fibromyalgia, adding that they can improve pain and the
illness' impact on quality of life. A strength of this study is
that we provided psychotherapy in the health care centers
where patients are usually monitored, increasing the applica-
bility of these findings. Moreover, we recruited patients from
different health care centers (primary and mental health),
increasing the sociodemographic and clinical diversity. These
factors improve the generalizability of our results. Overall,
we conclude that PCT should be consider a viable treatment
option for assessment in future studies.

Funding

The Ministry of Economy and Competitiveness of Spain sup-
ported this work (PSI2014-57957-R).

Acknowledgements

We want to acknowledge the contribution of all health
centres involved in this project and previous pilot study:
Nou Barris Nord Mental Health Center and Hospital de Mat-
ar�o psychiatry service; CAP Guineueta (Institut Catal�a de la
Salut), CAP Manso (Institut Catal�a de la Salut), CAP Les
Hortes (EAP Poble Sec), CAP Sants (Grup Sant Pere Claver)
and primary centers from Badalona Serveis Assistencials
(CAP Nova Lloreda, CAP Montgat-Tiana, CAP Montigal�a, ABS
Martí Juli�a, ABS Progr�es.

References

Aguilera, M., Compa~n, V., & Feixas, G. (2018). Maltreatment and

self-resconstruction in constructivist therapy for fibromyalgia.

Revista Argentina de Clínica Psicol�ogica, 27, 436–443. https://
doi.org/10.24205/03276716.2018.1056.

Aguilera, M., Paz, C., Compa~n, V., Medina, J. C., & Feixas, G. (2019).

Cognitive rigidity in patients with depression and fibromyalgia.

International Journal of Clinical and Health Psychology, 19, 160–
164. https://doi.org/10.1016/j.ijchp.2019.02.002.

Bennett, R. (2005). The Fibromyalgia Impact Questionnaire (FIQ): A

review of its development, current version, operating character-
istics and uses. Clinical and Experimental Rheumatology, 23,

S154–S162. http://www.ncbi.nlm.nih.gov/pubmed/16273800.

Bernardy, K., Klose, P., Welsch, P., & H€auser, W. (2018). Efficacy,

acceptability and safety of cognitive behavioural therapies in
fibromyalgia syndrome - A systematic review and meta-analysis

of randomized controlled trials. European Journal of Pain, 22,

242–260. https://doi.org/10.1002/ejp.1121.

Burckhardt, C. S., Clark, S. R., & Bennett, R. M. (1991). The fibro-
myalgia impact questionnaire: Development and validation. The

Journal of Rheumatology, 18, 728–733. http://www.ncbi.nlm.

nih.gov/pubmed/1865419.
Cabrera, V., Martin-Arag�on, M., Terol, M. C., N�u~nez, R., &

Pastor, M. A. (2015). La Escala de Ansiedad y Depresi�on Hospi-

talaria (HAD) en fibromialgia: An�alisis de sensibilidad y especifi-

cidad. Terapia Psicol�ogica, 33, 181–193. https://doi.org/
10.4067/S0718-48082015000300003.

Carta, M. G., Moro, M. F., Pinna, F. L., Testa, G., Cacace, E.,

Ruggiero, V., Piras, M., Romano, F., Minerba, L., Machado, S.,

Freire, R. C., Nardi, A. E., & Sancassiani, F. (2018). The impact
of fibromyalgia syndrome and the role of comorbidity with mood

and post-traumatic stress disorder in worsening the quality of

life. International Journal of Social Psychiatry, 64, 647–655.
https://doi.org/10.1177/0020764018795211.

Table 5 Frequencies and percentages of clinically significant change by treatment condition.

Post-treatment Follow-up

CBTn (%) PCTn (%) CBTn (%) PCTn (%)

Recovered 10 (28.6) 12 (30.7) 7 (21.8) 10 (27)

Improved 12 (34.3) 11 (28.3) 8 (25) 11 (29.7)

Unchanged 12 (34.3) 16 (41) 16 (50) 14 (37.8)

Deteriorated 1 (2.8) 0 1 (3.1) 2 (5.4)

Note. CBT = Cognitive Behavioral Therapy; PCT = Personal Construct Therapy.

