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Appearance of trustworthiness: an implicit source
of bias in judgments of patients’ pain
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“Men in general judge more from appearances than from
reality.”—The Prince (1532/1898) (Niccolo’ Machiavelli 14691527).

T

here has long been a concern that superficial, nondiagnostic,
patient characteristics can influence clinicians’ evaluation of
patients’ pain and their responses to patients’ complaints and
requests for help. Studies have shown that the pain judgments of
experienced clinicians and health care workers from a variety of
disciplines are influenced by matters of appearance—including
ethnicity, age, gender, skin colour, socioeconomic status, and
attractiveness. Older adults often have their pain underestimated
relative to younger adults,6,7,25 the pain reports of ethnic/racial
minorities and females are less likely to be believed than their
demographic counterparts,5,20,25,26 and more attractive patients
are perceived to be in less pain and to have better physical
functioning.8 One study in Australia found that just changing the
name of a patient on a file (from an Anglo to a Latin name) was
sufficient to affect the pain assessments of qualified, practicing
physiotherapists.1 Similarly, in a study of nurses in a long-term
care setting, Katsma and Souza11 found the more experienced
the nurse, the less likely they were to believe patients’ self-report.
This study also found that the nurses doubted the self-report of
patients and were more likely to cue into facial expression as the
basis of their pain evaluation.
Aside from the issue of basic fairness, such biases can have
important implications for treatment decisions. Racial and socioeconomic disparities in the prescription of opioids for migraine or
low-back pain are well documented,4,13,21,22 and a recent study
from Norway found that female patients with chronic pain were less
likely to be offered physiotherapy as a treatment strategy than male
patients.18 Reiterating the role of appearances in pain management, Turk and Okifuji,23 for example, found that the prescription of
opioids by medical specialists was strongly influenced by their
assessment of patients’ pain behaviours. Indeed, only recently
Sullivan and Ballantyne19 published topical review in Pain®,
warning of the problem of “adverse selection” for the prescription
of opioids for patients based on pain report and other pain
behaviours rather than more objective criteria.
Despite evidence that clinicians’ pain judgments and treatment
decisions can be biased by the mere appearance of patients, very
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little research has sought to account for these effects, which is
essential if we are to take steps to overcome them. One possibility
is that patients’ appearance affects judgments of pain by
influencing clinicians’ implicit judgments of patient trustworthiness. Research by Schäfer et al.16 reported in this issue of Pain®
supports this idea in a 2 ways: First, the authors provide sound
evidence that clinicians make implicit (rapid, nonconscious)
judgments of patient trustworthiness on the basis of appearances. Second, they demonstrate that the impact of patient
characteristics (in this case, gender and history of depression) on
clinicians’ pain assessments is moderated by the appearance of
trustworthiness. Each of these processes is considered in turn
below, as well as their clinical implications and suggestions for
future research.

1. Clinicians make implicit evaluations of patient
trustworthiness based on appearances
On many occasions, it is very likely that clinicians deliberately
assess patients’ trustworthiness before making treatment recommendations. The safe prescription of opioids, for example, is
routinely recommended to include consideration of a patients’
history of treatment adherence (responsibility), testimony, risk
profile, and motives for treatment.24 However, few clinicians
would admit to the possibility that their evaluation of a patient’s
trustworthiness was made within the first 10 seconds of meeting
a patient, on the basis of their appearance rather than diagnostic
information. And yet, this is the upshot of experimental research
of Schäfer et al.16 published in this issue of Pain®.
The authors report the results of an original study in which
clinicians and clinicians-in-training were asked to rate patients’
pain and the sincerity or authenticity of patients’ pain behaviour
on the basis of a brief vignette (akin to a patient file) and a 5- to 10second patient video. Female and male patient “files” varied by
history of depression (time of onset). Importantly, unbeknownst to
participants, the patient videos had been prescreened and
selected on the basis of a consensus that they seemed high or
low in trustworthiness. Although participants were not explicitly
asked to evaluate patients’ trustworthiness during their evaluation
of each patient’s case, the authors found that patients’
appearance of trustworthiness played a role in pain assessments.
Nevertheless, the pain behaviour of “untrustworthy-looking”
patients was more likely to be deemed insincere or inauthentic
in some way and magnified the (typical) effects of history of
depression and patient gender on pain estimates and treatment
recommendations.
Schäfer et al.16 established the implicit (automatic or nonconscious) nature of clinicians’ judgments of patient trustworthiness in 2 ways. By recording perceptions of the purpose of the
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study, they were able to demonstrate participants’ (lack of)
awareness of the manipulation of patient’s appearance. As such,
the researchers have been able to show that participants did not
repeatedly deliberate on each patient’s trustworthiness in the
process of evaluating their pain and pain behaviour. In addition, at
the completion of the study, participants were asked to rate the
apparent trustworthiness of static images of each of “their
patients.” Patients who had been preselected for their appearance of untrustworthiness were also perceived by study
participants to be untrustworthy. Hence, there is good reason
to believe that the impact of patient appearance on pain
assessments was related to perceptions of trustworthiness.

