
Introduction

On a daily basis, we are involved in communication processes with
colleagues, family members, friends and, in health environment, with
patients.

In most cases, we do not ask ourselves how these processes hap-
pen, neither we care for the effects on the person we are talking to.
Usually, in fact, the consequences of what we say coincide with our
expectations and, when this does not happen, we do not even try to
understand why.

For example, when we give a friend directions to our home, we do
expect him to arrive. If this event does not occur, it is very likely that
we will draw the following conclusion: he got lost!. 

In most cases, then, we do not care about the effects our words
have on the others, that is to say, we do not care if our communication
was effective or not. 

The single biggest problem in communication is the illusion that it
has taken place - 

George Bernard Shaw

This article aims to show when an effective communication is per-
formed, both in general and in the patient-physician interaction. In a
brief premise, we will describe the elements of communication, then
the barriers to an effective communication will be considered togeth-
er with their effects. Finally, some suggestions for making our com-
munication with patients more effective will be offered. Obviously,
this is just a mention to a very complex topic, therefore references for
further in-depth studies are reported.

The elements of communication

First of all, it is important to remind that in communication
processes the actors involved are generally two or more. However, in
order to simplify the following discussion, we will refer only to a com-
munication between two subjects. Therefore, there will be the sender,
that is to say the person who sends the message, and the receiver,
that is to say the person who receives the message (Figure 1). 

These two roles will switch at every communication passage: the
sender will become the receiver, and the receiver will become the
sender (Figure 2).

Furthermore, human communication occurs through two channels:
verbal and non-verbal.1 The first one refers to the words, the sen-
tences and the grammatical structure we use to communicate. The
second one, the non verbal channel, including the paraverbal ele-
ments of communication, refers to the body language, the facial
expressions, hand movements, the pauses between words, the tone of
voice, the distance from the receiver (prossemic) and so on. 

In those highly emotional situations more than 90% of the message
is conveyed by non-verbal language.2

A significant breakthrough in the study of communication is repre-
sented by the publication of the book Pragmatic of human communi-
cation in 1967.1 In fact, the authors of this volume give a completely
new perspective on analyzing and studying human communication.   

The first important element of change comes from considering a
communication pattern as a behavior. Therefore, given that behavior
has no opposite... , there is no such thing as nonbehavior (that is to say
one cannot not behave), then an opposite of communication does not
exist either. In other words, as stated by the first axiom of communi-
cation:

one cannot not communicate.1

Doing or not doing something, speaking or staying silent, all have
the capacity to express a message.

This implies that, whatever we do, our behavior/communication
will always have an impact on other people, who will naturally react
with another behavior/communication. Therefore it can be stated that
communication is a behavior which always elicits reactions and other
behaviors.

We previously saw that in any communication we activate, in par-
allel, the verbal and non-verbal channels. It is worth noting that, while
the first one gives information on the content of the message, the sec-
ond one gives fundamental information about the relationship
between sender and receiver.1

If we read the following sentences:

In these cases is recommended to repeat the exams in three months

And

Correspondence: Roberta Ceccarelli, Società Italiana di Urologia Oncologica
(SIUrO), Bologna, Italy.
E-mail: roberta.ceccarelli67@gmail.com

Key words: effective communication, misunderstanding.

Received for publication: 25 November 2014.
Accepted for publication:  25 November 2014.

This work is licensed under a Creative Commons Attribution
NonCommercial 3.0 License (CC BY-NC 3.0).

©Copyright R. Ceccarelli, 2014
Licensee PAGEPress, Italy
Oncology Reviews 2014; 8:273
doi:10.4081/oncol.2014.273

Why they don’t understand?
Roberta Ceccarelli
Società Italiana di Urologia Oncologica (SIUrO), Bologna, Italy

[page 92]                                                              [Oncology Reviews 2014; 8:273]                                                   

                                Oncology Reviews 2014; volume 8:273



Do you want me to repeat the exams in three months?

We can say that both convey the same content - to repeat an exam in
three months - but we are sure that the relationship between speakers
in the first sentence is different from the relationship between speakers
in the second sentence, though the non-verbal part is very limited.

every communication has a content and a relationship aspect, …the
two modes of communication not only exist side by side but comple-
ment each other every message1

Finally, in every communication interaction, there is an aspect that
is extremely important even though it is overlooked most of the time.
Each actor of a communication pattern will define the communication
and the complementary relationship from his/her own perspective or
point of view (Figure 3).

It is as in the example given by Watzlawick of the rat who says: - I
have got my experimenter trained. Each time I press the lever he gives
me food.

To summarize: it is not possible not communicate: each communi-
cation interaction expresses a part of content and a part of relation-
ship, the last is conveyed by non verbal language; each actor partici-
pates in the communication from his/her own perspective.

