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ABSTRACT 

The purpose of this study was to investigate the 

effects of spouse participation in treatment on symptoma

tology in individuals suffering from fibrositis, a form of 

soft tissue rheumatism which has no identifiable, organic 

etiology and which represents a chronic, intractable pain 

disorder. 

While spouse participation has been widely advoca

ted in the treatment of fibrositis and other chronic pain 

disorders, its effects as a unitary variable had not yet 

been objectively measured. 

In the present study, spouse participation consisted 

of a six-week, seven session group therapy program. Educa

tional materials, counseling, and mutual support were 

utilized. Patients themselves were not directly exposed 

to treatment. 

Five patient-spouse diads were randomly assigned 

to each of the two treatment groups. Coincidental attrition 

resulted in the loss of one diad from each group. A time

series design was used in which treatment and nontreatment 

intervals wer~ alternated for the two treatment groups. 

viii 



Six dependent measures were administered to the 

patients at pretest, posttest, and follow-up. The measures 

assessed were: pain intensity, functional activity, psy

chological adjustment, emotional dependency, and awareness 

of disability. The last two measures were also administered 

at pretest, posttest, and follow-up to the spouses. 

Significant results beyond the .05 level of confi

dence were yielded on psychological adjustment and awareness 

of disability for the patients. Analysis of individual 

subscales revealed that a significant reduction had occurred 

on the following scales: somatization, depression, obses

sive-compulsiveness, psychoticism, and emotional reliance 

on others. Improvement did not reach a statistically 

significant level on pain intensity, functional activity, or 

overall dependency. Significant results were achieved only 

on the variable of awareness of disability for the spouses. 

The findings indicate that spouse participation in 

treatment had measurable, beneficial effects on symptoma

tology for the patients in this study, and support the 

application of similar interventions with other fibrositis 

and/or chronic pain patients. 
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CHAPTER 1 

THE PROBLEM 

Introduction 

Fibrositis, a form of non-articular rheumatism 

(NAR), is a condition which accounts for 15 to 30 percent 

of initial visits to rheumatology clinics (Colton, 1981). 

It has been estimated that at any given time as many as ten 

million Americans may have some form of soft-tissue rheu

matism (Calabro, 1981). Among soft-tissue disorders, 

fibrositis is the most common (Littler, 1980). It is 

viewed as "one of the major causes of disability today" 

(Riggs & Gall, 1983, p. 95). Traut (1965) described 

fibrositis as "perhaps the most frequent ailment of man

kind" (p. 162). 

Primary symptoms of fibrositis are generalized 

musculo-skeletal pain, stiffness, and fatigue (Smythe, 

1979). These generally develop in mid-life and persist 

into old age (Calabro, 1981; Riggs & Gall, 1983). 

Additional symptomalogy may consist of sleep disturbance, 

weakness, and depression (Bennett, 1981). 

The course of fibrositis is usually a chronic one 

resulting in increasing dysfunction in occupational, 

social, and psychological spheres (Bennett, 1981; Colton, 



1981). Problems typically experienced by individuals with 

fibrositis and other pain syndromes include restricted or 

interrupted work activities (Grzesiak, 1980); a decline 
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in social and recreational involvement (Pinsky, 1978; 

Sternbach, 1977); a higher incidence of marital dissatis

faction and decreased sexual activity (Maruta et.al., 1981). 

The condition of fibrositis is compounded by its 

resistance to effective treatment (Bennett, 1981). Thera

pies utilized in treating fibrositis have included 

biofeedback and relaxation training (Healy, 1978), various 

psychotropic medications (Colton, 1981; Smythe & Moldofsky, 

1978), and injections of both anti-inflammatory agents and 

local anesthetics (Weinberger, 1981). Thus far, the 

results have not exceeded success rates anticipated for 

placebos (Rodnan, 1973). 

In spite of the dimensions of the problem, fibrositis 

remains to a large extent a clinical enigma. Traut (1968) 

observed that fibrositis was accorded only one page in the 

Thirteenth Review of Rheumatism and Arthritis. Existing 

articles concerning fibrositis number less than fifty. 

Repeated efforts to isolate organic factors under

lying fibrositis have failed to produce any physiological 

correlates which adequately explain the condition's 

etiology (Smythe & Moldofsky, 1978; Weinberger, 1977). 



As a result, it is generally believed that fibrositis is 

largely psychogenically induced and maintained (Colton, 

1981; Payne et.al., 1982). 

The Role of Psychosocial Factors 

Resistance to traditional treatment, the presence 

3 

of psychological symptoms in the condition and the failure 

to isolate any organic causes have suggested the possibility 

that mUltiple factors interact to maintain fibrositis and 

that psychological factors play an important if not pre

dominant role. In fact, Smythe (1979) viewed treatment as 

difficult primarily because of the inability to provide 

adequate physiological explanations and the necessity of 

addressing psychological factors (a serious threat to most 

patients). 

In evaluating and treating fibrositis, as with any 

chronic pain syndrome, consideration must be given to a 

number of variables (Greenhoot & Sternbach, 1974). As 

regards the patient himself, these factors include emo

tional status (Payne et.al., 1982), pain threshold (Calabro, 

1981), sleep patterns (Smythe & Moldofsky, 1977), and sex 

and cultural influences (Wolff, 1977). 

Recognition of the role of psychosocial factors in 

chronic pain disorders has resulted in the use of stress 

management, counseling, psychotherapy and education for 



the patient in comprehensive treatment programs (Gottlieb 

et.al., 1977; Grzesiak, 1980). 

However, contributing factors are not restricted 

to the patient. They include the spouse as well. In the 

fibrositis syndrome Riggs and Gall (1983) have identified 

a tendency to "overnurture" on the part of the spouse. 

4 

Among chronic pain disorders in general, Fordyce (1970) 

observed that the spouse may strengthen pain behavior through 

unintentioned reinforcement. Menges (1981) noted that pain 

is perpetuated through the assumption of a "caretaker" 

role by the spouse. Swanson and Maruta (1980) concluded 

that expectations and responses which are communicated to 

the patient by the spouse largely determine the expression 

of pain symptoms. Thus, rather consistent clinical hypo

theses have been formulated concerning the spouse's impact 

on the patient. 

In turn, it has been observed that chronic pain, 

like other disabilities, may affect the physical and 

emotional well-being of the spouse. Mohamed et.al. (1978) 

found a significantly higher incidence of pain symptomalogy 

with the spouses of chronic pain patients than spouses 

of other clinic patients. Shanfield et.al. (1979) found 

higher levels of psychological maladjustment in the spouses 

of chronic pain patients than in normal subjects. Maruta 

et.al. (1981) noted a decline in marital satisfaction on 
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the part of the spouses of chronic pain patients following 

the onset of symptoms, in addition to a decrease in sexual 

activity. 

Implications for Therapy 

These findings point to the importance of inclusion 

of the spouse in the management of fibrositis and other 

chronic pain disorders. Fordyce et.al. (1973) utilized 

behavior modification techniques with both the spouse and 

the patient to extinguish pain behaviors in the home. 

Greenhoot and Sternbach (1977) included group discussions 

centering around the impact of chronic pain and "pain gains" 

in their multi-modal treatment approach. Maruta et.al. 

(1981) found marital and sexual adjustment problems to be 

correlated with the duration of pain and concluded that 

"active participation of the spouses with ample opportunity 

for them to discuss their own feelings is a vital part 

of the treatment of the patient with chronic pain" (p. 310). 

Block (1981) observed higher measures of physiological 

stress in the spouses of chronic pain patients than normal 

subjects in response to facial expressions of pain and 

concluded, "these data point to the importance of working 

with the family members of a chronically ill patient in 

order to help them adjust to the demands and burdens im

posed by the chronic illness" (p. 421). 



Problem Statements 

Descriptive Data Collection 

6 

Little research has been conducted on fibrositis 

to date (Awad, 1968; Kraft, 1968; Payne et.al., 1982; 

Smythe & Moldofsky, 1978). Rather, the literature on 

this condition is characterized by clinical observation, 

speculation and semantic debate (Colton, 1981; Weinberger, 

1981; Reynolds, 1982). Since the disorder is relatively 

prevalent (Calabro, 1981) and imposes lifelong problems 

(Bennett, 1981), it is essential that more descriptive 

data be gathered if effective interventions are to be 

developed. The current study is empirical in nature but 

does provide for collection of descriptive information as 

well. At the descriptive level the study is designed to 

provide the following data: 

1. Patient information pain location and in-

tensity; activity levels; psychological 

distress; interpersonal dependency. 

2. Spouse information -- psychological distress. 

The above will add to existing information concern

ing the physical manifestations of fibrositis. Since only 

one study is reported which evaluates the emotional 

correlates of fibrositis (Payne et.al., 1982), the above 

will also serve as verification for earlier findings of 



increased psychological distress and clinical psycho

pathology in fibrositis patients. The gathering of data 

regarding interpersonal dependency will help to clarify 

the dependency relationship so often described in the 

clinical setting. Finally, measures of psychological 

distress for the spouses will help in verifying whether 

increased stress is found in the spouses of fibrositis 

patients, as is true for other chronic pain conditions. 

Data Collection 

7 

Spouse participation in treatment. Although the 

present study does seek descriptive information, its pri

mary function is experimental and it is designed to measure 

the effects of a specific treatment modality. 

While the importance of spouse involvenlent in 

chronic pain management is generally recognized (Fordyce 

et.al., 1973; Grzesiak, 1980), spouse participation has 

occurred only in the context of comprehensive (i.e., 

multi-modal) treatment up to the present time. Therefore, 

despite its presumed value, it has yet to be isolated as 

a discrete treatment variable. 

Within an experimental framework, the current study 

is intended to answer three general questions. The first, 

which concerns spouse participation in treatment (this time 

as a unitary variable) is stated as follows: 
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Question 1. What effect does spouse participation 

in treatment have on symptomalogy in the the patient? Here 

symptomatology consists of pain, functional limitations, 

dependency and psychological distress. 

Method of spouse participation. Riggs & Gall 

(1983) recommended the use of education, counseling, and 

support as primary interventions for fibrositis. Bennett 

(1981) and Colton (1981) advocated similar treatment 

approaches for fibrositis, as have others for more general 

chronic pain disorders (Bresler, 1979; Grzesiak, 1980). 

While such interventions have been suggested specifically 

for the patient, they would appear to have similar appli

cability with the spouse. 

Education-counseling procedures with spouses have been 

utilized effectively in other chronic disorders (Bardach, 

1969; Hoebel, 1977) but have had limited empirical investi

gation in the area of chronic pain and no research of this 

type has yet been done with fibrositis. 

In view of the reported tendency of the spouse to 

"overnurture" in the fibrositis syndrome (Riggs & Gall, 

1983) or assume a "caretaker's role" in chronic pain dis

orders (Delvey & Hopkins, 1982), it is likely that heightened 

awareness on the spouse's part, coupled with counseling, 

and support, will influence pain behavior in the patient. 
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The present study makes use of a spouse education, 

counseling, and support procedure in the context of a group 

intervention. Group sessions were favored because they are 

more time efficient and because they allow for shared in

formation, shared experience, and mutual support (Yalom, 

1975). 

For the final factor, mutual support, recent re

search has demonstrated the value of social support systems 

in moderating the effects of stress (Cobb, 1976; Cole et.al., 

1979). 

Because higher levels of stress have been reported 

in the spouses of chronic pain patients (Shanfield et.al., 

1979), utilization of a group intervention allows for the 

investigation of other empirical questions. 

Question 2. Does a spouse education, counseling, 

and support group have any effect on alleviating psychologi

cal stress in the spouse of the fibrositis patient? 

Question 3. Does spouse participation in an edu

cation, counseling, and support group increase awareness 

of fibrositis and chronic pain in both spouses and patients? 

Significance of the Study 

The limited accumulation of descriptive data from 

this study will add to the current body of knowledge re

garding fibrositis, particularly as it pertains to the 

psychosocial correlates of the condition. 
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Inclusion of the spouse in the present study will 

further the understanding of that role and its influence on 

the course of a chronic illness. Virtually nothing appears 

in the rehabilitation literature relating to direct and 

measurable effects on the patient which result from the 

spouse's participation in treatment. The present study 

will evaluate this variable and test some of the assumptions 

that exist concerning reinforced dependency, maintenance 

of the sick role by the spouse, and the importance of 

family participation in rehabilitation programs (Farkas, 

1980; Jaffe, 1978; Waring, 1977). 

Finally, the study will clarify the value of an 

education, counseling, and support group in reducing stress 

in the spouse. Increased recognition of the family's re

sponse to physical illness in the patient makes it critically 

important to formulate effective treatment approaches 

which will not only enhance the coping skills of the patient, 

but ultimately the family system as a whole. The present 

study will help to shed light on the potential value of 

groups with family members of disabled individuals. 

Scope and Limitations 

The current study limited itself to the investiga

tion of a specific disorder, fibrositis. This limitation 

was considered necessary to restrict the number of educa

tional topics, for developing a better understanding of 
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a still enigmatic condition, and for controlling crucial 

independ~nt variables. Consequently, only individuals 

diagnosed with fibrositis were included. While it may have 

been of value to study more diverse pain disorders and 

other forms of chronic illness, that was beyond the scope 

of the present study. 

Restrictions were imposed on subject inclusion by 

virtue of availability of patients and accessibility to 

treatment. Subjects were selected from a confined 

geographical area and from a limited number of coopera

ting, referring physicians. Inclusion criteria and subject 

availability reduced generalizability of findings to a 

specific rehabilitation population in a well-defined set 

of circumstances. Generalizability was further restricted 

by a small sample size (N). 

The treatment approach chosen for the study com

bined didactic, counseling, and support components. The 

rationale for this approach was that such a combination would 

be of more value than education, counseling, or support 

alone. The current study does not compare these group 

components and will not provide any data ~egarding the 

relative strengths and weaknesses of each. 

The type of intervention used in this study and 

small N made it impractical to include an additional group 

to control for possible placebo effects. To the extent 
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that results reflect not only the effects of the specific 

intervention, but also placebo effects, the study is subject 

to confounding. 

The lack of well-researched test instruments geared 

toward the assessment of functional activities and inter

personal dependency made it necessary to incorporate recently 

developed instruments into the battery of dependent measures 

utilized. It was hoped that the use of well-conceived but 

only partially validated tests, in conjunction with other 

more widely accepted instruments, would add to the credibil

ity and application of the former. 

A final limitation concerns the practical necessity 

of the researcher also serving in the role of primary group 

therapist for the treatment groups used. While familiarity 

with group techniques, rehabilitation methods, and fibrositis 

provided advantages in assuming such a role, the possible 

influence of unintentioned researcher bias cannot be over

looked. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

This section will present a survey of previous 

research, journal articles and texts relating to the current 

study. This study deals with a complex problem, making it 

necessary to consider multiple, relevant factors. The 

literature review will address each of these topics 

separately and in the following order: 1) Fibrositis; 

2) Chronic Pain Disorders; 3) Role of the Spouse and Fam

ily in Chronic Pain/Illness; and 4) Patient Education, 

Counseling, and Support Groups. 

It should be noted that research in the field of 

rehabilitation, in its present development, is based 

largely on descriptive data and clinical observation. The 

same is true for much of the research in the medical lit

erature concerning the areas addressed in this section. 

Where sound experimental methodology has been applied, 

procedures will be described in greater detail. Where 

cited studies are based on non-experimental approaches, 

research deficiencies will be identified. 

13 
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Fibrositis 

Historical Review 

The term "fibrositis" was introduced by Sir William 

Gowers in 1904 to explain a symptom complex in the lumbo

sacral region of the body. It was hypothesized that in

flammatory processes involving muscle tissue were responsible 

for symptom onset (Gowers, 1904). 

As late as 1968 muscle biopsy procedures produced 

evidence of trauma in various forms and degrees as the 

underlying cause of the disorder (Awad, 1968). Awad (1968) 

identified histologic changes in the biopsied specimens of 

ten patients. These included: platelet clots, vasocon

striction and edema. Awad concluded that the abnormal 

muscle tissue associated with fibrositis was a product of 

mechanical injury, sudden and repeated muscle contraction, 

or chronic irritation of the tissue. However, Bennett's 

(1981) review of muscle specimen studies indicated a general 

absence of pathology. Most researchers today tend to dis

miss the inflammation-trauma explanation (Bennett, 1981; 

Symthe, 1979; Weinberger, 1977). 

Trave11 and Rinz1er (1952) offered a cyclical 

account for the maintenance of fibrositis, whereby the 

patient was caught in a self-perpetuating sequence of 

spasm-tense-spasm activities, in response to exogenous 
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stress factors. Their interpretation was based largely 

on speculation and patient observation. However, Kraft 

et.al. (1968), using electromyographic procedures, demon

strated the absence of unusual levels of electrical 

activity in response to stress in a sample of 91 fibrositis 

patients. Readings were obtained on the involved muscles 

and reflected relative electrical "silence", thereby 

contradicting the Travell-Rinz1er interpretation. 

Repeated efforts to isolate physiological abnor

malities which might account for fibrositis have been 

generally unsuccessful, leaving the disorder void of any 

identified, specific, relatable cause, according to Traut 

(1968). Indeed, it is the very lack of pathogenesis that 

characterizes fibrositis as a diagnostic entity today among 

soft-tissue pain syndromes (Payne et.al., 1982; Weinberger, 

1977). Diagnostic procedures, including serum levels, 

sedimentation rate, muscle enzymes, X-rays, and electro

myography are typically reported to be negative in the 

condition based on clinical observation (Calabro, 1981; 

Traut, 1968; Weinberger, 1977). 

A trend now exists toward more psychologically 

oriented explanations for the onset and maintenance of 

fibrositis (Rodnan, 1973). In fact, among some clinicians, 

the term "psychogenic rheumatism" is currently favored 

(Colton, 1981). Payne et.al. (1982) compared the 

Minnesota Multiphasic Personality Inventory (MMPI) 
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profiles of individuals diagnosed with fibrositis against 

the profiles of two groups; the first consisting of patients 

with rheumatoid arthritis and the second comprised of 

patients with mixed forms of arthritis. The authors 

reported significantly higher elevations for the fibrositis 

group than for the other two groups on six of the ten 

clinical scales. Two scales, Hypochondriasis and Hysteria, 

exceeded T-score values of 70. The authors concluded that 

the greater psychological disturbance observed in patients 

with fibrositis could not be explained simply as a reaction 

to pain, since the comparison groups were made up of long 

term pain sufferers. 

