
Practice and Theory in Systems of Education, Volume 6 Number 2 2011 
 

155 

PHYSICIAN-PATIENT COMMUNICATION 
FROM AN EDUCATIONAL PERSPECTIVE 

 
© Kornélia L AZÁNYI  

(Óbuda University, Budapest, Hungary) 
 

lazanyi.kornelia@kgk.uni-obuda.hu 

 
Formal education of physicians involves communication with patients, 
but only teaches the ways of surface acting, where those involved are 
consciously behaving in a socially acceptable way which is frequently 
dissonant with their genuine emotions - that they are hiding. This level 
of emotional labour is proved to bring about psychical and/or somatic 
illnesses in those involved. On the other hand, there is a way - through 

deep acting - to lessen the negative side effects of the emotive 
dissonance. There are techniques that enable physicians to feel - and 
not only fake - the required emotions. Then again, these techniques 
are not taught at universities, but obtained on the job thanks to a 

supporting work environment, or attained the hard way, through trials 
and errors, through personal experiences. 
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Nowadays, more and more turn to physicians with complaints and symptoms 
that do not have somatic disorders as origin. The more physicians know 
about patients, the more effective their efforts of finding the underlying 
causes – whether somatic or psychological – will become (Di Blasi et al, 
2001). Even so, communication with the patient does not come naturally to 
all. Some physicians – contrarily to the now fashionable bio-psycho-social 
holistic view – still regard their patients as symptom carriers and mere 
manifestations of their illnesses. This can be a result of the physicians’ 
socialisation and formal education, but it might also be a conscious (or 
unconscious) decision to facilitate the protection of their own mental and 
psychosocial self. However, the most important part of the therapy being the 
consultation itself - the connection between the patient and the physician 
(Bálint, 1990) – it is inevitable for all those, who work in the health-care 
industry to learn the proper, and as such, effective way(s) of communicating 
with patients. 

According to Kohut (1984), those effective in their caring professions are 
inevitably smart, creative, and regard life with a sense of humour despite of 
being aware of its limitedness, but first of all are empathetic. Empathy 
causes the physicians to act in ways that improve patients’ well-being, and 
stimulate their healing processes. Empathy helps the patients to open up, 
which provides physicians more detailed background information. It fosters 
patients’ greater autonomy, improved willingness to participate in decisions, 
higher sense of self-efficiency and through all of these their self-healing 
processes. 

Empathy, however, is not a universal feature of all physicians (or those of 
caring professions), in each and every situation. In order to act 
empathetically, they often have to mask their genuine emotions and emotive 
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responses and fake socially acceptable ones. This way empathy is a sort of 
emotional labour. 

 
Empathy 

 

Empathic concern in health-care professions is of great importance. 
Therefore widespread research had been directed at the caring attitude and 
empathic processes of physicians. Nevertheless, researchers of emotions 
have not yet arrived at a consensus about the concept of empathy yet. Some 
regard it as a way of understanding (Kohut, 1984), others that of 
experiencing (Greenson, 1960), or of presentiment/feeling (Strayer, 1987), 
or of relating to others (Jordan et al., 1991). Kohut (1984) regards empathy 
as the trait of a mature personality, a form of transformed narcissism. He 
says that empathy, along with the acceptance of finiteness, wisdom, 
creativity, and a sense of humour, is also an essential caregiver trait. Davis 
(1980, 1994) defines empathy as a psychic process encompassing a wide 
range of emotional, cognitive, and behavioural mechanisms and reactions 
induced by the other party’s displays. An individual recognises and 
understands feelings and motives of another individual in the course of a 
cognitive process, while in an emotive process, one produces emotions 
corresponding to the results of the cognitive process. According to Larson 
and Yao (2005), empathy implies that one is aware of, detects, understands 
and, actually, intensely experiences another party’s emotions, thoughts, and 
sensations without these having explicitly been shared with the said other 
party. Rogers (1957) insists that empathy is equivalent to a constant 
sensitiveness to meanings experienced by another party. To sum up, 
empathy is a never-ending process adjusting itself to varying situations and 
target persons. 

