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It is estimated that the prevalence of fibromyalgia (FM) is
3.4% for women and 0.5% for men1. FM is the second most
common diagnosis in rheumatology clinics2. Cross-
sectional and population studies conducted in Europe, South
America, the United States, and Canada collectively indi-
cate that FM is a major cause of morbidity3. FM may coexist
with other rheumatic diseases (e.g., lupus) and often

presents in conjunction with syndromes such as irritable
bowel and chronic fatigue4. Patients with FM often are high-
end users of medical services5-7 (and Schultes H, et al,
unpublished data); nonetheless, their symptoms remain
stable over time8,9. Health care providers tend to avoid
contact with FM patients who, in turn, may feel misunder-
stood and rejected by health care providers10. At present,
there is a paucity of knowledge regarding the physician-
patient relationship or communication patterns in this
patient population.

With increased acceptance of shared medical decision-
making, interest has arisen in studying discordance between
patients and physicians11. In previous times, “doctor’s
orders” were accepted unquestioningly, with little need to
verify whether patients agreed with their doctors’ advice. As
the patient-physician relationship gained recognition as a
partnership, it became evident that discrepant views on
health status or treatment plans could influence patient
outcomes12. It is possible that discordant perceptions may be
the result of ineffective communication between the patient
and physician.

Patient-physician discordance is more frequent in some
diseases than in others. For example, disagreement is
unlikely to occur when a patient presents with symptoms of
otitis, a medical problem that is usually easy to detect and
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cure. When a patient presents with vague symptoms (e.g.,
fatigue) or when standard laboratory tests fail to substantiate
pathology, the likelihood of disagreement in health related
issues increases. One may expect, then, that for patients with
FM, a disorder with no known pathognomonic markers and
vague and nonspecific symptoms (e.g., widespread body
pain, morning stiffness), the possibility that they may differ
in their perceptions compared to physicians is high.

To date, almost no studies have investigated this issue in
FM patients directly. The few that did corroborate the exis-
tence of discordance between patients’ and health profes-
sionals’ perceptions. For example, Hidding, et al13

compared self-report measures and clinical observations of
functional disability in 3 groups of rheumatology patients:
ankylosing spondylitis, rheumatoid arthritis, and FM.
Although there were only 13 patients with FM, differences
between self-report and observations of behaviors were
highest in the FM group, with these patients rating signifi-
cantly more dysfunction compared to occupational thera-
pists. In other research that examined discordance in terms
of patient self-report of pain and objective tender point
count, Jacob, et al14 found a significant concordance
between these measures only for patients with disease dura-
tion greater than 10 years (r = 0.44, p < 0.001).

There are several reasons why a study of discordance
between patients with FM and physicians and assessment of
the role of psychosocial factors is timely. First, given that
psychosocial problems evident in FM15 are believed to play
a role in explaining patient-physician discordance in other
patient populations16-19, it follows that this needs to be
investigated in FM. Second, patients with FM often present
with multiple conditions4, including “physical” (headaches,
irritable bowel syndrome) and “psychological” (depression)
disturbances that may negatively influence the formation of
a therapeutic alliance20,21. Few studies have attempted to
identify patient characteristics, other than psychological
distress, which may influence patient-physician discordance
such as perceived stress, social support, and comorbid
conditions. Third, patients and/or their physicians may be
dissatisfied with the office visit when they disagree with one
another22. This could result in the disengagement of one or
both individuals from the partnership23. The patient may
seek treatment elsewhere24; the doctor may provide minimal
services or refer the patient to another health professional25.
Finally, patient and physician disagreement about health
related issues may affect patients’ adherence to the proposed
treatment plan26.

We administered a validated questionnaire that assessed
patient-physician discordance. We also had patients
complete validated psychosocial instruments selected for
their relevance to the outcomes of interest. We describe
disagreement following the office visit and address the
question, “What are the determinants of patient-physician
discordance on health perceptions and on satisfaction with

the visit in patients with FM?”. Results of this investigation
may clarify areas of disagreement that are modifiable so that
communication between patients with FM and their physi-
cians may be improved.