When communication is effective?

To talk about effective communication we need to introduce a fur-
ther element: the goal of communication.3,4 In fact, it is possible to say
that a behavior was effective only in relation to its goal. Similarly, we
can say that a communication was effective only in relation to the aim
with which we started the communication interaction. Furthermore,
the closer to our goal we are, the more effective has been our commu-
nication.

At this point it is worth noting that, given what has been told previ-
ously, it is possible for us to know if we reached our goal only from the
receiver’s reaction/answer.  

Communication is the receiver’s feedback, not the sender’s intention
Taking the example that was proposed at the beginning of this arti-

cle, I will know if the communication about the way to reach my house
has been effective only when I see my friend at destination. 

Considering physician patient communication, as reported in
research,5,6 the most important goals are respectively, to give and to
receive the best care available. Obviously these objectives could have
several sub-objectives. On the one hand, physicians would aim at sav-
ing patients’ life, helping them making decisions among the available
therapies (when it is possible), informing patient on adverse factors
of therapies, making patients to meet therapeutic schedule and follow-
up, enrolling patients in clinical trials. On the other hand, patients
would aim at getting rid of the problem as soon as possible, keeping
their life style and their social relationship, participating at the grand
son baptism, and so on.5

For both doctors and patients, the communication interaction, and
the connected relationship, will result effective as far as they will be
able to reach their goals.5,6 In fact, given the aspects of interaction and
relationship involved in communication, even when only one of the
actors is not able to reach his/her goal, communication cannot be con-
sidered effective. Let us think, for example, that during a physician
patient consultation none of the patient’s concerns about the schedule
of the proposed therapy emerged. However, these concerns will be evi-
dent the first time the patient will miss an appointment. This does not
mean that therapies have to be changed according to the patient’s

wish. On the contrary, this means that in order to reach our goal to let
the patient meet the therapy schedule should be worthwhile giving
patient time to express his/her worries and concerns and sharing the
therapeutic goals.5-7

Barriers to an effective communication

Barriers to an effective communication can have various origins.8,9

They may come from the organization in which we work as well as
from the way we act in a given situation. The first case includes, for
example, the unavailability of adequate spaces and settings for confi-
dential consultation as well as a too short time for visits. Since orga-
nizational regulation and rectification of these barriers ought to be
dealt separately and by other expertise, only barriers of the second
case will be considered. Furthermore, depending on our attitude
toward the situation, it would be possible to learn how to manage
them.

Among these barriers there are: the lack of motivation for an effec-
tive communication; the use of a technical language; the habit of
referring to own culture’s scheme; and the rules of thumb that we use
every day to manage the complexity of our world.9,10

The latters are particularly significant because we use them spon-
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Figure 1. First passage of a communication pattern.

Figure 2. Second passage of a communication pattern.

Figure 3. Each subject defines the communication from his/her
point of view.
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taneously and can affect dramatically the effectiveness of our commu-
nication. 

Tversky and Kahneman, in an article published in 197411 demon-
strated how people rely on a small number of cognitive strategies,
defined as heuristics, which help to simplify difficult tasks such as
making a decision under uncertainty. In most cases these cognitive
shortcuts are very useful (otherwise we would have already discarded
them) allowing us to make a decision quickly and effectively. However,
in some cases, they give rise to biases and errors of judgment.

According to the representativeness heuristic, for example, an
object is assigned to a certain category rather than another one, inso-
far as its principal characteristics are representative or recall that cat-
egory, rather than the other one. 

When we judge objects or events as frequent, likely or causal agents,
only because they are easily available in our memory, then we are
using the availability heuristic.

If we rely on the first piece of information we receive as anchor or
as reference point to make a decision or a judgment, then we are
using the anchoring heuristic.

What kind of effect could have these cognitive mechanisms on com-
munication patterns?

One of the most important moments in the physician patient rela-
tionship is the collection of patient’s health data by the physician.
Furthermore, this information has to be collected directly from the
patient. Nevertheless, research show that physicians have the tenden-
cy to interrupt patients before they had the time to express their wor-
ries and concerns. For example, Beckman and Frankel12 found that
patients were interrupted, on average, 18 seconds after they have
started talking. A more recent research13 shows similar results
(patients were interrupted after 23 s on average).

Physicians who interrupt patients prematurely could rely on the
representativeness heuristic. In fact, they could recognize some char-
acteristics in the patient or in his/her story that are representative of
a certain group of patients and assume the overall picture. 

However, this attitude can have a great impact on patient physician
communication and even more on the developing relationship. 