Goleman (1995) insists that empathetic people are more sensitive to 
subtle social signals which are indicative of the others' intentions and needs. 
Furthermore, they are more sensitive to non-verbal ways of expression than 
their less empathetic fellows. Parasuraman, Zeithaml and Berry (1988) 
consider empathy as the key concept of service. Empathetic employees 
perceive their clients' expectations of them as better and they are willing to 
invest more effort in emotional labour. 

The essence of empathic attachment is somewhat dual in nature. Empathy 
might be defined as an individual feeling of sympathy with another 
individual (Kruml & Geddes, 2000a) or it can also be classified as a reactive 
process, the feeling of sympathy for another individual rather than with 
him/her (Staub, 1979). It means that one does not necessarily generate 
parallel emotions, but can choose to create reactive emotions for the sake of 
the other’s well-being which are different from those of the other (Davis, 
1984). 

Emotional contagion or parallel emotions mean the adoption and sharing 
of another party’s emotions. According to Miller, Still, and Ellis, (1988) 
people who score high in emotional contagion are better tuned to others and, 
consequently, the others’ well-being is of higher importance to them. 
According to Batson et al. (1988), emotional contagion may as well trigger 
an altruistic behaviour. This is why it not only facilitates emotional labour by 
employees, but also increases the risk of their burn-out (Verbeke, 1997). 
Kruml and Geddes (2000a) argue that the degree of emotional contagion is 
inversely proportional to the level of emotional dissonance observed while 
directly proportional to the amount of energy invested in emotional labour. 
Employees having a strong empathic attachment can meet organizational 
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emotional requirements spontaneously in the majority of cases. On the other 
hand, in cases where the incongruence between the required emotional states 
and those actually existing do not make it possible, they will perform deep 
acting, keeping the authenticity of emotional displays in mind (Ashforth & 
Humphrey, 1995). Since deep acting will take place because individuals with 
strong empathic attachment are deeply convinced of the necessity of 
authentic emotions, the level of the emotional dissonance will be low. 

Reactive emotions, on the other hand, require perception of the other’ 
state (cognitive empathy) and caring about the other party’s need. It is a 
joining response rather than a simple reproduction of the emotion perceived. 
Research data suggests, that in relation to an individual in distress, those 
with parallel empathy - because they also will experience distress due to the 
emotional contagion – will only strive to improve the situation if they can 
not escape/break out of it, or when there are external reasons to do so. On the 
other hand, those with reactive empathy tend to provide support to the one in 
distress regardless of other external situative factors. Reactive empathy is 
other related (rather than self), is a reaction centred on caring for another, 
and this way is the behaviour to display for those of caring professions. 

Empathy, however, is not a universal feature of all physicians (or those of 
caring professions), in each and every situation. In order to act 
empathetically, they often have to mask their genuine emotions and emotive 
responses and fake socially acceptable ones. This way empathy is a sort of 
emotional labour. 

Along the same logic Davis (1996) paralleled emphatic processes with 
deep and surface acting. Figure 1 illustrates that cognitive as well as psychic 
elements constitute empathic processes. It also demonstrates the differences 
between surface and deep acting. Processes and paths of linkage which are, 
according to Davis, essential for empathy generated by deep acting, are in 
bold-faced type or marked with heavy lines, respectively. 
 



LAZANYI , K.: Physician-Patient Communication..., p. 155-166. 
 

