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Invalidation in Patients with Rheumatic Diseases:
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Mariana Galante Santiago, Andréa Marques, Marianne Kool, Rinie Geenen, 
and José António P. da Silva

ABSTRACT. Objective. The term “invalidation” refers to the patients’ perception that their medical condition is not
recognized by the social environment. Invalidation can be a major issue in patients’ lives, adding a
significant burden to symptoms and limitations while increasing the risk of physical and psychological
disability. In this study in patients with rheumatic diseases, we investigated the relationship between
invalidation and sociodemographic, clinical, psychological, and personality characteristics.
Methods. This international cross-sectional study included 562 adults with rheumatoid arthritis (n =
124), spondyloarthritis (n = 85), systemic lupus erythematosus (n = 112), or fibromyalgia (FM; n =
241). Assessed were the family and health professionals subscales of the Illness Invalidation Inventory
(3*I), happiness (Subjective Happiness Scale), personality (Ten-Item Personality Inventory), pain,
and loneliness (numerical rating scales). Univariate and multivariate analyses were used to test
different models.
Results. Invalidation occurred in all rheumatic diseases, but patients with FM reported the most inval-
idation. Including all correlated variables in the multivariate model, pain remained as a determinant
of invalidation by health professionals, but not by family. Regarding psychological variables,
loneliness remained as a determinant of invalidation by family, but not by health professionals. FM
and low levels of happiness, agreeableness, and conscientiousness were associated with invalidation
while taking account of other variables.
Conclusion. Invalidation occurs in all rheumatic diseases and patients with FM experience the most
invalidation. Psychological factors (happiness, agreeableness, and conscientiousness), loneliness, and
pain intensity are associated with invalidation, irrespective of the rheumatic disease and may deserve
dedicated interventions. (J Rheumatol First Release February 15 2017; doi:10.3899/jrheum.160559)
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The term “invalidation” is used to describe the patients’
perception that their medical condition is not recognized by
the social environment. It is a multifaceted phenomenon that
includes nonacceptance, misunderstanding, disbelief,
rejection, stigmatization, and suspicion that the problem is
being exaggerated or has a purely psychological character-
istic1. Invalidation is a psychosocial phenomenon because it
depends on the interaction between the provider, who may
deliberately or unintentionally invalidate the patient, and the
perceiver (the patient) and his or her personal interpretation

of the emotional, behavioral, and cognitive responses
provided by others1.

Research on invalidation identified a hierarchical structure
with 2 major dimensions: (1) lack of understanding and (2)
discounting1. Lack of understanding reflects a lack of
positive responses such as not recognizing, not compre-
hending, and not emotionally supporting the patient.
Discounting represents negative social responses and social
rejection, including disbelieving, admonishing, dismissing
inability to work, not acknowledging symptom fluctuations,
and offering unusable advice2. Lecturing and overprotecting
are also identified by patients as forms of discounting1,
suggesting that even people who accept and support the
patient may unintentionally trigger the experience of invali-
dation2.

Positive social responses are important aids in coping with
chronic diseases and they are thought to promote health and
buffer the effect of external stressors on health3. Conversely,
negative social responses (lack of support and understanding
from others, invalidation) have a detrimental effect upon
psychological well-being4 and seem to contribute to pain
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amplification5, thus harming mental and physical health3. To
avoid negative social responses, patients may isolate
themselves from others, thus contributing to loneliness,
depression, lack of self-esteem, and reduced physical
activity5,6. Therefore, invalidation can be a major issue in
patients’ lives, significantly adding to the overall burden of
the disease7 and increasing the risk of physical and psycho-
logical disability8. This makes it important to understand this
phenomenon and its contributing factors to develop and
implement effective preventive and management strategies.

Some determinants of invalidation have been suggested
by research. Higher levels of invalidation were found in
patients with fibromyalgia (FM) than in those with more
visible rheumatic conditions8. This was attributed to the
absence of objective signs of disease that may legitimize
pain, fatigue, and the related behavior in the eyes of others,
although emotional and cognitive aspects of FM may also be
involved. Invalidation has also been found to be associated
with more severe loneliness in patients with rheumatic
diseases9. Other factors related to invalidation (such as
patient age, sex, marital status, and socioeconomic status) are
relevant in this context because they may affect not only true
invalidation by the social environment, but also the
perception of invalidation by the patient8. Further, invali-
dation will likely also be related to personality characteristics
that may act as resilience (e.g., agreeableness) or vulnera-
bility factors for its perception (e.g., neuroticism). Happiness,
a composite of life satisfaction, coping resources, and
positive emotions, is considered a resilience factor against
many forms of misery because it predicts desirable life
outcomes in many domains10. It is hoped that understanding
these complex interactions will assist in the development of
management strategies to protect patients with rheumatic
diseases from the experience of invalidation.

