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1. Introduction 
FMF is the most common autoinflammatory disorder 
characterized by recurrent attacks of fever with many clinical 
conditions related to serositis. Increased risk of secondary 
amyloidosis, which mainly affects renal and vascular 
function in untreated or insufficiently treated patients, 
colchicine resistance-intolerance, and incompliance to 
follow-up of patients are main obstacles to managing the 
disease [1-3]. FMF can significantly impair the quality of 
life due to recurrent attacks, severe pain, and fever during 
attacks, leading patients to be bedridden during the attack. 
For this reason, various quality-of-life standard measures 
are frequently used. Patient global visual analog scale (PG-
VAS) scales are not a rational and objective method, but 
the simplicity and reliability may provide useful opinions 
about preference-based approaches and quality of life [4]. 
Autoinflammatory disease activity index (AIDAI) has been 
recently used for evaluating the frequency and severity 

of attacks, using a single-format disease-adapted patient 
diary for hereditary fever syndromes [5]. The Institute of 
Medicine acknowledges that shared decision-making is a 
central component to patient-centered care, it is essential to 
improving quality of care, and it can reduce disparities in 
clinical outcomes [6]. Sharing treatment decisions with the 
patient is an important element that ensures regular follow-
ups and treatment compliance. No data comprehensively 
presents the factors affecting the patient’s treatment 
satisfaction in FMF. We aim to assess factors of clinical and 
laboratory outcomes and factors affecting patients’ decision-
making about treatment in patients with FMF. 

3. Materials and methods
 The study was conducted between March and September 
2021 in the Rheumatology Clinic of Gazi University 
Faculty of Medicine. FMF diagnosis was established 
according to Eurofever criteria [7]. Demographic features, 
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comorbidities, clinical manifestations, detailed attack 
characteristics, treatment responses, disease complications, 
family history, laboratory features, and MEFV mutations 
were recorded. All patients were prospectively monitored 
for the frequency, duration, severity of attacks, PG-VAS 
during attack, AIDAI scores, laboratory 2 parameters, 
compliance, and adverse effects of therapy and work 
productivity as absenteeism and presenteeism on each 
visit with 3-to-6-month intervals. Patient-acceptable 
symptom state (PASS) is defined as the highest level of 
symptom beyond which patients consider themselves 
well. Patients were classified as PASS-positive if they were 
satisfied with the treatment according to their scores 
and PASS-negative if they needed additional treatment. 
According to the treatment, the study group was divided 
into three divisions: 1. only colchicine, 2. colchicine plus 
IL-1 antagonists, and 3. IL-1 antagonist. The third group 
had colchicine intolerance due to various reasons such 
as diarrhea, elevated liver function test, and cytopenia. A 
complete response to colchicine was defined as less than 
one attack per 6 months. Colchicine resistance was defined 
as one or more attacks per month and elevated acute phase 
proteins between the attacks [8]. Interleukin 1 inhibitors 
were used in patients with frequent attacks (≥1 attack per 
month) and in those with chronic manifestations of disease 
or amyloidosis plus remarkable inflammatory activity 
indicated by persistent acute phase elevation despite the 
maximally tolerated dose of colchicine. In all patients, 
the initial IL-1 inhibitor was anakinra and switched to 
canakinumab when adverse effects, inadequate response, 
allergic reaction, or intolerance were observed with 
anakinra, which was approved before canakinumab by the 
regulatory authority for pharmacoeconomic reasons, off-
label permission was taken from health authorities when 
needed. Ethics committee approved the study.

For quality of life assessment, all patients were asked 
for VAS, AIDAI scores, PASS status, frequency, severity, 
type and duration of attacks, absent days from work/school 
in the last 3 months, and additional treatment needs. The 
original AIDAI diary contains 13 items as follows: (a) 
fever ≥ 38 °C; (b) overall symptoms; (c) abdominal pain; 
(d) nausea/vomiting; (e) diarrhea; (f) headaches; (g) 
chest pain; (h) painful nodes; (i) arthralgia or myalgia; (j) 
swelling of the joints; (k) eye manifestations; (l) skin rash; 
(m) pain relief taken. In the original version of the AIDAI, 
11 out of 12 items were scored by the patients/parents as 0 
= absent, 1 = minor, 2 = mild, 3 = severe, while fever was 
scored as 0 = absent or 1 = present for a total score in a 
single day of 0–34 and a month of 31 days of 0–1054 [5]. 
We also take into account these parameters for the last 1 
month and scores between 0 and 372. 