158 

Figure 1. Emphatic Process Model 
 
 
 Determining factors: 

–Employee characteristics  

–Client characteristics 

–Situational characteristics of 
employee-client encounter 

Empathic processes 
Noncognitive processes 

– Motor mimicry 
– Hardwired reactions 

Simple cognition 
– Classical conditioning 
– Direct association 

Advanced cognition 
– Language-mediated association 
– Elaborated cognitive networks  
– Cognitive role-taking 

Intrapersonal processes 
Affective reactions 

– Parallel emotions 
– Reactive emotions 

Nonaffective reactions 
– Interpersonal accuracy 
– Attributional judgements 

Interpersonal processes 
Helping behaviour 
Conflict management 
Social behaviour 

– Communication 
– Considerate social style 

Employee outcomes 
Job satisfaction 
Burnout 

Client outcomes 
Satisfaction 

Processes and links required for deep acting 

Feedback 



Practice and Theory in Systems of Education, Volume 6 Number 2 2011 
 

159 

Emotional labour as a process 
 

The regulation of emotions and emotional displays is accomplished through 
four processes (Ashforth & Humphrey, 1995). Processes and dimensions of 
emotional labour are represented by Figure 2. 
 

Figure 2. Regulation of Emotions and the Dimensions of Emotional Labour 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Genuine Acting is a process in which an individual’s spontaneous 
emotional response to a specific situation complies with the emotional norms 
of the organisation (Ashforth & Humphrey, 1993). Although there is neither 
conscious effort, nor actual work in the latter case, a reward will be due to 
the employee. According to Kruml and Geddes (2000a), genuine acting is a 
passive form of deep acting. An advantage of genuine acting is that the 
employee can meet requirements without making any actual effort, thus 
avoiding any potential side-effect, and still maintaining positive 
organizational-, or in the case of physicians patient related outputs. 

Surface Acting – as organisations can only control the publicly detectable 
dimension of emotions, implicit or explicit rules mostly concern displays of 
emotions. Where an individual manages to conform to rules by merely 
changing his/her external emotional features (countenance, tone, intonation, 
or gestures) without altering his/her real emotions, that is to say, his/her 
emotional displays do not coincide with his/her actual emotions, he/she is 
said to have done surface acting. This level of emotional labour often leads 
employees to have a feeling of untruthfulness, and may affect their 
performance and job satisfaction adversely. 

Deep Acting Though organizational emotional norms are aimed at 
keeping only emotional displays under control, alteration of emotions may 
also be needed for the sake of authenticity. The latter is mostly accomplished 
with the help of cognitive processes. In situations where one’s emotions fail 
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to meet social expectations, one will need to get retuned by means of 
previous experiences. The individual will have to recall and experience again 
situations which one can use to get oneself into a proper state of mind. One 
may as well apply this technique of retuning spontaneously, by recalling the 
death of a beloved person or another grievous event in an attempt at 
concealing an improper merriment. This particular technique also resonates 
with the advice of “remember something nice.” Investigations of Kruml and 
Geddes (2000b) demonstrate that people with a practiced mind are capable 
of reproducing desirable emotions independently of factors “used” to induce 
them. (For instance, they do not need to think of any funny thing to make 
their own spirits rise.) 

 
How to alter genuine emotions 

 

There are many ways for changing one’s genuine emotions. Some of them – 
as already mentioned above – need cognitive rephrasing, and some do not. 
This chapter is about the most common of these techniques. 

 
Neutralisation 

 

The appearance and display of emotions can be best controlled with the help, 
and via institutionalisation of the norms of rationality. Formal structures and 
processes of an organisation are often in place only to prevent and 
counterbalance the emergence of intense emotions such as insecurity and 
obsession. According to Morgan (1986), "rationality is often covert 
irrationality” (Morgan, 1986:229). Within the world of an organisation, 
strictly structured roles, interactions, and language are often meant to 
substitute interpersonal interactions (Hummel, 1987). Millmann (1987) 
reports a case where physicians managed to neutralize the fury and distrust 
of specific patients. In the case presented by Millmann, the following 
techniques of neutralisation were used:  

• Informal consents given by patients were considered to be signs of 
the patients' intention to cooperate. 

• Physicians acted as if patients had believed and trusted them, though 
the patients' emotional displays suggested just the opposite 
emotional state.  

• Ward rounds were made quickly, with exclusive focus on diseases 
instead of patients. 