9

International Journal of Clinical and Health Psychology 22 (2022) 100296

http://dx.doi.org/10.24205/03276716.2018.1056
http://dx.doi.org/10.24205/03276716.2018.1056
http://dx.doi.org/10.1016/j.ijchp.2019.02.002
http://www.ncbi.nlm.nih.gov/pubmed/16273800
http://dx.doi.org/10.1002/ejp.1121
http://www.ncbi.nlm.nih.gov/pubmed/1865419
http://www.ncbi.nlm.nih.gov/pubmed/1865419
http://dx.doi.org/10.4067/S0718-48082015000300003
http://dx.doi.org/10.4067/S0718-48082015000300003
http://dx.doi.org/10.1177/0020764018795211


Clauw, D. J. (2014). Fibromyalgia: A clinical review. JAMA, 311,

1547–1555. https://doi.org/10.1001/jama.2014.3266.
Comeche Moreno, M. I., Martín Fern�andez, A.,

Rodríguez Mu~noz, M. F., Ortega Prado, J., Díaz García, M. I., &

Vallejo Pareja, M. A. (2010). Tratamiento Cognitivo-Conductual,
Protocolizado y en Grupo de la Fibromialgia. Clínica y Salud, 21,

107–121. https://doi.org/10.5093/cl2010v21n2a1.

Compa~n, V., Feixas, G., Varlotta-Domínguez, N., Torres-Vi~nals, M.,

Aguilar-Alonso, A., Dada, G., & Angel Sa�ul, L. (2011). Cognitive
Factors in Fibromyalgia: The Role of Self-Concept and Identity

Related Conflicts. Journal of Constructivist Psychology, 24, 56–

77. https://doi.org/10.1080/10720537.2011.530492.

Cuijpers, P., Quero, S., Noma, H., Ciharova, M., Miguel, C.,
Karyotaki, E., Cipriani, A., Cristea, I. A., &

Furukawa, T. A. (2021). Psychotherapies for depression: A net-

work meta-analysis covering efficacy, acceptability and long-

term outcomes of all main treatment types. World Psychiatry,
20, 283–293. https://doi.org/10.1002/wps.20860.

Esteve-Vives, J., Rivera Redondo, J., Salvat Salvat, M. I.,

de Gracia Blanco, M., & Alegre de Miquel, C. (2007). Proposal for
a consensus version of the Fibromyalgia Impact Questionnaire

(FIQ) for the Spanish population. Reumatología Clínica, 3, 21–24.

https://doi.org/10.1016/S1699-258X(07)73594-5.

Feixas, G., Bados, A., García-Grau, E., Paz, C., Montesano, A.,
Compa~n, V., . . . Lana, F. (2016). A dilemma-focused intervention

for depression: A multicenter, randomized controlled trial with a

3 month follow-up. Depression and Anxiety, 33, 862–869.

https://doi.org/10.1002/da.22510.
Feixas, G., & Compa~n, V. (2016). Dilemma-focused intervention for

unipolar depression: A treatment manual. BMC Psychiatry, 16.

https://doi.org/10.1186/s12888-016-0947-x. Article 235.
Feixas, G., Paz, C., García-Grau, E., Montesano, A., Medina, J. C.,

Bados, A., Trujillo, A., Ortíz, E., Compa~n, V., Salla, M. I.,

Aguilera, M. I., Guasch, V., Codina, J., & Winter, D. A. (2018).

One-year follow-up of a randomized trial with a dilemma-
focused intervention for depression: Exploring an alternative to

problem-oriented strategies. PLoS ONE, 13. https://doi.org/

10.1371/journal.pone.0208245. Article e0208245.

