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Abstract
Communication is a fundamental process that ensures the exchange of information necessary to maintain an 

interpersonal relationship and achieve specific goals within it. The field of medicine is characterized by human interaction, and 
communication has an important role, having significant effects on treatment outcomes and patient well-being. The purpose 
of this article is to review the most important findings related to the application of communication theories in the medical 
context. An overview of the architecture of the human cognitive system will be approached to understand the processing of 
information and its assimilation by patients.

In this context, the Rogerian Communication Model and its implications for clinical practice will be explained. Relevant 
research on two components of Rogers’ approach - congruence and empathy - will be reviewed. Congruence refers to the 
authenticity of the act of communication, the match between the inner world and the manifest behavior of an individual. 
Empathy is the adoption of the patient’s perspective and the way he views the interaction with the doctor and the medical act. 
Finally, the importance of these elements in the doctor-patient relationship will be analyzed, highlighting the elements that 
can have a significant impact on the success of treatment.
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Introduction
Communication is the process through which 

information exchange takes place within a society or even 
between two different societies on the basis of words, 
symbols and meanings by which an individual manages 
to understand what another person conveys and to relate 
to other people. Therefore, this process represents an 
intentional and benevolent act that may appear either in 
a manifest or latent form, serving as the main process 
underlying social interaction (Neculau, 2004).

Communication skills are extremely important in 
the medical field. Communication courses for medical 
students develop their communication competencies, 
producing changes later in real clinical practice, at the level 
of the physician-patient relationship, when they become 
doctors. This happens because the advantage of this 
kind of communication reflects into a good collaborative 
relationship, with the patient directly displaying increased 
treatment compliance and indirectly having a stronger trust 

regarding the physician and the medical act (Brown, 2008). 
Many studies showed that communication skills may 

be enhanced through efficient instruction and that efficient 
communication increases medical results, safety, patient’s 
adherence to treatment, and both patient’s and provider’s 
satisfaction (Boissy et al., 2016).

A good collaboration with the patient is important 
for the appropriate assessment of his or her needs, the 
establishment of a correct diagnosis and the development 
of a treatment plan. In medical practice, appropriate 
information transmission is not enough for patient’s 
collaboration, suggesting the need for an active contribution 
of the patient to the medical act. To meet this kind of 
implication from the patient, it requires the physician to 
develop a relationship based on trust, empathy, active 
listening, unconditional acceptance and congruence. 

Exploring the history of the patient from a bio-psycho-
social point of view (for example, relevant information, 
his or her understanding level, verbalizing emotional 
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content, etc), gathering as much information from the 
patient and adjusting it in terms of quantity and quality, and 
synthesizing the required contents to elaborate an efficient 
therapeutic plan are important objectives in the context of 
the physician-patient relationship, which were accepted by 
121 experts in medical communication. 

Brain architecture and communication
Regarding the communication techniques, one of the 

most important findings from recent years resulted from 
LeDoux’s research on human emotions, which is about 
brain architecture. Brain architecture offers a privileged 
location of the amygdalian nucleus, which becomes a kind 
of emotional guard that is able to block the brain. His study 
showed that sensory signals from the eyes and ears first 
arrive in the brain at the thalamus and then - through a 
single synapse - at the amygdalian nucleus; a second signal 
from the thalamus is directed to the neocortex - that part 
of the brain which involves reasoning. Thus, there are two 
pathways inside the brain, the superior path and the inferior 
path of emotions, and when people face unpleasant/ 
anxiogenic/ conflicting situations, the first path to get into 
action is that of emotions (LeDoux, 2018). After about 20 
minutes, the superior path, which corresponds to reasoning, 
takes over. In other words, efficient communication 
techniques offer the patient time to accommodate to an 
unpleasant situation, speeding up the action of the superior 
path at the same time (Goleman, 2008). A calm approach 
based on understanding and empathy from the physician to 
the patient reduces amygdalian activation and reactivates 
the neocortex areas, improving the efficacy of the medical 
act. 