MATERIALS AND METHODS
Two approaches were used for subject recruitment. First, 10 rheumatolo-
gists working in hospitals and private practice settings identified women
with FM who were scheduled for an office visit and invited them to partic-
ipate in the study. Second, newspaper advertisements were run seeking
women with widespread body pain and fatigue. This latter method included
a structured telephone screening interview developed by White, et al3 that
identified patients most likely to have FM. Those who screened positive
were subsequently examined by a rheumatologist to confirm the diagnosis.
These participants were informed that no recommendations would be made
in regard to FM treatment. The purpose of the office visit was to confirm
the FM diagnosis; a history was taken, tender points assessed, and patient
mental health was discussed.

Physicians were informed that their participation would involve
completing a questionnaire on one occasion pertaining to their age, sex,
medical school training, current level of training, and experience treating
FM. After a scheduled visit with a patient who agreed to participate in this
study, physicians were asked to complete a 10 item visual analog scale
(VAS) questionnaire pertaining to their visit. The research protocol was
approved by the McGill University Faculty of Medicine Institutional
Review Board as well as all other hospitals not affiliated with McGill
University.

Eligible participants had to be age 18 years or older, have a diagnosis
of primary FM [using American College of Rheumatology (ACR) criteria],
and be fluent in English or French. Written informed consent was obtained.
Patients were informed that their participation involved completing a ques-
tionnaire immediately following the office visit (independent of the physi-
cian) and a battery of questionnaires within 72 hours after their visit with
the physician. Fifteen patients from tertiary care approached by the
rheumatologist declined to enter the study. Among subjects from the
community who contacted us and screened positive, about one-third failed
to attend the medical examination. Among the 104 who were examined, 99
met ACR criteria for FM and 5 did not. In total, 99 community and 91
tertiary care participants entered the study. From this subject pool, 8 failed
to provide data (6 of whom were from tertiary care), resulting in a sample
of 182. Most (95.6%) completed the questionnaires at home and 76.2%
mailed them back to the research office within 72 hours. The time interval
between their initial visit with physician and the completion of the
psychosocial measures was not statistically correlated with patients’ scores
on any questionnaire (data not shown). 

Outcomes measures. Patient-Physician Discordance Scale. Patient and
physician perceptions of health status were assessed independently with the
Patient-Physician Discordance Scale (PPDS), a questionnaire developed by
our team in the context of a study of patients with inflammatory bowel
disease (IBD)27. The PPDS is a 100 mm anchored horizontal visual analog
scale consisting of 10 items derived from the literature on physician-patient
agreement. Items relate to functioning (e.g., pain, disease activity, physical
limitations, emotional well being, and psychological distress); expectations
of the visit (e.g., patient desire for further testing and for prescription of
medication); communication (e.g., discussion of main problem and
psychosocial issues); and patient satisfaction with visit.

Discordance is determined by calculating the difference between the
patient’s and physician’s VAS ratings for each of the 10 items. Although
crude discordance scores inform the reader about who perceives items
worse compared to the other, one disadvantage of using directional scores
in analyses is that when items are summed, positive differences on some
items may cancel out negative differences on others. A mean directional
score of 0 may represent either perfect agreement across all items or
considerable differences in opposite direction on several items. One way to
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avoid ambiguity is to calculate the absolute value of the corresponding
directional score. In doing so, an absolute discordance score of 0 would
indicate perfect concordance. This absolute value is interpreted as the
magnitude of discordance between physician and patient, without it being
influenced by whether the patient or physician scored higher on particular
items.

In patients with IBD, a principal component factor analysis identified 3
factors that together explained 51.4% of total variance. These were: (1)
symptoms and treatment (pain, physical limitation, expectations for a
prescription and for testing); (2) well being (disease activity, psychological
distress, and emotional well being); and (3) medical encounter (problem
discussed, personal issues discussed, and satisfaction with medical visit).
Intraclass correlation coefficients calculated on the 10 patient ratings
ranged between 0.67 and 0.92, indicating satisfactory reliability28.