• Patients were encouraged to put their concerns down to a natural 
nervousness. 

 
Literature enumerates the following techniques of neutralisation used in 

traditional client-oriented jobs:  
• Employees shall not receive, from their clients, presents of a value 

above a specific limit.  
• A newly appointed leader shall start his/her managerial activity at a 

division other than his/her previous division, to make sure that 
his/her managerial role does not conflict with his/her collegial role. 

• Soldiers get punished for fraternization with enemy soldiers. 
• Husband and wife shall not work at the same department. 
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Buffering 
 

As emotions are often essential concomitants or inevitable side-effects of 
service, it is impossible to prevent all of them. To regulate inevitable 
emotions, a technique of separating emotionality and rationality in time or 
space, or that of buffering, can be used. Characteristic examples are as 
follows: 

− Separation of front office from back office (Goffman, 1959). 
− Medical students are supposed to learn how to confine their patient-

related emotions to interactions with patients, to make sure that such 
emotions do not affect the treatment (Katz, 1963). 

− During corporate parties and family programs, everybody is free to 
display emotions which they are supposed to conceal other times. 

− Workdays making possible a way of working more flexible than 
usual. 

− Physicians are supposed to show a caring and helping attitude in the 
course of their interactions with their patients, and the receptionist is 
supposed to collect visit fees in the meanwhile. 

− A person playing Santa Claus in public places is supposed to be nice 
to and distribute Christmas candies among all the children present, 
while his/her fellow-photographer is supposed to sell photographs to 
parents. 

 
Emotional Regulations 

 

In jobs with emotional labour being an integral part of performance, 
emotional displays are more or less under control. In most organisations, the 
range, intensity, time-span, and object of emotions are all kept under control 
by emotional rules. These rules are actually a mixture of intra and extra-
organisational (societal) expectations each. According to Humphrey and 
Ashforth (1994), these norms may be in place as items in institutionalized 
and organizationally sanctioned documents such as the Company Statutes or 
the Code of Conduct. Emotional regulations make it possible for emotional 
displays looking irrational at first sight to appear rational. Emotional 
regulations are mastered through an organizational socialisation process. 
Components of such a process include observation, reproduction, adaptation, 
“trial and error,” feedback, reward, and punishment. The outcome of the 
process is the internalisation of emotional displays as demanded by the 
organization and that of the emotional regulations themselves. Ashforth and 
Humphrey (1993) claim that emotional regulations occur not only at 
companies belonging to the service sector, but in, practically,  any 
organisation. In any case, emotional regulations constitute a network 
pervading the whole organisation. 

 
Camouflaging Emotions 

 

A crucial subset of emotional regulations concerns the camouflage of such 
emotions that would hamper work performance otherwise. Leaders teach one 
another how to prevent or conceal emotional outbursts (Argyris, 1957). The 
most common sayings read like these: “Please confine yourself to facts,” or 
“Please refrain from making personal remarks.” 

Patients are socialised to be good patients by health-care professionals. 
Patients tending to make emotional scenes will be rebuked initially, and kept 
clear of subsequently. Physicians confine themselves to inevitable 
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professional interactions with their patients, and refrain from maintaining 
any personal relationship with them (Glaser & Srauss, 1965). 

 
Normalizing the Situation 

 

For all emotion regulations in place, display of socially unacceptable 
emotions may still occur. Organisations have developed various techniques 
to be used to maintain or restore the status quo. These techniques fall in 
either of two categories; annihilation, or reframing. 

 
Annihilation 

 

Unexpected emotional outbursts are often followed by actions designed to 
save face and normalize. Unacceptable emotional displays are often 
followed by an apology signifying remorse on the one hand, and the 
assumption of (some) responsibility, on the other hand (Ashforth & Lee, 
1990). Usage of humour may play a similar role. Pogrebin and Poole (1988) 
report that policemen resort to joking and sarcasm to dissipate their fears. As 
a final solution, employees who often fail to regulate their emotions get 
labelled (as “little tyrant” or “bleeding heart”). Stigmas like these will 
diminish their holder’s social status, and make it possible for colleagues to 
ignore the holder’s behaviour (Goffman, 1959). 

