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Abstract
The objectives of the current study were to 1) describe fibromyalgia patient-spouse incongruence
regarding patient pain, fatigue, and physical function and 2) examine the associations of individual
and interpersonal factors with patient-spouse incongruence. Two hundred four fibromyalgia
patients and their co-residing partners rated the patient’s symptoms and function. Multilevel
modeling revealed that spouses, on average, rated patient fatigue significantly lower than patients.
Couple incongruence was not significantly different from zero, on average, for pain severity,
interference, or physical function. However, there was significant variability across couples in
how they rated the severity of symptoms and function, and how much incongruence existed within
couples. Controlling for individual factors, patient and spouse reports of communication problems
were significantly associated with levels of couple incongruence regarding patient fatigue and
physical function, albeit in opposing directions. Across couples, incongruence was high when
patients rated communication problems as high; incongruence was low when spouses rated
communication problems as high. An important within-couple interaction was found for pain
interference suggesting couples who are similar on level of communication problems experience
low incongruence; those with disparate ratings of communication problems experience high
incongruence. Findings suggest the important roles of spouse response and the patient’s perception
of how well the couple is communicating. Couple-level interventions targeting communication or
other interpersonal factors may help to decrease incongruence and lead to better patient outcomes.
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1. Introduction
Fibromyalgia (FM) is a debilitating chronic pain syndrome characterized by widespread
pain, fatigue, and poor physical function [78] that affects the patient and family unit, in
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particular the marital relationship [11; 52; 62; 69; 70; 72; 73]. FM has been shown to reduce
the ability of the couple to engage in shared activities and intimate behaviors [70; 75]. The
unpredictable nature of FM challenges the couple to negotiate household tasks [11; 52; 62;
70; 73], while the invisibility of the illness can compromise the supportive context of the
couple [65]. Recently, there has been a movement towards a more dyadic perspective of the
chronic illness experience [15; 63; 66]. The developmental-contextual model of couples
coping with chronic illness [10] proposes that couples appraise, cope, and adjust to the
illness context as a unit. Patients and spouses who share similar appraisals of the illness
context and related stressors (e.g., patient’s symptoms) experience more interdependent
coping, decision-making, and better dyadic adjustment [1; 10; 22; 24; 73]. Incongruent
appraisals have been shown to negatively impact couple well-being and quality of life [22;
24; 51] and are particularly important in a context such as FM, where stigma and fears of
invalidation exist [5; 34; 40; 68; 71; 73].

Despite a dearth of knowledge regarding factors associated with incongruence, individual
factors, in particular depressive symptoms of patient and spouse play an important role in
appraising patient’s symptoms [15; 16; 22; 64]. The level of strain felt by the spouse has
also been found to affect appraisal of symptoms with higher levels of strain associated with
increased incongruence [13; 41; 55; 77]. However, research suggests a need to move beyond
individual factors to capture the interpersonal context of the couple [10; 15].
Communication regarding the illness may reflect the level of interdependent coping and
responsiveness within the couple and is associated with greater relationship satisfaction [1;
21; 26; 61; 74] and patient adjustment [10; 23; 36; 45; 57]. Yet, couples with chronic illness
often engage in protective buffering and communicate less [23]. Previous research on the
role of communication in chronic illness has focused primarily on either the patient or
spouse perspective; rarely on both [10].

The majority of incongruence research has involved samples of progressively declining
patients [38; 39; 41; 49; 60]. Fewer studies have involved chronic pain samples [15; 22; 64];
only two studies including FM couples were found [12; 33]. In all populations, results are
inconsistent. This inconsistency may be due to small samples, heterogeneous populations,
and traditional methods that limit what they tell us about incongruence (e.g. Kappa
coefficient, difference scores) [43]. A notable exception in the pain literature is the study by
Cano and colleagues [15] that used the more comprehensive multilevel modeling (MLM)
method to examine incongruence in 84 chronic pain couples.