The lack of definitive etiology and still specula

tive appraisal of the mechanism underlying the syndrome 

have resulted in a wealth of terms associated with fibro

sitis. Current terms include: non-articular rheumatism, 

myofascial pain, fibromyositis, and psychogenic rheumatism, 

as noted above (Rodnan, 1973; Smythe, 1979; Traut, 1968). 

Pathology and Symptoms 

Some clinicians have reported the presence of 

fibrositic nodules, or pea-to-plum sized tender indurations, 

in the otherwise relaxed muscles of fibrositis patients 

(Traut, 1968). Others dispute the presence of these nod

ules (Weinberger, 1981). 
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In addition to generalized aching, fibrositis 

characteriscally imposes localized sites of exquisite 

pain, referred to as "trigger points" (Smythe, 1979). 

Smythe and Holdofsky (1977) objectified the trigger point 

concept, identifying and mapping 14 specific anatomical 

sites of enhanced pain, based on clinical experience. 

Bennett (1981) elaborated on the mapping procedure, in

creasing the number of sites to 25. Present diagnostic 

criteria incorporate the identification of trigger points 

as a requisite to diagnosing fibrositis (Bennett, 1981; 

Calabro, 1981; Smythe & Moldofsky, 1977). 

It has been reported that fibrositis patients 

commonly respond to pressure on trigger point locations 

with a "jump sign", an exaggerated withdrawal or recoil 

from the applied stimulus (Kraft, 1976; Smythe, 1979). 

Reference to an inordinate pain response or lowered pain 

threshold is often made in regard to the patient with 

fibrositis (Riggs & Gall, 1983). Once again, however, 

these reports are based upon clinical observation. 

A second presenting symptom is that of impaired 

sleep patterns (Bennett, 1981; Calabro, 1981). Smythe 

and Moldofsky (1977) demonstrated a high incidence of 

sleep disturbance in a group of ten fibrositis patients 

who were monitored by EEG equipment during sleep. All sub

jects showed low levels of non-REM (Stage 4) sleep. This in 
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turn was associated with increased muscle tenderness as 

measured by pre-sleep and post-sleep performances on a 

dolorimeter, a pressure gauge measuring pain threshold. 

Smythe and Moldofsky (1977) also reported the reproduction 

of fibrositis-like symptoms in normal subjects. Thirteen 

otherwise healthy college students participated in the 

study. The first group (7 subjects) was deprived of Stage 

3 sleep only over three consecutive evenings, using EEG 

monitoring and a buzzer. The second group (6 subjects) 

was deprived of Stage 4 sleep only using the same procedures 

and over the same period of time. Only subjects in the 

second group experienced increased muscle tenderness, as 

measured by a dolorimeter. In addition, subjects in the 

second group reported fatigue and mobility impairment. The 

authors noted the similarity of somatic complaints between 

fibrositis patients and Stage 4 sleep-deprived subjects. 

They interpreted these findings as suggestive of dysfunc

tional sleep patterns in fibrositis, whereby disruption of 

restorative sleep results in a cyclical pattern of pain

stress-disturbed sleep-increased pain. 

Depression is the most commonly clinically observed 

psychological correlate of the disorder (Calabro, 1981; 

Riggs & Gall, 1983), although systematic efforts to measure 

depression in fibrositis patients have failed to verify 

these observations (Payne et.al., 1982). 
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Treatment 

Researchers and clinicians are in general agreement 

that fibrositis is extremely resistant to treatment. Healy 

(1981) noted that, while the diagnosis of fibrositis is 

not difficult, treatment itself is. Bennett (1981) re

ported that "fibrositis is an extraordinarily difficult 

condition to treat" (p. 41). Smythe and Moldofsky (1977) 

indicated that patients with fibrositis often persist in 

their complaints despite intensive therapeutic regimes. 

In one of the few reported experimental tests of this tenet, 

Kraft et.al. (1968) used multiple treatment interventions, 

including injections, topical anesthetics and physical 

therapy, with new (defined as two months or less since 

symptom onset) and long-term (defined as one year or more 

since symptom onset) fibrositis patients. Significant 

treatment results were gained only with the first group, 

suggesting that resistance to treatment in fibrositis is 

related to chronicity and lack of early intervention. 

Poor responsiveness to treatment in fibrositis has 

been attributed to the lack of definitive organic mechanisms 

and the frequent presence of secondary gain factors (Colton, 

1981; Riggs & Gall, 1983). Smythe (1979) and Bennett (1981) 

conceptualized the challenge of treating the fibrositis 

patient as both an inability to provide adequate physio

logical explanations and the necessity of addressing psycho

logical factors, a serious threat to most patients. 
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Despite the reportedly poor clinical outcome, a 

number of approaches have been recommended for the condi

tion. Since fibrositis has not yet been linked to any single 

causative agent, treatment tends to be multifaceted (Traut, 

1965). Various forms of physical therapy have been 

utilized including massage, ultrasound, mobilization, ex

ercizes and diverse heat treatments (Healy, 1981). 

Drug therapy used in treating fibrositis normally 

consists of three types. The first involves injections of 

analgesics, anesthetics and/or anti-inflammatory agents 

into trigger point areas (Calabro, 1981). Utilization of 

tricyclic anti-depressants offers a second modality within 

drug-oriented treatment (Colton, 1981). A third and less 

often practiced method involves the use of topical anes

thetic sprays, such as ethy1chloride (Kraft et.a1., 1968). 

Education and supportive counseling have been 

recommended as essential in the management of fibrositis 

(Bennett, 1981). Colton (1981) recommended that the 

physician offer reassurance that the condition does not 

represent a significant disease and that limitations need 

not ensue. Traut (1965) underscored the need to instruct 

the patient concerning the psychic factors in the condition 

and the importance of improving one's mental hygiene. 

Patients seen at the University of Washington routinely 

receive instruction on stress reduction techniques (Healy, 
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1981). Calabro (1981) advocated physician support and 

empathy in helping to alleviate the tension cycle of fi

brositis patients. 

Bennett (1981) provided a framework with which to 

educate the fibrositis patient, emphasizing the following 

points: 1) the disorder is neither crippling nor a serious 

illness, 2) explanation of referred pain and trigger points, 

3) the role of non-restorative sleep and its relationship 

to fatigue, 4) aggravating and ameliorative factors and 

their impact on symptom fluctuation, and 5) the contribution 

of attitudes and expectations on the disorder's course. 

Bennett further recommended that the clinician avoid 

communicating the impression that the symptoms are primar

ily of emotional origin in the beginning and allow the 

patient to recognize that fact in due course. The impor

tance of education was summarized: "Some patients are 

benefitted by relaxation classes, but in the absence of 

a good understanding of their disease, this form of therapy 

is only of temporary benefit; the same can be said for 

physical therapy, heat applications, massage and acupunc

ture" (Bennett, 1981, p. 412). 

Riggs and Gall (1983) also recommended patient edu

cation, and counseling, and support as the primary modes of 

treatment. Their approach, like Bennett's (1981), includes 

a description of the disorder as non-progressive and 
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non-crippling. However, a more specific discussion of 

psychological factors is used: first addressing pain as 

a learned response, then discussing the process by which 

pain takes control over one's life, and finally dealing 

with the frustration and disappointment patients often 

come to experience with the health professional and his or 

her inability to "cure" the problem. 

It should be noted that none of these approaches 

has yet been subjected to experimental scrutiny. 

Chronic Pain 

Fibrositis is considered to be a specific chronic 

pain syndrome (Bennett, 1981; Calabro, 1981; Riggs & Gall, 

1983; Littler, 1980; Payne et.al., 1982). As such, it is 

appropriate to review the literature pertaining to chronic 

pain. This section will present 1) Concepts and Theoreti

cal Considerations, and 2) Treatment Approaches relevant 

to chronic pain, providing a broader context in which to 

understand the condition of fibrositis. 

Concepts and Theoretical Considerations 

Zborowski (1969) declared pain the most frequent 

and compelling reason why individuals seek medical treat

ment. Sternbach (1977) noted that patients and physicians 

alike commonly assume that the primary role of medicine is 

one of relieving pain. Hardy et.al. (1952) described pain 
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as a specific sensation with its own structural, functional, 

and perceptual properties. As such, it was considered to 

have both quantitative and qualitative components, a view 

that is receiving wider acceptance today (Melzack, 1975). 

Pain is conceptualized and defined in many ways. 

Loeser and Black (1975) attributed the semantic confusion 

surrounding pain to the number of professions involved in 

its study and treatment. Consequently, anatomists, cli

nicians and psychologists may variously refer to the same 

observed phenomenon as "nocioception", "suffering" or 

"avoidant behavior" (Loeser & Black, 1975). 

Pain thresholds were once considered to be constant 

for all humans regardless of sex, age or race (Hardy et.al., 

1952). However, more recent perspectives have emphasized 

the great subjectivity which is attached to the pain ex

perience (Menges, 1981). Beecher's (1956) exhaustive review 

of the research on pain thresholds was strongly supportive 

of a wide variability in pain perception. He concluded not 

only that experimental pain threshold was not constant 

from subject to subject, but that it varied for the same 

individual over time and in different circumstances. 

Differential responses to the same pain stimulus 

have also been reported in efforts to develop reliable 

measures of pain. Lynn and Perle (1977), for example, 

evaluated responses to pain in 24 healthy male subjects 
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by applying the same intensity pain stimulus with four 

different stimuli. These consisted of heat, pinching of 

skin fold, needle pricking and extreme cold. Stimuli were 

applied to three different body sites on each of the sub

jects. Marked differences in the sensitivity of individuals 

appeared on all tests. Correlations both between and 

within individuals proved to be non-significant. Such 

findings have led to a conclusion among many that pain is 

such a personal and subjective experience that it cannot 

be measured precisely (Melzack, 1975; Murrin & Rosen, 1981). 

110st researchers agree that pain may assume a 

variety of forms (Bonica et.al., 1979). Various taxonomies 

have consequently emerged (Crue, 1975; Loeser & Black, 1975; 

Long, 1975). 

Crue (1975) attempted to categorize pain patients 

according to a threeway classification system based on 

clinical and diagnostic expertise. The first category con

sisted of individuals for whom the pain complaint acts as 

a signal for an underlying pathology to be located, 

treated and cured. The second contained individuals whose 

pain represents known pathology but for which current 

knowledge provides inadequate treatment. The third cate

gory was composed of persons whose pain has no identifiable 

pathophysiology and where illness or trauma offer inadequate 

explanations for the magnitude of pain observed. Grzesiak 
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(1980) utilized the Crue model to differentiate between 

acute and chronic pain states. Grzesiak considered Cruels 

first group to represent acute pain, while categories two 

and three were representative of chronic pain conditions. 

Others have been less concerned with the qualitative aspect 

of symptoms, preferring instead to define chronic pain on 

the basis of time factors (Grzesiak, 1980). In general, 

pain of more than six months duration is considered chronic 

in nature (Bresler, 1979; Crue et.al., 1979). 

In his review of neurophysiological research on 

pain, Zimmerman (1979) observed that most of what is known 

about the pain mechanism is based on experimentally induced 

acute pain. Therefore, the understanding of chronic pain 

remains limited. The literature on chronic pain has tradi

tionally come from two groups: those whose primary concern 

has been with physiological causation, such as physicians, 

and those whose interest has focused on mental or emotional 

components of the pain experience, such as psychologists, 

philosophers and theologians (Zborowski, 1969). 

In his review of physiologically-oriented theories 

of pain, Long (1976) identified three basic paradigms. The 

first of these, specificity theory, was developed in 1826 

by the German physiologist Johannes Muller. Muller proposed 

that specific neural receptors in the body correspond to a 

particular pain center in the brain. Pain receptors 



26 

presumably generate pain impulses exclusively through the 

spinothalamic tract and to associated pain centers in the 

thalamus. Implicit in specificity theory is the notion 

that there are specific pain receptors located throughout 

the body and that a lesion in a specific location should 

relieve pain (Collins & Taub, 1975). 

The second major theory cited by Long (1976) is 

referred to as pattern theory. In pattern theory stimulus 

intensity and summation in the brain are seen as the critical 

determinants of pain. Summation results from electrical 

stimuli in smaller nerve fibers converging on dorsal horn 

cells. Dorsal horn cells then transmit a particular pain 

pattern to the brain. 

The third major theory, termed gate control theory, 

was developed by Me1zack and Wall (1975) and represents 

a synthesis of the other two according to Long (1976). 

Me1zack and Wall (1975) conceptualized a gate control sys

tem, located in the posterior spinal horn, which modulates 

afferent input from specific peripheral nerve receptors 

before becoming pain perception. The pain phenomenon was 

described as an interaction between cells of the substantia 

ge1atinosa, afferent patterns of the dorsal column and pro

jecting pathways of the spino-thalamic tract. In this 

manner, the dorsal column was seen as a trigger mechanism 

which activates selective brain processes based on input 

from peripheral structures. 
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Multiple theories regarding pain have also appeared 

among more psychologically-oriented researchers. Here the 

term "pain experience" is favored over "pain" because it 

includes all relevant stimuli operating (Menges, 1981). 

Most psychosocial theories on pain treat the pain experi

ence or pain complaint as the end product of many processes, 

including premorbid personality (Sternbach, 1977), child

hood experiences (Bresler, 1979), and expectations (Selig

man, 19 75) . 

Numerous studies have reported psychological corre

lates of pain, including athletic participation, sex, age, 

and culture (Blaylock, 1968; Wolff, 1977). For example, 

Gonda (1962) conducted a demographic study with 125 neuro

logical out-patients, breaking the subjects (Ss) up into 

two groups: those having complaints of pain associated with 

their presenting symptom(s) and those presenting with symp

tomatology in the absence of pain complaints. He found a 

statistically significant difference between the two groups 

on age, sex, and family size. Pain complaints were associ

ated more with older patients, female patients, and those 

corning from large families. It is difficult to generalize 

results from such a small sample, and it is also unclear 

whether the groups were matched on other important variables 

such as type of medical problem presented and length of 

time since symptom onset. Nonetheless, the study does 
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suggest that environmental factors may contribute to the 

pain experience. 

Regarding racial factors, Chapman and Jones (1944) 

compared the pain responses of 18 Blacks with those of 18 

Whites of European ancestry, utilizing a radiant heat 

technique with stimulation at the forehead. Black SS were 

noted to have a lower pain perception threshold as well as 

a lowered pain response threshold. While potentially 

potent variables were not controlled in this study, in

cluding skin pigmentation and racial similarity of the 

experimenter, it does suggest that ethnic factors may in-

fluence one's response to pain. In fact, Wolff and Langley 

(1968) conducted a comprehensive review of cultural studies 

on pain and concluded: "Cultural factors in terms of 

attitudinal variables, whether explicit or implicit, do 

indeed exert significant influences on pain" (p. 498). 

Psychological factors have received increased 

attention as these may affect the pain experience. Chapman 

(1944) demonstrated the importance of anxiety as it relates 

to physiological responses to pain using an experimental 

design. Seventy-six SS were divided into groups according 

to degree of anxiety present. Subjects were subsequently 

exposed to painful stimulation in the form of intense 

light. Six physiological measures were obtained. Response 
s measures were compared with those of 10 control S. The 
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investigator reported significantly higher physiological 

responses to pain where pretest anxiety levels were highest, 

suggesting that anxiety may enhance the pain response. 

Controversy exists, however, regarding the role of 

anxiety in chronic pain. Greenhoot and Sternbach (1974) 

observed that autonomic indices increase in acute pain 

states while habituation occurs with the passage of time. 

Bond (1981) reported that relief from pain resulted in a 

decline in measures of anxiety and neuroticism, suggesting 

that an increased level of anxiety is a response to pain 

rather than its cause. 

Depression is frequently studied in relation to 

chronic pain. Menges (1981) observed depression occurring 

in the latter stages of chronic pain in his patients, with 

anxiety normally being experienced in the initial stages 

after symptom onset. Sternbach (1974) described depressive 

symptoms typically encountered among clinic patients. 

These included: sleep disturbance, decreased libido, social 

withdrawal and feelings of helplessness. Pinsky (1979), 

on the other hand, advocated the term "demoralization" 

over depression for chronic, intractable,benign pain; 

since he viewed such patients as responding more rapidly 

to support and empathy than those whose depression was a 

primary disorder. 
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Clinical observations of depression are supported 

by more experimental procedures. Sternbach et.al. (1973) 

studied the l1innesota Multiphasic Personality Inventory 

(MMPI) profiles of chronic pain patients with both negative 

and positive physical findings and found higher levels of 

depression in both groups than other clinic patients. 

Crown and Crown (1973) demonstrated the effects 

of chronic pain on emotional adjustment, comparing patients 

with early arthritis to those with late stage arthritis on 

the Middlesex Hospital Questionnaire. They found higher 

levels of maladjustment with the more advanced groups, 

suggesting a tendency for pain patients to become more 

depressed and psychologically disturbed as chronicity is 

established. 

While the above research demonstrates the importance 

of psychosocial factors in the overall pain experience, no 

formal, comprehensive theory has yet emerged concerning their 

causal role in the onset or maintenance of pain. Most 

psychologically-oriented researchers consider the pain ex

perience to be an interaction of organic, psychological and 

environmental factors (Bond, 1981; Grzesiak, 1980; Menges, 

1981). Sternbach (1977) argued that it is counterproductive 

to distinguish between "organic" and "functional" pain since 

an interaction invariably takes place over time. 
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For some, psychosocial contributors to the chronic 

pain disorder are explained in terms of "role behavior." 

Pilowsky (1978) referred to the adoption of sick role 

behavior in chronic pain patients which develops in the 

context of interpersonal relationships and which gives the 

patient certain privileges and exemptions which he or she 

would not otherwise receive. It was Pilowsky's (1978) 

contention that chronic pain patients effectively manipulate 

their environment through a process of somatization. 

Menges (1981) also termed certain chronic pain conditions 

"role behavior" and recommended detailed exploration of 

relevant situational factors, since these often make it 

clear that the pain is being used to legitimize certain 

behaviors or achieve desired goals. Delvey and Hopkins 

(1982) referred to a process of "collusion" between pain 

patients and their partners whereby unconscious contracts 

permit a reciprocal exchange of lowered expectations or 

desired roles and which effectively maintain the pain 

disorder. 