All statistical analyses were performed with SPSS v. 17.0 
software (SPSS Inc., Chicago, IL, USA). Descriptive values 

were presented by mean (standard deviation, SD) and 
median (minimum-maximum), and categorical variables as 
percentages. The numeric variables were investigated using 
visual (histograms and probability plots) and analytical 
(the Kolmogorov–Smirnov test) methods to determine 
the distribution of data. Because all numeric parameters 
showed abnormal distribution, the Mann–Whitney U and 
Kruskal–Wallis tests were used according to the number of 
study groups. The chi-squared test is applied for categorical 
variables. Post hoc analysis of categorical variables was also 
applied with chi-squared test Bonferroni correction. p-values 
less than 0.05 was accepted as statistically significant.

3. Results 
A total of three hundred and forty-six consecutive patients 
diagnosed with FMF were included in this study (216 
female, 130 male, mean age 38.2 ± 11.7 years). Patients were 
divided into three treatment groups: 1. only colchicine, 2. 
combination of colchicine and IL-1 antagonists, and 3. 
IL-1 antagonists alone. Treatment groups were compared 
about PASS status, AIDAI, patient global VAS scores, 
absenteeism from work/school, type-duration-severity of 
attacks, and acute-phase proteins. 

Table 1 shows the differences between the PASS-
positive and PASS-negative groups. There was no 
significant difference in sex between PASS-positive and 
-negative patients (p = 0.218). 

PASS status of patients was also significantly affected 
by treatment options (p = 0.025). Seventy-five percent of 
PASS-positive patients were using colchicine alone, 21.3% 
were using colchicine together with IL-1 antagonist, and 
2.8% were using only IL-1 antagonist. Patients using only 
colchicine plus IL-1 antagonists were more satisfied with 
treatment when compared to other treatment options (p = 
0.01 for both). There was no significant difference in PASS 
status between only-colchicine and only IL-1–antagonist 
treatment groups. Absenteeism due to FMF attacks was 
significantly associated with PASS status. Of the overall 
group, 29.7% complained about work/school impairment 
and absenteeism because of attacks. 18.4% of patients 
without workday loss and 52% of those with workday loss 
expressed additional treatment need, which was statistically 
significant (p < 0.05). AIDAI and VAS scores were also 
significantly associated with the PASS score. PASS-negative 
patients had significantly higher global VAS and AIDAI 
scores (p < 0.05 for both). Interattack C-reactive protein 
(CRP) and sedimentation levels were not associated with 
PASS status (p = 0.413 and p = 0.671, in order). 

AIDAI, PG-VAS, and proteinuria were significantly 
different between all study groups (p < 0.001, p = 0. 006, p 
= 0.001). CRP and sedimentation levels were not different 
(p = 0.743, p = 0.408 in order; Table 2). Subgroup analyses 
with the Mann–Whitney U test showed significantly higher 
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VAS and AIDAI scores for the patient group treated with 
colchicine when compared to colchicine plus anti-IL-1 
treatment group (p = 0.005 and p = 0.002). Patients treated 

with only IL-1 antagonist showed significantly lower AIDAI 
scores than the only-colchicine group and colchicine plus 
anti-IL-1 treatment groups (p < 0.001, p = 0.001). 

Table 1. Comparison of clinical and laboratory conditions between PASS-positive and -negative patients.

PASS-positive PASS-negative p-value 

Number of patients 229 117 NA

Age (median, years) 36.5 34 0.141

Sex (female/male)% 65.7%/34.3% 55.3%/44.7% 0.218

Genetic mutation (number of patients)
M694V homozygosity
M694V (if any allele)
M680I (if any allele)
V726A(if any allele)
Other mutations

42
104
46
26
11

12
64
26
14
1

NS

AIDAI score (mean) 2 4 <0.005

Patient global VAS (mean) 4 6 <0.005

Work/study day loss 23.1% 40.6% <0.005

Treatment(colc/colc plus IL1A/only IL1A) 75.9%/21.3%/2.8% 55.3%/42.6%/2.1% 0.025

Proteinuria (mg/day) 149.57 317.86 0.932

CRP between attacks (mg/L) 4 4 0.413

Sedimentation between attacks (mm/h) 16 17.5 0.671

Attack types (number of patients)
Peritonitis
Pleuritis
Fever (only)
Arthritis
Other 

86
43
13
62
25

46
21
6
42
8

NS

AIDAI: autoinflammatory disease activity index, VAS: visual analog scale, colc: colchicine, IL1A: interleukin 1 antagonist, CRP: C reactive protein.