Rogerian approach in medical communication
Carl Rogers is one of the most important psychologists 

and psychotherapists of the 20th century and is one of the 
founders of the humanistic perspective in person centered 
psychology and psychotherapy. Rogers’ theory relies 
on the idea that a human being is positively reinforced, 
with a natural impulse to grow and adapt. Rogers makes 
an analogy between person centered psychotherapy and 
learning to ride a bike. One cannot learn to ride a bike just 
by explaining it, the person needs to try on his or her own 
and one cannot support himself or herself all the time - 
at some point, the person needs to keep the balance, and 
if he or she will fall, that is part of the learning process. 
In any form of therapy or treatment, the patient needs to 
gain autonomy, freedom to choose and to be responsible. 
According to Rogers, a therapeutic relationship is based on 
three essential aspects: congruence, empathy and positive 
regard towards the patient. 

Congruence
Through congruence, Rogers refers not only to being 

aware of oneself, of one’s inner experience, but also to 
share one’s feelings with another person. Thus, congruence 
has two components, an internal one that implies the 
awareness of one’s own inner experience and an external 
one that refers to an honest explicit communication.

Our social contacts are mediated by our attitudes and 

emotions. When that contact is authentic, communication 
is facilitated. In that sense, a congruent position of the 
physician in the relationship with a patient is synonymous 
to authenticity (Frankel et al., 2016). 

Imagine that you are a doctor and you’ve been on 
duty in an emergency service (or that you are simply 
tired), and one of your patients with whom you have a 
good collaboration, comes to an outpatient service for a 
consultation. The moment you begin the consultation, 
your patient tells you the fact that you seem a little tired. If 
then you deny it (besides the events) and say: “No, by no 
means, probably it looks like I am”, this defensive reaction 
places you exactly in the incongruent position described 
above. Through logical deduction, your patient may have 
the following thoughts: “If my doctor hides from me such 
a simple thing, is it possible that he doesn’t like me?” or 
“My doctor is not sincere to me and doesn’t admit that 
he is tired, is it possible that he did the same regarding 
the diagnosis? Did he tell me everything?” Thereby, 
incongruence within the physician-patient relationship may 
lead to the therapeutic relationship “rupture”. A congruent 
response to the patient’s question if you are tired may be 
the following: “Yes, indeed I had a pretty difficult duty 
and I’m a little tired. Instead, I assure you that this doesn’t 
affect my ability to consult you. If I had felt that my strain 
affected me, I would have surely asked another co-worker 
to substitute me. However, I appreciate your observation.”

Goleman (2019) shows the fact that when a leader/ a 
person with authority from a group is dissimulating his 
or her behavior, trying to use manipulation and lying to 
reach some objectives/purposes inside an organization, the 
other members of the group immediately perceive that and 
punish the dissimulated behavior, and this way the leader 
loses this position. Actually, subordinates simply use their 
emotional intuition to identify the lie/ pretence of the 
leader. In contrast to this type of behavior, in the case of 
a leader who acts according to group values, who clearly 
presents his or her principles and sometimes without holds 
barred, who “emotionally adjusts” to the affective states of 
the subordinates with whom he or she interacts, that person 
is readily accepted and supported by the whole group in 
achieving the pursued objectives. 

In conclusion, Goleman states that authenticity is at the 
core of the development and maintenance of a harmonious 
human relation, in other words a certain type of behavior 
needs to be similar to the real feelings/emotions that a 
specific person feels (Goleman, 2019).

Empathy
Rogers (1957) considers empathy as a necessary and 

sufficient condition of the therapeutic process. Empathy 
means to sense the client’s private world as if it were your 
own, but without ever losing the “as if” quality—this is 
empathy, and this seems essential to therapy (Rogers, 
1957).

Starting from Rogers’ definition of empathy, more 
recently, Clark (2010) stated that empathy is related to 
the “knowledge modalities” and it can manifest through 
subjective, objective and interpersonal means. Subjectively, 
a therapist may experience empathy starting from his 
personal experience using his intuition and imagination to 
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understand the client’s reality. Objectively, a therapist may 
use external information, such as hypothesis, diagnosis 
or other methods to understand the client’s reality. 
Interpersonal empathy, the type which relates the most to 
Rogers’s concept, is the therapist’s process that perceives 
the inner reality of a client and communicates this to him 
(Neukrug et al., 2013).