As previously stated, each behavior communicates something.
Therefore, the physician who interrupts a patient is very likely to com-
municate that he/she is in a hurry, that he/she is very busy or, in the
worst case, that he/she is not interested in what the patient is saying
(by the way, answering the cell phone during a consultation could
deliver the same message).

According to the availability heuristic an event is erroneously con-
sidered more likely (or causal agent) only because it comes first to
mind.11 This heuristic could give reason to the evaluation error on
risks and benefits of a treatment. In fact, depending on the sequence
in which they are presented, they will remain more or less impressed
in memory. In other words, when the therapy benefits are presented
before its risks, these last will come to mind more easily (because they
are more recent). Consequently risks could also be considered more
likely (because they are recalled better) and more numerous (because
more of them are recalled).10,14-17

Considering the anchoring heuristic, even this can give reason of
the patient’s choice of therapy. For example, if the first prostate cancer
therapeutic option, which is proposed by the physician, were the sur-
gery, than its adverse effect would work as anchor for the evaluation
of the other available treatments.16,17 Rather, each therapy should be
evaluated separately and the impact on patient’s quality of life should
be taken as reference point. 

To complete the picture of effective communication we need to talk
about listening. Communication is a circular process, it is a repeated
exchange of message/behavior and feedback.1 Consequently, in order
to reach an effective communication, active listening plays a funda-
mental role (Figure 4).

Literature distinguishes five levels of listening: i) ignoring; ii) pre-
tend listening; iii) selective listening; iv) attentive listening; v)
empathic (or active) listening18 (Figure 5). None of the first four lev-
els of listening guarantee an effective communication. To listen in
active and emphatic way in health field, it is necessary to treat every
consultation as though each problem is completely new and never
heard before. 

This approach involves a series of attitudes that make the patient
feel really understood and welcome. Thanks to this ability, communi-
cation takes place in a situation that, on the one hand, is particularly
apt to acknowledge the patient and, on the other hand, makes patient
entrusting the physician.   

Same attitude of active listening makes us to go beyond words, and
truly understand the real feeling of the person we are talking to. Active
listening means not to be limited to literal interpretation of the mes-
sage but it means going further and try to understand both their state-
ments and their behaviors. To achieve active listening, it is important
to read between the lines, to focus the attention on the others, to
understand the emotions behind their reports.  Achieving active lis-
tening does not require a great amount of time. Instead it requires to
dedicate real and sincere attention to others, accepting their point of
view and their way of thinking (though it could be far from our own),
showing that we are really interested in their words through our
answers.18

Our skills and our effectiveness in communicating depend on our
ability to detect systematically how the receiver reacts (using words
and behavior) in order to constantly adjust and calibrate our commu-
nication.
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Figure 4. Importance of active listening.

Figure 5. Five levels of listening.



Conclusions

The problem of communication is surely larger and more complicat-
ed compared to what we have reported in this article. Its main goal, as
stated at the beginning, was to draw the reader’s attention to a behav-
ior that, in most cases, is managed without problems.

Patient physician communication, however, represents a more frag-
ile interaction compared to those that we usually encounter. In fact,
especially with oncological patients, strong emotions and stress are at
stake.19-21 Moreover, patients are required to make quick decisions on
very important aspects of their life.

As stated before, in every communication patterns there are at least
two actors and all barriers to effective communication affect both the
physician and the patient. Thus, patients are victims of the same cog-
nitive mechanisms as physicians. For example, it may happen that a
patient does not pay attention, maybe just because he/she is feeling
strong emotions. 

However, it is worth noting that physician-patient relationship is not
symmetrical (all participants are at the same level for knowledge and
status). On the contrary physician-patient relationship is complementa-
ry as defined by the contest.1 In a complementary relationship one of the
participant has a one up position because of a higher level of knowledge
or experience in a particular field.1 From this perspective, in the physi-
cian-patient relationship, the physician is in a one up position. Thus
he/she has the responsibility to conduct the communication exchange
helping patients to express their concerns and trying to create a satisfy-
ing relationship through an effective communication.

Since the first axiom of communication states that one cannot not
communicate, when it is particularly important to achieve an effective
communication, we ought to deal with the problem of communication
and we are required to formulate strategies (as how to explain risks
and benefits of a particular treatment), to define objectives (sharing
them with patients), to listen actively.  

Leaving all these aspects to chance does not mean not communicate
(that is not possible, as it has been shown). On the contrary, it means
to communicate exactly what we do not want to communicate like: lack
of interest, superficiality, ambiguity, uncertainty.

Therefore, it means leaving the receiver (the patient) under the
uncertainty about the goals and the aims pursued by the sender (the
physician), with the chance that to this last would be attributed the
most absurd and contradictory objectives.
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