
Various strategies have been reported to help physicians better manage challeng-
ing patient interactions and improve communication (1,2). Furthermore, evidence 
suggests that rudeness among physicians has been demonstrated to negatively impact 
patient care (3,4). Few investigators, however, have examined the impact that patient 
negativity, directed toward physician providers, may have on the quality of patient 
care. Although patient negativity may emerge in any care setting, it poses a particular 
challenge in the outpatient treatment of chronic pain, and thus, may influence the 
experience and treatment of this patient population.

Patient negativity stems from an interplay of past personal and environmental 
factors. Frequently, comorbid psycho-affective conditions including character disor-
der, depressive disorder, and anxiety disorder are intertwined with pain symptoms. 
Moreover, environmental factors, such as increased appointment wait times, payment-
related barriers, travel for appointments, failed treatments, and perceived physician 
attitude may contribute to negative attitudes and behaviors. Over time, these factors 
may contribute to the provocation of outward negativity from patients. A failure to 
understand these symptoms, as well as the psychosocial aspects of pain treatment, can 
result in greater patient negativity and compromised treatment outcomes.

A growing literature of interest to pain physicians and staff are studies conducted 
in Israeli professional training settings among physicians and nurses (1). This work 
documents that patient rudeness in simulated settings can have deleterious effects on 
communication within and the performance of medical teams. Although relying on a 
simulation model, this research points to negative patient attitudes and verbal behav-
iors as important targets to evaluate and modify. Medical professionals in Israel and 
elsewhere are bringing to light the importance of studies in real-life contexts on the 
impact of patient negativity and modification strategies to combat unfortunate clinical 
outcome effects (5-7). These include techniques such as cognitive bias modification, 
which aims to directly change automatic cognitive processes, modify choice board, and 
thus, influence psychopathology (8).

Evaluation and management of patient negativity in the outpatient setting can 
contribute meaningfully to treatment planning and results. Many factors may lead 
patients to express negativity directed at their pain physician; this article highlights 
the adverse impact that such negative attitudes may have on patient care. Despite 
receiving training in communication-based tools to prevent underlying adverse effects 
on care, physicians may fail to recognize subconscious biases that may inherently com-
promise patient care. This brings to light the importance and need for more studies 
to assess the impact of patient negativity on quality of care, and to provide potential 
strategies that clinicians can be educated on to help mitigate this effect. Additionally, 
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with the goal of improved and healthy communication 
with better overall quality of care.   
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we need the implementation of this education skillset 
into our training programs as a foundation to combat 
deleterious responses toward our patients. Ultimately, 
it is imperative that chronic pain physicians be cogni-
zant of internal patient factors such as prolonged failed 
therapy, comorbid conditions, and personal biases, 
which may serve as an impetus for patient frustration, 
manifesting as negativity, and thus, impeding positive 
outcomes. The propagation and dissemination of this 
knowledge to both physicians and patients can con-
tinue to help and strengthen the bond between both 
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