2. Impact of patient characteristics on pain
judgments depends on evaluations
of trustworthiness
Previous research has shown that the impact of patients’
appearance on clinicians’ pain assessments is moderated by
a number of factors, such as clinician experience,11 implicit
attitudes about race,14,15 and clinician gender.14,26 Schäfer et al.16
provide evidence that patients’ perceived trustworthiness also
moderates the impact of patient characteristics on pain assessments. Specifically, they found that patient characteristics (gender
and history of depression) had maximal impact on pain estimates
and treatment recommendations when patients were also
perceived to be untrustworthy. Although Schäfer et al.16 did not
directly test the (mediation) hypothesis that clinicians’ trustworthiness perceptions account for the impact of patient gender and
depression on pain assessments, their (moderation) analyses are
certainly suggestive of the possibility that perceived trustworthiness
plays a role in the impact of these observable patient characteristics on pain estimates and treatment recommendations. It is
notable that at the completion of the study, participants rated both
low and high trustworthy female stimuli as lower in trustworthiness
than low and high trustworthy male stimuli (see Results:
Trustworthiness ratings, in Schäfer et al.,16 indicating that gender
may indeed influence perceived trustworthiness).

3. Future research directions
This line of research raises several interesting and important
questions for pain management researchers and clinicians.
These include the following: Which patient attributes are used
as cues for trustworthiness by clinicians? Apart from influencing
clinicians’ treatment decisions, what are the wider implications of
clinicians’ implicit evaluations of patient trustworthiness for
patient care and treatment outcomes? Are there certain patient
groups whose appearance is more likely to influence clinician
judgments? And what can be done to reduce such biases?
Schäfer et al.16 demonstrate that implicit evaluations of patient
trustworthiness influence pain evaluations and treatment decisions. However, it is foreseeable that the consequences of
clinicians’ trustworthiness judgment may be more far-reaching,
affecting even patient’s health outcomes. People (particularly those
in subordinate positions, such as patients) are fairly skilled at
detecting the social judgments of others from nonverbal behaviour2,9,17; a side-ways glance, self-protective body posture, tone of
voice, microexpressions of contempt, or a lack of empathic
expression is just some of the ways in which clinicians’ evaluations
of patient trustworthiness may be revealed.2 Importantly, being on
the receiving end of these subtle displays of social disapproval or
negative evaluation can negatively impact on patients’ health
outcomes by eliciting psychological and physiological stress

responses or by influencing health behaviour (eg, treatment
adherence).12 In addition, patients are less likely to trust a clinician
who shows mistrust of them, and patient trust is crucial to patients’
treatment expectations, compliance with treatment recommendations, and responsiveness to treatment.3

4. Final thoughts
Although the answers to our research questions continue to be
pursued, it behooves us to be mindful of our trustworthiness
judgments and the potentially superficial bases on which they are
formed. Awareness of the potential for patients’ appearance to
influence clinician judgments is particularly relevant in the case of
patients who are unable to self-report their pain (eg, babies, older
age groups, and those with communication difficulties), whose
treatment of pain may rely almost exclusively on clinician’s
judgments of their pain behaviour.10
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