Applying the developmental-contextual model, this study will use MLM to 1) describe FM
patient-spouse incongruence regarding patient pain, fatigue, and physical function and 2)
examine associations of individual (depressive symptoms, role overload) and interpersonal
(communication problems) factors with patient-spouse incongruence.

2. Method
2.1. Participants

A community-based convenience sample was recruited from a database of approximately
3,000 community-living FM patients at a large academic center in the Pacific Northwest.
The sample was augmented by also recruiting through the National Fibromyalgia
Association and the Fibromyalgia Network. Patients were mailed or e-mailed an
informational letter describing the study and contact information for those interested in
hearing more about the study. In total, 3,388 letters were mailed or e-mailed. Of those, 432
were returned as invalid addresses with no additional address available. Therefore, only
2,917 addresses were assumed to be correct. A total of 407 (14%) patients requested further
information and 216 couples (53%) were eligible, consented and completed at least part of
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the study for an overall response rate of 8%. Couples were required to be at least 21 years of
age or older, be able to read or speak English, have access to a telephone, and reside
together in the home. In addition, patients were required to have a provider-confirmed
American College of Rheumatology (ACR) diagnosis of FM. The 1990 ACR criteria base
the diagnosis of FM on the subjective report of widespread pain and the semi-objective
finding of tender points in specific locations [78]. Patients recruited outside of the FM
patient database could fulfill this requirement either by a free examination and diagnosis by
coauthors Drs. Jones or Bennett, or by having their primary care provider complete and
return a form provided. Patients undergoing litigation regarding injury (but not pension or
disability) were excluded. Of the 216 couples consented, 204 completed all parts of the
study.

The average age of patients and their spouses was 55 (SD=11.5) and 57.5 (SD=12.5) years
respectively. Patients were predominantly women (96%). Couples, on average, had well-
established relationships and had lived together, on average for 24.84 (SD=15.31) years.
Patients and spouses rated their relationship as good using the Mutuality scale [3], which
averages scores across 15 items to obtain a 0–4 scale (patient: 3.10 (SD=0.75); spouse: 3.21
(SD=0.67)). The majority of patients and spouses were Caucasian (86% and 90%,
respectively) and had attended at least some college (85% and 80%, respectively). Median
annual household income was $50,000–74,999. A third of patients reported being employed
(33%), working an average of 20 hours a week (SD=14.7), and 23% of patients reported
having children under 18 years of age in the home. Patients reported having FM, on average,
12.70 (SD=8.2) years.

2.2. Measures
2.2.1. Pain—Pain was measured using the 15-item Brief Pain Inventory (BPI) [20]. The
BPI has been successfully used with patients with arthritis, back pain and FM, including FM
studies reviewed by the FDA [4; 32; 50; 67]. The BPI consists of two subscales – pain
severity and pain interference. Pain severity rates the patient’s pain over the last week on a 0
(no pain) to 10 (pain as bad as you can imagine) scale for pain at its worst, least, on average,
and right now. Pain interference rates the extent the patient’s pain interferes with 7 activities
(i.e., general activity, walking, mood, sleep, work, relations with others, and enjoyment of
life) on a 0 (does not interfere) to 10 (interferes completely) scale. Subscale scores are
created by averaging items. Higher scores indicate higher levels of pain severity and
interference. High Cronbach’s alpha values have been exhibited for both the severity (.75–.
97) and interference scales (.78–.91) [4; 30; 32]. Sensitivity, specificity and validity of the
scales have also been supported in noncancer pain samples [4; 30; 32]. In the current study,
patients and spouses were asked to rate the patient’s pain severity and pain interference over
the last week. Both patient and spouse scales demonstrated strong internal consistency: pain
severity (patient report: α=.87; spouse report: α=.88) and pain interference (patient report:
α=.87; spouse report: α=.91).