Fordyce (1976) also acknowledged the importance of 

interpersonal relationships in pain but rejected the notion 

of roles. Rather, he explained chronic pain behavior as 

an operantly conditioned phenomenon which is often streng

thened and maintained through unintentioned social 

reinforcement, as well as other environmental contingencies. 
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In both theories, sick role and conditioned pain, the 

patient is viewed as deriving certain gains or advantages 

by virtue of the disorder. While there is no experimental 

verification of either theory, an increasing number of 

pain clinics have incorporated operant interventions 

(Cameron, 1981; Grzesiak, 1980) or family/role counseling 

(Gottlieb et.al., 1977; Greenhoot & Sternbach, 1977) into 

their programs. 

Treatment Approaches 

In conditions of long-standing and generalized 

pain, surgical procedures are ineffective and usually in

appropriate (Hannington-Kiff, 1974). Gottlieb et.al. (1977) 

noted that at the end of five years surgical procedures 

failed to give satisfactory relief to patients in all but 

ten percent of the cases. 

Boyd et.al. (1980) outlined a system of treatment 

modalities applicable to chronic pain. More common measures 

consisted of rest, physical therapy, infiltration with 

anesthetic agents or steroids, electrical counterstimulation, 

acupuncture, analgesics, psychotropic agents, detoxifica

tion from medications, and psychotherapy. 

Sternbach (1977) listed treatments which are gener

ally favored over surgical interventions in cases of diffuse 

and chronic pain. These included physical therapy, elec

trical stimulation, chemical treatment and behavioral 



33 

medicine interventions (including biofeedback, muscle 

relaxation training, hypnosis, group therapy, and behavior 

modification). 

Behavioral medicine is being used with greater fre

quency in pain clinics (Bresler, 1979). In a comprehensive 

review of behavioral and cognitive interventions, Cameron 

(1981) concluded that behavioral approaches merit further 

application in chronic pain cases but that further research 

is needed, primarily due to lack of controlled studies and 

high attrition rates at follow-up. Among the various 

behavioral approaches reviewed, Cameron concluded that 

relaxation training and operant conditioning offer the 

most promise and have produced the most favorable results 

to date. 

Bresler (1979) advocated behaviorally-oriented 

approaches over traditional medicine primarily because of 

the poor outcome associated with the latter, in addition 

to risk factors and complications incurred by invasive 

interventions. 

Behavioral medicine techniques are commonly employed 

by present day comprehensive rehabilitation programs and 

chronic pain clinics, in the belief that integrated and 

holistic approaches are more effective than fragmented 

ones (Grzesiak, 1980). Greenhoot and Sternbach (1974) 

reported the results of a conjoint treatment program on 
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the Pain Unit at Veterans Administration Hospital at San 

Diego. In addition to the customary surgical interventions 

offered, group therapy and staff operant conditioning pro

cedures were utilized. Group sessions revolved around frank 

discussions of "pain games" such as financial compensation, 

emotional support and attention, and the impact of pain 

behavior on the spouse. Results demonstrated a significant 

improvement in activity levels and pain tolerance from the 

time of admission until discharge six weeks later. Un

fortunately, no control group was used for comparison. 

Gottlieb et.a1. (1977) considered comprehensive 

pain management essential. To verify this hypothesis, 72 

low back patients were admitted to a comprehensive rehabili

tation program at Casa Colina Hospital where they were 

exposed to: 1) biofeedback training, 2) group therapy, 

3) medication reduction, 4) patient participation in case 

conferences, 5) physical reconditioning, 6) vocational 

counseling, 7) education classes, and 8) a relaxed milieu. 

Results indicated functional improvement and better 

clinical assessment ratings between admission and dis

charge. Again, however, treatment effects were difficult 

to evaluate since no control group was utilized. 

Fordyce et.a1. (1973) proposed that programs 

adopt a multi-modal concept incorporating: operant con

ditioning, medication management, increased physical 
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activity, spouse participation and retraining, and post

treatment planning. They reported a decrease in the use 

of medication, diminished pain and an increase in activity 

levels for a goup of 36 patients offered such treatment 

measures, with some evidence of long-term benefit. As 

with other comprehensive programs, no comparison group 

was used. 

A number of institutions have reported preliminary 

success with multi-modal approaches including the Texas 

Institute for Rehabilitation and Research (Grabois, 1975) 

and 1'layo Clinic (McPhee and Sawtell, 1976). Baka1 et.a1. 

(1980) used a three stage process to treat chronic headache 

patients. Stages consisted of: 1) observation, 2) educa

tion, and 3) skill acquisition. During the first phase, 

clients monitored their daily pain patterns. In the second 

phase, individual instruction was provided to increase 

understan.ding/awareness of the pain mechanism, stress and 

so forth. Finally, skill acquisition was achieved through 

practice with and counseling in cognitive-behavioral 

interventions. Post-treatment and follow-up indicated a 

significant reduction on daily headache hours, headache 

intensity and number of pills taken (p < .01) . 

Grzesiak (1980) conducted an extensive review of 

treatment approaches used for chronic pain disorders and 

recommended the use of multi-modal approaches in the 
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management of chronic pain. At the same time, he noted 

such programs operate with a scientific disadvantage since 

it is difficult to determine with any precision which of 

the various treatments is effective. Grzesiak (1980) as 

a proponent of holistic treatment in chronic pain advo

cated further investigation of the effects of individual 

modalities typically used in the treatment of chronic 

disorders. Sternbach (1974) expressed a similar concern 

regarding mutliple treatment programs. "It is difficult 

to determine which of the various forms of treatment is 

more effective, because outcome studies in multi-modality 

pain treatment centers cannot differentiate among the 

effects of the several contributions to the overall result." 

(p. 281). 

Family Dynamics and Spousal Role 
in the Disability and Chronic Pain Disorders 

An appreciate of the role of the spouse and family 

in disabling conditions is essential to understanding the 

rationale for the present study. The following section 

will summarize the literature on the spouse and family as 

they relate to the origin, maintenance, and alleviation 

of chronic illness. It will also provide an overview of 

the research on the spouse in conditions of chronic pain. 

While family influence on chronic illness and the 

effect of disability on the family have become issues of 

extreme interest in recent years, this area in particular 
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is lacking in terms of empirical and/or experimental data. 

The literature review will present systematic research of 

these issues as it exists but is based largely on subjec

tive information reflecting the current state of knowledge 

on this topic. 

The Spouse and Family in Chronic Illness 

The family's role in determining the course of 

physically incapacitating disorders is generally viewed as 

a crucial one (Jaffe, 1978; Litman, 1966; Versluys, 1980; 

Waring, 1977). Versluys (1980) observed that the family's 

response to the ill or injured person may determine his or 

her endurance of pain, acceptance of major life changes, 

and overall level of motivation. Jaffe (1978) character

ized the family as the most potent force in shaping person

ality and the expression of physical illness. 

Moos and Tsu (1977) speculated that adaptive coping 

of the physically disabled individual is a function of 

personality, familial and cultural factors. They identified 

seven coping tasks for the dysfunctional patient, including 

preserving a relationship with the family and achieving 

balance between dependency needs and self-responsibility. 

The authors noted that the family encounters the same 

adaptive tasks as the patient during the course of rehabil

itation. 
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Litman (1966) concluded that a relationship exists 

between patient response to rehabilitation and the existing 

degree of family unity, on the basis of empirical research. 

Using 100 sudden-onset physically disabled subjects, Litman 

studied treatment outcome over a period of 15 months at 

the University of }1innesota. Patients were rated as having 

either high or low family integration on the basis of a 

psychosocial interview and the Jansen-Hill Family Integra

tion Scale. Response to treatment was subsequently rated 

for each patient at the time of discharge based on staff 

evaluation questionnaires. Sixty-seven percent of the 

patients with strong family ties had a good response to 

treatment. Patients with low family support responded 

poorly in half the cases. 

Steidl et.al. (1980) studied the relationship be

tween family functioning and chronic illness on a renal 

dialysis unit. Using a group of 23 dialysis patients, the 

researchers evaluated family interaction through structured 

task participation and interjudge ratings. Medical con

dition was assessed by independent ratings of physicians 

and nurses. A significant correlation (r=.5ll) was found 

to exist between the two variables. Additionally, near

significant levels were obtained correlating family function

ing to treatment adherence by the patients. 
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Kaplan et.al. (1977) concluded, while the family 

may act as a buffer against stress, if the stress is great 

enough and sufficiently prolonged, the family itself may 

become permanently impaired. Meissner (1966) also concep

tualized the reaction to physical illness as an interactive 

one, stating that understanding of the process could be 

deepened by directing attention to the patient as a member 

of a family system. According to Meissner, illness may 

lead to maladaptive responses in other members of the system 

as well as the patient. ~fuen a family system becomes 

disrupted, psychopathology may be precipitated in some 

members while minor or major physical dysfunction may be 

manifested in others. Family interaction, according to 

~leissner, is not only an important determinant of one's 

response to disability, but also a primary factor in symptom 

onset. 

A similar view has been expressed by others. Waring 

(1977) conceptualized the breakdown of a healthy process 

within certain families as the precursor to "sick role" 

adoption, a mechanism which he believed could add homeo

stasis to the family system. According to Waring, in such 

families, role complementarity has failed. The illness 

behavior is rigidly maintained to avoid further erosion in 

the system, as v70uld occur through conscious acknowledgment 

of this failure. The term adopted by Waring to describe 

the process is "sick role homeostasis." 
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Jaffe (1978) observed that the family contributes 

directly to illness in two ways: first, the family may 

reinforce sickness through well-intentioned responses which 

ultimately undermine positive change in the patient; second

ly, the family itself may be subject to increased stress 

and consequent impairment in the health of its individual 

members by the presence of illness in any other member. 

Jaffe (1978) observed that secondary gain factors are 

usually operating both in the patient and the family where 

chronic illness exists. 

Like Jaffe, a number of writers have taken the 

position that distinct advantages for the sick person and 

the caretaker result from continued illness (Fordyce, 1976; 

Meissner, 1966; Miller, 1980). Grossman (1953) noted that 

disability creates a state of being supported by others 

and a release from responsibility. How the patient in

fluences those around him in terms of increased attention, 

lowered expectations, or enhanced control largely deter

mines the disability's course, according to Grossman. 

Jackson (1976) used the term "Quid pro quo" in 

reference to family transactions, whereby task allocation 

is based on reciprocity. Roles are unconsciously delegated 

in such a way that members benefit mutually from them. 

Miller (1980) asserted that Quid pro quo also prevails in 

conditions of psychosomatic illness and other disabilities, 
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where spouses reciprocally assume submissive and dominant 

roles in the relationship. 

Rubinstein and Timmins (1978) analyzed the marital 

dyad in cases of chronic depression. They hypothesized 

that emotional dysfunction in depressed patients becomes 

the focus of the relationship, allowing one member of the 

dyad to assume a dependent role, with relatively few 

responsibilities, while the "caretaker" is thrust into a 

role of power and decision-making. They viewed such a 

relationship as immature and unhealthy, with the dysfunction 

of the ill partner typically extending into social and 

vocational spheres. 

Vers1uys (1980) noted that overprotective families 

can prevent total rehabilitation, in turn causing the 

patient to feel depressed, helpless, and anxious. She 

recommended resumption of prior roles as quickly and com

pletely as possible after illness onset to prevent permanent 

dysfunction. 

The systems perspectives relating to chronic illness 

treat not only the family's influence on the patient, but 

also the consequences of the illnesses as these relate to 

other members of the family system. Griffin (1980) sug

gested that the ability of the family to use adaptive 

coping and to avoid unhealthy relationships depends on 

present attitudes in the home, socioeconomic factors, ages 



42 

of the various family members, and their respective places 

in the life cycle. He concluded that chronic illness 

creates excessive demands on the family as a system, re

quiring professional support and a strong commitment by 

the family to withstand the emotional and physical strains 

that inevitably result. 

In addressing the family's response to illness

induced stress of a prolonged nature, Versluys (1980) 

observed that spouses of chronically ill individuals appear 

to develop symptoms of fatigue, depression, and nervousness 

equal to or greater than the patient. The literature 

suggests that even stable families can become overburdened 

and alientated by chronic illness. Meissner (1966) ob

served a "parallelism" in the patterns of physical and 

psychological responses to illness, detecting a higher 

degree of dysfunction in the families of his patients than 

in others. He interpreted this pattern as evidence that 

the onset of illness in the patient can precipitate 

significant health problems in other family members. 

Klein and Dean's (1967) research provided support 

for Meissner's clinical impressions. They studied 73 

spouses of chronically ill patients. Sixty-seven percent 

of the spouses were found to develop health problems of 

their own or to experience a worsening of pre-existing 

symptoms after symptom onset in the patient, as measured 
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by a self-report inventory. In addition, anxiety and 

tension were elevated in 56 percent of the spouses follow

ing illness in the patient. Finally, a significant 

correlation was found to exist between reduced activities 

outside the home and illness onset. Klein and Dean in

ferred from these results that illness exerts a significant 

effect upon even "well" members of the family. 

Kellner's (1963) work provides further support for 

an increased incidence of psychophysiological reactions 

in family members of chronically ill persons. He conducted 

an extensive review of clinic cases in a general practice, 

finding an uneven distribution of both emotional and 

physical disorders. These tended to occur in family clus

ters. Even where communicable illnesses were accounted for, 

a significantly higher number of health problems occurred 

in some families than in others. Patterns emerged upon 

analysis of the data suggesting that the "spread of illness" 

occurred with much greater frequency between certain family 

members than others (mother-father dyad being most common). 

In addition, the presence of a non-communicable illness 

in one family member typically became associated with a 

deterioration in the health of at least one other member 

of the family system. Kellner also found evidence of 

"neurotic" illnesses, or psychosomatic processes, occur

ring disproportionately higher in certain families. 
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Ludwig and Collette (1969) reported a decrease in 

activities outside the horne and in social interaction for 

the spouses of physically dependent individuals. They com

pared a large sample of male patients dependent in activities 

of daily living (ADLs) with a second, nondependent group. 

Wives in the first group were found to take a greater role 

in decision making than wives in the second group. There 

was also a higher trend toward generalized role reversal 

between husbands and wives in the first group than those 

in the second. 

Farkas (1980) discussed the impact of chronic ill

ness on the spouse in terms of common feelings experienced. 

She identified these as: anger -- over illness onset and 

increased demands; guilt over unexpressed anger and real 

or imagined inadequacies in oneself; and anxiety -- over 

financial concerns and an uncertain future. She noted that 

relationship changes always occur when a chronic illness 

exists. 

The Role of the Spouse in Chronic Pain 

The family's role in patient illness has been ad

dressed specifically in chronic pain disorders and with 

greater emphasis on the role of the spouse (Mohamed, 1978; 

Swanson & Maruta, 1980). There are a number of similarities 

between prevailing views on the family's role in illness 
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and the spouse's role in chronic pain. Regarding symptom 

selection, Delvey and Hopkins (1982) described a process 

in the chronic pain syndrome similar to that reported by 

Rubinstein and Timmons (1978) in depressed patients; namely, 

the presence of a "caretaker". They observed that the 

onset of pain commonly served to shift the focus of the 

relationship away from serious marital issues and onto the 

problem of pain. They referred to this process as one of 

"collusion", in which both parties unconsciously contract 

for lowered expectations of the other. The authors viewed 

such a relationship as unhealthy, noting that the caretaker 

frequently perpetuates the pain disorder by covertly in

sisting that the patient maintain the sick role. 

Menges (1981)1 also concluded that the partner 

frequently worsens the pain syndrome by virtue of the 

"tender care" given. He recommended careful evaluation of 

the domestic situation, with specific attention to marital 

complaints, position status of the partners,and profits 

derived from pain. Menges contended that alleviation of 

the "blocked horne" situation could lead to liberation from 

pain. 

Grzesiak (1980), like Menges, observed the importance 

of clarifying position status of the patient and spouse, 

believing that reinforcement of pain could result from a 

faulty interpersonal relationship where pain behavior is 
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sustained, with one person in a position of dominance and 

the other in a submissive role. According to Grzesiak, 

the pain patient need not receive more physical and emo

tional support. Rather, it is the quality of support that 

is important. 

Swanson and Maruta (1980) addressed chronic pain in 

operant conditioning terms, noting that pain behavior exerts 

an effect on others and is in turn influenced in its ex

pression by the expectations and responses of the social 

system. They studies 100 chronic pain patients and their 

spouses. Results suggested poor communication between 

partners. Findings showed little agreement between spouses 

on a subjective rating of pain intensity, with greater 

disparity in ratings associated with more treatment-resistant 

cases. Swanson and Maruta interpreted these findings as 

supporting a need for open and candid discussion of pain 

issues, with specific emphasis on the use of pain for inter-

personal control. 

As with other disabilities, psychological and 

physiological correlates have been investigated in the 

spouses of chronic pain patients. Mohamed et.al. (1978) 

compared a group of 13 depressed-pain (DP) patients with 

13 depressed only (D) patients. Patients with pain were 

found to have increased martial maladjustment as measured 

by the Locke and Wallace Marital Adjustment Index. In 
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addition, a higher incidence of pain problems was found in 

the spouses and other family members of the DP group than 

group D. These findings suggest that the family may play 

an important predisposing role in the pain experience and 

that spouses of pain patients may themselves develop pain 

in response to chronic illness in their partners. 

Shanfield et.al. (1979) studied psychologic sympto

malogy in the spouses of 44 pain patients. They found 

significantly higher values on the symptom sub-scales of 

the SCL-90R for the spouses than expected based on compari

son with non-patient norms. They also reported a high 

positive correlation on overall psychiatric distress scores 

between patients and spouses. Conjoint participation in 

treatment was recommended on the basis of these findings. 

Block (1981 investigated physiological responses 

to pain behavior in the spouses of fifty chronic pain 

patients. Using skin conductance and heart rate as the 

dependent measures, Block exposed the spouses to videotaped 

facial expressions of "painful" and "neutral" states. Phys

iological indices (GSR, heart rate) were significantly 

higher for the spouses when observing the painful condition, 

suggesting an empathetic response. Block interpreted 

these findings as providing an anatomical basis for the 

higher incidence of health problems reported in the spouses 
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of chronic patients (Klein & Dean, 1967; Meissner, 1966). 

He further concluded that is is essential to work with the 

spouses of chronic pain patients as a means of facilitating 

their adjustment to increased burdens and demands. 

Maruta et.al. (1981) interviewed 50 patients and 

their husbands independently concerning marital-sexual 

adjustment. A consistent trend toward deterioration in the 

relationship corresponded to longer periods of time since 

symptom onset. A striking difference emerged for patient 

ratings of marital success as opposed to those of the 

spouses following the onset of pain, supporting the Swanson 

and Maruta (1980) observation of disturbed communication 

between pain patients and their partners. 