For this study, 2 items (expectation for testing and for a prescription)
were dropped from the symptoms and treatment subscale, as they applied
only to participants recruited by the rheumatologist. The modified subscale
was renamed “physical functioning” because it consisted of 2 items (pain
and physical limitations). The well being subscale was retained with no
modifications. The medical encounter subscale was not retained because it
did not apply to the subjects recruited from the community. That is, not all
community based participants discussed personal issues with the rheuma-
tologist. A single discordance score on patient satisfaction with the visit
was retained as a separate outcome variable. This item asks the physician
to consider how satisfied he or she believes the patient felt about the visit;
for the other items considered here the physician is asked to rate the patient
according to his or her own perception of the patient’s functioning.

Putative determinants of discordance.
Sociodemographics. Patients provided information on age, marital status,
level of education, and annual household income.

Clinical characteristics.
Disability. The Fibromyalgia Impact Questionnaire (FIQ) is a reliable29,
validated, self-administered instrument that measures physical functioning,
work status, psychological distress, pain, stiffness, fatigue, and well being
within the past week. The first 10 items record the respondent’s ability to
carry out daily tasks (e.g., grocery shop); 2 items pertain to ability to work;
and 7 VAS items pertain to FM symptoms (e.g., morning stiffness). A total
score was calculated, with high scores indicating greater disability.

Comorbidity. Patients were asked to indicate whether they suffered from
headaches, irritable bowel syndrome, or arthritis; moreover, they listed all
other medical conditions. “Other medical conditions” solicited a range of
disorders, such as cancer, herpes, depression, allergies. In total, we coded
44 distinct medical conditions. A comorbidity score was derived by
summing the total number of conditions endorsed. Scores ranged from 0,
“no other condition” to 5, “5 or more conditions.” 

Duration under rheumatologist’s care. Patients indicated the duration of
time (in months) under a rheumatologist’s care. Patients who were not
followed by a rheumatologist received a score of 0. This variable was
dichotomized using a cutoff point of 12 months.

Psychosocial characteristics.
Perceived stress. The Perceived Stress Scale, a 10 item instrument, was
used to assess the degree to which patients felt overwhelmed by stressful
life situations that had occurred during the past month30. Items are scored
on a 5 point scale from 0, “never” to 4, “very often.” In our sample,
Cronbach’s alpha was 0.84, indicating high internal consistency.
Psychological distress. Psychological distress was measured with the
Symptom Checklist-90-R, a widely used and validated 90 item self-report
measure that assesses a variety of symptoms experienced during the past
week31. Nine symptom clusters are assessed, including somatization, obses-
sive-compulsive, interpersonal sensitivity, depression, anxiety, hostility,
phobic anxiety, paranoid ideation, and psychoticism. A summary score is
derived by combining the items to create a global severity index (GSI).

Descriptive statistics for GSI T-scores are reported to facilitate interpreta-
tion. The internal consistency of the GSI scale in our sample was very high
(Cronbach’s alpha 0.98).

Extent of sexual abuse. A history of sexual abuse was assessed through a
validated32 self-report questionnaire developed for population based
surveys of sexual and physical abuse33. Patients were asked to respond to 5
questions on episodes of sexual abuse. This questionnaire has been
employed in studies of patients with chronic pain, including FM34-36. The
extent of sexual abuse was represented by the number of items endorsed.
Satisfaction with social support. Social support was assessed with an abbre-
viated version of the Social Support Questionnaire (SSQ6)37. This validated
instrument, consisting of 6 items, quantifies respondents’ general satisfac-
tion with available support. Items are scored on a 6 point scale, from 1 =
very dissatisfied to 6 = very satisfied. In our sample, Cronbach’s alpha was
0.86, indicating high internal consistency.