2.2.2. Fatigue—Fatigue was measured using the 13-item fatigue scale of the Functional
Assessment in Chronic Illness Therapy (FACIT) measure [79]. The measure, developed for
use in cancer patients, assesses self-reported tiredness, weakness, and difficulty conducting
usual activities due to fatigue. The measure includes such items as “I feel fatigued” and “I
have trouble finishing things because I am tired.” Each item is rated on a 0 (not all) to 4
(very much) scale based on fatigue over the past week. All but two items are reverse coded
and then all items are summed to create a scale score, with higher scores indicating less
fatigue [18]. The scale has demonstrated good construct validity with the Piper fatigue scale
(.83) and Profile of Mood States fatigue scale (.77) [80] and good reliability and validity in
noncancer samples, including people with arthritis and back pain [19]. In the current study,
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patients and spouses were asked to rate the patient’s fatigue over the past week. Both patient
and spouse scales demonstrated strong internal consistency (patient report: α=.92; spouse
report: α=.92).

2.2.3. Physical function—Patient physical function was measured using the 10-item
physical function scale of the Fibromyalgia Impact Questionnaire (FIQ) [14]. Items include
activities such as shopping, laundry, preparing meals, walking several blocks, climbing
stairs, and doing yard work. Each item is rated on a 0 (always able) to 3 (never able) scale
based on functional ability over the past week. Scale scores are created by averaging across
items and multiplying by 3.33 to create a 0–10 scale with higher scores indicating poor
physical function. The instrument has demonstrated good reliability and validity [14]. In the
current study, patients and spouses were asked separately to rate the patient’s physical
function over the past week. Both patient and spouse scales demonstrated strong internal
consistency (patient report: α=.90; spouse report: α=.92).

2.2.4. Depressive symptoms—Depressive symptoms were measured using the 21-item
Beck Depression Inventory – second edition (BDI-II) [7]. Each item consists of four
statements scored on a 0 to 3 scale based on the patient’s experience during the past two
weeks, with higher scores indicating increasing severity. There is extensive evidence for the
reliability and validity of the BDI-II in psychiatric and non-psychiatric populations [7].
Scores are summed for a range of 0 to 63, with higher scores indicating greater symptom
severity. Scores above 29 are indicative of severe depressive disorder. In the current study,
patients and spouses were asked to rate their own depressive symptoms over the past two
weeks. Both patient and spouse scales demonstrated strong internal consistency (patient
report: α=.93; spouse report: α=.89).

2.2.5. Communication—Illness-related communication was measured using the 15-item
Cancer-Related Communication Problem (CRCP) scale [35]. The measure was originally
developed to assess the extent of difficulty cancer couples experienced communicating
about the patient’s cancer. Both a patient and spouse version were developed to consist of 15
parallel items representing the types of communication problems that can exist between
couples during illness, including emotional support, self-protection, protective buffering,
and illness/treatment related issues. As the measure has not been previously used with
Fibromyalgia, items were modified to refer to the patient’s FM rather than cancer. Some
items are identical in the patient and spouse versions (e.g., “When it comes to fibromyalgia,
I only tell my spouse what he or she wants to hear”). Other items are modified for the patient
or spouse (e.g., patient-version: “I don’t talk with my spouse about how fibromyalgia affects
me sexually;” spouse-version: “I don’t talk with my spouse about how him or her having
fibromyalgia affects me sexually”). Each item is rated on a 0 (not true) to 2 (often true)
scale. Items worded as positive communication are considered problems if rated as 0 (not
true) or 1 (sometimes true). Items worded as negative communication are considered
problems if rated 1 (sometimes true) or 2 (often true). Higher scores indicate a greater
number of communication problems. A study of breast cancer couples found patients
reported a median of 6.5 problems (0–15 range) and their spouses reported a median of 5
problems (0–14 range) [35]. Both patient and spouse versions of the measure demonstrated
good internal consistency and convergent validity with measures of marital quality and
psychological distress for a sample of cancer patients and their partners [35]. In the current
study, patient and spouse scales demonstrated good internal consistency (patient report: α=.
86; spouse report: α=.78). Fibromyalgia patients reported, on average, 8 problems (SD =
4.18; median = 8; range: 0–15); spouses reported, on average, 6.6 problems (SD = 3.44;
median = 7; 0–15 range).
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2.2.6. Role overload—Spouse role overload was measured using the 3-item role overload
scale [53]. Role overload assesses the extent to which the spouse’s time and energy are
exhausted by the demands of caring for the patient. Spouses respond to three items regarding
how worn-out and overloaded their care role makes them feel using a Likert scale from 0
(not at all) to 3 (very much). Higher scores indicate high levels of role overload. The scale
has exhibited high Cronbach’s alpha values (.71 to .78) in studies of family care [2; 25; 42;
53; 81], and evidence of construct validity with patient physical function and family member
depression [2; 53]. In the current study, the scale demonstrated acceptable internal
consistency (α=.70).