With an increased awareness of the importance of 

the spouse in chronic pain disorders, greater emphasis has 

been placed on inclusion of the spouse in treatment (Block, 

1981; Fordyce, 1976; Grzesiak, 1980; Swanson & Maruta, 1981). 

Delvey and Hopkins (1982) advocated therapy in resolving 

the interpersonal issues that normally exist in cases of 

chronic pain. They suggested that intervention take the 

form of conjoint counseling, patient counseling alone or 

counseling of the partner alone. Others have recommended 

education as a vehicle for change (Gottlief et.al., 1977; 

Sternbach, 1977). Fordyce (1976), for example, recommended 

behavioral observation of the patient-spouse interaction 
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with appropriate instruction to the spouse to extinguish 

undesirable pain behavior. Sternbach (1977) utilized group 

discussion and explication of such issues as "pain gains" 

and manipulation of others through pain. 

Patient Education, Counseling, and Support Groups 

While no comprehensive literature is available on 

procedures combining all three components per se into treat

ment, the individual components are addressed at some 

length. This section will provide general support for the 

use of intervention combining the various treatment com

ponents. 

Social support systems have received considerable 

attention in recent years, particularly as they influence 

the individual's adaptability to stress. Thoits (1982) 

noted that prevailing hypotheses regarding stress assume 

that the individual's social support system may help to 

buffer, or moderate, the effects of negative life events 

on his or her psychological state. Cobb (1976) observed 

that social support facilitates coping with crisis and 

adaptation to change. Cole et.al. (1979) indicated that 

patients with chronic illnesses often become less able to 

cope both as a result of their disabilities and a tendency 

to become isolated from sources of social support. 

Gussow and Tracy (1976) reviewed the recent growth 

of self-help groups in medicine, explaining their benefits 
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in terms of increased social support and access to valuable 

information. They concluded that traditional acute-care, 

physician-patient models were no longer effective in 

chronic conditions and that vehicles for ongoing emotional 

support and education are needed. Cobb (1976), like 

Gussow and Tracy (1976), conceptualized support as consist

ing of shared information, in this case information of 

three types: 

1. Information leading the subject to believe that 

he or she is cared for and loved. 

2. Information leading the subject to believe that 

he or she is esteemed and valued. 

3. Information leading the subject to believe that 

he or she belongs to a network of communication 

and mutual obligation. 

Cobb distinguished such forms of support, which 

facilitate independence, from goods and services, which 

often foster dependent behavior. He concluded that emo

tional support and a sense of belonging provide the climate 

in which change most readily occurs. Cobb's conclusions 

were based on his review of the research on social support 

and physical illness. He further concluded that recovery 

from illness is accelerated where increased social support 

exists. 
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While support groups have had widespread usage in 

addictive and mental health populations (Silverman, 1978), 

they did not achieve prominence in physically disabling 

conditions until relatively recently. Gussow and Tracy 

(1976) reported a significant increase in the availability 

of nationally sponsored support groups for cancer patients 

and recovering stroke victims within the last decade. They 

observed that, while the concept of ostomy clubs can be 

traced to the early 1950's, it is only in recent years 

that membership has flourished. 

Pattison (1973) observed that support groups have 

traditionally been associated with psychiatric problems but 

that such interventions can provide assistance to the 

physically ill individual as well. In a similar vein, 

Page (1978) suggested that group approaches be utilized 

with the physically disabled as a means of their obtaining 

greater confidence and self-awareness. Page characterized 

the physically disabled client as experiencing increased 

social alienation, feelings of dependency and a loss of 

self-identity. He believed that group support and counsel

ing sessions offered an important opportunity for individuals 

to explore feelings about their disabilities, their families 

and the reactions to other people to them. 

Ehrlich (1966) advocated increased use of group 

support procedures in physical rehabilitation settings. He 
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observed that the group experience fosters interpersonal 

learning and acceptance, leading to more effective manage

ment of a disability in a socially acceptable manner. 

Cole et.al. (1979) attempted to clarify the mech

anisms by which support groups could enhance the rehabili

tation process of the physically disabled. These included: 

1. Social isolation induced by the illness will 

be significantly reduced by the emotional and 

social reinforcement of group members. 

2. A sense of identity will emerge as group members 

compare themselves with other group members 

and others in the community at large. 

3. Within the group, patients will have an oppor

tunity to share "experiental knowledge" with 

more effective management of the illness 

resulting. 

4. Emerging from the group experience will be a 

greater reliance on natural support systems 

and less reliance on health professionals. 

In his review of group approaches and their applica

tion to health problems in a family practice, Pattison 

(1973) described four basic formats: the suppressive

didactic group; the supportive-educative group; the inter

national-growth group; and the interpretive-therapeutic 

group. He concluded that the supportive-educative model 
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was most appropriate for health problems normally encoun

tered in the medical setting. Such a vehicle, Pattison 

stated, allows for the provision of information, shared 

life conflicts and mutual learning experiences. He noted 

that social and vocational factors are often the most 

difficult problems in medical management, and these issues 

are most effectively dealt with in a supportive-educative 

model. 

Feri et.a1. (1961) also viewed eductional group 

interventions as viable treatment modalities for chronic 

patients. They perceived patient education as an additive 

to overall treatment and as facilitating the individual's 

restoration to society. They recor.~ended that such treat

ment be rendered in groups, varying in size from 4 to 14, 

with the following objectives: 

1. Increase the patient's self-esteem through 

group acceptance. 

2. Stimulate verbal communication between peers. 

3. Strengthen concepts concerning demands of society. 

4. Increase knowledge and skills in an informal 

setting. 

Ude1man and Ude1man (1980) observed that education 

is the tool to enhance clarity and stability where con

fusion exists in chronic illness. They utilized didactic 

sessions with arthritis patients and their families. 
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Content in their open-ended group format ranged from 

sexuality to medications and stress. Although no objec

tive measures were used to evaluate outcome, the authors' 

impression, based on group interaction, was that such groups 

had potential value in terms of patient response to treat

ment. 

Johnson (1982) used a structured pa.tient group 

education course with cancer patients. She measured its 

effect on three dependent variables; anxiety, meaningful

ness in life, and knowledge about cancer. Patients attended 

eight educational sessions over a four-week period. The 

assumption underlying the study was that rehabilitation 

could be accelerated through increased knowledge about the 

disorder. Following discussion of such issues as coping 

with daily health problems, communicating with others, and 

living with limitations, Johnson compared the education 

group participants with control patients. Significance 

(p(.Ol) was obtained on all three dependent measures favor

ing experimental subjects. Johnson viewed this outcome 

as attesting to the importance of including education and 

support in overall patient management. 

Support and education components co-exist in all 

therapeutic groups, according to Ya10m (1975). He identi

fied information giving and group cohesiveness as fundamental 

aspects of all group work. In support of this view, Marmor 
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(1976) listed cognitive learning and emotional support 

among eight major factors he considered operational in 

every psychotherapeutic approach. In Marmor's view, these 

operatives are always present, they simply vary in degree 

and emphasis. 

While psychotherapeutically-oriented groups have 

traditionally been utilized with the chronically mentally 

ill, proponents of groups for the physically disabled have 

generally endorsed ~on-insight counseling approaches, empha

sizing information-sharing and social support (Bardach, 

1969; Udelman & Udelman, 1978). 

Jaffe (1978) described a counseling therapy process 

to be used with physically disabled patients and their 

families. It included: exploration of the meaning of ill

ness in terms of roles; education in unfamiliar areas of 

the condition; explanation of the relationship between 

stress and health and participation in support groups. 

Udelman and Udelman (1978) utilized a group approach 

with rheumatology patients at the Phoenix Arthritis Center. 

Patients attended from three to eleven sessions. The authors 

identified four factors operating in the treatment approach: 

1) educative -- explaining and sharing experiences regard

ing the disorder itself; 2) social-integrative -- preventing 

regression to dependency and maintenance of an identity 

distinct from that of "patient"; 3) supportive-ventilative 
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expression of emotion in a permissive and structured set

ting; and 4) exploratory -- dealing with conflicts and 

defenses related to the disorder. While qualitative 

improvement in group members was observed, the authors 

recommended the use of more objective measures of outcome 

in future studies. 

Relatively few studies have focused on the use of 

group procedures with chronic pain patients. Greenhoot 

and Sternbach (1974) reported the use of group therapy 

sessions on an inpatient pain unit attended by patients, 

nurses and physicians. Discussion revolved around the use 

of pain to manipulate and secondary gain resulting from pain 

behavior. Group therapy was used conjointly with more 

traditional medical-surgical intervention. Activity levels 

and pain tolerance increased over the six-week treatment 

period. Since the program was evaluated on the basis of 

"conjoint" treatment, group intervention as a single treat

ment could not be measured. 

Gottlieb et.al. (1977) incorporated counseling

education groups into a comprehensive treatment program 

for chronic low back pain. Patients were provided with 

instruction on anatomical and psychophysiological aspects 

of back pain. Nutrition, weight factors, medication use 

and abuse, attitudes regarding pain, and the contribution 

of increased anxiety to the pain experience were discussed. 
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While comprehensive treatment proved to be effective in 

increasing activity and lowering pain behavior, the spe

cific effects of group sessions could not be determined 

since a total of eight treatment modalities was used. 

Pinsky (1978) was the first to report the use of 

group therapy procedures exclusively with chronic, benign 

pain patients. He reported the results of such treatment 

with 200 patients over a five year period. Pinsky's groups 

included patients with no identifiable pathophysiology who 

had responded poorly to medical-surgical interventions. 

He excluded from treatment any individual diagnosed as 

psychotic, having poor motivation or involved in litigation 

related to pain. The group intervention consisted of edu

cation, support, emotional expression, and interaction. 

Pinsky reported qualitative improvement among group partici

pants with a short-term, seven week procedure. However, 

objective measures of outcome were not utilized. 

In addition to the more widespread use of groups 

with physically disabled patients, there has also been an 

increase in the use of groups with families of disabled 

individuals (Bardach, 1969; Hoebel, 1977). Goolsby (1976) 

found that families of chronically ill persons have the 

same basic needs as the patient and that they benefit from 

counseling groups in which education and support are brought 

together. 
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Bardach (1969) offered group sessions to wives of 

aphasic patients at the Institute of Rehabilitation Medi

cine in New York. Interaction took place in a non

threatening atmosphere in which the therapist assumed a 

facilitative role, while participants were encouraged 

to generate their own issues and discussion. Bardach 

isolated two therapeutic aspects of their treatment. 

These consisted of: 1) exhange of information between 

group members; and 2) ventilation of anger, guilt and 

depression. 

Hoebel (1977) studied non-compliant coronary patients, 

hypothesizing that their behavior could be positively in

fluenced through treatment of their spouses. Using a short

term, closed group Hoebel educated patient wives to the 

undesirable and potentially damaging effects of over

nurturing. Better medical compliance on the part of the 

patients followed this intervention. 

Watzlawick and Coyne (1980) utilized brief problem

focused family groups in the treatment of post-stroke 

depression, with apparent success. Intervention consisted 

of analysis of problem-maintaining behavior on the part of 

the family, identification of intentions or motives under

lying such behavior, and development of new and more adaptive 

strategies, strengthened through homework assignments. 

Watzlawick and Coyne noted that all persons composing a 
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dysfunctional family system need not attend therapy sessions 

since appropriate change in one family member potentiates 

change in the rest of the system. 

Summary of Literature Review and 
Implications for the Current Study 

Fibrositis, a specific chronic pain disorder, con-

stitutes a significant treatment problem in the field of 

rheumatology as chronic pain does as a general category 

in medicine and rehabilitation. Health professionals are 

typically called upon to alleviate pain. Indeed, pain re

lief is typically seen as the prirrlary function of the 

health professional. 

The problem of chronic pain is a challenging one 

in that few approaches have yet been shown to provide long 

lasting, ameliorative effects. Chronic pain is currently 

viewed as a complex condition, involving an interaction of 

physiological and psychosocial variables. Treatment 

approaches reflect such a theoretical orientation, with 

a wide range of modalities utilized. A shift away from 

traditional medical-surgical interventions and toward 

psychosocial approaches has occurred in recent years. The 

latter approaches consist of, but are not limited to: 

muscle relaxation training, biofeedback and hypnosis, group 

psychotherapy, vocational and personal counseling, patient 
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education and family re-orientation. The addition of 

psychosocial modalities reflects the importance of per

sonal and interpersonal variables in chronic pain states. 

Behavioral and rehabilitation perspectives generally 

hold that chronic pain behavior is heavily influenced by 

interpersonal relationships and other environmental con

tigencies. These include: expectations and responses of 

the spouse, other family members and significant others; 

employment issues; age; sex and culture. Increased diffi

culties in the areas of marital relationship, work activity, 

and sexuality have been correlated with chronic pain. 

As a variable influencing the course of disability 

and chronic pain, the family and, in particular the spouse, 

have received increased attention. It is reported that 

success in rehabilitation and medical compliance are posi

tively correlated with family support. The spouse, like 

other support systems, is viewed as a potential buffer 

against stressful life events. At the same time the spouse 

is more likely to experience psychophysiological disturbances 

in response to illness in the patient. Consequently, the 

spouse is assumed to play a critical part in the expression 

of symptoms as well as the maintenance or relinquishment 

of "sick role" behavior in the chronic pain patient. In 

view of the importance attached to this role, comprehensive 

rehabilitation programs have incorporated spouse treatment, 
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at various levels and to varying degrees, in the management 

of chronic pain patients. 

Unlike more physiologically-oriented treatment com

ponents, psychosocial interventions, such as family 

participation in treatment, have remained largely untested 

with chronic pain. Where such interventions have been used 

and objective measures of outcome obtained, psychosocial 

interventions have existed within multi-modal packages. 

Consequently, as unitary variables their effects are as yet 

ambiguous and their validity, therefore, unproven. 

The current study objectively evaluates a single 

psychosocial variable, that of spouse participation in 

treatment. The study will provide data on the role of the 

spouse in modifying pain and pain related behavior. 

As a specific pain disorder, fibrositis has been 

chosen for this study for three reasons: 

1. Current literature pertaining to fibrositis is 

limited. Further understanding of the condition 

through empirical investigation is indicated. 

2. Fibrositis is characterized as an unusually 

difficult pain disorder insofar as resistance 

to treatment is concerned. As such, it repre

sents a formidable, therefore significant, 

example of chronic pain on which to gauge treat

ment effects. 
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3. Greater emphasis is generally placed on the 

role of the spouse and the contribution of 

psychogenic factors in fibrositis than other 

chronic pain syndromes. Psychosocial inter

vention would appear to be especially compatible 

with the needs of fibrositis patients and their 

spouses. 

An education, counseling, and support group has been 

selected as the vehicle for spouse participation. Recent 

research on social support and support groups suggests 

that more adaptive coping skills can be developed in the 

presence of shared experience. Information is considered 

to be an important aspect of social support. Education in 

its own right has been shown to exert a positive influence 

on the understanding of, and adaptation to, specific chronic 

conditions. Additionally, recent research (Bakal et.al., 

1980; Fordyce, 1973) indicates that skill acquisition 

through specific training or counseling is an essential 

aspect of chronic pain management. Therefore, the current 

study incorporates support, education, and counseling com

ponents into the treatment. The intervention is used only 

with spouses in order to evaluate the effect(s) of spouse 

participation in treatment on symptomatology in the patient. 



CHAPTER 3 

METHODOLOGY 

This chapter provides descriptive information in 

the following areas: 1) Subject Recruitment, Selection, 

and Assignment to Conditions; 2) Experimental Design, Con

ditions, and Procedures; 3) Dependent Measures; 4) Research 

Questions and Hypotheses; and 5) Statistical Analysis of 

Data. 

sub~ect Recruitment, Selection, 
an Assignment to Conditions 

The study was conducted in conjunction with the 

Southwest Arthritis Center in Tucson, Arizona. The medical 

director of that facility, a rheumatologist specializing 

in fibrositis, assisted in the identification and recuit-

ment of potential subjects. A substantial pool was provided 

from his own clinical practice. In addition, other rheuma

tologists and health care professionals routinely involved 

in the treatment of fibrositis patients were advised of the 

study and their assistance in identifying potential sub-

jects was requested. Approximately fifty patient names 

and addresses were compiled. This list was composed of 

patients referred by a total of ten physicians and other 

health professionals. While some of the individuals re-

ferred had been seen regularly and recently by the 

63 



64 

referring professional, many had had only ~imited diagnos

tic workups, some of these as long ago as 1976. 

Letters describing the study and soliciting partic

ipation were signed by the referring source and sent to 

prospective subjects (see Appendix A). A demographic 

questionnaire (see Appendix B) was included with the letter 

as well as a postage paid return envelope. The questionnaire 

was used for the purpose of determining subject appropriate

ness for inclusion in the study. The final item on the 

questionnaire also served as an indicator of willingness to 

participate. 

Rationale for the use of demographic items chosen 

and their relevance to subject screening can be stated 

as follows: 

1. Marital Status: must be married. The marriage 

requirement was essential in view of the 

primary problem under investigation; namely, 

the effect of spousal treatment on the patient. 

2. Age: 21 to 65 years old. The age criterion 

was based on the nature of fibrositis, which 

appears almost exclusively in adults over age 

21 (Kraft et.al., 1968) and diminishes markedly 

in advanced age (Calabro, 1981). A sample of 

Ss in the 21 to 65 range was considered most 

representative of the actual population. 
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3. Residence: Tucson and vicinity. It was felt 

that program attendance would be higher and 

attrition from the study lower if it included 

only individuals residing in the immediate 

area of Tucson. 

4. Health status: no other major health problems. 

Since the primary medical condition under in

vestigation was fibrositis, individ~als ex

periencing other major medical problems were 

excluded from the study. Major medical problems 

included, but were not limited to: serious 

heart or vascular disease, cancer, recent major 

surgery, arthritis, emphysema, or serious 

neurological disorders. 

Of the approximately fifty letters and questionnaires 

sent, 23 were returned as undeliverable. In all but two of 

these cases efforts to obtain either a current address or 

telephone number were unsuccessful.. The remaining 27 ques

tionnaires were retrieved and screened on the basis of 

failure to meet one or more of the inclusion criteria 

described above. Of the 27, ten were screened out on the 

basis of failure to meet one or more of the inclusion cri

teria. In each of these cases a letter was sent to the 

applicant indicating why he or she had not been chosen 

for the study and expressing appreciation for their interest 

and cooperation. 
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A prestudy interview was utilized as a means of 

providing a more elaborate explanation of the study, to 

evaluate communication skills and personality factors as 

these pertained to a group process, and to orient SS to 

expectations and operating procedures prior to the actual 

treatment. Of the 17 SS remaining after questionnaire 

screening, 14 attended the 60 to 90 minute prestudy inter-

view. Interviews were attended by both the patient and the 

spouse. Ten couples ultimately agreed to participate in 

the study and signed a consent form (Appendix C) at the 

end of their interviews. 