Table 2. Comparison of descriptive parameters between the treatment groups.

Only colchicine Colchicine plus IL1A Only IL1A p-value

Age (median, years) 37 34 38 0.15

Number of patients 227 97 22 NA

Sex (female/male) 66.4%/33.6% 56%/44% 47.8%/52.2% 0.074

Dominant attack Peritonitis Fever Peritonitis 0.847

AIDAI (mean) 3 2 0 0.005

VAS (mean) 5 3 3 0.008

CRP (mg/L) 4 4w 5 0.722

Sedimentation(mm/h) 15 18 13.5 0.145

Proteinuria (mg/day) 71.4 324.8 812.14 0.016

Creatinine (mg/dL) 0.6 0.57 0.82 NS

Percentage of patients with amyloidosis (%) 26.4% 89.6% 100 NA

AIDAI: Autoinflammatory disease activity index, VAS: visual analog scale, colc: colchicine, IL1A: interleukin 1 antagonist, CRP: C reactive protein.
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4. Discussion 
The goals of treatment in FMF are improving quality of 
life (QoL); reducing the frequency, severity, and duration 
of attacks; and preventing long-term damage, particularly 
AA amyloidosis by minimizing chronic/subclinical 
inflammation. Since the disease is usually diagnosed at an 
early age, the long duration of the disease causes difficulty 
for close follow-up of patients. Considering the quality of 
life and preferences of patients may facilitate adherence to 
treatment. 

Colchicine is an anchor drug for achieving remission 
and avoiding damage [9-11]. Although colchicine is so 
effective, it still cannot be used in a significant number of 
patients due to intolerance and resistance problems [12]. In 
our study group, twenty-three patients were using only IL-1 
antagonists because of colchicine intolerance. Major side 
effects of colchicine are diarrhea, elevation in transaminases, 
and leukopenia. Colchicine intolerance constitutes a 
major problem, with almost one-fifth of patients unable to 
maintain optimal doses which are described as more than 
1.5 mg/day [13] Defining colchicine resistance has always 
been challenging. Ozen et al. described a new definition the 
patients who have ongoing disease activity while those taking 
the maximum tolerated dose of colchicine are referred to 
as colchicine-resistant [8]. In our study, all patients treated 
with IL-1 antagonist had colchicine resistance. Colchicine 
could not be given to some of them [n = 22] besides IL-1 
antagonists due to intolerance.

 IL-1 antagonists are a promising choice of treatment 
for colchicine-intolerant or -resistant patients [14]. All of 
the IL-1 antagonists have proven to be an effective choice 
for reducing the number of attacks and improving quality 
of life with insignificant side effects [15, 16]. Although 
clinical experience about the efficacy of IL-1 antagonists is 
approved, this opinion is based on small-scale data [17,18]. 
For this reason, it has been deemed appropriate only to 
be used in addition to colchicine until further studies are 
conducted [11]. According to our data, patients treated 
with IL-1 antagonists showed lower VAS and AIDAI scores 
when compared to the only-colchicine group. This data 
also supports the previous report which evaluated attack 
frequency and VAS scores in patients with FMF and treated 
with IL-1 antagonists [15]. Proteinuria was significantly 
higher in IL-1–treated groups. This difference may have 
arisen because the group to which an IL-1 antagonist was 
administered was usually colchicine-resistant patients 
whose proteinuria was markedly increased. Moreover, 
interattack CRP, sedimentation levels, and VAS scores 
did not differ significantly between the two groups using 
IL-1 antagonists. From here, it can be discussed whether 
additional colchicine treatment is required in all patients 
treated with IL-1 antagonists. Elevation of acute-phase 
proteins between attacks did not show a significant 

difference between the treatment groups in our study. Since 
most patients in the treatment groups were followed closely 
in the outpatient clinic, none of them had higher acute 
phase proteins between attacks. Increased acute phase 
elevation between attacks is positioned as an indication for 
ongoing inflammation and colchicine unresponsiveness 
in previous reports 4 [19]. From this, we can conclude 
that close follow-up of the patient is important in the 
management of treatment [3]. Patient involvement in the 
process of medication decision-making can enhance patient 
satisfaction, understanding, and confidence in decision-
making [20, 21]. Patient-reported outcome measures 
have been used for the assessment of the quality of life in 
patients with chronic disabling diseases [22]. PASS has 
been shown as a practical test for evaluating disease activity 
[23, 24]. PASS status of patients was significantly related 
to VAS, AIDAI scores, work/study day loss, and treatment 
options. Considering these data, we can postulate that the 
factors that are effective in the decision of the patients are 
the frequency of attacks and the limitation of work. 