Statistical analysis. Descriptive statistics were used to characterize the
study population and the distribution of crude and absolute discordance
scores. Paired t tests were used to determine whether there were systematic
differences between patient and physician crude ratings. Pearson correla-
tion coefficients were calculated to assess the degree of associations among
putative determinants. Separate generalized estimating equations (GEE)
models38 with forward selection of statistically significant independent
variables were estimated to identify correlates of each outcome variable
representing discordance on physical functioning, well being, and satisfac-
tion with visit. The GEE approach provides a method of analyzing corre-
lated data sets and accounts for interdependence of outcomes among
subjects who share a common characteristic such as being treated by the
same physician. We assumed the exchangeable covariance structure of
residuals39. Criterion for inclusion was set at p < 0.15 to adjust the estimates
in the full model for marginally nonsignificant variables40, and therefore
reduce the risk of residual confounding41. However, for the purpose of
formal hypothesis testing, we used the 0.01 significance level to account for
both multiple testing in 3 separate models and a posteriori selection of
independent variables42,43. For the same reason, 99% rather than 95% confi-
dence intervals were reported for all the effects estimated in GEE analyses.
The following putative determinants were examined for possible entry into
the 3 models: patient age, education, and household income; psychological
distress; satisfaction with social support; perceived stress; sexual abuse;
duration under a rheumatologist’s care; disability; and co-morbidity. The
study was planned to include 160 to 200 patients, which ensures adequate
statistical power at 80% or more to detect the adjusted effect of a determi-
nant that accounts for at least 8% of the total variance in discordance
scores, at the corrected 0.01 level of significance44. Total sample sizes for
GEE analyses vary between 172 to 174. Analyses were performed with the
SAS System for Windows 6.12.

RESULTS
Physician and patient demographics. 
Physicians. Demographic characteristics of physicians
(Table 1) indicated that the majority were attending staff
(80%), Caucasian (90%), and male (70%). Physicians aver-
aged roughly 19 years of professional experience and 13
years of experience treating FM. On average, physicians
treated 13 patients with FM per week. The number of
patients examined per physician ranged from 3 to 60.

Patients. As shown in Table 2, about half of participants
constituted our tertiary care group. All the community based
participants saw the rheumatologist as part of the study
protocol. Among the tertiary group with available data (n =
80), 37.5% saw the rheumatologist as part of a followup —
16.3% for routine health maintenance, 5% for symptom
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exacerbation, 3.8% for the study participation, and 37.5%
for other reasons such as consultations. Although a substan-
tial proportion within the tertiary group (37.5%) visited the
rheumatologist for the first time, making them similar to the
community based group on this account, we explored the
possibility that the 2 groups differed on specific determi-
nants and outcome variables. No statistically significant
differences were observed in terms of mean values for
sociodemographic, clinical (e.g., duration of the office visit,

comorbidity), or psychosocial (e.g., psychological distress)
variables between the 2 groups nor on 3 outcomes studied
(data not shown). Data were thus collapsed across the 2
groups for all subsequent analyses.

As summarized in Table 1, the majority of patients were
Caucasian (88.5%) and married (56.6%). Table 2 presents
the distributions for clinical and psychosocial variables. A
slight majority of patients (56.6%) had been under a
rheumatologist’s care for one year or less. The mean
disability, as measured by the FIQ, was 57.70, indicative of
moderate to severe impairment29. The median number of
comorbid conditions was 2. The mean score of perceived
stress was 21.60, which was higher than the 13.7 reported on
normative data for women between the ages of 45 and 5430.
Close to 3 out of 4 (72.5%) patients in our sample reported
clinically significant psychological distress (GSI ≥ 6331).
The majority reported being satisfied with the social support
they received. The extent of sexual abuse reported by
patients was consistent with the literature in that less than
half (43.41%) reported no events, whereas as many as
25.82% reported 4 or more events.

Patient and physician VAS item ratings and crude score
differences. Figure 1 compares the means of 10-item VAS
ratings for patients and physicians. Total numbers for each
VAS item varied between 178 to 180, with the expected
prescription and testing items both having 81 observations
because these 2 items were only relevant to the tertiary care
subsample. Higher scores on an item indicate more of the
attribute (i.e., more pain, more discussion). Most of the
patients’ and physicians’ ratings were distributed across
almost the full range of possible scores from 0 to 100,
although physicians’ ratings showed slightly less variability
(data not shown). Paired t tests with (n – 1) degrees of
freedom were used to test for systematic differences
between patient and physician ratings. To reduce Type 1
error, alpha was set at 0.01. As shown in Figure 1, on
average, patients reported significantly less pain, more
physical limitations, better emotional well being, more
discussion of the main problem and personal issues, and
higher satisfaction with the visit when compared to their
physicians. Applying a Bonferroni correction (0.05/10 =
0.005), discordance on pain and emotional health were no
longer statistically significant.