The cooperating health care providers were advised 

as to the inclusion or non-inclusion of their referred 

patients. In addition, \l7here non-physician referrals had 

been made to the study, the patient's primary care physician 

was consulted regarding participation. The final ten couples 

were then randomly assigned to the two experimental condi

tions (5 5s per condition). 

Experimental Design, Conditions, 
and Procedures 

The experimental design consisted of an extended 

version of the basic experimental-control group design which 

was designated by Campbell and Stanley (1963) the pretest-

posttest control group design. The original design is 

disagrammed as follows: 



Experimental R 

Control R 

o 

I 

o 

III 

x o 

II 

o 

IV 
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where R equals randomization, 0 stands for measurements, 

X represents treatment and Roman numerals designate cells. 

In the present study additions were made to both 

conditions. A non-treatment phase was added after the 

second measurement in Group 1 and a treatment phase added 

after the second measurement in Group 2. The extended de

signed can be visualized as follows: 

Group 1 R 

Group 2 R 

o 

I 

o 

IV 

X o 

II 

o 

V X 

o 

III 

o 

VI 

The extended design was used because it provided several 

advantages: 

1. The addition of a non-treatment phase and fol

low-up testing in Condition I made it possible 

to evaluate retention effects following treat

ment. 

2. The addition of a treatment phase in Group 2 

allowed for within-group comparisons to be 
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made for that group, with the non-treatment 

phase serving as a baseline or internal 

"control". 

3. The addition of a treatment phase in Group 2 

made replication of any treatment effects 

observed in Condition I possible. 

4. The addition of a treatment phase in Group 2 

allowed both groups to receive a potentially 

beneficial treatment. 

Treatment 

Treatment in the two conditions involved a six-week, 

seven session spouse education, counseling, and support 

group procedure. Group sessions were attended by all 

spouses assigned to the condition. Patients themselves 

received no direct treatment, although they continued in 

their normal medical regimes during the course of the study. 

The group sessions were conducted by the researcher. An 

all-afternoon session was utilized for the first group 

meeting to enhance group cohesiveness and interpersonal 

sharing. All subsequent sessions were two hours in length. 

All sessions were held at the Southwest Arthritis Center 

in Tucson. 

Mutual support and interaction were considered im

portant therapeutically and the group facilitator, therefore, 
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assumed a flexible and spontaneous posture where group dis

cussion or individual sharing occurred during the sessions. 

At the same time, however, the educational aspect of treat

ment was considered essential to change. Therefore, half 

of each session was devoted to information giving, with 

the facilitator serving in a didactic role. Curriculum was 

developed prior to treatment onset and specific units 

organized for each session. Between-session homework 

assignments and exercises were also defined. Sessions re

volved around specific topic areas as outlined below: 

Session 1 -- Introduction and expectations of partic

ipants, facilitator; overview of fibrositis, including 

definition, diagnosis, pathology, prevalence, course, 

treatment(s), and current state of knowledge; discussion 

of personal experiences with fibrositis and its impact in

dividually. 

Session 2 -- Fibrositis as a chronic pain disorder; 

the adaptive purpose of pain; acute versus chronic pain 

states; chronic pain as a complex (physiological and ex

periential) problem; communication of pain to others; pain 

and stress. 

Session 3 -- Family/spouse responses to pain in the 

patient; the effects of interpersonal relations and behavior 

on pain; conditioned/habitual pain; secondary gains from 

pain. 
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Session 4 -- Reinforced dependency and invalidism; 

the role of the spouse in modifying, maintaining disability 

behavior in the patient; good intentions and negative con

sequences of becoming a "caretaker"; sick role establishment; 

constructive caring. 

Session 5 -- Review of traditional medical approaches 

used in chronic pain disorders; issues concerning medica

tion and chronic pain; cure seeking and chronic pain. 

Session 6 -- Review of non-traditional interventions 

with chronic pain including distraction; relaxation, exer

cise, diet and vocational activity; comprehensive versus 

fragmented treatment of chronic pain; stress reduction 

techniques for spouses as well as people in pain. 

Session 7 -- Community agency and treatment infor

mation; establishment of long term goals and strategies; 

continuation of interpersonal support systems; group feed

back and closure. 

Reading materials were assigned between sessions. 

These supplemented topics addressed in the groups. The 

primary source for this material was Bresler's (1979) 

Free Yourself From Pain. Several journal articles concern

ing fibrositis (Bennett, 1981; Calabro, 1981; Smythe, 1979) 

were also utilized. 

Group participants were requested to formulate joint 

goals with their patient spouses between the first and 
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second sessions. Goals could be variously established in 

the areas of work, exercise, recreational or social activi

ties. Strategies were developed to attain specified goals 

in the second and third sessions and progress monitored 

in the remaining sessions. 

Dependent Heasures 

The current study investigated the impact of spouse 

participation in treatment on patient functioning. It was 

deemed appropriate to consider various functional levels 

encompassing activities, attitudes and emotional status. 

A multi-level measurement approach made it possible to 

determine not only the amount of change resulting from 

treatment, but also the type. 

Six dependent measures were chosen for the study. 

The first, the SCL-90R (See Appendix D), is a 90-item self 

report inventory developed by Derogatis et.al. (1973) and 

which is an elaboration of earlier scales which have corne 

to be referred to as the Hopkins Symptom Checklist (De

rogatis et.al., 1974). The SCL-90R reflects psychological 

symptom patterns for psychiatric patients, medical patients, 

and non-patients (normals). 

Increased psychological distress has been found in 

chronic pain patients and their spouses (Mohamed et.al., 

1978; Shanfield et.al., 1979). The SCL-90R was therefore 
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used to determine whether treatment could reduce psycho

logical distress in either the patient or the spouse. 

The SCL-90R defines nine primary symptom dimensions. 

These consist of: Somatization, Obsessive-Compulsive, 

Interpersonal Sensitivity, Depression, Anxiety, Hostility, 

Phobic Anxiety, Paranoid Ideation and Psychoticism. Three 

global indices of distress are also yielded. These are: 

Global Severity Index (GSI), Positive Distress Index (PSDI), 

and Positive Symptom Total (PST). 

The SCL-90R has been recommended as the instrument 

of choice in assessing psychological change occurring as 

a response to therapy (Waskow & Parloff, 1975). The NIMH 

Outcome Measures Project (Waskow & Parloff, 1975) was 

charged with the task of developing a core battery of assess

ment devices which would reliably measure psychotherapy 

outcome. Of the contributors to this project, Gleser (1975) 

and Imber (1975) recommended the SCL-90R as a "core device 

and the NIMH conference group concurred. The SCL-90R was 

viewed as a more reliable and sensitive instrument of 

change than either the MMPI or the CPI (Gleser, 1975). 

Internal consistency for the SCL-90R was calculated 

with a sample of 216 Ss (Derogatis et.al, 1975). Using 

coefficient alpha, coefficients of from .77 (Psychoticism) 

to .90 (Depression) were obtained. Test-Retest reliability 

with a one week interval between test administration was 
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reported as ranging between .78 and .90 for the various 

symptom scales with a heterogeneous sample of 94 SS (De

rogatis, 1977). 

In terms of validity, a high degree of convergence 

has been reported between component scales of the SCL-90R 

and corresponding scales of the MMPI (Derogatis et.al., 

1976). The SCL-90R has been used to discriminate across 

a wide range of medical and psychiatric patients (Snyder 

et.al., 1980). 

The SCL-90R requires one to two minutes of adminis

tration instruction and is typically completed in 15 to 20 

minutes. 

A second dependent measure (Awareness Questionnaire, 

See Appendix E) was used with both the patient and the 

spouse. It consists of a 14 item self-report inventory 

to evaluate awareness/comprehension of fibrositis and 

various factors relating to it. The inventory was developed 

by the researcher to determine what the effects of treatment 

would be on self-perceived understanding in the patient 

and spouse. Since lack of clear understanding of the dis

order is considered problematic in fibrositis (Bennett, 

1980), and since the treatment intervention consisted of an 

education component, it was felt essential to measure out

come on this variable. 



74 

No reliability or validity data was available on 

this experimental measure prior to the study. 

Four additional dependent measures were used with 

the patients to evaluate the effect of spouse participation 

in treatment on patient functioning. The first of these, 

the Personal Attitude Survey (PAS, See Appendix F), was 

developed by Hirschfeld et.al. (1977), and provides an 

index of interpersonal dependency. The authors defined 

dpendency as "that class of behaviors stimulating general 

help, approval and attention" (Hirschfeld et.al., 1977, p. 

616). It is a self-report inventory containing 48 items 

falling into three distinct dependency scales: Emotional 

Reliance on Another Person, Lack of Social Self-Confidence, 

and Assertion of Autonomy. In addition to the three indi

vidual scale scores yielded, a fourth overall or total 

score is rendered. 

The PAS was reduced from an initial list of 98 items, 

after administration to over 400 subjects, and factor 

analyzed (Hirschfeld et.al., 1977). It was effective in 

discriminating psychiatric and nonpsychriatic subjects 

within that sample at the .01 level. No reliability data 

has yet been reported on the PAS. Since increased patient 

dependence on'the spouse is associated with fibrositis and 

other pain disorders (Riggs & Gall, 1983; Grzesiak, 1980), 
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the PAS was used in the present study to determine if 

treatment of the spouse would result in reduced dependency 

in the patient. 

The Arthritis Impact Measurement Scales (AIMS) is 

a battery of health status questions designed to assess 

functional activities in individuals with rheumatic diseases 

(Meenan et.al., 1982). The questionnaire was developed 

by Meenan et.al. (1980) at Boston University for use with 

arthritis patients and, in its standard form consists of 

45 items grouped into nine component scales. 

In this study a modified version of the AIMS (See 

Appendix G) was utilized to assess the effect of spouse 

participation in treatment on physical and social activities 

in the patient. Four scales were retained for this purpose: 

Mobility, Physical Activity, Household Activities, and 

Social Activity. 

Two scales from the AIMS (Dexterity, ADLs ) were 

deleted since these were related to activities affected 

only by more advanced forms of arthritis and were therefore 

not appropriate for the population under investigation. 

While the Household Activities Scale was included, four of 

the items from this scale were dropped for the same reason. 

It was thought that these changes would create a more 

sensitive instrument with regard to fibrositis. 
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Three scales (Pain, Depression, Anxiety) were also 

deleted in the modified AIMS since these variables were 

evaluated by other dependent measures (SCL-90R, pain 

ratings). 

Finally, the test was given a new title in the 

present study. "Arthritis" was deleted from the title to 

avoid any unnecessary misunderstanding or confusion on the 

part of the subjects concerning their medical condition 

and/or diagnosis. 

The AIMS was administered to a sample of 625 

patients with various forms of arthritis for purposes of 

evaluating reliability and validity (Meenan et.al., 1982). 

Using standardized item alpha, an internal consistency co

efficient of .70 was yielded. Test-retest reliability with 

a two week interval was .80 with the same sample. Validity 

was assessed by a comparison of normalized scale scores to 

clinical measures of disease activity. All nine scales were 

significantly correlated with clinical standards at the 

.001 level. 

Two self-report instruments were used in the study 

to evaluate the effect of treatment on patient pain. The 

first instrument (See Appendix H) involved the localization 

of painful sites and a rating of pain intensity for each 

site on a mannnequin-like figure. This instrument was de

veloped by the Southwest Arthritis Center in Tucson, and 
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is currently being field tested for purposes of collecting 

validity and reliability data. 

The second instrument consisted of a numeric pain 

rating scale (See Appendix I). It is reproduction of a 

model field tested by Greenhoot and Sternbach (1974) and 

features an extended continuum anchored by descriptor words. 

Greenhoot and Sternbach noted that, while such an estimate 

is inexact, it does serve as an important index of overall 

pain and that ratings on the scale varied appropriately 

with changes in medication, psychological setback, and 

surgical relieve in their 1974 research. 

In their extensive review of clinical and research 

instruments used in measuring pain, Murrin and Rosen (1981) 

recommended the a to 100 scale over all other pain evalua

tion instruments where repeated testing of patients is done. 

They noted that the scale is desirable in such situations 

since it yields interval level data for research purposes 

and is more sensitive to change than the other instruments 

in use. 

Each patient-spouse diad was administered the de

pendent measures three times. Treatment Group 1 was tested 

at the onset of treatment, at treatment completion, and six 

weeks post-treatment follow-up. Treatment Group 2 received 

testing six weeks prior to treatment (for baseline measures), 

at the onset of treatment and at the time of treatment com

pletion. 
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IV V 

Research Questions and Hypotheses 
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Trial 3 

III 

VI 

Research Questions 

The present study sought to answer six specific 

questions: 

Ql: Does spouse participation in treatment increase 

patient functioning? 

Q2: Does spouse participation in treatment reduce 

patient pain? 

Q3 : Does spouse participation in treatment reduce 

patient dependency? 

Does spouse participation in treatment reduce 

psychological distress in the patient? 

Does spouse participation in treatment reduce 

psychological distress in the spouse? 

Does spouse participation in treatment increase 

awareness of fibrositis and chronic pain in 

both the patient and the spouse? 
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Hypotheses 

1, Interaction effects will be significant for 

each dependent measure used, 

2A, Where interaction effects are found to be 

significant, the following between-cell rela-

tionships will be found for dependent measures 

where improvement is represented by lower scores 

(SCL-90R, PAS, pain instruments, and Hodified 

Impact Scales): 

Cell II < Cell I 

Cell III < Cell I 

Cell IV = Cell V 

Cell VI < Cell IV 

Cell VI < Cell V 

2B, Opposite cell relationships will be found on 

the Awareness Questionnaire where increased 

awareness is reflected by higher scores: 

Cell II < Cell I 

Cell I < Cell III 

Cell IV = Cell V 

Cell IV < Cell VI 

Cell V < Cell VI 



80 

Statistical Analysis of Data 

All dependent measures provided interval level data 

requiring parametric statistical procedures. A Lindquist 

Type I Analysis of Variance (Klugh, 1970) was used, specif

ically a two-factor mixed design (one factor between groups 

and one within variable trials) with repeated measures on 

the second factor. 

Where interaction effects were found to be signifi

cant, plotting of the six trial by group cell means was 

done to demonstrate intra- and inter-group trends, as well 

as to evaluate hypotheses 2A and 2B. 



CHAPTER 4 

RESULTS 

Results are based on a total N of 16 (eight patient

spouse diads, with four diads in each of the two treatment 

groups). Dependent measures for patients and spouses were 

analyzed independent of one another. Coincidental attrition 

occurred during the course of the study resulting in the 

loss of one S diad from each treatment. It should also be 

noted that, while group equality was sought through random

ization, a compositional imbalance occurred between groups 

on the basis of gender. Group 1 consisted of four female 

patients/four male spouses, whereas Group 2 consisted of 

two female/two male patients and two male/two female spouses. 

Due to this and probably other (nondefined) factors, inter

group pretest differences were found on several of the 

dependent measures. 

Test-retest and concurrent validity checks were not 

carried out due to the initially small N and the time-series 

design which further restricted the number of SS on whom 

such comparisons could be made (four for some instruments 

and eight for the others). 

An estimate of internal consistency was obtained, 

however, for the Awareness Questionnaire, which was developed 

81 
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exclusively for use in the current study. For this instru

ment a coefficient was yielded based on N=16, since it was 

administered both to patients and spouses. Chronbach's 

Alpha was computed for the l3-item scale using all 16 

pretest scores. A coefficient of .92 was obtained for the 

pretest, administration indicating a very high degree of 

internal consistency. 

Analysis of variance procedures with repeated 

measures were utilized with each of the dependent measures, 

as well as with the individual scales comprising each mea

sure, to detect interaction (group by trial) effects. A 

total of twenty ANOVAS was conducted. 

Those dependent measures where interaction effects 

were found to be significant (p < .05 or less) appear in 

Tables 1 through 8. Group means and standard deviations are 

presented trial by trial to the left of each table. Analysis 

of variance with repeated measures summary tables are pre

sented on the right of each table. These contain: source 

of variance, degrees of freedom, mean squares, and F ratios 

for each measure. 

Table 9 presents group means, standard deviations, 

and a source table for the Pain Mannequin, which did not 

reach statistical significance, but did approach signifi

cance and which shows interesting trends between groups. 
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Tables 1 through 9 are accompanied by Graphs 1 

through 9, with the latter providing a graphic display of 

group means, trial by trial for the respective measures, to 

demonstrate intra- and inter-group trends. 

Finally, Table 10 serves as a summary table, con

taining group means and standard deviations as well as a 

source table for those remaining dependent measures where 

interaction effects did not reach statistical significance. 

The primary hypothesis, that interaction effects 

would be significant for each of the dependent measures, 

will be evaluated first. A total of six dependent measures 

were administered to patient subjects and total or overall 

scores were yielded for each. Two measures, the SeL-90R 

and the Personal Attitude Survey, contained individual 

subscales (ten on the first, four on the second). 

Of the six overall dependent measures, effects 

reached p < .05 or less for patients on tvm -- the Awareness 

Questionnaire (p < .01) and the SeL-90R (p < .001). Analysis 

of variance with repeated measures was conducted on the 

individual scales of the Personal Attitude Survey and 

seL-90R to determine whether interaction effects were sig

nificant on these. Interaction effects were found to be 

significant on only one subscale of the PAS, Emotional 

Reliance on Others (p < .05) . Effects proved to be signifi

cant on four of the nine clinical scales of the SeL-90R. 
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These included: Scale 1 -- Somatization (p < .01); Scale 2 -

Obsessive-Compulsive (p (.05); Scale 4 -- Depression (p(.Ol); 

and Scale 9 -- Psychoticism (p <.05). 

While interaction effects approached significance 

on the Pain Mannequin (p (.10), neither overall pain, as 

measured by the Pain Analogue, nor functional activities, 

as measured by the Modified Impact Scales, were found to 

change significantly in response to treatment. 

Of the two measures used with the spouses, inter

action effects were found to be significant only with the 

Awareness Questionnaire (p (.01). Neither the overall score 

nor individual scales of the SCL-90R varied in response to 

treatment. 