We need to make a clear distinction between the capacity 
to reason as if one were in one’s patient’s shoes, which is 
to be empathic, and how it is to be in one’s patient’s shoes, 
which means the identification with the patient’s problems. 
Identification is a dysfunctional defensive mechanism 
because it leads to the occurrence of dysfunctional negative 
feelings (Rogers, 2015).

Gerdes and Segal (2011) state that empathy can be 
trained and developed. They say that giving attention to 
the patient creates new neuronal pathways that enhance the 
capacity to be empathic, allowing the therapist to be aware 
of those behaviors that limit empathy at the same time. 

In treating patients with chronic disease, the alliance 
between physician and patient is very important. The 
patient needs his ambivalence, pain and worries to be 
understood. In an empathic manner, the physician needs to 
inoculate hope, support and to admit the patient’s ability, 
and he also has a role in the patient’s guidance throughout 
the treatment (Hudon et al., 2012).

Most nowadays theories embrace empathy, which is 
important because empathy as a general construct may 
help in identifying the patient’s problems and has been 
demonstrated to be strongly linked to the positive results of 
the patients (Elliot et al., 2011; Norcross, 2010; Wampold, 
2010a; Wampold, 2010b).

Empathy should also be accompanied by other 
qualities, such as the unconditional acceptance of a person, 
tolerance, respect. 

To check the level of empathic implication between the 
physician and the patient, we need to analyze the existence 
of six fundamental conditions (Rogers, 1957), which are 
sufficient for the patient’s evolution:

a)	 The existence of a constant attitude, at a 
psychological level, between physician and patient.

b)	 A person should play the role of a patient, presenting 
a vulnerability state, such as: an emotional disturbance 
that may be caused by a disease, including the so-called 
incongruent state. 

c)	 The existence of a good therapeutic relationship, so 
that the physician is congruent.

d)	 The physician manifests unconditional acceptance 
towards the patient.

e)	 The physician shows empathy for the patient’s 
problems.

f)	 Communication with the patient relies upon 
unconditional positive regard. 

Especially during an initial consultation, the physician 
needs to adopt an empathic, congruent, respectful, neutral, 
non-evaluative attitude and a reserved affective expression 
(for example, he does not seem surprised by the patient’s 
speech). The physician’s creativity plays a primary 
role and as creativity is more present in the medical act, 
communication is more stimulated. It is important to 
understand that the relationship with a patient with chronic 

disease takes time. In the acute phases of pain/ major 
discomfort, there may be time intervals in which the patient 
is discontented/ upset with the medical services/ treatment, 
and this fact may negatively influence the doctor-patient 
communication. In those conditions, the physician needs 
a lot of patience and understanding towards the patient, 
and from the point of view of increasing compliance with 
treatment, the implementation of motivational interviewing 
elements may be required. 

Within the therapeutic relationship, it is necessary to 
be conscious of what represents the balance between too 
little and too much. In other words, a didactic approach, 
persuasion, taking a critical stance towards a reserved 
attitude of the patient, and the physician’s body language 
may activate the psychological resistance of the patient. 
Resistance behaviors are psychological reactions that 
are integrated within the classic defensive mechanisms, 
besides rationalizing and feedback. For example, when 
the patient has a negative thought that is determined by 
the particular content of a specific disease, he attempts to 
replace it with a positive thought, and if that does not work, 
the patient feels nervous and anxious (David, 2012). 

Conclusions 
1.	 The active involvement of patients in the recovery 

process is influenced by the physician’s attitude and 
communication skills manifested at the time of the 
consultation.

2.	 A collaborative relationship between the physician 
and the patient provides a good prognosis of the evolution 
of the patient’s disease / disorder.

3.	 Understanding the neurological processes that 
occur in patients reinforces the importance of the use of 
effective communication techniques by the physician in 
order to develop a collaborative relationship.

4.	 The Rogerian approach, through the use of 
empathy, congruence, and unconditional acceptance, 
overwhelmingly influences the therapeutic relationship 
between physician and patient. Based on this, the patient’s 
involvement, collaboration, adherence to treatment will 
increase, ensuring a successful treatment.
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