2.3. Procedure
Participants were recruited through informational letters and recruitment flyers. Potential
participants were screened by phone. When couples were deemed eligible and interested,
they were mailed separate packets containing surveys and consent forms with instructions to
complete the surveys independently. Once both surveys were received, separate phone
interviews were scheduled with the patient and spouse to assess patient symptoms and
physical function during the past week. Couples were compensated for completion of both
mail surveys and phone interviews ($20 for each member of the couple).

2.4. Data analysis plan
Hierarchical Linear Modeling (HLM), used with clustered data, extends multiple regression
to the case where the members of the couple are conceived as level-1 units nested within the
level-2 unit, the couple. The model can be adapted to represent a cross-sectional model for
matched pairs [6] in which the couple replaces the individual as the unit of analysis. The
statistical advantage is that it controls for the correlation in the pair of outcome scores
associated with each couple (e.g., one for the patient and one for the spouse). This approach
allows for a more precise estimation of the between-couple effect by reducing the standard
error associated with such tests. An important advantage is that it estimates two latent scores
for each couple: an average that represents the level of symptom severity perceived by the
couple and an incongruence score that represents the difference in patient-spouse perception
of symptom severity.

HLM 7 [59] was used to examine couple incongruence in patient symptoms and function,
the heterogeneity of variance in couple incongruence, and variables associated with this
incongruence. Similar incongruence models have been used in studies of frail older adult
care dyads [41], individuals with chronic pain and their spouses [15], and more recently care
dyads where the older adult has mild to moderate dementia [60]. To fit a regression line for
each couple, two data points are needed for each member of the couple – patient and spouse.
Two parallel scales are created by matching pairs of items on patient measures on their
standard deviations and randomly assigning one item from each matched pair to scale A or
B. This process is done separately for patients and spouses resulting in parallel scales with
similar variance and reliability. This method was first suggested by Raudenbush and
colleagues [58] and has also been described by Lyons et al. [41]. The current study will use
this method for examining patient fatigue (creating an average fatigue score of 0–4 with
higher scores indicating less fatigue). As the fatigue measure has an uneven number of items
(i.e., 13), the item least endorsed (“too tired to eat”) was not included in creating parallel
scales. Measures of pain severity, pain interference, and physical function do not have
adequate numbers of items to ensure parallel scales so the alternative “known variance”
option described by Cano et al. [15] was used. This method requires estimating the
measurement error for each outcome as ([1 − Reliability] × observed variance), which
allows the program to create the precision weight (inverse of the error variance) needed to
run the analysis.
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The following model will be fit separately to the symptom data for each couple j:

Yij represents the symptom or function score i in couple j (in the case of fatigue i = 1,…4
parallel scales per couple). The level-1 or within-couple model expresses the outcome as a
function of a dummy variable that indicates whether the score was reported by the patient or
the spouse, plus a residual term r that captures measurement error in the outcome scores.
The predictor will be coded −.5 for the patient and +.5 for the spouse. Under this
formulation, the model intercept (β0j) represents the expected value of the outcome Y when
the predictor INDICATOR is zero, which is the couple average; the model slope (β1j)
represents the incongruence or gap between the two members of the couple.