Since a time-series design was used in the present 

study, it was anticipated that some large between-trial 

differences would be found. Where treatment did produce 

significant changes, Trial 2 and 3 were expected to reflect 

treatment effects and to therefore deviate significantly 

from Trial 1. Indeed, with one exception (SCL-90R -- Scale 

9), trial effects exceeded p(.OS only on those measures 

where interaction effects were significant. 

Plotting of the six (trial by group) cell means was 

done for all dependent measures and individual scales where 

interaction effects exceeded p (.05, as a means of better 
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demonstrating magnitude of change as well as inter- and 

intra-group trends (Figures 3-8). 

As shown in Figure 1 and to the left in Table 1, 

scores on the A'Vlarness Questionnaire were nearly identical 

for spouses in both groups prior to treatment (Trial 1). 

Trial 2 (posttreatment) scores for Group 1 increased dra

matically while scores for Group 2 between Trials 1 and 2 

(and with no treatment) remained unchanged. Trial 3 scores 

represent six-week posttreatment retention for Group 1 and 

immediate posttreatment effects for Group 2. Scores re

mained essentially unchanged from Trial 2 to Trial 3 for 

Group 1, indicating retention of understanding six weeks 

after treatment. A dramatic rise in scores took place 

following treatment at Trial 3 for Group 2, replicating 

treatment effects on the variable of awareness. As noted 

to the right in Table 1, interaction effects were signifi

cant at the .01 level and trial effects at the .001 level. 

Table 2 demonstrates significant interaction effects 

(p.( .01) and trial effects (p « . 001) on the same variable 

for patients. A revie~ of group by trial means in Table 2 

and plotting of these in Figure 2 shows a highly similar 

trend for patients as was observed in the spouses. Gain 

scores following treatment were nearly equivalent between 

the two treatment groups (Trial 2 minus Trial 1 for Group Ii 

Trial 3 minus Trial 2 for Group 2). It is apparent that 
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patients on the whole started from a higher level of aware

ness of their condition and gained less in absolute terms 

from the treatment than did the spouses. This is not sur

prising. The patients were more likely to understand 

fibrositis and chronic pain from an experiential standpoint 

and were not themselves directly involved in treatment. 

Nevertheless, carryover of treatment from spouses to patients 

did take place, at least in terms of expanded awareness. 

Overall, significant gains were made on the variable of 

awareness, for both patients and spouses, as the result of 

treatment. 

Figure 3 demonstrates mean raw scores on the Personal 

Attitude Survey -- Scale 1 (Emotional Reliance on Others) as 

a function of trials. A large reduction in emotional depen

dence after treatment is represented by the nearly ten point 

decrease in scores between Trials 1 and 2 for patients in 

Group 1. Not only was reduced dependency maintained six 

weeks after treatment completion for Group 1: it was actually 

reduced further at follow-up (Trial 3). Figure 3 also demon

strates a trend for Group 2 that was observed on practically 

every other measure for the group, namely, an unexplained in

crease in scores between Trials 1 and 2 (an interpretation of 

this phenomenon is presented in Chapter 5). For Group 2, Fig

ure 3 shows a large increase in emotional dependency 

during the nontreatment phase (Trial 1 to Trial 2) and a 
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sharp reduction in emotional dependency nearly identical 

in slope to Group 1 following treatment (Trial 2 to Trial 

3). For both groups emotional reliance was reduced follow

ing treatment. As noted to the right in Table 3, interaction 

effects were significant at the .05 level on the variable 

of emotional reliance on others. 

Overall psychological distress, as represented by 

the Global Severity Index Scale of the SCL-90R, is shown for 

both groups in Figure 4. As with emotional dependency, 

Group 1 shows a decline following treatment which is further 

reduced at six weeks posttreatment. The "worsening" trend 

is apparent again between Trials 1 and 2 for Group 2 on the 

variable of psychological distress. Following treatment, 

however, GSI scores for Group 2 are decreased below the pre

study level, reflecting the positive influence of treatment. 

Table 4 demonstrates that both interaction and trials effects 

were significant at the .001 level on overall psychological 

distress. 

Tables 5 through 8 and Figures 5 through 8 show 

scores and trends on those individual clinical scales of 

the SCL-90R where significant interaction effects were found. 

Table and Figure 5, for example, show trial by group cell 

means for Scale 1 -- Somatization. While Group 2 scores 

remained high (T=72+) and unchanged from Trial 1 to Trial 3, 

Group 1 showed a significant, sustained decrease in somatic 
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complaints following treatment (T=73.5 at Trial 1, T=65.75 

at Trial 2 and T=62.75 at Trial 3). Group 1 changes were 

sufficiently large on this variable for averaged interaction 

effects to reach significance for both treatment groups. 

Table 6 and Figure 6 show Scale 2 -- Obsessive-Com

pulsive scores for the SCL-90R. The pretreatment mean for 

Group 1 approached T=68, was reduced to T=60 immediately 

following treatment and declined even further to T=52 at 

six weeks follow-up. Group 2 began the study with T=63 at 

Trial 1, climbed to T=68.5 during the nontreatment phase, 

and was reduced to T=60.5 following exposure to treatment. 

Large positive treatment effects occurred for both groups, 

with the amount of change consistent between groups, as 

can be seen by a comparison of line slopes in Figure 6. 

Table 6 shows that interaction effects for obsessive

compulsiveness were significant at the .05 level. 

Trial by group mean scores for Scale 4 of the 

SCL-90R (Depression) are presented in Figure 7 and to the 

left in Table 7. The Trial 1 and Trial 2 increase appears 

again for Group 2 on the variable of depression (T=65.00 

and T=69.50). Following treatment, at Trial 3, a reduction 

occurred for Group 2, although in this case it failed to 

reached the pretreatment level (T=65). A significant decline 

in depression followed treatment exposure for Group 1, and 
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X SD 

Group 2 

X SD 

,t. P (.05 " 

if:?': p (.01 

TABLE 6 

Group Means, Standard Deviations, and Source Table 

for SCL-90R Scale 2 -- Patients 

x X X Source of 
Trial 1 Trial 2 Trial 3 Variance df 11S 

Group 1 104.17 

67.76 59.50 52.00 Error 6 205.64 

7.54 12.69 10.46 Trials 2 199.30 

63.00 68.50 60.25 Interaction 2 119.54 

8.93 7.50 4.50 Error 12 18.31 

F 

.51 

10.89*-1.-

6. 43~''-

\0 
\0 



100 

Treatment Phase (Both groups) 

Retention Phase (Group 1) __ _ 

Baseline Phase (Group 2) ______________ __ 

75 

70 
(/) 

QJ 
H r1 0 
CJ 65 U) Group 2 

,..-... 
Group 1 If E-f 

"-.../ 

'd # 
H 60 t? ell 
'd rJ 0 
§ 0 ~ 
+J 0 
U) ~ 

55 0 s:: ~ ell 
QJ 0 
?: ~o 

50 

01 0 a a 
Trial 1 Trial 2 Trial 3 
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TABLE 7 

Group Means, Standard Deviations, and Source Table 

for SCL-90R Scale 4 -- Patients 

x X X Source of 
Trial 1 Trial 2 Trial 3 Variance df MS 

Group 1 693.37 

61. 00 55.25 52.00 Error 6 231. 43 

9.59 13.28 10.74 Tirals 2 37.04 

65.00 69.50 66.00 Interaction 2 68.37 

5.83 6.45 5.83 Error 12 7.60 

F 

3.00 

4. 88~\" 

9 . OO-J,~', 

I-' 
o 
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as with the Global Severity Index, Somatization and Obses

sive-Compulsive scales, the decline continued into the 

retention phase. Interaction effects on the variable of 

depression were significant at the .05 level. 

Table 8 demonstrates Scale 9 -- Psychoticism scores 

for the two treatment groups. Unlike earlier SCL-90R 

scales, T scores for Psychoticism overall are in a more 

clinically acceptable range. As seen in Figure 8, Group 1 

showed a positive response to treatment. Unlike the earlier 

variables, however, the improvement was not maintained at 

the end of the retention phase. Group 2 also showed a 

positive response to treatment, with scores on Psychoticism 

at Trial 3 falling below the pre-study (T=57) level. In

teraction effects on Psychoticism were significant at the 

.05 level. 

Although interaction effects did not reach signifi

cant levels, mean group scores are shown for the Pain Hanne

quin (Table 9 and Figure 9). Near significant (p( .10) 

levels were approached and interesting trends observed with 

this instrument. Figure 9 shows a marked reduction in pain 

intensity (as measured by total scores on the Pain Mannequin) 

after treatment for Group 1. A "rebound" effect took place 

when treatment was discontinued, however, in which follow-up 

pain intensity actually exceeded pretreatment pain. Group 2 

experienced a slight but characteristic increase on the pain 



Group 1 

X SD 

Group 2 

X SD 

~~ p < .05 

TABLE 8 

Group Means, Standard Deviations, and Source Table 

for SCL-90R Scale 9 -- Patients 

x X X Source of 
Trial 1 Trial 2 Trial 3 Variance df MS 

Group 1 216.00 

54.25 48.50 50.75 Error 6 239.22 

7.76 9.00 8.62 Trials 2 24.04 

57.00 60.75 53.75 Interaction 2 58.63 

9.87 12.95 7.14 Error 12 13.22 

F 

l. 82 

4.43* 

t-' 
o 
.j> 
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TABLE 9 

Group Means, Standard Deviations, and Source Table 

for Pain Mannequin 

x X X Source of 
Trial 1 Trial 2 Trial 3 Variance df MS 

Group 1 852.04 

Group 1 93.50 71.25 97.00 Error 6 2725.04 

X SD 19.84 15.65 29.63 Trial 2 84.54 

Group 2 75.50 84.75 65.75 Interaction 2 1056.79 

X SD 38.86 42.46 46.34 Error 12 377.67 

F 

.31 

.22 

2.90 

t--' 
o 
0'\ 
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variable during the nontreatment phase. A positive response 

immediately followed treatment for Group 2 and, as is evi

dent from a comparison of the pre- and posttreatment slopes 

for the treatment groups, the magnitude of treatment effects 

was virtually identical. While treatment did produce a 

short-term improvement on the variable of pain, the benefits 

were temporary in nature. 

Finally, Table 10 presents the remaining dependent 

measures and individual scales where interaction effects 

did not reach a level of statistical significance. A total 

of twenty measures appear in Table 10 and conform to the 

same format as earlier tables. Only one F ratio reached 

a level of significance, that occurring for trials effects 

on Scale 3 of the SCL-90R (Interpersonal Sensitivity) for 

patients. 



TABLE 10 

Summary Table of Other Dependent Measure Outcomes 



Table 10 (Continued) 

X X X Source of 
Trial 1 Trial 2 Trial 3 Variance df MS F 

Modified Impact Scales 
Group 1 12.04 2.68 

Group 1 4.25 3.25 3.25 Error 6 4.49 
X SD 1. 26 1. 26 1. 90 Trial 2 1.04 3.13 

Gro~p 2 4. 75 5.75 4.50 Interaction 2 1.04 1. 60 
X SD .96 1. 71 1.00 Error 12 .65 3.13 

Pain Analogue 
Group 1 45.37 1. 97 

Gro~p 1 10.75 10.00 11. 00 Error 6 23.04 
X SD 1. 26 1.41 2.83 Trial 2 .54 .20 

Gro~ 2 12.75 13.75 13.50 Interaction 2 1. 62 .59 
X SD 4.35 3.86 3.42 Error 12 2.75 

SCL-90R (Spouses) Scale 1 -- Somatization 
Group 1 495.04 1. 92 

Gro!:!p 1 48.25 52.25 52.25 Error 6 258.15 
X SD 8.06 10.81 11.24 Trials 2 2.17 .18 

Gro~p 2 61. 50 59.50 59.00 Interaction 2 26.17 2.13 
X SD 6.56 10.47 10.43 Error 12 12.27 

SCL-90R (Spouses) Scale 2 -- Obsessive-Compulsive 
Group 1 1717.04 2.79 

Gro~ 1 49.25 50.50 48.00 Error 6 614.65 J-' 
X SD 8.92 14.66 12.57 Trials 2 .67 .06 J-' 

Gro~p 2 66.50 65.25 66.75 Interaction 2 8.17 .68 0 

X SD 16.82 17.86 14.93 Error 12 12.03 



Table 10 (Continued) 

X X X Source of 
Trial 1 Trial 2 Trial 3 Variance df MS F 

SCL-90R (Spou~e~) Scale 3 -- Interpersonal Sensitivity 
Group 1 504.17 l. 21 

Group 1 50.25 52.25 48.25 Error 6 415.28 
X SD 8.69 9.81 9.91 Trials 2 3.17 .22 

Gro~ 2 60.25 56.00 6l. 75 Interaction 2 52.67 3.71 
X SD 13.57 15.10 14.31 Error 12 14.19 

SCL-90R (Spouses) Scale 4 -- Depression 
Group 1 661.50 l.94 

Group 1 52.00 56.75 56.50 Error 6 340.53 
X SD 6.48 11.02 13.03 Trials 2 21.29 .85 

Group 2 65.25 64.25 67.25 Interaction 2 16.62 .66 
X SD 13.60 1l. 84 1l. 09 Error 12 25.07 

SCL-90R (SEouses) Scale 5 -- Anxiety 
Group 1 590.04 1. 66 

Group 1 50.75 54.25 47.50 Error 6 355.87 
X SD 7.27 5.80 14.17 Trials 2 23.04 l. 28 

Group 2 58.75 6l. 25 62.25 Interaction 2 35.54 l. 98 
X SD 15.22 14.17 12.53 Error 12 17.96 

SCL-90R (Spouses) Scale 6 -- Hostility 
Group 1 416.67 2.43 

Group 1 55.00 52.50 52.75 Error 6 17l. 31 
X SD 4.55 5.69 10.01 Trials 2 4.17 .21 

Gro~p 2 6l. 00 53.50 60.75 Interaction 2 12.67 .64 I-' 
I-' 

X SD 11.22 7.14 9.54 Error 12 19.64 I-' 



Table 10 (Continued) 

X X X Source of 
Trial 1 Trial 2 Trial 3 Variance df MS F 

SCL-90R (S~ouses) Scale 7 -- Phobic Anxiety 
Group 1 92.04 .16 

Grogp 1 51. 75 51. 00 52.50 Error 6 574.38 
X SD 9.50 8.00 11. 00 Trials 2 1.54 .29 

Grogp 2 56.50 56.50 54.00 Interaction 2 9.04 1. 71 
X SD 16.86 16.86 18.06 Error 12 5.29 

SCL-90R (Spouses) Scale 8 -- Paranoia 
Group 1 35.04 .15 

Grogp 1 50.50 50.50 46.75 Error 6 237.15 
X SD 3.70 9.68 11.50 Trials 2 16.54 .71 

Group 2 50.50 53.25 51. 25 Interaction 2 10.29 .44 
X SD 12.01 8.50 10.53 Error 12 23.19 

SCL-90R (Spouses) Scale 9 -- Psychoticism 
Group 1 600.00 1. 64 

Gro~p 1 48.50 48.00 50.25 Error 6 366.75 
X SD 5.20 8.00 7.76 Trials 2 12.54 .52 

Gro~ 2 59.50 57.25 60.00 Interaction 2 1. 62 .07 
X SD 13.00 16.80 15.08 Error 12 24.08 

SCL-90R (Spouses) Global Severity Index (GSI) 
Group 1 925.04 2.40 

Gro~p 1 51. 75 54.00 49.25 Error 6 384.70 
X SD 6.70 9.49 13.38 Trials 2 14.62 1. 06 

Gro~ 2 63.25 64.75 64.25 Interaction 2 10.29 .75 t-' 
t-' 

X SD 13.07 12.68 12.37 Error 12 13.80 tv 



Table 10 (Continued) 

X X X Source of 
Trial 1 Trial 2 Trial 3 Variance df MS F 

SCL-90R (Patients) Scale 3 Inter~ersona1 Sensitivity 
Group 1 73.50 .67 

Gro~p 1 5£:.75 53.50 48.75 Error 6 109.94 
X SD 7.37 9.00 6.65 Trials 2 107.04 5.83* 

Gro!!p 2 58.25 59.25 54.00 Interaction 2 24.13 1. 31 
X SD 3.30 7.46 6.88 Error 12 18.36 

SCL-90R (Patients) Scale 5 -- Anxiety 
Group 1 352.67 1.08 

Gro~p 1 57.50 52.25 49.50 Error 6 326.08 
X SD 2.52 12.58 9.18 Trials 2 68.80 1. 87 

Gro!!p 2 61. 00 63.50 57.75 Interaction 2 30.54 .83 
X SD 14.07 13.58 12.97 Error 12 36.83 

SCL-90R (Patients) Scale 6 -- Hostility 
Group 1 590.04 

Group 1 58.00 50.50 53.75 Error 6 157.82 3.74 
X SD 9.90 7.00 5.62 Trials 2 43.17 1.47 

Gro~p 2 65.25 66.25 60.50 Interaction 2 51.17 1. 74 
X SD 5.91 12.52 7.93 Error 12 29.44 

SCL-90R (Patients) Scale 7 -- Phobic Anxiety 
Group 1 610.04 4.84 

Gro!!p 1 47.50 44.00 50.00 Error 6 126.10 
X SD 7.00 0.00 7.12 Trials 2 .54 .02 

Gro~p 2 56.50 60.25 55.00 Interaction 2 65.04 2.14 I--' 

X SD 8.67 11.48 8.21 Error 12 30.35 I--' 
w 

,,;'~p < .05 



Table 10 (Continued) 

X X X 
Trial 1 Trial 2 Trial 3 

SCL-90R (Patients) Scale 8 Paranoia 

Gro~ 1 51.00 45.25 45.00 
X SD 15.14 10.50 4.62 

Gro~ 2 52.00 5l. 00 48.25 
X SD 10.10 8.48 10.88 

Source of 
Variance df 

Group 1 
Error 6 

Trials 2 
Interaction 2 

Error 12 

MS 

54.00 
238.42 
48.04 

7.13 
44.08 

F 

.23 

l. 09 
.16 

f--l 
f--l 
~ 



CHAPTER 5 

SUM}~RY, DISCUSSION AND FUTURE RESEARCH, 
CONCLUSIONS 

Summary 

A review of the literature showed that fibrositis 

is a disorder which has no identifiable organic etiology. 