Feixas, G., Pucurull, O., Roca, C., Paz, C., García-Grau, E., &
Bados, A. (2012). Escala de satisfacci�on con el tratamiento reci-

bido (CRES-4): La versi�on en espa~nol. Revista de Psicoterapia,

89, 51–58. https://ojs.revistadepsicoterapia.com/index.php/

rdp/article/view/639.
Fernandez, E., Salem, D., Swift, J. K., & Ramtahal, N. (2015). Meta-

analysis of dropout from cognitive behavioral therapy: Magnitude,

timing, and moderators. Journal of Consulting and Clinical Psy-

chology, 83, 1108–1122. https://doi.org/10.1037/ccp0000044.

Fitzcharles, M., Ste-Marie, P. A., Goldenberg, D. L., Pereira, J. X.,

Abbey, S., Choini�ere, M., Ko, G., Moulin, D. E., Panopalis, P.,

Proulx, J., & Shir, Y. (2013). 2012 Canadian Guidelines for the
Diagnosis and Management of Fibromyalgia Syndrome: Executive

Summary. Pain Research and Management, 18, 119–126. https://

doi.org/10.1155/2013/918216.

Galvez-S�anchez, C. M., Duschek, S., & Reyes del Paso, G. A. (2019).
Psychological impact of fibromyalgia: Current perspectives. Psy-

chology Research and Behavior Management, 12, 117–127.

https://doi.org/10.2147/PRBM.S178240.
Gay�a, T. F., Ferrer, C. B., Mas, A. J., Seoane-Mato, D., Reyes, F.�A.,

S�anchez, M. D., Dubois, C. M., S�anchez-Fern�andez, S. A.,

Vargas, L. M. R., García Morales, P. V., Oliv�e, A., Mu~noz, P. R.,

Larrosa, M., Navarro Ric�os, N., S�anchez-Piedra, C.,
Díaz-Gonz�alez, F., & Bustabad-Reyes, S. (2020). Prevalence of

fibromyalgia and associated factors in Spain. Clinical and Experi-

mental Rheumatology, 38, S47–S52. https://www.clinexprheu

matol.org/abstract.asp?a=14409.
Hamilton, M. (1960). A rating scale for depression. Journal of Neu-

rology, Neurosurgery & Psychiatry, 23, 56–62. https://doi.org/

10.1136/jnnp.23.1.56.

Heidari, F., Afshari, M., & Moosazadeh, M. (2017). Prevalence

of fibromyalgia in general population and patients, a sys-
tematic review and meta-analysis. Rheumatology Interna-

tional, 37, 1527–1539. https://doi.org/10.1007/s00296-017-

3725-2.
IsHak, W. W., Wen, R. Y., Naghdechi, L., Vanle, B., Dang, J.,

Knosp, M., Dascal, J., Marcia, L., Gohar, Y., Eskander, L.,

Yadegar, J., Hanna, S., Sadek, A., Aguilar-Hernandez, L.,

Danovitch, I., & Louy, C. (2018). Pain and Depression: A System-
atic Review. Harvard Review of Psychiatry, 26, 352–363. https://

doi.org/10.1097/HRP.0000000000000198.

Jacobson, N., & Truax, P. (1991). Clinical significance: A statistical

approach to defining meaningful change in psychotherapy
research. Journal of Consulting and Clinical Psychology, 59, 12–

19. https://doi.org/10.1037/0022-006X.59.1.12.

Kelly, G. A. (1955). The Psychology of Personal Constructs. (Vols. 1

and 2). Routledge.
Kleykamp, B. A., Ferguson, M. C., McNicol, E., Bixho, I.,

Arnold, L. M., Edwards, R. R., Fillingim, R.,

Grol-Prokopczyk, H., Turk, D. C., & Dworkin, R. H. (2021).
The Prevalence of Psychiatric and Chronic Pain Comorbidities

in Fibromyalgia: An ACTTION systematic review. Seminars in

Arthritis and Rheumatism, 51, 166–174. https://doi.org/

10.1016/j.semarthrit.2020.10.006.
Løge-Hagen, J. S., Sæle, A., Juhl, C., Bech, P., Stenager, E., &

Mellentin, A. I. (2019). Prevalence of depressive disorder among

patients with fibromyalgia: Systematic review and meta-analy-

sis. Journal of Affective Disorders, 245, 1098–1105. https://doi.
org/10.1016/j.jad.2018.12.001.