The aim of our study in patients with rheumatic diseases
was to examine the relationship between invalidation and
sociodemographic, clinical, psychological, and personality
characteristics of patients in 2 social contexts that virtually
every patient experiences: family, and health professionals.

MATERIALS AND METHODS
Patients and procedures. Our international cross-sectional study is part of
an international online research project on invalidation in rheumatic diseases
and was approved by the medical ethical review board of the University
Medical Center Utrecht, the Netherlands (NL-16565.041.07 AvG/vb/07/13010).
Participants were identified for an online questionnaire study in Dutch,
English, French, German, Portuguese, or Spanish language. The personality
questionnaires used in our current study were filled out only by respondents
using the Portuguese language version of the questionnaire. Those partici-
pants were included only if they responded to all questions in Portuguese
involving at least 1 of the relevant sources (family or health professionals)
of invalidation.

Participants were invited through notices placed on the Websites of the
Portuguese Associations of Patients with Rheumatic Diseases, media inter-
ventions, and by personal invitation at the Rheumatology Department of
Centro Hospitalar e Universitário de Coimbra.

All the participants were 18 years or older and the diagnosis of rheumatic

disease was self-reported, on the condition that it had been established by a
certified physician. Participants with 1 of the following rheumatic diseases
were included: rheumatoid arthritis (RA), spondyloarthritis (SpA), systemic
lupus erythematosus (SLE), and FM. To make comparisons between
subgroups, patients having only 1 of these diagnoses were included.
Participants who reported having more than 1 of these conditions or none of
them were excluded from analyses.
Measurements and instruments. The online survey included questions about
sociodemographic and clinical characteristics, such as age, sex, marital
status, educational level, work status, and rheumatologic diagnosis.
Participants also completed questionnaires assessing invalidation [the Illness
Invalidation Inventory (3*I)]8, pain and loneliness (0 to 10 numeric rating
scales), happiness (the Subjective Happiness Scale — Portuguese version)11,
and personality traits (the Ten-Item Personality Inventory)12. Only the family
and health professionals subscales of the 3*I were included in the analysis
for our report because virtually all patients have experiences with these 2
potential sources of invalidation. For a description of these questionnaires
and their psychometric properties, see the Supplementary Data (available
with the online version of this article).
Statistical analysis. Categorical data are presented as numbers and
percentages and continuous variables as means ± SD. Differences between
groups were assessed by independent samples Student t test and 1-way
ANOVA with Bonferroni correction for multiple comparisons. Correlations
between continuous variables were evaluated by Pearson correlation coeffi-
cient. The normal distribution of variables submitted to the above-mentioned
parametric tests was confirmed by Kolmogorov-Smirnov test.

Multivariate regression analysis was performed to examine the
relationship between invalidation (lack of understanding and discounting by
family and by health professionals, as dependent variables) and all other
variables identified as having a p value < 0.10 in univariate analysis. To
avoid multicollinearity, independent variables with a variance influence
factor higher than 10 were excluded. To examine the hypothesis that FM
would be associated with invalidation outcomes, having FM was introduced
as an independent variable to each of the 2 dependent invalidation variables
by the family and health professionals (model series 1). In the model series
2, pain intensity was added to the variable used in model series 1. In model
series 3, age, sex, and sociodemographic variables were introduced. In model
series 4, psychological dimensions (loneliness, happiness, and personality
traits) were added. This sequence of models was chosen to represent clinical
practice, where variables that are immediately accessible would be
considered first. The assessment of psychological variables requires specific
tests not common in rheumatology practice and would be recommended only
if they were shown to be relevant after considering the easily accessible
variables. Only the variables that have statistically significant association
with the dependent variables were included in the next series model. The
“stepwise” method was used to enter the variables into the models. Adjusted
R2 was used to compare the models. P values < 0.05 were considered statis-
tically significant. Data were analyzed using SPSS version 20.0 for
Windows.

RESULTS
A total of 746 Portuguese residents responded to the
Portuguese language survey. One hundred and eighty-four
were excluded because they had either none (n = 143) or a
combination of more than 1 of the selected diseases (RA,
SpA, SLE, FM; n = 41). This study included the 562
remaining participants.