The unconditional level-2 or between-couple model provides estimates of the population
averages for couple symptom/function severity (γ00) and couple incongruence (γ10 ) and the
variability around those averages (variances of u0j and u1j). A chi-square test can be
performed to test whether the variances are significantly different from zero. If they are,
significant heterogeneity exists across couples and predictors can be introduced to explain
the heterogeneity. The conditional level-2 model will add predictors to explain the
heterogeneity across couples in average symptom severity and incongruence in symptom
severity, for example:

In this model, the effect of patient and spouse variables on couple symptom/function
severity are captured by the coefficients γ02 through γ06, controlling for the effect of years
couples have lived together. Similarly, the effect of patient and spouse variables on couple
incongruence are captured by the coefficients γ12 through γ16, controlling for the effect of
years couples have lived together. Coefficients for each predictor variable are interpreted as
unstandardized B coefficients in a simultaneous multiple regression. All predictor variables
were mean centered for ease of interpretation. To enable examination of within-dyad versus
across dyad effects, we tested models including a term representing the interaction between
patient and spouse communication problems. Interaction effects are only reported for
symptoms where the effect was found to be significant. Otherwise, main effects models are
reported.

Although it may appear that such models should be analyzed using a three-level model due
to data at three levels – the couple, the persons within the couple, and observations within
persons – this is not considered prudent [37]. An underlying assumption of MLM is there
can be variability at each level. However, once the couple member role (e.g., patient vs.
spouse) is included in the model by using a dummy indicator variable, the middle level is
said to be saturated and no additional variance can be estimated at this level [37]. Thus, a
two-level model is considered the appropriate formulation as variability is only expected at
two levels – observations within persons, and the couple.
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3. Results
3.1. HLM incongruence model of pain severity

Results of the Level 1 model showed that, on average, couples rated the patient’s pain
severity as 4.92 (p < .001), indicating a moderate level of severity (1–10 scale). The average
incongruence score for patient pain severity was −0.12 (p >.05), indicating that, on average,
patients and spouses did not report significantly different scores. However, the random
effects indicated significant variability around the average couple patient pain severity score
and average incongruence score (Table 1). Couple mean pain severity and incongruence
were correlated at .05, suggesting little association between level of pain severity and
amount of couple incongruence.

The Level 2 model examined the association of the predictor variables with between-couple
variance in pain severity means and incongruence scores. No significant interaction for
patient-spouse communication problems was found. Controlling for other predictors in the
model (years lived together, patient communication problems, spouse communication
problems, spouse depressive symptoms, and spouse role overload), higher levels of patient
depressive symptoms were significantly associated with higher couple mean pain severity
scores. No variables were significantly associated with incongruence in pain severity.
Together, the predictor variables accounted for 12% of the variance in couple mean pain
severity and 7% in incongruence. Although the Level 2 model was a significantly better fit
over the Level 1 model χ2(12) = 33.82, p <.001, the Level 2 random effects remained
significant.

3.2. HLM incongruence model of pain interference
Results of the Level 1 model showed that, on average, couples rated the patient’s pain
interference as 5.15 (p < .001), indicating a moderate level of interference (1–10 scale). The
average incongruence score for patient pain interference was −0.26 (p >.05), indicating that,
on average, patients and spouses did not report significantly different scores. However, the
random effects indicated significant variability around the average couple patient pain
interference score and average incongruence score (Table 2). Couple mean pain interference
and incongruence were correlated at −.01, suggesting little association between level of pain
interference and amount of couple incongruence.

