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Abstract The present study examined whether attributions

for vulvo-vaginal pain predicted pain intensity, sexual function,

as well as psychological and dyadic adjustment in women with

vestibulodynia. Women with vestibulodynia (N = 77) com-

pleted measures of attributions, pain, psychological distress,

sexual functioning,anddyadicadjustment.Theyalso tookpart in

a structured interview and a gynaecological examination for

diagnostic purposes. Attributions are represented by: (1) inter-

nality (personal responsibility) or externality (cause lies in an

external situation); (2) globality (entire life affected by the

problem) or specificity (problem affecting only a specific situ-

ation); (3) stability (problem will still remain in the future) or

instability (weak probability that the problem will be maintained

with time); and (4) partner responsibility (partner responsible or

not for the problem). Results indicated that attributions were not

significantly correlated with pain outcomes. However, after

controlling for pain intensity and relationship duration, internal

attributions predicted higher dyadic adjustment, both global and

stable attributions predicted lower dyadic adjustment and higher

psychologicaldistress,whereasglobalattributionsalsopredicted

increased sexual impairment. Findings suggest that cognitive

factors, such as attributions, may be related to psychological

distress, sexual functioning, and dyadic adjustment in women

with vestibulodynia. Results also highlight the importance of

adhering to a biopsychosocial perspective focusing on pain

reduction, sexual rehabilitation,andrelationshipenhancement in

the treatment of dyspareunia.
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Introduction

One out of five women under the age of 30 suffers from painful

intercourse (dyspareunia) (Laumann, Paik, & Rosen, 1999).

Provoked vestibulodynia, formerly called ‘‘vulvar vestibulitis

syndrome’’ (VVS) (Moyal-Barraco & Lynch, 2004), is sus-

pected to be the most prevalent cause of dyspareunia in pre-

menopausal women (Friedrich, 1987; Goetsch, 1991; Meana

et al., 1997a; Moyal-Barraco & Lynch, 2004). A population-

based study suggests that the lifetime cumulative incidence of

vestibulodynia is 12% (Harlow & Stewart, 2003). It is char-

acterized by a burning and/or cutting pain that is elicited via

pressure to the vulvar vestibule or attempted vaginal penetra-

tion (Bergeron, Binik, Khalifé, Pagidas, & Glazer, 2001). Rep-

ercussions of this chronic recurrent pain problem have been

reported to be multiple and include an impairment of sexual

functioning as well as increases in psychological and mari-

tal distress, in addition to diminished quality of life (Arnold,
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Bachmann, Rosen, Kelly, & Rhoads, 2006; Bergeron, Binik,

Khalife, & Pagidas, 1997; Danielsson, Sjoberg, & Wikman,

2000, Meana, Binik, Khalifé, & Cohen, 1997b; Van Lankveld,

Weijenborg, & ter Kuile, 1996; White & Jantos, 1998).

Although biomedical factors are thought to contribute to the

pathophysiology of vestibulodynia, current conceptualizations

of pain and sexual functioning suggest that these outcomes are

multi-determined and hence best explained by multifactorial,

biopsychosocial models (Bergeron, Meana, Binik, & Khalifé,

2003; Binik, 2005, Keefe, Rumble, Scipio, Giordano, & Perri,

2004; Melzack & Wall, 1982). More specifically, studies from

the chronic pain field show that psychosocial factors explain a

great proportion of the variance in the functionality of patients,

independent of their pain intensity (Block, Kremer, & Gaylor,

1980; Flor, Kerns, & Turk, 1987; Kielcolt-Glazer & Newton,

2001; Romanoet al., 1995; Schiaffino & Revenson, 1995; Turk

& Feldman, 1992). However, very few studies have focused on

the psychosocial predictors and sequelae of vestibulodynia.

The role of cognitive factors in particular has been under-inves-

tigated.

Whendiagnosedwithadisorder, individuals tendtoengagein

a search for causal attributions in an attempt to maintain a coher-

ent, cohesive, and predictable worldview (Shiloh, Rashuk-

Rosenthal, & Yael, 2002). Such causal attributions have been

shown to be important cognitive contributors in adjustment to

illness and chronic pain (Affleck, Pfeiffer, Tennen, & Fifield,

1987; Benyamini, Leventhal, & Leventhal, 1997; Cope, David,

& Mann, 1994; Fortune, Richards, Main, & Griffith, 2000; Mic-

kelson, Wrobble, & Helgeson, 1999; Moss-Moris, Petrie, &

Weinman, 1996). Causal attributions for illness have been found

tobeassociatedwithnegativehealthoutcomesandpooreradjust-

ment to medical conditions (Agrawal & Dalal, 1993; Bar-On,

Gilutz, Maynon, Ziberman, & Cristal, 1994; Billings, Bar-On,

& Rehnquist, 1997; Chalder, Power, & Wessely, 1996). Attri-

butions have also been shown to play a major role in the initiation

and maintenance of marital distress (Doherty, 1982; Eidelson &

Epstein, 1982; Fincham, 1985; Fincham & O’Leary, 1983; Hol-

tzworth-Munroe & Jacobson, 1985; Jacobson, McDonald, Fol-

lette, & Berley, 1985). Finally, there is some evidence that they

may be involved in the development and maintenance of male

sexual dysfunction (Scepkowski et al., 2004; Weisberg, Brown,

Wincze, & Barlow, 2001).

