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Abstract: 
Background: Pain perception is influenced not only by physiological factors but also by psychological and 
communicative elements. This study investigates the effect of clinician interpretation of pain scores on patients’ 
perceived pain intensity. 
Methods: A prospective observational study was conducted over 9 months at MKCG Medical College, 
Berhampur, involving 142 postoperative patients. Patients were exposed to three types of clinician feedback: 
neutral, empathetic, and dismissive. Changes in pain perception were measured using the Numerical Rating 
Scale (NRS). 
Results: Empathetic interpretations significantly reduced perceived pain scores (mean NRS 6.8 to 4.5), while 
dismissive responses slightly increased scores (mean NRS 6.6 to 6.9). Patient satisfaction was highest in the 
empathetic group. 
Conclusion: Clinician interpretation of pain scores can significantly alter patients’ pain perception. Empathetic 
communication is associated with improved outcomes and should be encouraged in clinical practice. 
Keywords: Pain perception, Empathy, Communication, Numerical Rating Scale. 
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Introduction

Because pain is a multifaceted, subjective 
experience with physiological, psychological, and 
emotional components, it is intrinsically 
challenging to measure [1]. Self-reported pain 
scores, such as those from the Visual Analogue 
Scale (VAS) or the Numerical Rating Scale (NRS), 
are commonly used in clinical settings to assess 
pain [2]. Despite being standardised, patients and 
healthcare professionals may interpret these tools 
differently. The way these scores are interpreted 
can have a big impact on how the patient feels 
about their pain, what they expect from their 
treatment, and how satisfied they are with their care 
overall [3,4]. Based on how professionals interpret 
or react to their scores, patients frequently make 
assumptions about the degree and validity of their 
suffering. Patients may become more anxious, feel 
more suffering, or lose faith in the therapy process 
if they believe their pain is being undervalued or 
not properly addressed. On the other hand, more 
effective coping strategies and better pain 
management results could result from sympathetic 
and affirming interpretations of pain levels [5,6]. 

This prospective study aims to explore the 
influence of clinicians’ interpretation and 
communication of pain scores on patients’ 
perception of pain. Understanding this dynamic is 
crucial for developing more effective and patient-
centered approaches to pain assessment and 
management in diverse clinical contexts. 

Materials and Methods 

Study Design: This was a prospective 
observational study conducted to evaluate the 
influence of the interpretation of pain scores on 
patients’ perception of pain. 

Study Setting: The study was carried out at the 
Department of Anesthesiology and Pain 
Management, MKCG Medical College and 
Hospital, Berhampur. 

Study Duration: The study was conducted over a 
period of 9 months. 

Study Population: A total of 142 patients 
undergoing various surgical procedures and 
requiring postoperative pain management were 
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enrolled in the study. Patients included were adults 
(aged 18 years and above), conscious, oriented, and 
able to comprehend and use the pain rating scales. 

Inclusion Criteria 

• Patients aged 18 years and above 
• Patients undergoing elective surgeries 
• Patients capable of understanding and 

responding to the pain scale assessments 
• Willing to provide informed consent 

Exclusion Criteria 

• Patients with cognitive impairments or 
communication difficulties 

• Patients on chronic pain medication or with a 
history of chronic pain disorders 

• Emergency surgical cases 

Procedure 

Postoperative pain scores were collected using the 
Numerical Rating Scale (NRS) at predetermined 
intervals. Patients were then randomly assigned 
neutral, empathetic/validating, or 
minimizing/dismissive physician interpretations. 
Clinicians reassessed their pain perception. The 
psychological influence of score interpretation was 
examined by tracking perceptual change. 

Data Collection and Analysis: Patient 
demographics, baseline pain scores, post-
interpretation pain perception, and feedback 
regarding clinician communication were 
documented using structured proformas. Statistical 
analysis was performed using SPSS software, with 
significance set at p < 0.05. Paired t-tests and 
ANOVA were used to assess intra- and inter-group 
differences. 

Results 

A total of 142 patients were enrolled in the study, 
with 136 patients completing all phases of the 
assessment. The patients were divided into three 
groups based on the style of clinician interpretation 
of their pain scores: Group A (Neutral 
Interpretation, n=45), Group B 
(Empathetic/Validating Interpretation, n=46), and 
Group C (Minimizing/Dismissive Interpretation, 
n=45). 