The Level 2 model examined the association of the predictor variables with between-couple
variance in pain interference means and incongruence scores. Controlling for other
predictors in the model, higher patient depressive symptoms and spouse reports of increased
role overload were significantly associated with higher couple mean pain interference
scores. For incongruence, both patient and spouse reports of communication problems and
the communication problem interaction term were significantly associated with
incongruence regarding pain interference levels, controlling for other variables in the model.
As can be seen in Figure 1 when patients and spouses are similar on the level of
communication problems (high or low), there is a low level of incongruence regarding
patient pain interference. When couples are dissimilar on the level of communication
problems, there is increased incongruence within the couple. Additionally, for those couples
where the patient rates problems low and the spouse rates them as high, the direction of
incongruence changes with spouses rating patient pain interference higher than patients.
Together, the predictor variables accounted for 35% of the variance in couple mean pain
interference and 18% in incongruence. Although the Level 2 models was a significantly
better fit over the Level 1 model χ2(14) = 103.44, p< .001, the Level 2 random effects
remained significant suggesting other variables not included in the model may explain
variability across couples.
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3.3. HLM incongruence model of fatigue
Results of the Level 1 model showed that, on average, couples rated the patient’s fatigue as
1.65 (p < .001), indicating a moderate level of fatigue (0–4 scale with lower scores
indicating more fatigue). The average incongruence score for patient fatigue was 0.16 (p <.
01). As patients were coded −.5 and spouses .5, this incongruence score indicates that
spouses, on average, rate patient fatigue significantly lower than patients rate their fatigue.
The random effects indicated significant variability around the average couple patient
fatigue score and average incongruence score (Table 3). Couple mean fatigue and
incongruence were correlated at −.07, suggesting little association between level of fatigue
and amount of couple incongruence.

The Level 2 model examined the association of the predictor variables with between-couple
variance in fatigue means and incongruence scores. No significant interaction for patient-
spouse communication problems was found. Controlling for other predictors in the model,
higher patient depressive symptoms and higher spouse role overload were significantly
associated with higher couple mean fatigue scores. For incongruence, patient depressive
symptoms and both patient and spouse reports of communication problems were
significantly associated with incongruence regarding fatigue levels, controlling for other
variables in the model. Across couples incongruence regarding patient fatigue was
significantly higher when patients reported high levels of depressive symptoms or
communication problems but significantly lower when spouses reported high levels of
communication problems. However, no significant within-couple effects were found.
Together, the predictor variables accounted for 45% of the variance in couple mean fatigue
and 15% in incongruence. Although the Level 2 models was a significantly better fit over
the Level 1 model χ2(12) = 132.72, p< .001, the Level 2 random effects remained significant
suggesting other variables not included in the model may explain variability across couples.

3.4. HLM incongruence model of physical function
Results of the Level 1 model showed that, on average, couples rated the patient’s physical
function as 4.52 (p < .001), indicating a moderate level of physical function (0–10 scale).
The average incongruence score for patient physical function was −0.23 (p >.05), indicating
that, on average, patients and spouses did not report significantly different scores. However,
the random effects indicated significant variability around the average couple patient
physical function score and average incongruence score (Table 4). Couple mean physical
function and incongruence were correlated at .04, suggesting little association between level
of physical function and amount of couple incongruence.

The Level 2 model examined the association of the predictor variables with between-couple
variance in physical function means and incongruence scores. No significant interaction for
patient-spouse communication problems was found. Controlling for other predictors in the
model, higher patient depressive symptoms, higher spouse depressive symptoms, and higher
levels of spouse role overload were significantly associated with higher couple mean
physical impairment scores.

For incongruence, both patient and spouse reports of communication problems were
significantly associated with incongruence regarding physical function levels, controlling for
other variables in the model. Again, across couples incongruence regarding patient physical
function was significantly higher when patients reported high levels of communication
problems but significantly lower when spouses reported high levels of communication
problems. No significant within-couple effects were found. Together, the predictor variables
accounted for 39% of the variance in couple mean physical function and 16% in
incongruence. Although the Level 2 models was a significantly better fit over the Level 1
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model χ2(12) = 110.55, p< .001, the Level 2 random effects remained significant suggesting
other variables not included in the model may explain variability across couples.