Bivariate associations among determinants. Several deter-
minants were significantly associated with each other in
expected directions (data not shown). For instance, more
comorbidity was associated with being older, higher levels
of disability, perceived stress, psychological distress, and a
greater extent of sexual abuse. Higher levels of disability
were correlated with lower levels of education, household
income, and less satisfaction with social support, as well as
with higher levels of perceived stress, psychological
distress, and more sexual abuse. Social support was nega-
tively correlated with perceived stress and psychological

Table 1. Physician and patient sociodemographics.

Variable Percentage or Mean ± SD 
(range)

Physician, n = 10
Race, Caucasian, % 90
Sex, male, % 70
Age, yrs 43.82 ± 8.79 (30.50, 54.20)
Position at hospital, %

Attending staff 80
Rheumatologist not on staff 10
Resident 10

Years since graduation from medical school 18.70 ± 9.50 (3, 30)
Years treating FM patients 12.60 ± 6.83 (1, 21)
Number of FM patients seen per week 12.75 ± 17.85 (3, 60)

Patient, n = 182
Race, Caucasian, % 88.5
Education, yrs 12.94 ± 3.35 (3, 18)
Age, yrs 50.84 ± 10.32 (20.60, 78.70)
Marital status, %

Married 56.6
Single 12.6
Separated or divorced 23.6
Widowed 7.1

Household income* 3.89 ± 1.89 (1, 6)

* For household income, there were 168 observations; median family
income = 4, representing income bracket Canadian $30,000–40,000.

Table 2. Clinical and psychosocial characteristics (n = 182).

Variable Percentage or Mean ± SD 
(range)

Clinical
Teriary care, % 46.7
Duration under rheumatologist’s care: 

≤ 12 mo, % 56.6
Disability (FIQ)* 57.70 ± 16.44 (0.50, 92.51)
Comorbidity 2.12 ± 1.39 (0, 5)

Psychosocial
Perceived stress (PSS)3 21.60 ± 7.10 (2, 36)
Psychological distress** 66.82 ± 8.60 (30, 81)
Satisfaction with social support 4.66 ± 1.14 (1, 6)
Extent of sexual abuse 1.79 ± 1.99 (0, 5)

* For the disability variable, there were 181 observations. ** Global
Severity Index average T score presented; scores ≥ 63 indicative of clini-
cally significant distress. The mean and standard deviation for GSI raw
scores were 1.29 and 0.72, respectively. FIQ: Fibromyalgia Impact
Questionnaire. PSS: Perceived Stress Scale. 
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distress. Perceived stress, sexual abuse history, and psycho-
logical distress were significantly and positively associated
with each other.

Determinants of discordance. Table 3 presents the results of
GEE analyses for each of the putative correlates of the 3
outcomes. For each outcome, the left column presents the
unadjusted regression coefficient with 99% confidence
intervals (CI), obtained from the separate simple regression
models. The right column shows similar results for only
those variables that were selected into the final multivari-

able GEE model, using forward selection with p < 0.15
criterion for entry. For each selected variable, the level of
statistical significance of its adjusted effect is also indi-
cated. As explained above, to account for multiple testing
and forward selection of the variables into the full model,
only effects with p < 0.01 are considered statistically signif-
icant.

Correlates of discordance on physical functioning. In
univariate analyses, only higher satisfaction with social
support was identified as a marginally significant (p < 0.10)
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Figure 1. FM patients’ and rheumatologists’ ratings on PPDS items and paired t test results for each item. *p < 0.01, **p
< 0.001, ***p < 0.0001.