Attribution theory suggests that individuals are fairly con-

stant in the causal attribution dimensions that they use in var-

ious situations (Weiner, 1986). The first of these dimensions is

internality/externality, whereby the individual questions him-

self as to whether the problem stems from a personal origin

(internal) or an external situation (external). The second is the

globality dimension,which refers to whether the problem influ-

ences other aspects of one’s life (global) or is simply related to a

specific situation (specific). The last dimension concerns sta-

bility/instability, that is, the extent to which there is a strong

probability that the cause of the problem is applicable in similar

circumstances (stable) or a weak probability of obtaining the

same results in the future (unstable).

Moreover, some studies have shown that partner responsi-

bility (partner attributions) may be a fourth dimension to con-

sider in illness interpretation. Graff-Low, Thoresen, Patillo, and

Fleischman (1993) found a relationship between coronary heart

disease and attributional style in women, where the largest

proportion of recurrences occurred in women attributing their

infarctus tomaritalproblems.AnotherstudyconductedbyArefj-

ord, Hallaraker, Havik, and Maeland (2002) suggested that in

wives of myocardial infarction (MI) patients, attributing the MI

to husband personality was associated with worse emotional

adjustment for both members of the couple.

In addition to attributions being categorized along the above

dimensions, some researchers postulate the existence of positive

and negative attributional styles (Alloy, Abramson, Metalsky, &

Hartlage, 1988; Seligman, Abramson, Semmel, & Von Baeyer,

1979).Apositiveattributionalstyle reflects the interpretationofa

negative event as being unstable, specific, and external, and the

interpretation of a positive one as stable, global, and internal. In

anopposite fashion, individualswithanegativeattributional style

will tend to view negative events as stable, global, and internal,

and positive ones as external, specific, and unstable. Such a

negative style has been associated with depression and feelings

ofhelplessness (Peterson&Seligman,1987;Poon&Lau,1999).

It has also been shown to predict poor psychological adjustment

to illness and a greater deterioration of physical status during

illness (Tennen & Affleck, 1990; Turnquist, Harvey, & Ander-

sen, 1988).

To date, attributions have been the subject of only one study

focusing on dyspareunia. Meana, Binik, Khalifé, and Cohen

(1999) found that women who made psychosocial attributions

for their pain reported higher pain intensity and more psycho-

logical, dyadic, and sexual difficulties than women who attrib-

uted their pain to biomedical causes. In this study, attributions

were more predictive of adjustment than actual diagnosis. How-

ever, this study comprised a non-validated measure of attribu-

tions (i.e., one single question) and contrasted‘‘physical’’versus

‘‘psychological’’explanations for the pain rather than focusing

on the traditional three dimensions of attributions (internality/

globality/stability).

Thus,buildingon thepreliminaryworkofMeanaetal. (1999),

the main objective of this study was to investigate the correlates

ofcausalattributionsofvestibulodynia—themost frequentcause

of dyspareunia—on pain intensity as well as psychological dis-

tress, sexual functioning, and relationship adjustment of affected

women. We hypothesized that negative attributions (internal,

stable,global, andpartner responsibility)wouldpredict increased

pain and poorer psychological adjustment, sexual functioning,

and dyadic adjustment. Specifically, we predicted that the more

women with vestibulodynia blamed themselves for their condi-

tion (internal attributions), blamed their partner (partner attribu-

tions), believed that the pain affected all dimensions of their life
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(global attributions) and that it would always be present (stable

attributions), the worse pain, psychological distress, sexual func-

tioning, and dyadic adjustment outcomes they would report.

Method

Participants

The present research was part of a larger study which aimed to

evaluate the efficacy of cognitive-behavioral group treatment

for vestibulodynia. This research was approved by our institu-

tion’s ethics review board as well as by the two review boards of

the university hospitals in which we conducted the study. Par-

ticipants were recruited by gynecologists working in two uni-

versityhospitalsofa largemetropolitanareaandadvertisements

placed in various newspapers and women’s magazines. Data

collection took place over a 2-year period and 77 participants

were selected from a pool of 93 women suffering from vestib-

ulodynia. Inclusion criteria were the following: (1) pain during

sexual intercourse for at least 6 months, during 75% or more of

penetration attempts and causing subjective distress; (2) pain

limited to vaginal penetration and to activities with localized

pressure on the vulvar vestibule (e.g., bicycle); (3) severe pain

(C5onascale from0to10)atoneormore locations in thevulvar

vestibule during a gynecological examination involving the cot-

ton swab test. Exclusion criteria were: (1) vulvar pain not occur-

ring during vaginal penetration or pressure applied to the vulvar

vestibule; (2) presence of one of the following problems: psy-

chiatric illness or severe medical condition, major infection,

deep dyspareunia, vaginismus (as defined by DSM-IV-TR),and

dermatological lesion; (3) currently undergoing treatment for

vestibulodynia; (4) pregnancy; (5) less than 18 years or more

than 45 years.These selection criteriawere intended tosecure as

homogeneous a participant pool of women with dyspareunia as

possible for the purposes of this study.