Working ability and sustaining employment are 
important determining factors for patients’ therapeutic 
decisions [25]. Studies revealed compromised work 
productivity in many diseases including rheumatoid 
arthritis, spondyloarthritis, systemic lupus erythematosus 
[26-28]. FMF was also studied and experiencing serositis 
attacks and severity of pain during attacks was related to 
work impairment in FMF patients [29]. According to our 
data, patients’ satisfaction with treatment and PASS scores 
were related to work impairment. In addition, patients 
with work impairment had higher AIDAI and VAS scores. 
Reducing the frequency and severity of the patient’s attacks 
can provide preventing absenteeism and thus control 
ongoing inflammation by increasing treatment compliance. 
Many widely used quality of life scales were applied and 
reported for patients with FMF like Short Form 36 (SF-36), 
the World Health Organization Quality of Life Scale Short 
Form (WHOQOL-BREF), and the Health Assessment 
Questionnaire (HAQ) [30-32]. Moreover, a specific scale 
is also available for FMF patients, and it showed strong 
correlation of clinical status in patients with FMF [33]. 
Nonetheless, SF-36 was significantly correlated with 
severity of disease in patients with FMF and treated with 
IL-1 blockers. Bodur et al. revealed that FMF-QoL was 
significantly correlated with SF-36 and HAQ and also had 
a relationship with severity of FMF attacks [34]. Although 
quality of life scales were not evaluated in our study, it can be 
postulated that PASS status of patients is also an important 
predictive parameter about quality of life. The limitations 
of our study can be expressed as the low number of patients 
and the inability to document the day of work impairment 
numerically. Larger-scale studies to be conducted in this 
area may reveal the factors associated with absenteeism 
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in FMF more clearly. Our study is original as it is the first 
study to evaluate PASS status and work/school day loss 
according to treatment groups.

Conflicts of interest
None of the authors has any conflicts of interest. 

Informed consent
Informed consent for both participation and publication 
was obtained from all participants.

Funding
None of the authors received any funding for this study. 

References

1. Ben-Chetrit E, Aamar S. About colchicine compliance, 
resistance and virulence. Clinical and Expermiental 
Rheumatology;2009;27 (53): 1–3 

2. Cerquaglia C, Diaco M, Nucera G, La Regina M, Montalto M et 
al. Pharmacological and clinical basis of treatment of Familial 
Mediterranean Fever (FMF) with colchicine or analogs: an update. 
Current Drug Targets Inflammation&Allergy.2005;4(1):117-24. 
https://doi.org /10.2174/1568010053622984

3. Bilici Salman R, Babaoglu H, Satis H, Yapar D, Avanoglu Guler 
A et al. Compliance of Familial Mediterranean Fever Patients 
With Regular Follow-up Visits and Associated Factors. Journal 
of Clinical Rheumatology. 2022;28(1):e77-e80 https://doi.org 
/10.1097/RHU.0000000000001632

4. Parkin, D., Devlin, N. Is there a case for using visual analog 
scale valuations in cost-utility analysis? Health Economics. 
2006;15(7): 653–664. https://doi.org /10.1002/hec.1086

5. Piram M, Koné-Paut I, Lachmann HJ, Frenkel J, Ozen S et al. 
EUROFEVER, EUROTRAPS and the Paediatric Rheumatology 
International Trials Organisation (PRINTO) networks. 
Validation of the auto-inflammatory diseases activity index 
(AIDAI) for hereditary recurrent fever syndromes. Annals 
of Rheumatic Diseases. 2014;73(12):2168-73. https://doi.org 
/10.1136/annrheumdis-2013-203666

6. DC Livneh A, Langevitz P, Zemer D, Zaks N, Kees S et al. 
Criteria for the diagnosis of familial Mediterranean fever. 
Arthritis & Rheumatology. 2007; 40(10):1879–1885. https:// 
doi.org/10.1002/1529-0131 