Table 3. Univariate and multivariate generalized estimating equations (with forward stepwise selection procedure) identifying determinants of absolute discor-
dance on physical functioning, well being, and satisfaction with visit.

Univariate and Final Unstandardized Regression Coefficients† (99% CI)
Determinants Physical Functioning Well Being Satisfaction with Visit

Univariate Final (n = 174) Univariate Final (n = 173) Univariate Final (n = 172)

Age 0.11 (–0.20, 0.41) –0.21* (–0.38, –0.03) –0.18† (–0.39, 0.02) –0.06 (–0.24, 0.12)
Household income –0.41 (–1.61, 0.79) –0.26 (–1.17, 0.64) –0.26 (–1.57, 1.05)
Education –0.28 (–0.91, 0.35) –0.10 (–0.54, 0.33) –0.28 (–1.18, 0.63)
Comorbidity 0.49 (–2.04, 3.01) 1.47 (–1.65, 4.59) 1.37 (–1.05, 3.78) 0.01 (–1.58, 1.59)
Rheumatology care†† 1.65 (–1.45, 4.74) 0.10 (–2.08, 2.28) –1.98 (–6.79, 2.82)
Disability (FIQ) 0.07 (–0.15, 0.29) 0.04 (–0.07, 0.15) –0.06† (–0.14, 0.01) 0.11 (–0.09, 0.31)
Perceived stress (PSS) 0.13 (–0.25, 0.51) 0.28† (–0.13, 0.69) 0.28 (–0.18, 0.74) 0.16 (–0.27, 0.60)
Psychological distress 1.99 (–1.53, 5.51) 3.34† (–0.68, 7.35) 2.40** (–0.04, 4.83) 1.61 (–2.59, 5.80) 1.10 (–2.93, 5.13)
Satisfaction with 1.30† (–0.72, 3.32) 2.13† (–0.22, 4.48) 0.87 (–0.61, 2.34) 1.98* (0.27, 3.69) 1.11 (–1.41, 3.64)
social support
Extent of sexual abuse 0.47 (–1.09, 2.02) 0.57† (–0.27, 1.42) 0.69* (–0.02, 1.41) 0.69* (–0.02, 1.41)
Intercept# 6.59 15.49 24.25

† Interpreted as the difference in discordance scores from one category to the next when a binary variable is found to be significant or as the amount of change
in discordance associated with one unit increase when a quantitative variable is found to be significant, accounting for clustering of patients within physician’s
practices. †† Binary variable with 0 representing ≤ 12 months and 1 > 12 months under a rheumatologist’s care; # Intercept for the multivariate model, 
† p < 0.10; * p < 0.01. FIQ: Fibromyalgia Impact Questionnaire, PSS: Perceived Stress Scale.
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correlate of higher discordance on physical functioning. In
contrast, multivariable analyses with forward selection
revealed that both higher levels of social support satisfaction
(p < 0.02) and higher psychological distress (p < 0.03) were
marginally significant independent correlates of higher
discordance, once effects of each on the other were adjusted
(Table 3). Thus, multivariable analyses allowed us to reduce
confounding bias due to the negative correlation between
satisfaction with social support and psychological distress 
(r = –0.37, p < 0.001).

Correlates of discordance on well being. Simple univariate
GEE analyses identified statistically significant or margin-
ally significant unadjusted correlations between several
independent variables and discordance on well being.
Younger age (p < 0.01) and higher psychological distress (p
< 0.01) were both significantly associated with higher
discordance, whereas the effects of higher perceived stress
and more sexual abuse were marginally significant (0.05 <
p < 0.10). However, due to some redundancy between
several of these independent variables, only the effect of
social support (p < 0.003) remained statistically significant
in multivariable analyses. Higher satisfaction with social
support was identified as an independent statistically signif-
icant correlate of higher discordance on well being, whereas
the effects of younger age (p < 0.02) and lower disability (p
< 0.03) were marginally significant (Table 3). These corre-
lates remained statistically significant after adjustment for
comorbidity, perceived stress, and psychological distress.