Procedure

Women interested in participating in the study first contacted the

research coordinator for an initial telephone screening. If a

woman was noteligible to takepart in thestudy, she was referred

immediately to the gynecologists on our team. Eligible women

took part in a gynecological examination, a structured interview,

and completed questionnaires. All interviews were conducted

by trained Ph.D. level research assistants and standardized gyne-

cological examinations were performed by one of the two gyne-

cologists on our team.

Structured Interview

Sociodemographic information was collected via a structured

interview. This interview also focused on the history of vulvar/

pelvic pain and its associated medical aspects. Participants were

asked to subjectively evaluate their pain during intercourse on a

scale of 0–10 (Visual Analogue Scale-VAS) and estimate the

frequency of sexual intercourse per month.

Gynecological Examination

A complete gynecological examination was performed accord-

ing to a standardized protocol. This exam included the follow-

ing procedures: (1) cervico-vaginal cultures in order to evaluate

the presence of Candida, Gardnerella, and Trichomonas; (2)

short interviewaboutobstetric andgynecological history,med-

ication, and pain during intercourse; (3) palpation with a finger

of the following areas: vagina, uterus, and ovaries; (4) a regular

bimanual palpation of the uterus and ovaries. Participants were

also asked to evaluate their pain on a scale of 0–10 (cotton swab

test). Any otherphysical anomaly was noted, aswell as the final

diagnosis of the gynecologist. The main goal of this protocol

was the assessment of gynecological health and the detection

of exclusion criteria such as vaginismus, infections, and other

vulvar/pelvic pains.

Measures

Attributions

TheExtendedAttributionalStyleQuestionnaire (EASQ)byMet-

alsky, Halberstadt, and Abramson (1987) consists of 12 hypo-

thetical negative life events. Similarly to the original ASQ (Pet-

erson et al., 1982),participants write downthe one majorcauseof

a given event, in an open-ended manner, and they rate the cause

separately for degree of internality, globality and stability. The

EASQ has an excellent internal consistency, which ranges from

.80 to .90, and is as strongly validated as the original version

(Blaney, Behar, & Head, 1980; Eaves & Rush, 1984; Peterson

& Seligman, 1987; Peterson, Villanova, & Raps, 1985; Zullow,

Oettingen, Peterson, & Seligman, 1988). We adapted the EASQ

for pain during intercourse with 12 hypothetical negative situa-

tions describing a genital pain context.1 This measure required

participants to evaluate the main cause of these situations. Four

scores were derived from this scale: (1) Internality:‘‘I’m respon-

sible for my pain’’; (2) Partner responsibility:‘‘My partner is res-

ponsible for my pain’’; (3) Globality:‘‘Pain is affecting my entire

life’’; and (4) Stability: ‘‘Pain will always be a part of my life.’’

Each subscale was measured on a 7-point Likert scale (e.g., 1 =

externality, 7 = internality). High scores on this questionnaire

indicate more internality, globality, stability, and partner respon-

sibility. As for reliability, we found good internal consistency

estimates (a= 0.84–0.86) for each subscale and for the total

score. Lastly, examination of the factor structure confirmed that

1 A copy of the questionnaire is available from the corresponding author

upon request.
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the structure of the dyspareunia version was similar to that of the

original EASQ version.

Pain

Pain assessment was conducted using three measures:

(1) Vestibular Pain Index (VPI), consisting of women’s rat-

ings of their pain intensity on a scale of 0–10 (0 = no pain

and 10 = the worst pain) during random palpation of three

locations within the vulvar vestibule (3–6–9 o’clock sites)

with acotton swab. Random palpation is away to avoid the

sensitization of the vulvar vestibule resulting from palpa-

tion at adjacent sites (Bergeron et al., 2001; Pukall, Payne,

Binik, & Khalifé, 2003). Random combinations of the

three locations were computer generated prior to gynae-

cological examinations. The average of these three points

was computed in order to obtain an index of vestibular

pain. This exam constitutes the ‘‘cotton swab test’’ and

representsa judicious tool in thediagnosisofvestibulody-

nia. The agreement between the two gynecologists varied

between 93.8% (j= 0.68) to 98% (j = 0.66) and the per-

centage for test–retest reliability for time one was 96.4%

(j= 0.49) and 93.9% (j = 0.54) for time two (Bergeron

et al., 2001).

(2) A ‘‘Visual Analogue Scale’’ (VAS) was included in the

structured interview, with which the women indicated the

intensityof theirpainduringintercourse.Pain intensitywas

thus indicated on a horizontal scale from 0 to 10, where 0

represented an absence of pain and 10 constituted the worst

pain ever experienced. It has excellent validity as indicated

by studies with chronic pain populations (Jensen, Karoly,

& Braver, 1986; Melzack, Katz, & Coderre, 1992).

(3) The McGill–Melzack Pain Questionnaire (MPQ) (Melzack,

1975) is both a qualitative and quantitative measure of pain

which includes 77 adjectives, three scales (sensory, evalu-

ative, and affective) and three indices (pain rating index,

number of words chosen, and present pain index). High

scores on this questionnaire indicate a more severe pain

experience. This questionnaire has an excellent internal

validity (Melzack, 1975) and also very good discriminant

validity (Turk, Rudy, & Salovey, 1985). It has good test–

retest reliability for each measured dimension (Love, Leb-

oeuf, & Crisp, 1989). In the present study, we used the

French version of this questionnaire, which was validated

by Boureau, Doubrère, and Gay (1984).