4. Discussion
Little is known about FM couples, in particular, their perceptions of the patient’s symptoms
and amount of incongruence within the couple regarding the severity of those symptoms.
The current study used MLM to examine FM couple incongruence regarding patient
symptoms and physical function and variables associated with incongruence. Several
findings are noteworthy. First, couples, on average, reported moderate levels of pain
severity, pain interference, fatigue, and physical impairment in the patient. Second, patients
and spouses did not differ in their perceptions, on average, except in the case of patient
fatigue, where spouses rated significantly less fatigue than patients. However, consistent
with previous research with chronic pain couples [15], there was significant variability
across couples in how they rated the severity of symptoms and how much incongruence
existed within couples. Third, there was no association between the amount of incongruence
and how couples rated severity. Fourth, interpersonal factors were significantly associated
with patient-spouse incongruence. Finally, a moderate amount of variance in patient-spouse
incongruence (15–18%) was explained by a small number of variables, except in the case of
pain severity (7%).

Despite the lack of couple incongruence, on average, there was significant variability across
couples for all four outcome variables. Controlling for patient and spouse depressive
symptoms and spouse role overload, both patient and spouse reports of communication
problems were significantly associated with incongruence for fatigue and physical function,
albeit in opposing directions. When patients reported high levels of communication
problems, couples experienced higher levels of incongruence. Alternatively, when spouses
reported high levels of communication problems, couples experienced lower levels of
incongruence. The benefit may be in the responsiveness of the spouse, which plays an
important role in patient adjustment [16; 29; 44; 46]. When spouses report a high number of
communication problems, the lack of incongruence may reflect a relationship in which the
patient feels validated. Spouses, who were predominantly male, may be seen as more
responsive and supportive if they believe there is “room for improvement,” and are
motivated towards better communication and interdependent coping. This is consistent with
findings from other chronic pain contexts which have linked greater satisfaction with the
relationship to a more supportive spouse [61; 74] and greater feelings of emotional
validation [17], allowing the couple to cope more effectively [28; 61]. This may also be a
plausible explanation for why couples in the current study where the patient reported high
levels of communication problems, had higher levels of incongruence.

The importance of communication between patient and spouse is further underscored by the
pain interference finding that couples who are more likely to be similar on the level of
communication problems, within the couple, are more likely to experience less symptom
incongruence, suggesting an advantage for couples who are more congruent regarding their
level of communication about the illness context. Such “emotional” congruence may reflect
positive interpersonal interactions, greater relationship satisfaction, and hence spouses better
placed to recognize symptoms, even in cases where both members believe there are a large
number of areas where they are not communicating well. Couples experiencing disparate
ratings of communication problems are not surprisingly more likely to experience increased
incongruence regarding pain interference. However, the direction of the incongruence is
dependent on which member reports more communication problems. When patients report
more communication problems than spouses, spouses tend to rate patient pain interference
less severe than patients. When spouses report more communication problems than patients,
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spouses tend to rate patient pain interference more severe than patients. Due to the cross-
sectional nature of the study, it is also possible that incongruence impacts communication
within the couple.

Although the primary goal of this study was to understand incongruence in FM couples,
consistent with previous literature, patient and spouse depressive symptoms, and spouse
feelings of strain were significantly associated with how couples rated levels of symptoms
and function [15; 16; 22; 55; 64]. However, the cross-sectional nature of the study again
makes it difficult to address causality. It is equally likely that high levels of patient
symptoms and physical impairment lead to high levels of patient and spouse depressive
symptoms, and greater feelings of spouse role overload.