The demographic and clinical characteristics of the partic-
ipants are presented in Table 1, which also shows the overall
results of discounting and lack of understanding regarding
the 2 sources analyzed in our report (for the complete 
results on the 5 possible sources of invalidation, see the
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Supplementary Data, available with the online version of this
article). Overall, levels of discounting (p = 0.001) and lack
of understanding (p < 0.001) were higher in relation to the
family than to health professionals.

Discounting and lack of understanding by the family were
higher for female patients (t = 1.97 and t = 2.67, respectively),
those with secondary education (vs primary education; F =
4.74 and F = 2.86, respectively), and those unemployed or
retired (F = 5.78 and F = 4.03, respectively), as represented
in Table 2. Levels of invalidation by health professionals
were not affected by these variables. ANOVA with correction
for multiple comparisons showed that invalidation levels in
patients with FM were significantly higher than levels in each
of the other diagnoses (p < 0.001), for both discounting and
lack of understanding from both the family and health profes-

sionals. Conversely, there were no significant differences
between RA, SpA, and SLE. The variable “diagnosis” was
recoded for further analysis as “FM versus not-FM”.

Table 3 presents the correlations between invalidation and
continuous variables. Both the domains of invalidation from
the 2 studied sources were significantly correlated with
higher levels of pain and loneliness as well as lower levels
of happiness, agreeableness, conscientiousness, emotional
stability, and openness. All the correlations were weak to
moderate in strength.

In multivariate regression analysis (Table 4), having FM
explained about 10% of invalidation from family and about
5% from health professionals. Adding pain to the model
explained an additional 1.5% to 2%. Adding the sociodemo-
graphic variables to the model explained an additional 1%,
but almost all demographic variables were excluded in the
model 4 series. Adding the psychological variables to the
models resulted in the highest increment observed in all
models, explaining an additional 10% in discounting from
family, 12% in lack of understanding from family, 8% in
discounting from health professionals, and 5.5% in lack of
understanding from health professionals.

After including all variables in the model, FM remained a
determinant of discounting and lack of understanding of both
sources. Pain remained a determinant of invalidation from
health professionals, but not from family. Regarding psycho-
logical variables, loneliness remained as a determinant of
both discounting and lack of understanding from family, but
not from health professionals. Low levels of happiness,
agreeableness, and conscientiousness were associated with
both domains of invalidation while taking account of other
variables.

DISCUSSION
The aim of our study was to examine to what extent socio -
demographic, clinical, psychological, and personality charac-
teristics of patients with rheumatic diseases are associated
with patients’ invalidation by the family and health profes-
sionals.

In line with previous studies, patients experienced more
invalidation by family than by health professionals9.
However, health professionals should be aware that some
patients will also perceive invalidation by health profes-
sionals, which may impair the clinical encounter and its
desired outcomes.

The most important correlations of invalidation are
observed with FM, pain, loneliness, happiness, agree-
ableness, and conscientiousness. Moreover, we have
confirmed that levels of invalidation were significantly higher
among patients with FM when compared with RA, SpA, and
SLE. This was expected given the absence of physical and
laboratory evidence of disease in FM, thus promoting a
discrepancy between the patient’s and the social
environment’s judgments of the problem13.

3Santiago, et al: Invalidation in patients with rheumatic diseases

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2017. All rights reserved.

Table 1. Demographic features, clinical characteristics, and invalidation
scores of the 562 participants. Pain and loneliness were assessed using a 0–
10 numerical rating scale. Happiness and personality traits were assessed
using composite scores, both varying from 1 to 7. Invalidation was assessed
using the Illness Invalidation Inventory, varying from 1 to 5. In all cases,
higher values represent higher levels of the correspondent characteristic.
Values are mean ± SD or n (%).

Characteristics Values

Age, yrs 41.4 ± 11.7
Female 482 (85.8)
Marital status

Single 156 (27.7)
Married/partnered 357 (63.5)
Divorced 43 (7.7)
Widowed 6 (1.1)

Education level, yrs
≤ 4 12 (2.1)
5–12 225 (40.0)
> 12 325 (57.9)

Work status
Employed 314 (55.9)
Unemployed 212 (37.7)
Retired 36 (6.4)

Self-reported diagnosis
RA 124 (22.1)
SpA 85 (15.1)
SLE 112 (19.9)
FM 241 (42.9)

Pain, 0–10 5.5 ± 2.6
Loneliness, 0–10 4.1 ± 3.3
Happiness, 1–7 4.4 ± 1.5
Personality traits, 1–7