Psychological Distress

Overall psychological distress was measured using the Brief

Symptom Inventory (BSI) (Derogatis & Melisaratos, 1983),

a self-report measure with 53 items and nine dimensions of

primarysymptoms, includinganxietyanddepression,and three

total indices of well-being used to evaluate general degree of

psychological distress. High scores on this questionnaire indi-

cate increased psychological distress. The reliability and valid-

ity of this inventory have been demonstrated with various pop-

ulations (Derogatis,1992)andalsowithaFrench-speakingpop-

ulation (Tatu, Pellet, Lang, & Pichon, 1994).

Sexual Functioning

Global sexual functioning was measured by the Female Sexual

Function Index (FSFI) (Rosen et al., 2000), which consists of 19

items focusing on five dimensions of sexual function: desire and

arousal, lubrication, orgasm, satisfaction, and pain/discomfort.

High scores on this questionnaire indicate a better function-

ing. This index has very good psychometric qualities, is easy to

administer, and discriminates clinical from non-clinical popu-

lations (Daker-White, 2002). Finally, this questionnaire was

translated from English to French. Factor analysis confirmed

that the factorial structure of the French version was similar to

that of the original English version. In addition, internal con-

sistency was excellent (a= 0.92).

Dyadic Adjustment

The Dyadic Adjustment Scale (DAS) (Spanier, 1976) was used

to evaluate relationship adjustment according to the following

dimensions: cohesion, consensus, satisfaction, and affectional

expression. High scores on this questionnaire indicate a better

dyadic adjustment. This questionnaire is frequently used and

many studies have demonstrated its reliability, validity and its

capacity to distinguish distressed from non-distressed couples

(Crane, Busby, & Larson, 1991; Sharpley & Cross, 1982; Spa-

nier, 1988; Spanier & Thompson, 1982; Walker, Manion, Clou-

tier, & Johnson, 1992). In this study, a revised version of the

Dyadic Adjustment Scale was used (Busby, Crane, Larson, &

Christensen, 1995). This version has 14 items measuring four

dimensions of relationship adjustment using a 5-point Likert

scale (always in agreement with to always in dissension). This

recent version was the object of some validation studies which

suggest excellent reliability and validity (Busby, 1990; Busby

et al., 1995; Hunsley, Pinsent, Lefebvre, James-Tanner, & Vito,

1995). This short version was validated with a French-speaking

population and showed good reliability, validity, and internal

consistency (Sabourin, Valois, & Lussier, 2005).

Results

Study Sample

A total of 93 women took part in the entire study protocol,

although 13 did not meet our selection criteria (e.g., presence of

lichen sclerosis or another vulvo-vaginal condition). Of the 80

90 Arch Sex Behav (2011) 40:87–97
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remaining participants, three had missing questionnaire data,

resulting in a final sample of 77. The summary statistics of

variables measured can be found in Table 1. The average age of

participants was 26.5 years, with a range of 19–44 and nearly

80% of women were under the age of 30. The majority were

Caucasian (92.2%), Catholic (72.7%) and well educated (15.6

years). Eighty-seven percent of women had been in a romantic

relationship for 3 years or more. The average age of the first

sexual experience was 17.2 years. Participants all received a

diagnosis of provoked vestibulodynia from participating gyne-

cologists. The average number of years since the onset of ves-

tibulodynia was 5.6 years.

Descriptive Statistics

Overall, participants in this study reported elevated levels of

pain intensity and varying degrees of psychological and sexual

distress, as shown in Table 1. The sample mean for pain inten-

sity (7.27/10) was similar to that reported in other samples of

chronic pain patients (Chinball & Tait, 1994). The mean psy-

chological distress score was higher (62/80) than non- patient

norms(52/80)and justbelowtheclinicalcut-off,whichis63/80

(Derogatis & Melisaratos, 1983). The sample means for sexual

functioning(19.4/36)weresimilar to thoseofaclinicalgroupof

women with Female Sexual Arousal Disorder (FSAD) (Rosen

et al., 2000). Average dyadic adjustment was 49.7/69, which

suggests a moderate dyadic adjustment. Finally, attributions

were normally distributed except for partner responsibility, but

this dimension was not strongly correlated with the dependant

variables. Mostly, we observed that women in the sample per-

ceived themselves to be responsible for their vulvo-vaginal

pain (mean of women responsibility attributions = 5.0/7) and

viewed their partner as rarely causing the pain (mean of partner

responsibility attributions = 2.7/7). Generally, these women per-

ceived that their pain affected their entire life (mean of global

attributions = 3.9/7) and that it would always be present in the

future (mean of stable attributions = 4.7/7).

Correlates of Attributions

Correlational analyses were conducted between sociodemogra-

phic and other study variables. No significant associations were

found except for relationship duration, which was significantly

correlatedwithdyadicadjustmentandwithpainvariables.Pear-

son product-moment correlations were also computed among

attributions, pain, psychological distress, sexual functioning,

and dyadic adjustment. No significant correlations were found

between partner attributions and dependant variables.