Mengshoel, A. M., Sim, J., Ahlsen, B., & Madden, S. (2018). Diagnos-

tic experience of patients with fibromyalgia � A meta-ethnogra-
phy. Chronic Illness, 14, 194–211. https://doi.org/10.1177/

1742395317718035.

Metcalfe, C., Winter, D., & Viney, L. (2007). The effectiveness of

personal construct psychotherapy in clinical practice: A system-
atic review and meta-analysis. Psychotherapy Research, 17,

431–442. https://doi.org/10.1080/10503300600755115.

Morley, S., Williams, A., & Eccleston, C. (2013). Examining the evi-

dence about psychological treatments for chronic pain: Time for
a paradigm shift? Pain, 154, 1929–1931. https://doi.org/

10.1016/j.pain.2013.05.049.

Munder, T., Fl€uckiger, C., Leichsenring, F., Abbass, A. A.,

Hilsenroth, M. J., Luyten, P., Rabung, S., Steinert, C., &
Wampold, B. E. (2019). Is psychotherapy effective? A re-analysis of

treatments for depression. Epidemiology and Psychiatric Sciences,

28, 268–274. https://doi.org/10.1017/S2045796018000355.
Pardos-Gasc�on, E. M., Narambuena, L., Leal-Costa, C., &

van-der Hofstadt-Rom�an, C. J. (2021). Differential efficacy

between cognitive-behavioral therapy and mindfulness-based

therapies for chronic pain: Systematic review. International

Journal of Clinical and Health Psychology, 21. https://doi.org/

10.1016/j.ijchp.2020.08.001. Article 100197.

Paz, C., Aguilera, M., Salla, M., Compa~n, V., Medina, J. C.,

Bados, A., García-Grau, E., Castel, A., Crespillo, J. C.,
Montesano, A., Medeiros-Ferreira, L., & Feixas, G. (2020). Per-

sonal construct therapy vs cognitive behavioral therapy in the

treatment of depression in women with fibromyalgia: Study pro-
tocol for a multicenter randomized controlled trial. Neuropsy-

chiatric Disease and Treatment, 16, 301–311. https://doi.org/

10.2147/NDT.S235161.

P�erez-Aranda, A., Feliu-Soler, A., Montero-Marín, J.,
García-Campayo, J., Andr�es-Rodríguez, L., Borr�as, X.,

Rozadilla-Sacanell, A., Pe~narrubia-Maria, M. T.,

Angarita-Osorio, N., McCracken, L. M., & Luciano, J. V. (2019). A

randomized controlled efficacy trial of mindfulness-based stress
reduction compared with an active control group and usual care

for fibromyalgia: The EUDAIMON study. Pain, 160, 2508–2523.

https://doi.org/10.1097/j.pain.0000000000001655.