Correlates of discordance on satisfaction with visit. As
shown in Table 3, the only significant determinant of discor-
dance on satisfaction with the office visit was the extent of
sexual abuse (p < 0.01). A greater extent of sexual abuse was
associated with an increase in discordance on patient satis-
faction with the visit. Interestingly, no other correlates of
discordance on satisfaction were identified in either
univariate or multivariable analyses.

Additional analyses. Although no significant differences
were observed between the tertiary and community based
subsamples on any of the determinants or outcomes
(discordance on physical functioning, well being, and satis-
faction with visit), we explored the possibility that relation-
ships among determinants and outcomes may have differed
for the 2 groups. Therefore, we examined whether group
membership (tertiary care vs community) modified the
associations between those determinants found to be signif-
icant in the final models and outcomes. Separate GEE
models were estimated for each outcome that included
determinants selected in the final models and the interac-
tion term between significant determinants and group
membership (tertiary, community). No interaction effects
were statistically significant at the 0.05 level (data not
shown), indicating that the effect of specific determinants
on specific outcomes was similar for tertiary and commu-
nity groups and subsamples.

DISCUSSION
Crude discordance scores on each of the 10 items simulta-
neously and independently rated by patient-physician pairs
indicate that there were significant differences in their
perceptions. Compared to the physicians, patients perceived
less pain but more physical limitation, better emotional well
being, and more discussion of both the main problem and
personal issues during the office visit. The finding
pertaining to physical limitation corroborates Hidding’s
report13, whereby discordance between FM patient and
observer ratings on functional disability was highly signifi-
cant, with patients perceiving more disability. Unexpectedly,
our participants were more satisfied with the office visit than
the rheumatologists who examined them thought they were.
Indeed, the satisfaction item evidenced the highest mean
discordance score of the 10 items.

Given that many of the potential determinants were inter-
correlated, it was essential to use multiple regression
methods to identify independent correlates of discordance
for each of the 3 outcomes. Higher disagreement on physical
functioning was marginally related to higher satisfaction
with social support and higher psychological distress. While
the literature on discordance, in general, has found psycho-
logical distress to be an important contributor16-19, less is
known about the relationship between social support and
disagreement. As for disagreement on well being, 3 deter-
minants were identified: age, disability, and satisfaction
with social support. In this case, older age and higher
disability (marginally significant) were associated with less
disagreement, which is what one would expect; whereas
higher satisfaction with social support was associated with
more discordance on well being. For both these outcomes,
the findings suggest that women with FM who reported
having more satisfactory support networks disagreed more
with their physicians. Perhaps this characteristic allowed
them to rely less on the rheumatologist’s opinion. The only
other work, to our knowledge, that has examined this rela-
tionship directly was carried out using the same instruments
in a different patient population (IBD). In that research,
Sewitch, et al45 found that Total Discordance on the PPDS,
calculated as the sum of absolute discordance on 10 items,
was significantly and positively associated with psycholog-
ical distress and perceived stress; satisfaction with social
support was not related to general discordance in that patient
group. The nature of the 2 diseases differ, such that IBD has
known pathological mechanisms that are identified by
clinical investigators necessitating the reliance on a
gastroenterologist’s opinion. In contrast, patients with FM
may rely heavily upon family and friends to validate their
condition. In general, however, physicians are unaware of
the influence social factors may have on patients’ beliefs
and behaviors.

As for satisfaction with the office visit, only one variable
was identified as significantly associated with disagreement:
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extent of sexual abuse. More sexual abuse was associated with
more disagreement on patient satisfaction. This finding is
intriguing because it is unlikely that sexual abuse was
discussed during the clinic visit, as most physicians do not
inquire about it and few patients report it spontaneously.
Perhaps patients who have been abused display verbal and
nonverbal behaviors that hamper communications such that
the physician concludes the patient is dissatisfied with their
clinic encounter. In our view, victims of abuse tend to have
ambivalent relationships with those in a position to provide
care (e.g., health professionals) given their past experiences of
being hurt by “caregivers” (e.g., parent) or significant others
(e.g., abusive partner). Frequently they tend to lack trust and
are hostile, especially when their needs remain unmet.

