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At the beginning of the 21st cen‑
tury, patient‑centered medicine has emerged as
the field focusing on the improvement of patient
satisfaction with medical care and medical out‑
comes.1 Studies in many countries have confirmed
that the increasing dissatisfaction with medical
care is largely related to communication prob‑
lems.2,3 Communication is one of the most com‑
mon and important activities in medical practice,
but, paradoxically, it has received relatively little
attention in medical education so far.4
The health consumer movement and patients’
rights advocacy have led to the current model of
shared decision making and to patient‑centered
communication. For centuries, the concept of
patient‑centered medicine has been neglected
in clinical practice. The majority of physicians
avoided delivering bad news to patients for fear
of destroying their hope. Historically, the model
of the physician–patient relationship has always
been dependent on the medical situation of the
patient and the social scene. Physicians and pa‑
tients’ ability of self‑reflection and communica‑
tion as well as any technical skills are embodied
in the medical situation of the patient. The social
scene refers to the sociopolitical and intellectual
and scientific climate of the time. Nowadays,
the model of the physician–patient relationship
has evolved from paternalism to partnership that
is fundamental to the idea of patient‑centered
medicine.
Positive health outcomes of effective communication
in medicine For the past 30 years, the effects of

communication interventions have been rigorous‑
ly tested in the same way as one may study the ef‑
fects of a new drug on a diseased population.5-8
There is substantial evidence that doctor–pa‑
tient communication has the potential to facili‑
tate comprehension of medical information, and
allows for better identification of patients’ needs,
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perceptions, and expectations.1,5-8 Patients report‑
ing good communication with their doctors are
more satisfied with their care. Opportunities ex‑
ist for providers to improve patients’ understand‑
ing of their disease and its treatment and to tailor
interventions based on whether patients are in‑
tentionally or unintentionally nonadherent. It is
often stated that there is a strong correlation be‑
tween the sense of control and the ability to tol‑
erate pain, recover from illnesses, and improve
daily functioning.9
Physicians with better communication skills
can detect problems earlier, identify patients’
problems more accurately, prevent medical cri‑
ses, and provide better care to their patients.10
Communication skills and the quality of medical care

Effective communication between patients and
their health‑care providers has been shown to im‑
prove the perceived quality of care.1 Patients to‑
day regard themselves as health consumers and
want to be active participants in medical decision
‑making. Patients’ agreement with physicians
about the nature of the treatment is strongly as‑
sociated with their recovery.1 Patients tend to
leave doctors who failed to involve them in mak‑
ing decisions.7
Most complaints about doctors are about
the lack of communication rather than clinical
competency. Effective doctor–patient communica‑
tion is associated with a lower probability of law‑
suits in the event of an adverse outcome.8 Patients
appreciate physicians who can skillfully diagnose
and treat their illnesses as well as communicate
effectively. Physicians with good communication
skills have more job satisfaction, less work stress,
and are less prone to burnout. Patient‑centered
practice improved health status through percep‑
tions that common ground was achieved and in‑
creased the efficiency of care by reducing diag‑
nostic tests and referrals.9
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Communication skills training

Doctor–patient
communication is a procedural skill, which may
be systematically taught and evaluated.10,11 Clin‑
ical communication skills do not improve merely
from experience.10 Many doctors, especially those
clinically experienced, tend to overestimate their
communication skills.1 Unfortunately, tradition‑
al medical education at all levels has not dealt
with teaching clinical communication.10 Recently
teaching communication skills has become an es‑
sential element of the medical school curriculum
in most European countries, United States, and
Canada.10-12 A significant step toward defining
the methods for teaching communication skills
was made in 2003 by a group of 16 medical edu‑
cation leaders from medical schools worldwide,
participating in the 2003 Harvard Macy Insti‑
tute Program for Physician Educators. The ex‑
panded communication competencies and teach‑
ing strategies were summarized in the consensus
of the American College Graduate Medical Edu‑
cation (ACGME) for competency in communica‑
tion skills.12
The accepted examples of comprehensive
models that have been used in many countries
for teaching and training are the Maastricht
History‑Taking and Advice Checklist, the Cal‑
gary–Cambridge Guides, the Four Habits Mod‑
el, and the Practical Guide to Teaching and As‑
sessing the ACGME Core Competencies. The Eu‑
ropean consensus for teaching medical commu‑
nication has also been proposed.11
To maintain the effects of training, it is im‑
portant to teach communication in the real‑life
setting. Otherwise learners are confronted with
2 apparently conﬂicting models of the medical
interview: a communication model describing
the process of the interview and the “traditional
medical history” describing the content of the in‑
terview. The Calgary Cambridge model bridges
these 2 approaches.13
In Poland, the current curricula of medical ed‑
ucation put more emphasis on general and medi‑
cal psychology rather than on professional com‑
munication training.14 The analysis of the curri‑
cula used at the faculties of medicine unequivo‑
cally indicate that the scope of education in pro‑
fessional medical communication is very narrow,
and, with a few exceptions, there are no mod‑
ules dedicated directly to this topic.14 Currently,
there is a strong need for incorporating teach‑
ing communication into the curricula of medical
schools in Poland. According to the current reg‑
ulations, curricula are established independently
by each medical faculty, so this issue needs to be
addressed by each medical faculty and each uni‑
versity individually.

The implementation of modern knowledge
about communication into the curricula of med‑
ical schools and clinical practices will improve
the relationship between the patient and physi‑
cian and increase the efficiency of medical care.
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Conclusions

The ultimate objective of doctor–pa‑
tient communication is the same as that of med‑
icine—to improve the patient’s health. Commu‑
nication skills are not something additional to
medical practice but are a core clinical compe‑
tence of a physician.
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