10

M. Aguilera, C. Paz, M. Salla et al.

http://dx.doi.org/10.1001/jama.2014.3266
http://dx.doi.org/10.5093/cl2010v21n2a1
http://dx.doi.org/10.1080/10720537.2011.530492
http://dx.doi.org/10.1002/wps.20860
http://dx.doi.org/10.1016/S1699-258X(07)73594-5
http://dx.doi.org/10.1002/da.22510
http://dx.doi.org/10.1186/s12888-016-0947-x
http://dx.doi.org/10.1371/journal.pone.0208245
http://dx.doi.org/10.1371/journal.pone.0208245
https://ojs.revistadepsicoterapia.com/index.php/rdp/article/view/639
https://ojs.revistadepsicoterapia.com/index.php/rdp/article/view/639
http://dx.doi.org/10.1037/ccp0000044
http://dx.doi.org/10.1155/2013/918216
http://dx.doi.org/10.1155/2013/918216
http://dx.doi.org/10.2147/PRBM.S178240
https://www.clinexprheumatol.org/abstract.asp?a=14409
https://www.clinexprheumatol.org/abstract.asp?a=14409
http://dx.doi.org/10.1136/jnnp.23.1.56
http://dx.doi.org/10.1136/jnnp.23.1.56
http://dx.doi.org/10.1007/s00296-017-3725-2
http://dx.doi.org/10.1007/s00296-017-3725-2
http://dx.doi.org/10.1097/HRP.0000000000000198
http://dx.doi.org/10.1097/HRP.0000000000000198
http://dx.doi.org/10.1037/0022-006X.59.1.12
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0025
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0025
http://dx.doi.org/10.1016/j.semarthrit.2020.10.006
http://dx.doi.org/10.1016/j.semarthrit.2020.10.006
http://dx.doi.org/10.1016/j.jad.2018.12.001
http://dx.doi.org/10.1016/j.jad.2018.12.001
http://dx.doi.org/10.1177/1742395317718035
http://dx.doi.org/10.1177/1742395317718035
http://dx.doi.org/10.1080/10503300600755115
http://dx.doi.org/10.1016/j.pain.2013.05.049
http://dx.doi.org/10.1016/j.pain.2013.05.049
http://dx.doi.org/10.1017/S2045796018000355
http://dx.doi.org/10.1016/j.ijchp.2020.08.001
http://dx.doi.org/10.1016/j.ijchp.2020.08.001
http://dx.doi.org/10.2147/NDT.S235161
http://dx.doi.org/10.2147/NDT.S235161
http://dx.doi.org/10.1097/j.pain.0000000000001655


Price, D. D. D., McGrath, P. A., Rafii, A., & Buckingham, B. (1983).

The validation of visual analogue scales as ratio scale measures
for chronic and experimental pain. Pain, 17, 45–56. https://doi.

org/10.1016/0304-3959(83)90126-4.

R Core Team. (2020). R: A language and environment for statistical
computing (4.0.2). R Foundation for Statistical Computing.

http://www.r-project.org/.

Ramos-Brieva, J. A. (1986). Validacion de la version castellana de la

escala de Hamilton para la depresion. Actas Luso-Espa~nolas de

Neurología Psiqui�atrica, 14, 324–334.

Robinson, R. L., Birnbaum, H. G., Morley, M. A., Sisitsky, T.,

Greenberg, P. E., & Wolfe, F. (2004). Depression and fibromyal-

gia: Treatment and cost when diagnosed separately or concur-
rently. The Journal of Rheumatology, 31, 1621–1629. http://

www.ncbi.nlm.nih.gov/pubmed/15290744.

Sarzi-Puttini, P., Giorgi, V., Marotto, D., & Atzeni, F. (2020). Fibro-

myalgia: An update on clinical characteristics, aetiopathogene-
sis and treatment. Nature Reviews Rheumatology, 16, 645–660.

https://doi.org/10.1038/s41584-020-00506-w.

Steiner, J. L., Bigatti, S. M., Slaven, J. E., & Ang, D. C. (2017). The
complex relationship between pain intensity and physical func-

tioning in fibromyalgia: The mediating role of depression. Jour-

nal of Applied Biobehavioral Research, 22. https://doi.org/

10.1111/jabr.12079. Article e12079.
Terol-Cantero, M. C., Cabrera-Perona, V., & Martín-Arag�on, M. (2015).

Revisi�on de estudios de la Escala de Ansiedad y Depresi�on Hospi-

talaria (HAD) en muestras espa~nolas. Anales de Psicología, 31.

https://doi.org/10.6018/analesps.31.2.172701. Article 494.
Turner, S. G., Hooker, K., & Stawski, R. S. (2021). Women’s Self-Rel-

evant Goal Pursuit in the Presence of Physical Pain: An

Intraindividual Variability Approach. The Journals of Gerontol-

ogy: Series B, 76, 1565–1573. https://doi.org/10.1093/geronb/
gbaa151.