Attributions as Predictors of Psychological Distress,

Sexual Functioning, and Dyadic Adjustment

A series of hierarchical regression equations were used to

examine the roles of internal, global, and stable attributions in

predicting pain as well as psychological distress, sexual func-

tioning, and dyadic adjustment. Predictor variables were either

internal, global or stable attributions. Relationship duration

and pain intensity (MPQ and VAS) were controlled for in the

analyses because they correlated with some of the outcome

measures (psychological distress and dyadic adjustment). Pre-

dictor variables were thus entered in three blocks: entered first

was the block of relationship duration, the pain intensity block

was entered second, and the third block was comprised of

internal, global or stable attributions. Psychological distress,

sexual functioning, and dyadic adjustment measures included

participants’ scores on the BSI, DAS, and FSFI. The pain

measures consisted of the McGill Pain Questionnaire (MPQ)

and the Visual Analogue Scale (VAS) (Table 2).

Table 1 Summary statistics of variables measured

Sample characteristics Women (N = 77)

Sociodemographic information

Mean age (years) 26.5 ± 6.1

Ethnicity (% Caucasian) 71/77 (92.2%)

Mean education (years) 15.6 ± 2.0

Language (% French) 63/77 (81.8%)

Religion (% catholic) 56/77 (72.7%)

Mean age at first intercourse (years) 17.2 ± 2.5

Mean relationship duration (months) 29.1 ± 23

Marital status

Married/cohabiting 38 (49%)

Regular partner 29 (38%)

No partner 10 (13%)

Mean time since onset of pain (years) 5.6 ± 4.9

Childbirth

Uniparous or multiparous 8 (10%)

Nulliparous 69 (90%)

Independent variables

Dyspareunia Attributions Questionnaire (subscales)

Internal attributions 5.0/7 ± 1.2

Partner responsibility attributions 2.7/7 ± 1.2

Global attributions 3.9/7 ± 1.4

Stable attributions 4.7/7 ± 1.5

Dependent variables

Pain severity

Visual Analogue Scale (VAS) 7.27/10 ± 2.3

McGill–Melzack Pain Questionnaire (MPQ) 37.9/77 ± 14.5

Psychological Distress (BSI) 62.1/80 ± 7.9

Dyadic Adjustment Scale (DAS) 49.7/69 ± 7.2

Female Sexual Functioning Index (FSFI) 19.4/36 ± 5.9

Note. ±Standard deviation
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Dyadic Adjustment (DAS)

Relationship duration failed to significantly predict scores on

the dyadic adjustment scale, DR2 = 0.05; F(1, 72) = 3.58,

p = .06. The addition of the pain block did not result in a sig-

nificant increase in the amount of variance explained, DR2 =

0.04; F(3, 72)\1. Adding the block of internal attributions,

global attributions and stable attributions in the third step

resulted in a substantial increase in the ability to predict dyadic

adjustment, DR2 = 0.30; F(6, 72) = 6.53, p\.001. Specifi-

cally, internal attributions were found to be independent pre-

dictors of higher levels of dyadic adjustment, b = 0.34, t =

2.75,p\.01,aswereglobalattributions,b= -0.38, t = -3.19,

p\.01.

Psychological Distress (BSI)

When psychological distress was used as an outcome measure,

relationship duration did not contribute significantly to the

explainedvariance,DR2 = -0.01, F(1, 72)\1. Theaddition of

the block of two pain intensity measures in the second step

significantly added to the explained variance, DR2 = 0.09; F(3,

72) = 4.90, p\.01. Specifically, the MPQ made a significant

contribution to the prediction of psychological distress. Higher

levels of pain intensity were associated with higher levels of

psychological distress, b = 0.27, t = 2.40, p\.01. The inclu-

sion of the third block, global and stable attributions, resulted in

a model of prediction of psychological distress that was sig-

nificant, DR2 = 0.18; F(5, 72) = 5.28, p\.001, with higher

levels of global attributions (b = 0.17, t = 2.57) and stable

attributions (b = 0.22, t = 2.87) being associated with higher

levels of psychological distress.

Sexual Functioning (FSFI)

The blocks of variables entered in Step 1 and Step 2 did not

successfully predict sexual functioning (relationship duration;

DR2 = 0.03; F(1, 72) = 3.61, p = .06 and pain intensity; DR2 =

0.01; F(3, 72)\1). Global attributions accounted solely for the

increase in the prediction of sexual functioning, DR2 = 0.05;

F(4, 72) = 3.94, p\.05. Greater use of global attributions

(b = -0.22, t = -1.99, p\.05) was associated with lower

levels of sexual functioning.

Discussion

In this study, attributions were found to predict psychological,

sexual and dyadic adjustment in women with vestibulodynia,

independent of pain intensity and relationship duration. More

specifically, internal and global attributions independently

predicted higher dyadic adjustment, whereas global and stable

attributions together predicted increased psychological distress

and global attributions alone predicted lower levels of sexual

functioning. Despite our initial hypothesis, attributions were

not associated with pain intensity and partner attributions were

not related to any dependant variables.