 
Reframing 

 

Another means of normalising the situation is reframing. Throwing out a 
proposal on financial grounds instead of bringing up his/her concerns, a 
manager is doing so under the mask of rationality. Similarly, professional 
skills are often enumerated to give grounds for giving ground for hiring 
pretty female secretaries. 

Another form of reframing is the invention of a whole range of different 
explanations in pursuit of minimizing personal responsibility or mitigates 
consequences (Ashforth & Lee, 1990). Similarly to apologies, explanations 
also have ritual expressions of their own. For example: “I have had too much 
pressure on me nowadays,” or “I have got family problems.” As long as 
one’s emotional outbursts are rare, explanations like these may restore one’s 
prestige. 

Specific types of organizations promote practices of reframing and 
annihilation at the same time. Membership in organizations like the military, 
sports clubs, or scientific institutions may be of help when it comes to the 
control of socially unacceptable emotions such as fury, frustration, or 
curiosity. Organizations like these make use of emotions for the achievement 
of social goals. Through monopolizing emotions, they keep emotions, 
otherwise regarded as irrational, under the control of rationality. 

 
Education of physicians 

 

Numerous training options and textbooks are available to help physicians to 
become adept in proper communications. Some textbooks define correct 
modes of verbal and non-verbal expression as well as quote specific 
examples of the whats and hows of communications with patients, patients’ 
family members or other health-care professionals in specific situations. 
Explanations are given of the amount of information a patient’s mind is 
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capable of receiving and processing, under specific circumstances. Multiple 
treatises deal with topics as follows: 

− how to make correct decisions in health care-related working 
environments (Braddock et al., 1997; Braddock et al., 1999); 

− how to communicate bad news (Kash, Holland, Breitbart et al., 2000; 
Ptacek & Eberhardt, 1996; Parker et al., 2001; Lee et al., 2002; 
Fallowfield et al., 2002); 

− how a physician should admit his/her faults or errors (Spiro, 1992; 
Wu et al., 1997). 

 
However surface acting is proved to bring about psychical and/or somatic 

illnesses in those, involved. On the other hand, there is a way – through deep 
acting – to lessen the negative side effects of the emotive dissonance. There 
are techniques that enable physicians to feel – and not only fake – the 
required emotions. Then again, these techniques are not taught at 
universities, but obtained on the job thanks to a supporting work 
environment, or attained the hard way, through trials and errors, through 
personal experiences. 

Though emphatic behaviour by physicians is an internationally accepted 
social demand, few works of literature have so far been produced on how to 
assume a proper frame of mind, or how to keep emotional displays under 
control. In one of the few treatises of the latter sort, Davis (1996) draws 
comparisons between the physicians’ emphatic processes as well as deep and 
surface acting (see chapter Empathy for more details). Based on the treatise, 
it can be stated that genuine empathy requires advanced cognition, reactive 
emotions, high levels of interpersonal accuracy, and precise attributional 
judgements on patients. With regard to surface acting, such characteristics 
are of less importance. 

For Hungarian medical students the Orvosi kommunikáció edited by János 
Pilling (2008) offers assistance regarding appropriate behaviour, 
performance. This book calls attention to the fact, that physicians, even in 
the 21. Century, tend to concentrate on the course of disease behind the 
symptoms and neglect, or even consider the patients’ emotions irritating. It 
underlines the deficiencies of this approach, and directs attention to the 
patients’ perceptions, emotions. Unfortunately, this book does not give 
medical students any clues on how to handle their own emotions, or how to 
eliminate the negative side effects of emotional labour. 