Vallejo, M. A., Rivera, J., Esteve-Vives, J., &

Rodríguez-Mu~noz, M. F. (2012). Uso del cuestionario Hospital
Anxiety and Depression Scale (HADS) para evaluar la ansiedad y

la depresi�on en pacientes con fibromialgia. Revista de Psiquia-

tria y Salud Mental, 5, 107–114. https://doi.org/10.1016/j.

rpsm.2012.01.003.
Van Bronswijk, S., Moopen, N., Beijers, L., Ruhe, H. G., &

Peeters, F. (2019). Effectiveness of psychotherapy for treat-

ment-resistant depression: A meta-analysis and meta-regres-

sion. Psychological Medicine, 49, 366–379. https://doi.org/
10.1017/S003329171800199X.

Veltri, A., Scarpellini, P., Piccinni, Conversano Giacomelli, C.,

Bombardieri, S., Bazzichi, L., Dell�Osso, L., Piccinni, A.,

Conversano, C., Giacomelli, C., Bombardieri, S., Bazzichi, L., &
Dell’Osso, L (2012). Methodological approach to depressive

symptoms in fibromyalgia patients. Clinical and Experimental

Rheumatology, 30(6 Suppl 74), 136–142. http://www.ncbi.nlm.
nih.gov/pubmed/23261013.

Winter, D., & Procter, H. (2013). Formulation in personal and rela-

tional construct psychology: Seeing the world through clients’

eyes. In L. J., & R. D. (Eds.), Formulation in Psychology and Psy-

chotherapy: Making Sense of People’s Problems (pp. 165�192).

Routledge.

Zigmond, A. S., & Snaith, R. P. (1983). The Hospital

Anxiety and Depression Scale. Acta Psychiatrica Scandinav-

ica, 67, 361–370. https://doi.org/10.1111/j.1600-0447.1983.

tb09716.x.

11

International Journal of Clinical and Health Psychology 22 (2022) 100296

http://dx.doi.org/10.1016/0304-3959(83)90126-4
http://dx.doi.org/10.1016/0304-3959(83)90126-4
http://www.r-project.org/
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0037
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0037
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0037
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0037
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0037
http://www.ncbi.nlm.nih.gov/pubmed/15290744
http://www.ncbi.nlm.nih.gov/pubmed/15290744
http://dx.doi.org/10.1038/s41584-020-00506-w
http://dx.doi.org/10.1111/jabr.12079
http://dx.doi.org/10.1111/jabr.12079
http://dx.doi.org/10.6018/analesps.31.2.172701
http://dx.doi.org/10.1093/geronb/gbaa151
http://dx.doi.org/10.1093/geronb/gbaa151
http://dx.doi.org/10.1016/j.rpsm.2012.01.003
http://dx.doi.org/10.1016/j.rpsm.2012.01.003
http://dx.doi.org/10.1017/S003329171800199X
http://dx.doi.org/10.1017/S003329171800199X
http://www.ncbi.nlm.nih.gov/pubmed/23261013
http://www.ncbi.nlm.nih.gov/pubmed/23261013
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0046
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0046
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0046
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0046
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0046
http://refhub.elsevier.com/S1697-2600(22)00005-9/sbref0046
http://dx.doi.org/10.1111/j.1600-0447.1983.<?A3B2 re 3j?>tb09716.x
http://dx.doi.org/10.1111/j.1600-0447.1983.<?A3B2 re 3j?>tb09716.x

	Cognitive-Behavioral and Personal Construct Therapies for Depression in Women with Fibromyalgia: A Randomized Controlled Trial
	Method
	Study design and randomization
	Participants
	Procedure
	Treatment adherence
	Measures
	Statistical analyses

	Results
	Discussion
	Funding
	Acknowledgements
	References