Also unanticipated was the direction of discordance;
patients were on average much more satisfied with the visit
than the examining rheumatologist thought they were. There
are several possible explanations for this finding. First, the
magnitude of the difference may be related to the fact that
this was the only item in which the physician rated
according to her or his belief of what the patient felt, rather
than what she or he personally experienced. It is unlikely
that patient reports were influenced by social desirability
(i.e., providing positive answers to appear in a favorable
light), because patients were informed that the physician
would not have access to their responses and we took
precautionary measures to ensure that this was respected. To
explore this further, we examined the correlation between
the patients’ mean total on a social desirability scale46 and
the patients’ satisfaction with the visit, and it was weak and
not statistically significant (r = 0.04, p = 0.58).

The direction of the difference may reflect physicians’
own feelings when working with these patients. Perhaps
they find it difficult to imagine a patient being satisfied
when they have nothing concrete to offer47. Yet patients
wish for both care and cure48 and they will “settle for” the
former when the latter is not forthcoming. Walker, et al20

studied factors that frustrate physicians, as have Jackson, et
al21 in their investigation of “difficult medical encounters.”
These researchers noted that patients who present with
multiple symptoms are viewed as an unpleasant challenge
for physicians. In our group, the median number of
comorbid conditions was 2, and 25% of the patients reported
3 or more conditions. Because we did not assess the rheuma-
tologists’ views regarding the patient encounter from her or
his own perspective, this explanation remains speculative.

While these results are novel, it is important to bear in
mind specific limitations of the study. Rheumatologists who
view FM negatively may have declined to participate in the
study or chosen not to include patients with FM in their
practices. Although patients were not selected at random,
they appeared to be “typical” FM patients49, in that they
perceived high levels of stress, reported numerous comorbid
conditions, and had a positive history of sexual abuse, as

well as significant levels of psychological distress. To
ensure that there were not important differences between the
subjects recruited from tertiary care and the community, we
explored the possibility that determinants, outcomes, or
relationships among them systematically differed between
the 2 subsamples. Our negative findings indicate that the 2
groups are similar with respect to all aspects relevant for our
study: (1) distribution of potential determinants of discor-
dance and the 3 outcomes, and (2) relationships between
determinants and outcomes, reducing the risk of selection
bias affecting our results. Another point that could be raised
is that the “study visit” may appear artificial for the partici-
pants recruited from the community. This new encounter
should not, however, bias the women’s or physicians’
ratings for the items pertaining to the outcomes, physical
functioning, or well being. Moreover, the encounter may be
considered representative of physician-patient visits for FM
patients, who tend to “doctor shop,” seeking validation of
their illness. It is noteworthy that there was no significant
difference between the 2 subsamples on the outcome satis-
faction with the visit, a variable that potentially could
capture their “disappointment” in not being offered treat-
ment. Perhaps this reflects the unfortunate fact that in
tertiary care patients with FM are often not offered treat-
ment, as rheumatologists may think they have nothing effec-
tive to offer.

In summary, we describe health perceptions and satisfac-
tion with the office visit, demonstrating substantial differ-
ences between the women with FM and the rheumatologists
examining them. The sample size was relatively large and
participants were recruited from both tertiary care and the
community. The similarity of the 2 groups shows that (1) our
results are generalizable for the entire population of patients
with FM, regardless of whether or not they are under the
current rheumatologist’s care; and (2) our results are robust
with respect to the sampling fractions of the 2 corresponding
subpopulations. While the results were based on cross-
sectional data, the instruments used to assess psychosocial
and clinical factors relied on a time frame that preceded the
medical visit. The results suggest that physicians should
ascertain whether their patients are psychologically
distressed and if their own views contradict those of patients’
significant others in order to avoid disagreements on physical
functioning and well being. There is clearly a gap between
what patients and physicians experience during the clinic
visit. Nonetheless, patients were more satisfied with the
clinic visit than the examining rheumatologist thought they
were. Future reports concerning this cohort will examine
whether discordance has an effect on patient adherence to
medical recommendations using a prospective design.
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