First, internal attributions contributed independently to the

prediction of higher dyadic adjustment, explaining 11% of the

variance inoutcome,beyond thevarianceaccounted forbypain

intensity and relationship duration. This result failed to confirm

Table 2 Summary of results of multiple hierarchical regression anal-

ysis with dyadic adjustment, psychological distress and sexual func-

tioning as dependant variables

Dependent variable Stand b Unique R2 p

Attributions and dyadic adjustment

Step 1

DR2 = .05, F = 3,58, p = .064 trend

Relationship duration -0.25 0.05 .066

Step 2

DR2 = .05, F = 0,88, p = ns

VAS 0.16 0.02 ns

MPQ 0.02 0.00 ns

Step 3

DR2 = .30, F = 6,53, p = .001

Internal attributions 0.34 0.11 .01

Global attributions -0.38 0.11 .01

Stable attributions -0.02 0.00 ns

Attributions and psychological distress

Step 1

DR2 = .-01, F = 0,247, p = .ns

Relationship duration -0.12 0.01 ns

Step 2

DR2 = .09, F = 4,90, p = .01

VAS 0.12 0.01 ns

MPQ 0.27 0.06 .01

Step 3

DR2 = .18, F = 5,28, p = .001

Global attributions 0.17 0.02 ns

Stable attributions 0.22 0.04 ns

Attributions and sexual functioning

Step 1

DR2 = .03, F = 3,61, p = .061 trend

Relationship duration -0.21 0.04 ns

Step 2

DR2 = .01, F = 0,20, p = ns

VAS -0.06 0.00 ns

MPQ 0.00 0.00 ns

Step 3

DR2 = .05, F = 3,94, p = .051

Global attributions -0.22 0.05 .05

VAS visual analogue scale, MPQ McGill Pain Questionnaire
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our initial hypothesis whereby internal attributions would be

associated with lower dyadic adjustment. It does nonetheless

corroborate the results of other studies on attributions (e.g.,

Graff-Low et al., 1993; Michela & Wood, 1986). Indeed, it has

been suggested that women with internal attributions may have

better coping strategies and thus adopt healthier behaviors

related to their physical and psychological health (Graff-Low

et al., 1993). Attributing the responsibility of the condition to

oneself could favour dyadic adjustment via the woman engag-

ing more actively in seeking treatment, adhering to treatment,

andfeelingmore incontrolof theproblemoverall.Thus,vestib-

ulodynia could be viewed as posing less of a threat to the

romantic relationship.

In addition to internal attributions, global and stable attri-

butions also demonstrated a negative association with dyadic

adjustment—the model including all three types of attributions

accounting for 30% of the variance, after controlling for pain

and relationship duration. In the field of sexual pain, results

from a study conducted by Meana et al. (1999) suggested that

causal attributions for pain were related to marital adjustment.

More specifically, women with dyspareunia who made psy-

chosocial attributions for their pain reported lower levels of

dyadic adjustment. Our results were also consistent with the

findings from numerous studies showing that cognitive factors

such as attributions play an important role in the initiation and

maintenance of relationship distress (Baucom & Aiken, 1984;

Baucom, Sayers, & Duhe, 1989; Doherty, 1982; Eidelson, &

Epstein, 1982; Fincham, 1985; Fincham, Beach, & Baucom,

1987;Holtzworth-Munroe&Jacobson,1985;Madden&Jannoff-

Bulman, 1981).

In the present study, the more the women viewed their

vestibulodynia problem as external, global and stable, the more

relationship distress they experienced. Specifically, in addition

to internal attributions, global attributions were found to be an

independent predictor of relationship distress. Because global

attributions refer to the problem affecting otheraspects ofone’s

life, it is not surprising that women who scored highon this item

reported lower dyadic adjustment—the romantic relationship

being the first life domain, after sexuality, that would be neg-

atively affected by pain during intercourse. Stability attribu-

tions may be related to a pessimistic view of vestibulodynia,

which may have contributed to greater feelings of helplessness,

in particular a fear of losing the partner.

Second, global and stable attributions accounted together

for 18% of the variance in psychological distress, independent

of pain. The maladaptive nature of global and stable attribu-

tions has been documented in the broader attributions literature

with respect to psychological distress related to illness and

disability. For example, associations between greater internal,

global, and stable attributions for negative events and higher

ratesofdepressionandhelplessnesshavebeenshown(Peterson

& Seligman, 1984, 1987; Poon & Lau, 1999; Sweeney, Anderson,

& Bailey, 1986). Dua (1995) found that among the attributions

for bad events made along three dimensions, global attribu-

tions were the best predictor of self-reported emotional and

physical health, whereby higher levels of global attributions

predicted poorer physical and psychological health. These find-

ingsare in linewithcognitive-behavioral theorieswhichsuggest

that negative cognitions generate affective distress (Beck, 1976;

Masters, Burish, Hollon & Rimm, 1987; Meichenbaum, 1977).