Extroversion 4.6 ± 1.7
Agreeableness 5.7 ± 1.2
Conscientiousness 5.8 ± 1.2
Emotional stability 3.2 ± 1.5
Openness 5.4 ± 1.3

Source of invalidation Discounting Lack of 
Understanding

Family 2.3 ± 1.0 2.5 ± 1.1
Health professionals 1.9 ± 0.9 2.2 ± 1.0

RA: rheumatoid arthritis; SpA: spondyloarthritis; SLE: systemic lupus
erythematosus; FM: fibromyalgia.
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However, it must be stressed that invalidation is not a
problem exclusive to patients with FM. It also affects patients
with rheumatic conditions having visible signs of disease. In
fact, lack of understanding from family members was
reported to occur “sometimes” or “often” by 22%, 26%, and
24% of patients with RA, SpA, and SLE, respectively (see
the online supplementary file, available with the online
version of this article). Thus, although invalidation is mostly
perceived by patients with FM, it is a problem and burden
worthy of attention for patients with a diversity of rheumatic
diseases.

Practicing clinicians may consider that the higher preva-
lence of invalidation in FM is related to a higher prevalence
of psychological traits potentially associated with invali-
dation14. Our results indicate, however, that the relationship
between FM and invalidation persists after inclusion of
personality variables in the model. Moreover, pain intensity
does not fully explain the higher level of invalidation in FM;
pain persists as a determinant of invalidation after adjustment
for FM diagnosis.

The relationship between pain and invalidation exists
irrespective of the underlying disease. This indicates that
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Table 2. Mean invalidation scores (discounting and lack of understanding) according to categorical variables. Values are mean ± SD unless otherwise specified.

Categorical Source: Family Source: Health Professionals
Variables Discounting p Lack of Understanding p Discounting p Lack of Understanding p

Sex
Female 2.3 ± 1.0 0.051 2.5 ± 1.1 < 0.011 1.9 ± 0.9 0.981 2.2 ± 1.0 0.561
Male 2.1 ± 0.8 2.2 ± 0.9 1.9 ± 0.8 2.1 ± 0.9

Marital status
Single 1.8 ± 1.0 0.152 2.0 ± 1.0 0.332 1.0 ± 0.8 0.542 1.0 ± 0.9 < 0.052
Partnered 2.3 ± 1.0 2.5 ± 1.1 2.0 ± 0.9 2.2 ± 1.1
Divorced 2.7 ± 1.1 2.7 ± 1.0 1.9 ± 0.8 2.2 ± 0.9
Widowed 2.3 ± 1.1 2.2 ± 1.4 1.6 ± 0.5 1.2 ± 0.3

Education
Primary 1.7 ± 0.5 < 0.012§ 1.9 ± 0.9 0.062 1.5 ± 0.7 0.052 2.0 ± 0.9 0.872
Secondary 2.5 ± 1.0 2.5 ± 1.1 2.0 ± 0.9 2.1 ± 1.1
Tertiary 2.3 ± 1.0 2.4 ± 1.1 1.9 ± 0.8 2.2 ± 1.0

Work status
Employed 2.2 ± 0.9 < 0.012¤ 2.4 ± 1.0 0.012* 1.9 ± 0.9 0.602 2.2 ± 1.0 0.912
Unemployed 2.5 ± 1.1 2.5 ± 1.1 2.0 ± 0.9 2.2 ± 1.0
Retired 2.5 ± 1.0 2.8 ± 1.2 1.8 ± 0.7 2.2 ± 1.0

Diagnosis
RA 2.1 ± 0.9 < 0.0012 2.2 ± 1.0 < 0.0012 1.8 ± 0.8 < 0.0012 2.0 ± 1.0 < 0.0012
SpA 2.1 ± 0.8 2.2 ± 0.8 1.9 ± 0.8 2.0 ± 0.9
SLE 2.1 ± 1.0 2.1 ± 1.0 1.7 ± 0.7 1.9 ± 0.9
FM 2.7 ± 1.0 2.9 ± 1.1 2.2 ± 0.9 2.4 ± 1.1

1 P values were calculated by independent samples Student t test. 2 P values were calculated by ANOVA with Bonferroni correction for multiple comparisons.
§ Primary versus secondary (p = 0.03). ¤ Employed versus unemployed (p < 0.01). * Employed versus retired (p = 0.04). RA: rheumatoid arthritis; SpA: spondy-
loarthritis; SLE: systemic lupus erythematosus; FM: fibromyalgia.