7. Gattorno M, Hofer M, Federici S, Vanoni F, Bovis F et 
al. Eurofever Registry and the Paediatric Rheumatology 
International Trials Organisation (PRINTO). Classification 
criteria for autoinflammatory recurrent fevers. Annals of 
Rheumatic Disease. 2019 ;78(8):1025-1032. https:// doi.
org/10.1136/annrheumdis-2019-215048

8. Ozen S, Kone-Paut I, Gul A. Colchicine resistance and 
intolerance in familial mediterranean fever: Definition, 
causes, and alternative treatments. Seminars in Arthritis and 
Rheumatism.2017; 47(1):115-120. https:// doi.org/ 10.1016/j.
semarthrit.2017.03.006

9. Slobodnick A, Shah B, Pillinger MH, Krasnokutsky S. 
Colchicine: old and new. American Journal of Medicine. 
2015; 128 (5): 461-470. https:// doi.org/10.1016/j.
amjmed.2014.12.010 

10. Zemer D, Pras M, Sohar E, Modan M, Cabili S et al. 
Colchicine in the prevention and treatment of the amyloidosis 
of familial Mediterranean fever. New England Journal of 
Medicine. 1986; 314 (16): 1001-1005. https:// doi.org/10.1056/
NEJM198604173141601 

11. Tufan A, Lachmann HJ. Familial Mediterranean fever, from 
pathogenesis to treatment: a contemporary review. Turkish 
Journal of Medical Sciences 2020; 50(SI-2):1591-1610. https:// 
doi.org/10.3906/sag-2008-11

12. Ozen S, Sag E, Ben-Chetrit E, Gattorno M, Gul A et al. Defining 
colchicine resistance/intolerance in patients with familial 
Mediterranean fever: a modified-Delphi consensus approach. 
Rheumatology (Oxford). 2021; 60(8):3799-3808. https:// doi.
org/10.1093/rheumatology/keaa863

13. Satıs H, Armagan B, Bodakci E, Atas N, Sari A et al. Colchicine 
intolerance in FMF patients and primary obstacles for optimal 
dosing. Turkish Journal of Medical Sciences 2020; 50: 1337- 
1343. https:// doi.org/10.3906/sag-2001-261 

14. Babaoglu H, Varan O, Kucuk H, Atas N, Satis H et al. 
Effectiveness of canakinumab in colchicine- and anakinra-
resistant or -intolerant adult familial Mediterranean fever 
patients: a single-center real-life study. Journal of Clinical 
Rheumatology 2020; 26 (1): 7-13. https:// doi.org/10.1097/ 
RHU.0000000000000873 

15. Hentgen V, Vinit C, Fayand A, Georgin-Lavialle S. The use 
of interleukine-1 inhibitors in familial Mediterranean fever 
patients: a narrative review. Frontiers in Immunology. 2020; 11 
(971): 971. https:// doi.org/10.3389/fimmu.2020.00971 109 

16. Varan O, Kucuk H, Babaoglu H, Atas N, Salman Bilici R et 
al. Effect of interleukin-1 antagonists on the quality of life in 
familial Mediterranean fever patients. Clinical Rheumatology. 
2019; 38 (4): 1125-1130. https:// doi.org/10.1007/s10067-018-
4384-8 

17. Akar S, Cetin P, Kalyoncu U, Karadag O, Sari I et al. Nationwide 
experience with off-label use of interleukin-1 targeting 
treatment in familial Mediterranean fever patients. Arthritis 
Care & Research. 2018; 70 (7): 1090-1094. https:// doi.
org/10.1002/ acr.23446 112

18. Varan O, Kucuk H, Babaoglu H, Guven SC, Ozturk MA et 
al. Efficacy and safety of interleukin-1 inhibitors in familial 
Mediterranean fever patients complicated with amyloidosis. 
Modern Rheumatology 2019; 29 (2): 363-366. https:// doi.org
/10.1080/14397595.2018.1457469



YILDIRIM et al. / Turk J Med Sci

1996

19. Bayram MT, Cankaya T, Bora E, Kavukcu S, Ulgenalp A et 
al. Risk factors for subclinical inflammation in children with 
Familial Mediterranean fever. Rheumatology International 
2015; 35(8):1393-8. https:// doi.org/10.1007/s00296-015-
3227-z

20. Kelesoglu FM, Aygun E, Okumus NK, Ersoy A, Karapınar 
E et al. Evaluation of subclinical inflammation in familial 
Mediterranean fever patients: relations with mutation types 
and attack status: a retrospective study. Clinical Rheumatology 
2016; 35(11):2757-2763. https:// doi.org/10.1007/s10067-016-
3275-0 