If the emphatic process is considered as emotional labour, patient 
demands with respect to physician behaviour are manifestations of social 
emotional norms. Where a physician fulfils such norms using surface acting, 
it implies that there are no emphatic processes underlying his/her emphatic 
displays, and that his/her personal emotions do not undergo a change. On the 
other hand, a physician undertakes – through deep acting – involvement in 
the emphatic process, which will not only produce a form of behaviour 
demanded by society/ the patients, but cause his/her personal traits / 
emotions to undergo a change. It is actually this emphatic behaviour 
generated by deep acting that Halpern’s (2001) concept of “emotional 
reasoning” signifies. In his wording, one cannot become emphatic unless one 
fancies oneself feeling that sensation in question. If one can visualize a 
sensation well enough, one will have a fair chance of getting oneself into a 
similar state. Supporting the conscious relation-building approach, Zoppi 
and Epstein (2002) argue for the importance of understanding the patients 
emotionally and psychically, and make it clear that genuine empathy is 
essential for understanding patients. 
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Communications techniques described in studies enumerated above are, 
however, not sufficient. Namely, when a physician cannot or does not want 
to empathize with his/her patient’s concerns but is, apparently, making 
efforts to meet expectations of the patient, it means that he/she is doing 
surface acting of which behavioural patterns described in literature are 
effective means.. According to Havens (2000), feeling empathy is difficult 
even if one is consciously striving for it. On the basis of his studies, he 
arrives at the conclusion that the evolution of empathy takes time, and 
explains that empathy is a complex phenomenon and, therefore, it is difficult 
to reproduce by using surface acting. Assuming the role of the “empathic 
healer,” and generating/experiencing adequate emphatic affections, cost an 
individual much psychic and mental energy. Havens admits that he has never 
aimed at a full understanding of his patients at the beginning of his 
interactions with them. In his capacity as practicing physician, he 
recommends that a physician uses initial surface acting to get his patient in 
the right state of mind. Encountering the behaviour of a patient who trusts 
his physician and tends to accept his judgements, and thus obtaining 
thorough information about his patient’s circumstances and history, the 
physician will have less difficulty in experiencing emphatic emotions. 
Havens’s approach (2000) is a lot more interesting because the tactics he 
proposes is suitable for easing the psychic and emotional pressures arising 
from deep acting, while leaving the resultant effects on the patient unaltered. 
Then again, this technique is not taught at universities, but obtained on the 
job thanks to a supporting work environment, or attained the hard way, 
through trials and errors, through personal experiences. 

 
Conclusions, future directions 

 

In line with the content of the former chapter, it is easily recapped that 
formal education of physicians involves communication – both verbal and 
non verbal – assesses the information needs of patients but very rarely (if 
ever) addresses the emotions of those involved in the communication. 
Empathy is not a skill to be taught at universities. This way, if not through 
genuine acting, or by self taught means of deep acting, physicians are limited 
to surface acting. However, despite the formal educational system, Márta 
Csabai’s (Csabai & Barta, 2000) research shows that medical students 
consider a caring attitude, and good contact-making and communication 
skills, as key elements of a physician’s role and as even more important than 
proficiency and professional erudition. 

Another positive tendency is the growing number of Bálint groups. 
Though they are not a part of the standard medical university Curriculum, – 
as a mean of on-the-job training, – they are efficient at dealing with 
emotions that have arisen during the workday. Bálint groups represent a 
special form of social support. Each group is a closed community of 10 to 15 
persons, existing for two to three years. It consist of healthcare professionals 
who treat patients with similar diseases, and encounter similar problems 
(mainly not professional, but emotional and psychological) during their 
everyday work. Group sessions provide an opportunity for attendees to use 
their fantasy and creativity to discuss problems which any member of the 
group has experienced. Through a collective learning process, and reflection 
and supervision of their own activities, group members will become capable 
of practising an improved self-recognition, revising their professional 
identity, and altering their job-related attitude / personality. In other words, 
the Bálint Group approach has been designed to explore the psychological 
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background of medical work in order to help improve the quality of 
healthcare acitivies and, at the same time, protect the mental hygiene of 
physicians. Work in a Bálint Group is often called a practical assessment of 
physician / patient interactions. 
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