Table 3. Correlations between invalidation scores (discounting and lack of understanding) and continuous variables. P values were calculated by Pearson
bivariate correlation.

Variables Family Health Professionals
Discounting Lack of Understanding Discounting Lack of Understanding

Correlation p Correlation p Correlation p Correlation p
Coefficient, r Coefficient, r Coefficient, r Coefficient, r

Age 0.01 0.80 0.11 0.010 –0.04 0.32 0.03 0.45
Pain 0.28 < 0.001 0.27 < 0.001 0.24 < 0.001 0.22 < 0.001
Loneliness 0.34 < 0.001 0.37 < 0.001 0.15 < 0.001 0.16 < 0.001
Happiness –0.25 < 0.001 –0.26 < 0.001 –0.24 < 0.001 –0.20 < 0.001
Extroversion –0.03 0.53 –0.07 0.13 –0.09 0.04 –0.10 0.02
Agreeableness –0.16 < 0.001 –0.20 < 0.001 –0.17 < 0.001 –0.17 < 0.001
Conscientiousness –0.21 < 0.001 –0.17 < 0.001 –0.23 < 0.001 –0.17 < 0.001
Emotional stability –0.20 < 0.001 –0.20 < 0.001 –0.14 0.001 –0.10 < 0.001
Openness –0.07 0.088 –0.12 0.005 –0.11 0.01 –0.15 < 0.001
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patients with higher pain scores tend to feel more frequently
or strongly that people they interact with, including health
professionals, do not respect their illness. This apparent
overlap between physical pain and social pain15 may suggest
that pain makes patients more vulnerable to invalidation, but
it cannot be excluded that invalidation amplifies pain, or both.

Interestingly, pain is no longer significant in the family
context after adjustment for the psychological variables. This
may suggest that high individual levels of agreeableness,
conscientiousness, and happiness may buffer the relationship
between pain and invalidation within the family. However,
pain is still part of the model for health professionals, after
consideration of the psychological dimensions. Health
professionals should  take careful account of their interpre-
tation of intense pain and feelings of invalidation in the
clinical setting.

Regarding personality traits, emotional stability (the
reverse of neuroticism) was associated with invalidation in
univariate analysis, but not in multivariate analysis. This
indicates that emotional stability or neuroticism is less
relevant in experiencing invalidation when simultaneously
considering other personality traits. Happiness persists as a
significant counter to invalidation after adjustment for all the
independent variables studies. Happiness is the tendency to
experience life in a positive, satisfying way16,17,18. It is

considered as a filter through which individuals read and
experience life and its events that apparently acts as a buffer
against invalidation.

Loneliness persists as an independent correlate of
discounting and lack of understanding after adjustment for
other factors, in the family context only. It has been reported
that 30% to 50% of the patients with rheumatic diseases
experience high levels of loneliness9. The relationship
between loneliness and invalidation, whichever is cause and
effect, may result in a downward spiral with potentially
alarming consequences, such as increased mortality19.

None of the sociodemographic variables retain significant
correlation with invalidation after adjustment for diagnosis,
pain, and psychological domains, which is in agreement with
previous studies8. The only exception is age: Younger
patients tend to sense more discounting from health profes-
sionals. These observations should be taken into account
when considering common preconceptions about invali-
dation: Women are not more prone than men to invalidation.
Neither marital and employment status nor educational
levels have a bearing upon invalidation. However, the
skewed distribution of these variables may have obscured
the correlations.

Our results should be seen in the context of the study’s
strengths and limitations. The cross-sectional design does not
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Table 4. Multivariable association between FM, pain, sociodemographic variables, psychological dimensions, and invalidation outcomes (discounting and lack
of understanding) from family and health professionals. Models 1, 2, 3, and 4 refer to addition of independent variables: model 1 included FM as independent
variable; in the model series 2, pain intensity was added; in model series 3, age and sex were introduced and also the sociodemographic variables that presented
a p < 0.01 in univariate analysis; and in model series 4, psychological dimensions were added to the variables used in model series 3. Only the variable(s) that
had statistically significant association(s) with the dependent variables were included in the next series model(s). Values are β.