Additionally, global attributions were negatively associated

with sexual functioning and accounted for 5% of its variance,

independent of pain intensity. This indicates that a greater use of

global attributions contributed to increased sexual impairment

in women with vestibulodynia—an overall negative impact on

desire, arousal and orgasm. Our results were in accordance with

the findings from recent studies by Weisberg et al. (2001) and

Scepkowski et al. (2004) who examined the effects of causal

attributions on sexual functioning in men with erectile dys-

function. Internal and stable attributions for the perceived erec-

tile problem were related to a significantly lower erectile capac-

ity during the viewing of an erotic film, suggesting that negative

attributions may play a role in the development and main-

tenance of sexual dysfunction. Negative attributions (internal,

global and stable dimensions) are characterized by the mainte-

nance of negative expectancies concerning sexual performance

situationsandpossiblyapessimisticexplanatorystyle regarding

sexual events (Abrahamson, Barlow, Beck, Sakheim, & Kelly,

1985).Womenwithvestibulodyniahavebeenshowntoharbour

more anxiety concerning sexuality (Meana et al., 1997b), more

negative sexual self-schemas (Gates & Galask, 2001), and more

negative emotions toward themselves in a sexual context (Reed,

Advincula, Fonde, Gorenflo, & Haefner, 2003). In addition,

results showed that pain intensity was associated with psycho-

logical distress. Specifically, pain intensity accounted for 9% of

the variance in psychological distress. Previous research has

yielded similar findings in other chronic pain populations (e.g.,

Bennett et al., 1996). Although the present results were corre-

lational, the pain literature has demonstrated the strongest

support for the hypothesis that increased levels of psychologi-

cal distress are a consequence of pain (Dohenwend, Raphael,

Marbach, & Gallagher, 1999; Fishbain, Cutler, Rosomoff, &

Rosomoff, 1997). Moreover, we found a positive association

between psychological distress and dyadic adjustment. Two

othersstudiesconductedwithprostatecancerpatients suggested

that dyadic adjustment may play a significant role in subsequent

psychological adjustment (Banthia et al., 2003; Wooten et al.,

2007).

Lastly, we found no associations between attributions and

painintensity.However,Meanaetal. (1999)reportedthatwomen

with psychosocial attributions (compared to biomedical causes)

for their pain showed higher pain intensity and more psycho-

logical, dyadic and sexual difficulties. Nonetheless, few studies

have examined the relation between attributions and pain

intensity, with results indicating that attributions for pain were

associated with disability (psychological sequelae) rather than
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pain severity (Affleck et al., 1987; Moss-Moris et al., 1996). We

observed similar results in our study, whereby attributions were

not associated with pain but with psychological distress, sexual

impairment and dyadic adjustment. Perhaps attributions are not

a crucial variable in pain reduction, but a relevant target in the

reestablishment of all life areas affected by pain intensity. A

recent study has shown that other cognitive variables, such as

catastrophizing, may play a role in pain modulation of women

with vestibulodynia (Desrochers, Bergeron, Khalifé, Dupuis, &

Jodoin, 2009) Finally, partner attributions were not related to

any dependant variables. In fact, very few women believed that

their partner was responsible for their pain (mean of 2.7/7).

Perhaps a future study conducted with a larger sample could

better explain the variations in women’s pain intensity, psy-

chological distress, sexual functioning, and dyadic adjustment.

It is also possible that women with vestibulodynia refuse to

blame their partner because of their fear of losing him.

The present study was not without limitations. First, the sam-

ple may not be representative of the larger population of women

with dyspareunia, although we know that vestibulodynia is the

most common cause of dyspareunia in pre-menopausal women

(Friedrich, 1987). Second, this study was correlational in nature

and hence does not allow us to determine the direction of the

relationship between attributions and psychological distress,

sexual functioning, and dyadic adjustment, thereby limiting

inferences concerning causal mechanisms. However, based on

the cognitive attributional model (Peterson & Seligman, 1984,

1987), it is likely that the relationship is unidirectional to some

extent. Indeed, there exists a wealth of prospective data showing

that attributions are predictors of health outcomes (Agrawal &

Dalal, 1993; Bar-On et al., 1994; Billings et al., 1997; Chalder

et al., 1996; Dua, 1995). On the other hand, it is important to

consider that lower dyadic adjustment, and/or higher distress,

couldleadtomorenegativeattributions(Finchametal.,1987). In

addition, although we can hypothesize that the external dimen-

sion of the ASQ encompasses biomedical causal explanations,

while the internal dimension has to do with attributing the res-

ponsibility of the condition to oneself, the quantitative nature of

our instrument could have hindered our attempt to touch upon all

the core explanations that women with genital pain may for-

mulate. Finally, the present study examined some but not all

potential predictors associated with the experience of sexual

pain. However, our results, which suggest that attributions may

explainbetween5%and20%ofthevariance inpsychosocialand

sexual outcomes, were similar to those obtained in other chro-

nic pain populations (e.g., Sullivan, Stanish, Waite, Sullivan, &

Tripp,1998).Nonetheless,wecannotexclude thepossibility that

othercognitivefactors,suchasfearofpain(Payne,Binik,Amsel,

& Khalifé, 2005), may have explained some of the variance

in psychological and sexual adaptation in our sample. Future

research is needed to examine more closely the contribution of

other cognitive factors in the experience of pain during inter-

course.

Despite its limitations, the present research has some impor-

tant implications. A major strength of this study was the exam-

ination of psychosocial factors that may cause or maintain ves-

tibulodynia, whereas the majority of published work in this area

has focused exclusively on biomedical factors (Bergeron, Pukall,

& Mailloux, in press). It was one of the first attempts to investi-

gate the role of a specific cognitive variable (attributions) in the

prediction of dyspareunia and associated psychological and sex-

ual impairment. Moreover, apart from Meana et al.’s (1999) pre-

liminary study, this was the first to focus on women’s personal

explanations or theories concerning the presence of their genital

pain. This is particularly interesting when we know that these

women continue to receive stereotyped messages by health pro-

fessionals, including that the problem is ‘‘in their head’’ or that

they simply do not enjoy sex.