The current study has several important strengths and implications for practice and future
research. First, this is one of the only known studies to use MLM to examine patient-spouse
incongruence in FM couples. This innovative methodology allowed us to move beyond
average incongruence to understand the variables across, and in the case of pain
interference, within couples, that may place couples at risk for incongruence. Second, the
study examined both individual and interpersonal risk factors and identified communication
problems between patient and spouse as a potential focus for intervention. Couple-level
interventions targeting communication and empathy may help to increase symptom
recognition thereby decreasing incongruence, leading to better patient outcomes, and bolster
the supportive nature of the couple to result in more positive couple adjustment over time
[17; 29; 56]. Even in the case of fatigue and function, findings underscore the importance of
including the perspective of both members. Several couple-level interventions have shown
promising results on both couple and patient outcomes [47; 48; 54], though none have
focused on FM couples. As FM patients can often feel stigmatized by family, who question
the validity of their illness experience [5; 40; 69; 70; 73], communication-based
interventions may be particularly relevant, and a more malleable target than the broader
concept of relationship satisfaction.

According to the theoretical framework, focusing on the dyad as the unit of analysis
provides a perspective that will allow interventions to maximize outcomes for both members
of the couple. If health care providers focus management strategies solely on the patient,
they may miss a critical component of the patient’s cumulative disease experience – i.e. the
interdependent nature of the couple. Rather, clinicians need to be mindful of the potential
interpersonal issues that may exist within FM couples that can hinder optimal outcomes. In
particular, it may be beneficial for clinicians to determine both patient and spouse
perspectives of the patient’s symptoms and function and assist the couple in discussing FM-
related topics about which they are having difficulty communicating. As with many chronic
illness contexts, clinicians can also play an important role in identifying spouses who may
be experiencing high levels of depressive symptoms and strain. The challenges of chronic
pain on the couple increase the need to identify those at greatest risk for poor dyadic
adjustment and to provide appropriate interventions at the level of the couple [76]. Health
care providers are optimally situated to take a more holistic approach to the couple. It will be
important to educate clinicians most likely to see FM patients on the advantages of such an
approach.

Despite the strengths of the current study, there are several limitations. First, as noted above,
the cross-sectional design limits discussion of directional effects. Future research is needed
to examine the temporal order of associations. Second, although the large, community-based
sample increases the generalizability of the findings, the focus on co-residing partnered
couples means that conclusions regarding other FM dyads (e.g., siblings, parent-adult-child)
are not possible. Additionally, due to the low percentage of male patients and non-Caucasian
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patients, gender and minority effects could not be examined. Future research is needed to
understand similarities and differences in incongruence in these additional FM dyads. Third,
the study experienced a very low response rate, which may have been partly related to the
mode of contact (i.e., cold e-mails and mailed letters), descriptive nature of the study, and
eligibility criteria. Nevertheless, the large, community-based convenience sample is typical
of the fibromyalgia population in being predominantly white and female, and comparable in
age to that found in previous FM research [9; 27; 31; 78]. Additionally, the level of
disability of the sample is also representative of the population [8; 27]. It is, however,
unknown if the results of the current study can be generalized to those couples who did not
select to participate due to factors such as severe depression. Similar to other couple
research, couples in the current study rated their relationship, on average, as good and well-
established. Again, the generalizability of the findings for couples who rate their relationship
as poor is yet unknown and particularly relevant given the findings of the study. Further
research on creatively recruiting these under-represented couples is needed. Finally, the
large amount of unexplained variance in incongruence (particularly for pain severity)
suggests more research is still warranted to identify additional interpersonal factors such as
empathy and dyadic coping style.

FM has been found to challenge the supportive nature of the couple [62]. Taking a dyadic
approach and moving beyond individual risk factors will broaden our ability to support
couples through the process and facilitate adaptive coping and adjustment for both patient
and spouse. The current study used MLM to examine risk factors for patient-spouse
incongruence that may help us to identify couples in need of intervention, as well as those
doing well.
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Significant variability was found across couples in how they rated symptom severity and
how much incongruence existed within couples. Interpersonal factors were significantly
associated with patient-spouse incongruence.
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Figure 1.
Average couple incongruence on pain interference when patients and spouses similar and
dissimilar on level of communication problems. High and low levels of communication
problems represent 1 SD above and below the mean, respectively; all other variables held
constant.
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