The baseline pain scores (on the Numerical Rating 
Scale, NRS) were similar across all groups (mean 
NRS: Group A = 6.7, Group B = 6.8, Group C = 
6.6; p > 0.05). However, following the clinician’s 
interpretation and interaction: 

• Group B (Empathetic/Validating) showed a 
significant reduction in perceived pain scores 
post-interaction (mean NRS reduced to 4.5; p 
< 0.001), with patients reporting increased 
satisfaction and a sense of being understood. 

• Group A (Neutral Interpretation) showed a 
moderate reduction in pain perception (mean 
NRS reduced to 5.9; p < 0.05), with a neutral 
emotional response. 

• Group C (Minimizing/Dismissive) showed 
either no change or a slight increase in 
perceived pain scores (mean NRS increased to 
6.9; p = 0.08), with several patients expressing 
dissatisfaction and concern about the 
seriousness of their symptoms being ignored. 

Patient-reported outcomes indicated that 88% of 
patients in Group B felt "more comfortable and 
reassured" after interaction, compared to 52% in 
Group A and only 18% in Group C.

 

 
Figure 1: The bar graph illustrates the change in pain perception (NRS scores) before and after clinician 

interpretation across the three groups. 



 
  

International Journal of Current Pharmaceutical Review and Research           e-ISSN: 0976-822X, p-ISSN: 2961-6042 
 

Mohanty et al.                           International Journal of Current Pharmaceutical Review and Research  

1558   

Discussion 

The results of this prospective study highlight how 
a patient's experience of pain can be greatly 
impacted by the way a doctor interprets and 
communicates pain scores. Patients' subjective pain 
levels significantly decreased and their happiness 
with their care experience increased when they got 
sympathetic and affirming feedback on their pain 
ratings. On the other hand, people who were 
subjected to minimised or dismissive reactions 
frequently felt more uneasy and complained. These 
results emphasise the psychological aspect of pain 
and how important good communication is to 
managing it. The study supports the idea that 
compassionate clinician interaction can improve 
both physiological and emotional recovery, and it is 
consistent with previous literature that highlights 
the significance of patient-centered care. Therefore, 
incorporating communication training into pain 
assessment procedures may be a useful tactic for 
improving patient outcomes in postoperative 
environments. 

Several studies have shown that clinician-patient 
communication affects pain perception and clinical 
outcomes. Stewart et al. (2000) found that excellent 
physician communication increases emotional well-
being, symptom resolution, and pain perception in 
primary care [7]. Empathetic interactions improved 
placebo effects in irritable bowel syndrome, 
highlighting psychological control of physical 
symptoms [8]. Kaptchuk et al. (2008) discovered 
this. Rakel et al. (2009) found that clinician-
centered communication lowered musculoskeletal 
pain levels and boosted satisfaction in a 
randomised experiment [9]. Validating patient pain 
experiences boosted emotional responses and 
reduced anxiety during professional contacts, 
according to Edmond and Keefe (2015) [10]. These 
findings support the present study's finding that 
clinicians' interpretive style significantly influences 
pain perception and emphasise the need for 
sympathetic communication in pain management. 

This study provides opportunities for additional 
investigation on how organised communication 
techniques might be included in pain management 
procedures. Future research should examine how 
physician feedback affects patients' psychological 
recovery, treatment compliance, and chronic pain 
problems over the long run [11,12]. Furthermore, 
multicentric studies with a range of patient 
demographics and clinical environments could 
support the validation of these results and make it 
easier to create training materials for medical 
professionals that standardise compassionate 
communication when assessing pain [13,14]. The 
study's single-center design and small sample size 
were limitations that could have an impact on how 
broadly the findings can be applied. It is especially 
challenging to manage the variability introduced by 

the subjective character of pain and emotional 
response. Additionally, the study did not assess 
outcomes beyond the immediate postoperative 
period, nor did it take into account patient 
personality factors or differences in the delivery 
style of the clinician, all of which may have an 
impact on how pain is perceived. 

Conclusion 

This prospective study shows that patients' 
perceptions of their pain are greatly influenced by 
the way doctors interpret and convey pain levels. 
While dismissive interpretations may exacerbate 
subjective pain experience, sympathetic and 
validating responses are linked to decreased pain 
perception and higher patient satisfaction. These 
results emphasise the value of patient-centered 
communication in clinical settings and imply that 
improving healthcare professionals' interpersonal 
skills may be an inexpensive, highly effective way 
to maximise the results of pain management. 
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