21. Murray E, Pollack L, White M, Lo B. Clinical decision-making: 
Patients’ preferences and experiences. Patient Education and 
Counseling 2007; 65(2):189-96. https:// doi.org/10.1016/j.
pec.2006.07.007

22. Saheb Kashaf M, McGill ET, Berger ZD. Shared decision-
making and outcomes in type 2 diabetes: A systematic review 
and meta-analysis. Patient Educational and Counseling 2017; 
100(12):2159-2171. https:// doi.org/10.1016/j.pec.2017.06.030

23. Tubach F, Ravaud P, Baron G, Falissard B, Logeart I et al. 
Evaluation of clinically relevant states in patient-reported 
outcomes in knee and hip osteoarthritis: the patient acceptable 
symptom state. Annals of Rheumatic Diseases 2005; 648(1):34-
7. https:// doi.org/10.1136/ard.2004.023028

24. Salaffi F, Carotti M, Gutierrez M, Di Carlo M, De Angelis 
R. Patient Acceptable Symptom State in Self-Report 
Questionnaires and Composite Clinical Disease Index for 
Assessing Rheumatoid Arthritis Activity: Identification of Cut-
Off Points for Routine Care. Biomed Research International 
2015; 930756. https:// doi.org/10.1155/2015/930756

25. Gignac MA, Badley EM, Lacaille D, Cott CC, Adam P et 
al. Managing arthritis and employment: making arthritis-
related work changes as a means of adaptation. Arthritis Care 
& Research 2004; 51(6):909–916 https:// doi.org/10.1002/
art.20822

26. Zhang W, Bansback N, Boonen A, Young A, Singh A et al. 
Validity of the work productivity and activity impairment 
questionnaire–general health version in patients with 
rheumatoid arthritis. Arthritis Research Therapy 2010;12(5): 
R177. https://doi.org/10.1186/ ar3141 

27. Reilly MC, Gooch KL, Wong RL, Kupper H, van der Heijde D. 
Validity, reliability and responsiveness of the Work Productivity 
and Activity Impairment Questionnaire in ankylosing 
spondylitis. Rheumatology (Oxford) 2010; 49(4):812–819. 
https://doi. org/10.1093/rheumatology/kep457 20

28. Garris C, Oglesby A, Sulcs E, Lee M. Impact of systemic lupus 
erythematosus on the burden of illness and work productivity 
in the United States. 2013; Lupus. 22(10):1077–1086. https://
doi.org/10. 1177/0961203313498795 

29. Suticen E, Atas N, Guler Avanoglu A, Akdogan O, Babaoğlu H 
et al. Work productivity impairment in patients with familial 
Mediterranean fever and effects of interleukin-1 antagonists. 
Clinical Rheumatology 2021; 40(7):2865-2871. https:// doi.
org/10.1007/s10067-021-05617-7

30. Sahin S, Yalcin I, Senel S, Ataseven H, Uslu A et al. Assessment 
life quality of familial Mediterranean fever patients by short 
form-36 and its relationship with disease parameters. European 
Review for Medical and Pharmacological Sciences 2013; 
17:958-63 

31. Giese A, Kurucay M, Kilic L, Örnek A, Sendur SN et al. Quality 
of life in adult patients with Familial Mediterranean fever 
living in Germany or Turkey compared to healthy subjects: 
a study evaluating the effect of disease severity and country 
of residence. Rheumatology International 2013; 33:1713-9. 
https:// doi.org/10.1007/s00296-012-2622-y 

32. Deger SM, Ozturk MA, Demirag MD, Aslan S, Goker B et 
al. Health-related quality of life and its associations with 
mood condition in familial Mediterranean fever patients. 
Rheumatology International 2011; 31:623-8. https:// doi.
org/10.1007/s00296-009-1334-4

33. Unal-Ulutatar C, Duruoz MT. Development and validation of a 
quality of life scale in Familial Mediterranean Fever (FMFQoL). 
Modern Rheumatology 2021; 31(3):710-717. https:// doi.org/10
.1080/14397595.2020.1775946

34. Bodur H, Gul Yurdakul F, Duruoz MT, Cay HF, Ucar U et 
al. Familial Mediterranean fever: Health-related quality of 
life and associated variables in a national cohort. Archives of 
Rheumatology 2020; 36(2):159-166. https:// doi.org/10.46497/
ArchRheumatol.2021.8215