Importantly, results from the present study do not support

the popular notion that psychological and sexual impairment is

necessarily a direct consequence of pain intensity in women

with vestibulodynia. As is the case with other pain syndromes,

psychosocial factors may play an important role in pain-related

disability (Keefe et al., 2004; Turk & Okifuji, 2002). Attribu-

tionscontributed to explain the individual differences observed

among women suffering from vestibulodynia concerning their

psychological distress, sexual functioning, and dyadic adjust-

ment.

As for clinical implications, the present findings have sug-

gested that cognitive variables, such as attributions, should be

targeted in the psychological and sexual treatment of vestib-

ulodynia. Specifically, the modification of a woman’s attribu-

tional style could increase her dyadic adjustment, sexual func-

tioning, and mood. Results thus lend support to the use of cog-

nitive-behavioral therapy as an intervention for vestibulodynia

(Bergeron et al.,2001).Specifically, 35–83%ofpatients appear

to benefit from this treatment modality (Landry, Bergeron,

Dupuis, & Desrochers, 2008). Additionally, the impact of attri-

butions on dyadic adjustment indicated that it may be worth-

while to integrate the partner in sex therapy interventionsaswell

as to further study his role in the experience of painful genital

sexual activity. In conclusion, future studies should focus pro-

spectively on cognitive, affective, and interpersonal variables

that may contribute to the etiology of dyspareunia.
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Problèmes Conjugaux et les Agressions Sexuelles (CRIPCAS) to
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SCL 90 R dans un échantillon de sujets francophones libres de

troubles psychiatriques. Annales Médico-Psychologiques, 152,

187–190.

Tennen, H., & Affleck, G. (1990). Blaming others for threatening events.

Psychological Bulletin, 108, 209–232.

Turk, D. C., & Feldman, C. S. (1992). Noninvasive approaches to pain

control in terminal illness: The contribution of psychological vari-

ables. Hospital Journal, 8, 1–23.

Turk, D. C., & Okifuji, A. (2002). Psychological factors in chronic pain:

Evolution and revolution. Journal of Consulting and Clinical Psychol-
ogy, 70, 678–690.

Turk, D. C., Rudy, T. E., & Salovey, P. (1985). The McGill Pain

Questionnaire reconsidered: Confirming the factor structures and

examining appropriate uses. Pain, 21, 385–397.

Turnquist,D.C.,Harvey, J.H.,& Andersen,B.L. (1988).Attributionsand

adjustment to life-threatening illness. British Journal of Clinical
Psychology, 27, 55–65.

Van Lankveld, J. J., Weijenborg, P. T. M., & ter Kuile, M. M. (1996).

Psychologic profiles of and sexual function in women with vulvar

vestibulitis and their partners. Obstetrics and Gynecology, 88, 65–70.

Walker, J. G., Manion, I. G., Cloutier, P. F., & Johnson, S. M. (1992).

Measuring marital distress in couples with chronically ill children:

The Dyadic Adjustment Scale. Journal of Pediatric Psychology,
17, 345–357.

Weiner, B. (1986). An attributional theory of motivation and emotion.

New York: Springer-Verlag.

Weisberg, R. B., Brown, T. A., Wincze, J. P., & Barlow, D. H. (2001).

Causal attributions and males sexual arousal: The impact of attribu-

tions for a bogus erectile difficulty on sexual arousal, cognitions, and

affect. Journal of Abnormal Psychology, 110, 324–334.

White, G., & Jantos, M. (1998). Sexual behavior changes with vulvar

vestibulitis syndrome. Journal of Reproductive Medicine, 43, 783–

789.

Wooten, A. C., Burney, S., Foroudi, F., Frydengerb, M., Coleman, G., &

Ng, K. T. (2007). Psychological adjustment of survivors of localised

prostate cancer: Investigating the role of dyadic adjustment, cognitive

appraisal and coping style. Psycho-Oncology, 16, 994–1002.

Zullow, H. M., Oettingen, G., Peterson, C., & Seligman, M. E. (1988).

Pessimistic explanatory style in the historical record: CAVing LBJ,

presidential candidates, and East versus West Berlin. American
Psychologist, 43, 673–682.

Arch Sex Behav (2011) 40:87–97 97

123


	Attributions About Pain as Predictors of Psychological Symptomatology, Sexual Function, and Dyadic Adjustment in Women with Vestibulodynia
	Abstract
	Introduction
	Method
	Participants
	Procedure
	Structured Interview
	Gynecological Examination

	Measures
	Attributions
	Pain
	Psychological Distress
	Sexual Functioning
	Dyadic Adjustment


	Results
	Study Sample
	Descriptive Statistics
	Correlates of Attributions
	Attributions as Predictors of Psychological Distress, Sexual Functioning, and Dyadic Adjustment
	Dyadic Adjustment (DAS)
	Psychological Distress (BSI)
	Sexual Functioning (FSFI)


	Discussion
	Acknowledgements
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 149
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 149
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 599
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