Rather it is associated with increased psychopathology, 

including somatization and depression. Symptom perpetua-

tion in fibrositis, to an even greater extent than is true 

of chronic pain as a general disorder, has been attributed 

to overprotectiveness and fostered dependency on the part 

of the spouse. Although spouse participation has been 

widely viewed as an integral treatment component in the 

management of fibrositis and other pain disorders, its 

power had not yet been tested as an isolated variable. 

This study was carred out to measure the effects 

of spouse participation in treatment on symptomatology in 

the patient, including level of pain, functional activities, 

and psychological status. 

The Sample 

A total of ten subject pairs (patient-spouse diads) 

initially took part in the research, with coincidental 

115 
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attrition resulting in the loss of two subject pairs, one 

from each treatment group. In six of the eight pairs com

pleting treatment, the spouses were males. In the remaining 

two, the spouses were female. All subject pairs resided 

in Tucson and were referred by local health care profes

sionals. In each case, the patient subject was required to 

have a documented diagnosis of fibrositis. 

Procedure 

Subject pairs were randomly assigned in equal numbers 

to the two treatment groups. Group 1 received treatment 

during the first six weeks of the study, with Group 2 serv

ing as a control during this same time period. During the 

second six weeks of the study, Group 2 received treatment 

while Group 1 provided an index of posttreatment retention. 

Both groups were exposed to the same treatment -- a seven 

session spouse education, counseling, and support group. 

Dependent Measures 

Six dependent measures were used to evaluate treat

ment effects. Two of these, The Awareness Questionnaire and 

the SCL-90R, were administered to both patients and spouses. 

The remaining four, the Personal Attitude Survey, The Modi

fied Impact Scales, and two pain rating measures, were given 
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only to the patients. All dependent measures were adminis

tered prestudy, following the first six-week phase, and at 

the end of the second six-week phase. 

Results 

Analysis of variance procedures with repeated mea

sures demonstrated significant (p< .05) interaction effects 

on the following dependent measures: 

1. Awareness Questionnaire Spouses 

2. Awareness Questionnaire Patients 

3. PAS-Scale 1 (Emotional Reliance on Others) 

Patients 

4. SCL-90R-Scale 1 (Somatization) -- Patients 

5. SCL-90R-Scale 2 (Obsessive-Compulsive) -- Patients 

6. SCL-90R-Scale 4 (Depression) -- Patients 

7. SCL-90R-Scale 9 (Psychoticism) -- Patients 

8. SCL-90R-GSI Scale -- Patients 

The six trial by group cell means were plotted for 

each of the above to enhance intra- and inter-group compari

sons as well as to evaluate specific hypotheses regarding 

treatment effects. 

Discussion 

Descriptive Data 

From a descriptive standpoint, several findings 

emerged. For both patients and spouses there was a clear 
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lack of understanding of fibrositis and chronic pain prior 

to the study, as indicated by very low scores on the Aware

ness Questionnaire. Overall, patients rated their knowledge 

of pain and fibrositis between "poor" and "fair", while 

spouses characterized their understanding as "poor". This 

finding is significant in view of the fact that participa

ting patients had been diagnosed as having fibrositis 

for at least two years. Despite that fact that all patients 

in the study experienced significant limitations from their 

disorder, neither they nor their spouses felt they had any 

real understanding of the disability or factors contributing 

to it. This finding 1el'l.ds support to those advocating 

patient education as an essential element in the treatment 

of fibrositis. 

A second finding relates to awareness of disability. 

While information was not directly provided to patients in 

this study, they, as well as spouses, showed a dramatic 

increase in their understanding after exposing the spouses 

to treatment. This outcome suggests that a considerable 

amount of between-session discussion and sharing occurred 

at horne and demonstrates a significant carryover effect for 

this intervention. 

Scores on the SCL-90R yielded additional descriptive 

data. Overall emotional distress was found to be high at 

study onset for the patients, with the average GSI scale 
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being one full standard deviation above the mean for normals. 

Scale l--Somatization scores proved to be even higher~ with 

a mean patient T-score exceeding 73. Scale 4--Depression 

was also found to be high at study onset with a mean patient 

T-score of 63. These scores are consistent with reports of 

higher overall psychological disturbance among fibrositis 

patients and a tendency to somaticize emotional conflict. 

Higher levels of depression for the sample are also consis

tent with clinical reports of increased depressive symptoma

tology among fibrositis patients and those suffering from 

chronic pain. 

The Scale 2--0bsessive-Compulsive elevation (T=65) 

for patients was an unexpected finding. The literature 

has not identified obsessive-compulsive behavior as a 

common problem in relation to either fibrositis or chronic 

pain. However, an analysis of Scale 2 items revealed that 

a number of these relate equally well to Scales 1 and 4 

(e.g., #38. Having to do things slowly to insure correct

ness; #55. Trouble concentrating). It may be that the 

Scale 2 elevation actually represented health-related and 

depressive symptoms for this sample as much as obsessive

compulsive tendencies. 

Altho~gh the literature has characterized fibrositis 

patients as overly dependent, patients in the present study 

rated somewhat lower overall than normals on this variable 
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(PAS -- total score). Further investigation of dependency 

for fibrositis patients may produce different results. 

From a descriptive standpoint patients rated them

selves as experiencing a moderate degree of pain. There was 

little variability from subject to subject regarding overall 

pain intensity and analysis of the Pain Mannequin indicated 

relative uniformity between subjects regarding the locations 

of more intense focal pain. This finding is consistent with 

clinically observed trigger points in fibrositis. 

In terms of functional activities, patients on the 

whole perceived themselves to be limited (as measured by the 

Modified Impact Scales), with restrictions occurring pri

marily in the areas of mobility and socialization. 

It is interesting to note in passing that, of the 

original ten patient subjects, only was employed at the time 

of the study, and she only on a part-time basis. This find

ing tends to confirm the limiting nature of fibrositis as 

well as the financial consequences which have been associated 

with it in the literature. 

Finally, on the descriptive level and contrary to 

expectations, spouses overall did not appear to be experi

encing unusually high levels of psychological distress, 

anxiety or depression. On the other hand, frequent comments 

were made by spouses during group sessions regarding per

ceived stress in both themselves and other family members. 
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Perhaps for this sample psychological distress was not an 

appropriate representation of true stress. 

Empirical Data and Hypotheses 

It was hypothesized that treatment would result in: 

1) increased patient functioning; 2) reduced patient pain; 

3) reduced patient dependency; 4) reduced psychological dis

tress in patients; 5) reduced psychological distress in 

spouses; and 6) increased awareness in both patients and 

spouses. Of these, only hypotheses 4 and 6 were supported 

by the data. Hypothesis 3 was partially supported by virtue 

of significant change scores on Scale 1 of the PAS (Emo

tional Reliance on Others), although overall dependency 

did not change significantly in response to treatment. 

Patient pain was reduced to a nearly significant level (as 

measured by the Pain Mannequin) but the effects remitted 

spontaneously when treatment was discontinued. 

Substantial support for the hypothesized between

cell relationships was demonstrated for significant variables 

by virtue of plotting of the trial by group cell means, 

providing further confirmation of treatment effects on those 

variables. One exception to this pattern occurred; namely, 

the nontreatment phase deterioration for Group 2. This 

trend was not only apparent from one measure to the next, 

it was also highly similar between individual subjects. 
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The negative influence, whatever the type, was a consistent 

and measurable one. 

The variable(s) responsible for this effect are not 

readily apparent, although several possibilities exist. 

Unusually cold and rainy conditions prevailed during the 

first seven or eight weeks of the study. The adverse effects 

of such weather on symptoms of fibrositis are well documented. 

Perhaps a general deterioration during the control phase for 

Group 2 represented a response to adverse meteorological 

changes. A second explanation concerns the time period 

during which the study took place. The study commenced soon 

after the Christmas holidays, a period which is typically 

associated with increased stress. It is possible that the 

deterioration between Trials 1 and 2 for Group 2 represented 

a delayed stress response of some type. While it appears 

probable that extraneous variables produced the observed 

deterioration in Group 2, exposure to treatment not only 

halted the deterioration between Trials 2 and 3, but actually 

reversed it, evidence of treatment potency. The fact that 

no deterioration was observed between Trials 1 and 2 for 

Group 1, and that improvement actually occurred during this 

period of time, implies that treatment effects were suf

ficiently powerful to overcome the negative extraneous 

influence(s). 
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The general replication of hypothesized between-cell 

relationships where significant interaction effects were 

found demonstrates that the treatment was effective in 

increasing patient and spouse awareness, in reducing emo

tional dependency in the patient and in reducing overall 

psychological distress in the patient. In addition, the 

treatment resulted in decreased somatization, depression, 

obsessive-compulsiveness and psychoticism in the patients. 

On each of these variables no improvement took place in the 

absence of treatrrlent. Improvement occureed only after 

exposure to treatment. Furthermore, there was a consistent 

retention of treatment effects on each of the above varia

bles as indicated by fo11owup testing (Cell III to Cell I 

and Cell III to Cell II comparisons with Group 1). 

Discussion and Future Research 

For the specific population studied, there was a 

large carryover effect by which patients benefitted from. a 

treatment in which they themselves did not directly parti

cipate. For this sample, spouse participation in treatment 

resulted in greater understanding of disability in the 

patients as well as reduced psychological maladjustment. 

Strongest effects were produced on awareness, with signifi

cant but somewhat less marked changes on psychological 

variables. A reduction in patient pain occurred following 
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treatment which approached, but did not reach, a level of 

statistical significance. Finally, no improvement was 

found in relation to functional activities. 

The indirect benefits received by the patients in

dicate that the spouse served as a therapeutic agent by 

which attitudinal/emotional change was achieved. The fact 

that functional activities were not enhanced and pain was 

not better controlled after treatment suggests that a 

greater number of sessions may be needed in the future. 

It would appear that a certain minimum period of time may 

be necessary for interpersonal dynamics to produce more 

tangible pain behavior change with the type of intervention 

used. For the patients under study, the process of change 

appears to have begun with increased understanding which, 

in turn, was accompanied by improved psychological status. 

It has been contended that anxiety and depression in fibro

sitis are largely the result of ignorance regarding the 

nature of the disorder. The results of the study provide 

some support for this point of view. For the change pro

cess to extend beyond the cognitive-emotional level and into 

the behavioral-functional, further guidance and support 

may be critical. Indeed, with the present group, pain re

duction was associated with greater awareness and better 

psychological balance, but benefits subsided rapidly fol

lowing treatment termination. These results suggest that 
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a longer period of treatment should be utilized if any im

pact is to be made on pain and activity levels. 

While it appears that favorable effects were pro

duced by spouse participation, several questions must be 

raised. First, to what degree did involvement in "something" 

enhance patient functioning? Clearly, the patients parti

cipating in the study had little ongoing contact with the 

medical community and had come to view their health problems, 

to a large extent, as hopeless. The study was generally 

viewed as a renewal of professional interest in fibrositis 

by the participants. In addition, the study required an 

ongoing commitment by the spouses which may have been 

perceived as "caring behavior" by the patients. Under these 

circumstances the placebo effect may have been substantial. 

Secondly, to what degree did the specific mode of 

spouse participation effect results? The education and 

support components of treatment predominated. It is prob

able that significant changes on awareness and psychological 

status relate as much to the group format as to spouse 

participation of a general nature. If so, perhaps a more 

behaviorally-based approach with the spouses would produce 

more activity change (and less understanding/emotional change). 

While future research may help to clarify these 

issues, it would seem for the present that therapeutic 

involvement of the spouse has value in the management of 
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fibrositis and other pain disorders. Further use of the 

specific treatment, an education, counseling, and support 

modality, is also supported on the basis of the present 

research. Expanded application of such interventions may 

prove to have favorable consequences with other fibrositis 

patients. Utilization of similar interventions is facili

tated by the development of didactic materials, homework 

assignments, and structured exercises. Replication of this 

study with other and more diverse groups of fibrositis 

patients will help to establish generalizability for an 

education-oriented modality. Given the current lack of 

empirical data concerning the spouse and chronic disabilities, 

similar interventions might be warranted with more diverse 

health problems. 

The current study sought to isolate spouse partici

pation as a variable. To a large extent its efficiency was 

demonstrated. However, the research design chosen did not 

allow for relative comparisons to be made using the same 

intervention with different levels of spouse-patient partici

pation. Where subject availability produces a larger N, 

further investigation of the problem might do well to imple

ment a three-group study, with the first group consisting of 

patients, the second of spouses, and the third consisting 

of patients and spouses in tandem, and with all three groups 

receiving the same education, counseling, and support pro

cedure. Such a design would provide an appropriate design 
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with which to better evaluate the relative merits of spouse 

participation. 

Conclusions 

To the extent that patient understanding and psycho

logical adjustment were improved, it was shown that indirect 

benefits to the fibrositis patients could be achieved by 

involving the spouse in an education, counseling, and sup

port program. While the small sample studied limits 

generalizability, treatment effects were replicated with the 

second treatment group, providing more compelling evidence of 

its value. It is likely that the short-term nature of the 

intevention precluded a desired improvement in pain status 

and activity levels in the patients. While it remains un

clear whether the specific intervention used (education, 

counseling, and support group) or spouse participation of 

a generic nature accounted for the observed changes, expanded 

application of similar programs in the management of fibro

sitis patients is supported. 

The study provided added descriptive information 

concerning the still poorly understood disorder of fibro

sitis. Although the data was obtained on a small and 

restricted sample, results were consistent with reports in 

the literature of higher psychological disturbance in 

fibrositis patients, increased depression, and a tendency 
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to somaticize. The intensity and location of pain was 

relatively consistent between subjects. Further analysis 

of Pain Mannequin results may help to establish preliminary 

criteria with which to distinguish fibrositis from other 

rheumatic disorders. Contrary to expectations, the spouses 

in this study did not show abnormally high levels of psycho

logical discomfort and no clear dependency relationship was 

demonstrated between patients and spouses. 

The study added empirical support to the widely 

accepted view of the importance of the spouse in the re

habilitation of long-term disabilities. Further experimental 

investigation of the spouse in other disabilities is indi

cated, however, and should be undertaken to better evaluate 

the assumption upon which this study was based. 
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November 17, 1982 

Dear 

The Southwest Arthritis Center is conducting a study in con
junction with the University of Arizona Department of Reh
habilitation. The focus of this research is fibrositis, a 
chronic pain condition affecting thousands of individuals 
in the United States today. 

I am providing consultative assistance to the project as 
a specialist in fibrositis and other rheumatic conditions. 
Mr. Kevin Boland, a rehabilitation counselor who is com
pleting his doctoral research at the University, will be 
serving as the primary investigator. 

I am asking all of my fibrositis patients, past and present, 
to consider participating. The study will be conducted 
over a period of 12 weeks and would require a total of some 
15 hours of your time. Participation would involve you and 
your spouse. 

We believe that this research project will further our under
standing of fibrositis, and that you will benefit from it 
individually as well. 

Please take a moment to complete the attached form and return 
it to us in the enclosed envelope. 

Mr. Boland will be contacting you in the near future to 
provide additional information, should you indicate an 
interest in participating in this very important study. 

Thank you so much for your time and assistance. 

Sincerely, 

John T. Boyer, M.D. 
Professor, Department of Internal Medicine 
Director, Southwest Arthritis Center 
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Please complete the following personal information items: 

1) Name ----------------------------------------
2) Phone Number -----------------
3) Date of Birth ----------------
4) Marital Status (check one) Married Unmarried -----
5) Employment Status (check one) Full-time -----

Part-time -----
Unemployed -----
Disabled for work -----
Retired ---

6) Previous formal education (check one) 

Less than 8 years -----
_____ 8-12 years 

_____ 12-16 years 

_____ 16-20 years 

7) Health problems for which you currently receive treatment: 

WOULD YOU CONSIDER PARTICIPATING IN OUR STUDY ON FIBROSITIS? 

YES NO ------- --------
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"Subject's Consent" 

Title of the study: Use of a Spouse, Education, Counseling, 
and Support Group in the Treatment of Fibrositis 

The purpose of the study is to obtain better descriptive 
data on the condition of fibrositis, to determine if pain 
symptoms and/or pain related behavior can be modified by 
providing a specific treatment to the spouse of the fibro
sitis patient and, finally, to determine if the treatment 
provided to the spouse has a positive influence on the spouse's 
understanding of the disorder and ability to deal with stress 
related to the condition. 

The study includes patients diagnosed as having fibrositis 
and their spouses. Subjects were referred by physicians 
and other health care professionals involved in the treat
ment of these patients. Subjects were screened on the fol
lowing basis: 1) must be diagnosed as having fibrositis, 
2) fibrositis must be the primary medical problem, 3) must 
be a resident of Tucson, 4) must be between the ages of 21 
and 65, and 5) must be currently married. In addition, it 
was necessary for the participating spouses to be free from 
any blatant emotional disturbances or imparied communication 
which might threaten the treatment group. All participants 
were oriented to the study and interviewed prior to inclusion. 
Participation is strictly voluntary. 

All testing and sessions will be conducted at the Southwest 
Arthritis Center, 2033 E. Speedway Blvd., Tucson. 

Patient participants will be required to complete a series 
of questionnaires and self-report measures at the onset of 
treatment, at the completion of treatment and at a period of 
from one month to six weeks following completion of treat
ment. Spouse participants will also complete certain ques
tionnaires and self-report measures at these same intervals. 
Spouses will also be attending the treatment sessions. The 
treatment sessions will consist of education, instruction, 
and group discussion. A total of seven sessions will be 
held over a period of six weeks and will require a commitment 
of some 16 hours. The estimated time required to complete 
all testing is four hours per participant. 
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No experimental drugs or lab work will be used during the 
study, and all primary physicians involved with patient 
participants have been contacted. A physician consultant 
to the study and other health care providers are available 
for individual consultation should the need arise. There is 
no cost to the subjects for participating in this study. 

It is anticipated that this study will benefit both the 
patient and spouse participants by providing a better under
standing of fibrositis and by providing effective coping 
strategies. Potential benefits to society are: 1) better 
descriptive information on the pain symptoma1ogy, activity 
levels and emotional status of individuals with fibrositis, 
2) verification of the importance of spouse participation 
in the treatment of chronic health problems, and 3) veri
fication of the value of education and shared information 
in the management of stress-related problems. 

In terms of confidentiality, all subject materials including 
any referral information and test data will remain under lock 
and key in the researcher's office. The identification of 
all participants will be protected at all times and ques
tionnaires and test materials will be number coded. A 
master list of participant names and their corresponding 
number codes will also remain under lock and key in the 
researcher's possession to minimize identification risks 
to the study participants. Should the study result in 
pub1ication(s) no information will be published which might 
jeopardize the privacy and/or identity of study participants. 