Variables Family Health Professionals
Discounting Model Lack of Understanding Model Discounting Model Lack of Understanding Model

1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4

FM 0.31c 0.23c 0.23c 0.28c 0.32c 0.25c 0.25c 0.29c 0.24c 0.16b 0.19c 0.18c 0.21c 0.14b 0.14b 0.14b
Pain — 0.17c 0.15b 0.07 — 0.15b 0.15b 0.04 — 0.17c 0.18c 0.17c — 0.15b 0.15b 0.14b
Age — — –0.08 — — — 0.02 — — — –0.13b –0.14b — — –0.04 —
Male1 — — 0.01 — — — –0.04 — — — 0.07 — — — 0.03 —
Marital status2

Married/partnered — — — — — — — — — — — — — — 0.04 —
Divorced — — — — — — — — — — — — — — < 0.01 —
Widowed — — — — — — — — — — — — — — –0.09 —

Educational level3
Secondary — — 0.05 — — — 0.03 — — — 0.05 — — — — —
Tertiary — — –0.02 — — — < 0.001 — — — –0.04 — — — — —

Work status4
Unemployed — — 0.10a 0.07 — — 0.03 — — — — — — — — —
Retired — — 0.01 — — — 0.05 — — — — — — — — —

Loneliness — — — 0.21c — — — 0.29c — — — –0.07 — — — –0.01
Happiness — — — –0.09a — — — –0.08a — — — –0.13a — — — –0.10a
Extroversion — — — — — — — — — — — –0.01 — — — –0.04
Agreeableness — — — –0.08a — — — –0.14c — — — –0.10a — — — –0.12b
Conscientiousness — — — –0.15c — — — –0.09a — — — –0.18c — — — –0.13b
Emotional stability — — — < 0.01 — — — 0.01 — — — 0.04 — — — –0.03
Openness — — — 0.07 — — — –0.02 — — — < –0.01 — — — –0.06
Adjusted R2 0.09 0.11 0.12 0.22 0.10 0.12 0.12 0.24 0.06 0.08 0.09 0.17 0.04 0.06 0.06 0.12

1 Reference: female. 2 Reference: single. 3 Reference: primary. 4 Reference: employed. a p < 0.05. b p < 0.01. c p < 0.001. FM: fibromyalgia.
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allow us to draw any causal relationship between invalidation
and the studied variables; it is conceivable that happiness or
agreeableness, for instance, may operate as resilience factors
against invalidation, but it is equally possible that invalidation
will limit these psychological characteristics. Lonely people
may be more suspicious of the intentions of others, but
repeated invalidation may also foster loneliness.

The dimension and diverse characteristic of the sample,
in age, sex, and sociodemographic and psychological
features, is a positive aspect of our study. The diagnoses were
self-reported. This may have affected the results, especially
through the possible not reporting of the coexistence of FM
with the other diagnoses. The prevalence and importance of
this error cannot be ascertained. However, 22% of the total
number of patients with RA in the original sample described
concomitant FM, and were excluded from our analysis. This
percentage is slightly higher than the frequencies reported by
physicians, according to the literature, thus reducing the
probability that a significant proportion of patients with RA
in our included sample might have had concomitant FM20.
Besides, the correlations between the studied variables were
low to moderate in strength, and our study was restricted to
Portuguese-speaking patients — it is not possible to
guarantee that these results can be extrapolated to other
cultural settings.

Our results show that while considering themselves as
potential sources of invalidation, health professionals should
pay special attention to patients with FM, intense pain, and
low levels of happiness, agreeableness, and conscien-
tiousness. Younger patients have a greater tendency to feel
discounting. The same patient profile is associated with a
higher tendency to feel higher levels of invalidation in the
family context; this tendency being increased by loneliness.

Such observations, and the recognition that invalidation
might significantly reduce patients’ quality of life, challenge
the physician to a difficult exercise: to analyze these
complex domains particularly in the patients who will be less
prone to attract his empathy — patients who are by character
less happy, kind, empathic, cooperative, compliant,
self-controlled, and responsible. This risk becomes higher in
the presence of FM. Family members might need education
about rheumatic diseases and especially about FM to better
understand the patient and the disease, and to change the
attitudes and behaviors that convey invalidation. For patients,
self-management support and interventions could aim at
modifying maladaptive negative attributions about apparently
invalidating actions of others and stimulating strategies that
increase resilience such as acceptance and commitment
therapy21,22. Patients could also be trained on how to best
cope with invalidation, including the acquisition of commu-
nication skills that would allow them to discuss their health
more openly and rationally with others, and — if all other
means fail — to help patients accept the situation. Health
professionals would certainly benefit from increased

awareness and training on appropriate communication skills
to avoid these feelings of invalidation and to improve other
clinical outcomes23,24.

ONLINE SUPPLEMENT
Supplementary material accompanies the online version of this article.
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