"I have read the above 'Subject's Consent'. The nature, 
demands, risks and benefits of the project have been ex
plained to me. I understand that I may ask questions and 
that I am free to withdraw from the project without incur
ring ill will (or affecting my medical care). I also under
stand that this consent form will be filed in an area 
designated by the Human Subjects Committee with access 
restricted to the principal investigator or authorized 
representatives of the particular department. A copy of 
this consent form will be given to me." 

Subject's Signature~~~~~ _________________________ Date ___________ __ 
(Patient) 

Subject's Signature Date ________ __ 
--(=S-p-o-u-s-e')------------------
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Namo: ____________________________________ _ Tochnicicn: _____ Idant. No. _______________ _ 

L~i~: __________________________________ _ ViJit No.: ______ _ Modo: S·R ___ Nar __ 

AIJ!!:, ____ SOx: M __ F __ Dnb: __ _ Roma~~ _____________ _ 

INSTRUCTIONS 

Below is II list of problems end complaints that people sometimes haw. Reed each one carefully, end tOlect one of the 
numbered de~riptors that best dcmibes HOW MUCH D:~COMFORT THAT PROBLEM HAS CAUSED YOU DURING 
THE PAST INCLUDING TODAY. PIlla! that numbor in the open block to tho right of tho problem. Do 
not skip eny items, end print your numbor clearly. If you chcnlJ!! your mind, crllSll your first number completely. Reed the 
example below before begin nino. tnd if you hIM! cny quastions ploBl:!! nsk the technician. 

EXAMPLE 
D=rip1on 

HOW MUCH WE RE YOU DISTRESSED BY: 0 NC1 al ell 
, A 111110 bll 

An""", 
Ex. Body Aches ............ Ex. [I] 

2 Madonmlv 
3 Oull3 Dbil 
4 EJrtRmoly 

1. Headaches ...........•...••...•.......•..•.. 0 
2. Nervousness or shakiness inside .......•.•....•••.. 0 
3. Repeated unpleasant thoughts that won't leave your mind .. 0 
4. Faintness or dizziness ......•...........•....•.. 0 
5. Loss of sexual interest or pleasure .......•..•....••. 0 
6. Feeling critical of others ................•......• 0 
7. The idea that someone else can control your thoughts .•.. 0 
8. Feeling others are to blame for most of your troubles ... " 0 
9. Trouble remembering things ........•...•....••.. 0 
10. Worried about sloppiness or carelessness ............. 0 
11. Feeling easily annoyed or irritated ................. 0 
12. Pains in heart or chest . . . . . . . . . . . . . . . . . . . . . . . .. 0 
13. Feeling afraid in open spaces or on the streets ......... 0 
14. Feeling low in energy or slowed down .............. 0 
15. Thoughts of ending your life ..................... 0 
16. Hearing voices that other people do not hear .......... 0 
17. Trembling ................................. 0 
18. Feef.ing that most people cannot be trusted ........... 0 
19. Poor appetite .............................. 0 
20. Crying easily ............................... 0 
21. Feeling shy 0' uneasy with the opposite sex ........... 0 
22. Feelings of being trapped or caught ................. 0 
23. Suddenly scared for no reason ................... 0 
24. Temper outbursts that you could not control .......... 0 
25. Feeling afraid to go out of your houSe alone ........... 0 
26. Blaming yourself for things ..................... 0 
27. Pains to lower back. . .. . ..................... 0 

~ 
HOW MUCH WERE YOU DISTRESSED BY: o NOI at III 

, A 111110 bi. 

2 Mod ..... ly 
3 Quito. bit 
4 Extromoly 

28. Feeling blocked in getting things done ............ . 

29. Feeling lonely ............................ . 

30. Feeling blue .............................. . 

31. Worrying too much about things ................. . 

32. Feeling no interest in things .................... . 

33. Feeling fearful ............................ . 

34. Your feef.ings being easily hurt .................. . 

35. Other people being aware of your private thoughts 

36. Feeling others do not undentand you or are 
unsympathetic ............................ . 

37. Feeling that people are unfriendly or dislike you ...... . 

38. Having to do things very slowly to insure correctness .,. 

39. Heart pounding or racing ...................... . 

40. Nausea or upset stomach ...................... . 

01 
0/ 
01 o 
o 
o 
o 
o 
o 
o 
o 
o 
o 

41. Feeling inferior to others ..................... 0 
42. Soreness of your muscles. . . . . . . . . . . . . . . . . . . . . .. 0 . 
43. Feeling that you are watched or talked about by others.. 0 I 
44. Trouble falling asleep . . . . . . . . . . . .. ......... 00 I 
45. Having to check and doublech~ck what you do ...... . 

46. Difficulty making decisions .................... . 

47. Feeling afraid to travel on buses. subways. or trains ... . 

48. Trouble getting your breath .................... . 

49. Hot or cold spells ........................... . 

01 
01 

81 
I 

50. Having to avoid cenain thmgs. places. or activities btcause 0 I 
they frighten you ..................... ~ .... . 

51. Your mind going blank ....................... 0 
52. Numbness or tingling in pans of your body. ......... 0 

PAGE ONE 
PLEASE CONTINUE ON THE FOLLOWING PAGE [:> 

COPYRIGHT © 1975 BV LEONARD R. DEROGATIS. PH. 



HOW MUCH WERE YOU DISTRESSED BY: 
D=ripto .. 

DNota! ell 
, A IItt~ bit 

2 Modoratoly 
3 Quito Dblt 
4 EXln: .... ly 

53. A lump in your throat ....................... 0 
54. Feeling hopeless about the future ................. 0 
55. Trouble concentrating ....................... B 
56. Feeling weak in parts of your body ............... 0 
57. Feeling tense or keyed up ..................... 0 
58. Heavy feelings in your arms or legs .............. . 

59. Thoughts of death or dying ..................... 00 
60. Overeating .............................. . 

61. :~:~~~~:~~~ ~h~~ .~~~I~ .a~. ~~~c~i.n.g.~r.t~l.k~n.g ..... 0 
62. Having thoughts that are not your own ............. 0 
63. Having urges to beat, injure, or harm someone ....... 0 
64. Awakening in the early morning ................. 0 
65. Having to repeat the same actions such as touching, 0 

counting. washing .......................... . 

66. Sleep that is restless or disturbed ................. 0 
67. Having urges to break or smash things .............. 0 
68. Having ideas or beliefs that others do not share ....... 0 
69. Feeling very self·conscious with others ............. 0 

o 70. Feeling uneasy in crowds, such as shopping or at a 
movie .................................. . 
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HOW MUCH WERE YOU DISTRESSED BY: ~ 
DNot at_II 
, A II ttl. bit 

2 Modor.",ly 
3 Quit. obit 
4 Extromoly 

71. Feeling everything is an effort .................. . 

72. Spells of terror or panic ...................... . 

73. Feeling uncomfortable about eating or drinking in public. 

74. Gl!tting into frequent arguments ................ . 

76. Feeling nervous when you are left alone ............ . 

76. Others not giving you proper credit for your echievements 

77. Feeling lonely evon when you ore with people ...... . 

7B. Feeling so restless you couldn't sit still ............ . 

79. Feelings of worthlessness .................... . 

BO. The foeling that something bed is going to happen to you 

B1. Shouting or throwing things 

B2. Feeling afraid you will faint in public ............... . 

83. Feeling that people will take advantage of you if you 
let them ................................. . 

84. Having thoughts about sex that bother you a lot ...... . 

B5. The idea that you should be punished for your sins .... . 

B6. Thoughts and images of a frightening nature ........ . 

B7. The idea that something serious is wrong with ycur body .. 

88. Never feeling close to another per..on .............. . 

B9. Feelings of guilt ............................ . 

90. The idea that something is wrong with your mind ..... . 

o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
o 
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Please rate your current understanding or knowledge of the 
following on a scale of 1 to 100 for each item: 

(Mark an ! on the line below each item) 

1. Knowledge/understanding of the cause(s) of fibrositis 

2. 

3. 

a 50 100 

none 
whatever 

Knowledge 
a 

none 
whatever 

poor 

of treatments 

poor 

Knowledge/understanding 
a 

none 
whatever 

poor 

fair good expert 

for fibrositis 
50 100 

fair good expert 

of fibrositis symptoms 
50 100 

fair good expert 

4. Knowledge/understanding of the physical limitations associated 
with fibrositis and other chronic pain disorders 
a 50 100 

none 
whatever 

poor fair good expert 

5. Knowledge/understanding of emotional-psychological factors 
typically found with fibrositis and other chronic pain disorders 
a 50 100 

r----,.----7-----r----;----~-----r----;-----~--~-----

none 
whatever 

poor fair good expert 

6. Knowledge of prevalence, incidence and usual course(s) in 
chronic pain disorders 
a 50 100 

none 
whatever 

poor fail" good expel"t 



7. 

8. 

9. 

Knowledge 
a 

none 
whatever 

Knowledge 
a 
I 
none 
whatever 

Knowledge 
a 

none 
whatever 

of complications associated with chronic 
50 100 

poor fair good expert 

of the role of the spouse in chronic pain 
50 100 

I l I I I L 
poor falr good expert 

of the family's effect on chronic illness 
50 100 

poor fair good expert 

10. Knowledge of stress and its relation to illness 
a 50 100 

none 
whatever 

poor fair good expert 
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pain 

disorders 

or disability 

11. Knowledge of non-medical approaches used in the treatment 
of chronic pain conditions 
o 50 100 

none poor fair good expert 
whatever 

12. Knowledge of the effects of chronic illness on the family system 
0 50 100 

0 

none poor fair good expert 
whatever 

13. Ability to apply untried plans or strategies to effectively CODe 
with chronic pain or disability 
o 50 100 

none 
whatever poor fair good expert 
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143 
NAME 

DATE 

INSTRUCTIONS: 48 statements are presented below. Please read 
each one and decide if it is characteristic of your attitudes, 
behavior, or feelings. Then assign a value to each statement 
as given below: 

4 = very characteristic of me 

3 = Quite characteristic of me 

2 = Somewhat characteristic of me 

1 = Not characteristic of me 

1. I prefer to be myself. 

2. When I have a decision to make, I always ask for advice. 

3. I do my best work when I know it will be appreciated. 

4. I can't stand being fussed over when I am sick. 

5. I would rather be a follower than a leader. 

6. I believe people could do a lot more for me if they wanted to. 

7. As a child, pleasing my parents was very important to me. 

8. I don't need other people to make me feel good. 

9. Disapproval by someone I care about is very painful to me. 

10. I feel confident of my ability to deal with most of the 
personal problems I am likely to meet in my life. 

11. I'm the only person I want to please. 

12. The idea of losing a close friend is terrifying to me. 

13. I am quick to agree with the opinions expressed by others. 

14. I rely only on myself. 

15. I would be completely lost if I didn't have someone special. 

16. I get upset when someone discovers a mistake I've made. 

17. It is hard for me to ask someone for a favor. 
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18. I hate it when people offer me sympathy. 

19. I easily get discouraged when I don't get what I need from 
others. 

20. In an argument, I give in easily. 

21. I don't need much from people. 

22. I must have one person. who is very special to me. 

23. When I go to a party, I expect that the other people will 
like me. 

24. When I am sick, I prefer to be alone. 

25. I'm never happier than when people say I've done a good job. 

26. It is hard for me to make up my mind about a TV show or 
movie until I know what other people think. 

27. I am willing to disregard other people's feelings in order 
to accomplish something that's important to me. 

28. I need to have one person who puts me above all others. 

29. In social situations, I tend to be very self-conscious. 

30. I don't need anyone. 

31. I have a lot of trouble making decisions by myself. 

32. I tend to imagine the worst if a loved one doesn't arrive 
when expected. 

33. Even when things go wrong, I can get along without asking 
for help from my friends. 

34. I tend to expect too much from others. 

35. I don't like to buy clothes by myself. 

36. I tend to be a loner. 

37. When I meet new people, I'm afraid that I won't do the 
right thing. 

38. Even if most people turned against me, I could still go 
on if someone I love stood by me. 

39. I would rather stay free of involvements with others than 
to risk disappointments. 
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40. What people think of me doesn't affect how I feel. 

41. I think that most people don't realize 'how easily th~y 
can hurt me. 

'42. I am very confident about my own judgment. 

43. I have always had a terrible fear that,I will lost the 
love and support of people I desperately need. 

44. I don't have what it takes to be a good'leader. 

45. I would feel helpless if deserted by someone I'love. 

46. What other people say doesn't bother me. 
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NAME 

DATE 

INSTRUCTIONS: PLEASE INDICATE YOUR ANSWERS TO THE FOLLOWING 
QUESTIONS ABOUT YOURSELF AND YOUR HEALTH. TRY TO ANSWER EVERY 
QUESTION. 

1. WHEN YOU TRAVEL AROUND YOUR COMMUNITY, DOES SOMEONE HAVE TO 
ASSIST YOU BECAUSE OF YOUR HEALTH? 

YES 

NO 

2. ARE YOU ABLE TO USE PUBLIC TRANSPORTATION? 

No, because of my health 

No, for some other reason 

Yes, able to use public transportation 

(1) 

(2 ) 

(1) 

(2 ) 

( 3) 

3. DO YOU HAVE TO STAY INDOORS MOST OR ALL OF THE DAY BECAUSE 
OF YOUR HEALTH? 

YES (1) 

NO (2 ) 

4. ARE YOU IN BED OR A CHAIR FOR MOST OR ALL OF THE DAY BECAUSE 
OF YOUR HEALTH? 

YES 

NO 

(1) 

(2 ) 

5. DOES YOUR HEALTH LIMIT THE KIND OF VIGOROUS ACTIVITIES YOU 
CAN DO SUCH AS RUNNING, LIFTING HEAVY OBJECTS OR PARTICIPATING 
IN STRENUOUS SPORTS? 

YES 

NO 

6. DO YOU HAVE ANY TROUBLE EITHER WALKING SEVERAL BLOCKS OR 
CLIMBING A FEW FLIGHTS OF STAIRS BECAUSE OF YOUR HEALTH? 

YES 

NO 

(1) 

( 2) 

(1) 

(2 ) 
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7. DO YOU HAVE TROUBLE BENDING, LIFTING OR STOOPING BECAUSE 
OF YOUR HEALTH'? 

YES 

NO 

(1) 

( 2) 

8. DO YOU HAVE ANY TROUBLE EITHER WALKING ONE BLOCK OR CLIMBING 
ONE FLIGHT OF STAIRS BECAUSE OF YOUR HEALTH? 

YES 

NO 

( 1) 

( 2) 

9. ARE YOU UNABLE TO WALK UNLESS YOU ARE ASSISTED BY ANOTHER 
PERSON OR BY A CANE, CRUTCHES, ARTIFICIAL LIHBS, OR BRACES? 

YES 

NO 

10. IF YOU HAD THE NECESSARY TRANSPORTATION: 

COULD YOU GO SHOPPING FOR GROCERIES OR CLOTHES ... 

( 1) 

( 2) 

Without help (taking care of all shopping needs (1) 
yourself) 

With some help (need someone to go with you to help (2) 
on all shopping trips 

Or are you completely unable to do any shopping (3) 

11. IF YOU HAD A KITCHEN: 

COULD YOU PREPARE YOUR OWN MEALS ... 

Without help (plan and cook full meals yourself) (1) 

With some help (can prepare some things but unable (2) 
to cook full meal yourself) 

Or are you completely unable to prepare any meals (3) 

12. IF YOU HAD HOUSEHOLD TOOLS AND APPLIANCES (VACUUM, MOPS, ETC.) 

COULD YOU DO YOUR OWN HOUSEWORK ... 

Without help (can clean floors, windows, refrigerator, (1) 
etc. ) 

With some help (can do light housework, but need help (2) 
with some heavy work) 

Or are you completely unable to do any housework (3) 
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13. IF YOU HAD LAUNDRY FACILITIES (WASHER, DRYER, ETC.): 

COULD YOU DO YOUR OWN LAUNDRY ... 

Without help (take care of all laundry yourself) (1) 

With some help (can do small items only) (2) 

Or are you completely unable to do any laundry (3) 

14. DURING THE PAST MONTH, ABOUT HOW OFTEN DID YOU GET TOGETHER 
SOCIALLY WITH FRIENDS OR RELATIVES? 

Every day 

Several days a week 

About once a week 

2 or 3 times in the past month 

Once in the past month 

Not at all in the past month 

(1) 

(2 ) 

(3) 

( 4) 

(5 ) 

( 6) 

15. DURING THE PAST MONTH, ABOUT HOW OFTEN HAVE YOU HAD FRIENDS 
OR RELATIVES OVER TO YOUR HOME? 

Every day 

Several days a week 

About once a week 

2 or 3 times in the past month 

Once in the past month 

Not at all in the past month 

16. DURING THE PAST MONTH, HOW OFTEN HAVE YOU VISITED WITH 
FRIENDS OR RELATIVES AT THEIR HOMES? 

Every day 

Several days a week 

About once a week 

2 or 3 times in the past month 

Once in the past month 

Not at all in the past month 

( 1) 

( 2) 

( 3) 

( 4 ) 

( 5) 

( 6) 

( 1) 

(2 ) 

( 3) 

( 4) 

( 5) 

( 6) 
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17. ABOUT HOW OFTEN WERE YOU ON THE TELEPHONE WITH CLOSE FRIENDS 
OR RELATIVES DURING THE PAST MONTH? 

Every day 

Several times a week 

About once a week 

2 or 3 times in the past month 

Once in the past month 

Not at all in the past month 

18. HAS THERE BEEN A CHANGE IN THE FREQUENCY OR 
SEXUAL RELATIONSHIPS DURING THE PAST MONTH? 

Change for the better 

No change 

Change for the worse 

( 1) 

(2 ) 

( 3) 

( 4) 

( 5) 

(6 ) 

QUALITY OF YOUR 

(1) 

( 2 ) 

( 3) 
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PAIN ESTIMATE 

Instructions: 

We need to get a more accurate idea of how severe your 

pain is. On a scale of 0 to 100, in which 0 is no pain at all, 

and 100 is pain so severe you'd commit suicide if you had to 

endure it more than a minute or two, what number would you 

give your average pain? (i.e., What is your average pain these 

days?) 

~~~~~~~~~~~~~~~A~~~~~--~~~~--~O 
50 60 70 80 90 100 

Moderate Unbearable 
p~n p~n 
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