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SUMMARY

Physician–patient communication is a critical factor for comprehensive care in oncology. Although a number of
studies have been carried out in Northern Europe and the US on this subject, no data are available in Southern
European countries. As a part of a multicenter Southern European Psycho-Oncology study (SEPOS), the present
investigation was conducted to examine communication skills and related variables (i.e. psychosocial orientation,
and burnout) among 125 physicians from Italy, Portugal, and Spain. The Self-Confidence in Communication Skills
(SCCS) scale was given to assess physicians’ perception of their communication skills and the Expected Outcome of
Communication (EOC) scale was administered to examine the physicians’ expectations about the effects of
communicating with their patients. Doctors’ psychosocial orientation was measured by using the Physician Belief
Scale (PBS) and burnout was measured by using the Maslach Burnout Inventory (MBI). Although the physicians
reported receiving minimal training in communication during their education, they tended to perceive themselves as
skilled in patient communication, apart from some areas (e.g. dealing with denial, managing uncertainty, assessing
anxiety and depression, and promoting patient–family openness). Low psychosocial orientation and burnout
symptoms (i.e. emotional exhaustion, depersonalization, and poor personal accomplishment in their job) were
associated with lower confidence in communication skills and higher expectations of a negative outcome, following
physician–patient communication. The results suggest that there is a need for training cancer physicians in
communication and for increasing a more definite psychosocially oriented approach in cancer care in Mediterranean
countries. Copyright # 2005 John Wiley & Sons, Ltd.

INTRODUCTION

The importance of communication has been
repeatedly underscored in oncology as the corner-
stone of physician–patient relationship (Arora,
2003; Fallowfield and Jenkins, 1999, 2004;
Maguire, 1999; Maguire and Pitceathly, 2002;
Razavi and Delvaux, 1997). A number of studies
have been carried out about this important area by
examining the way in which cancer physicians
communicate with their patients (e.g. use of open
questions, active listening, clarification, screening
for problem areas, encouraging patients to express
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concerns and emotions, empathic response). It has
been shown that physician’s ability in commu-
nicating and relating with their patients facilitates
the early detection of emotional problems and
early referral, with prevention of possible psycho-
logical complications (Parle et al., 1996, 1997).
Good patient-centered communication has been
also reported as having positive outcomes on
various patient health measures, such as compli-
ance with medical treatments, symptom resolution,
pain control (Stewart, 1984, 1996), and adjustment
to illness (Mager and Andrykowski, 2002; Roberts
et al., 1994). Furthermore, although cancer pa-
tient’s satisfaction is influenced by several vari-
ables (e.g. length of wait in clinic) (Shilling et al.,
2003), it is also positively increased by physicians’
communication skills (Kinnersley et al., 1999).

For these reasons, specific training programs in
communication skills for oncology health profes-
sionals, particularly physicians, have been recom-
mended to be part of routine education in cancer
settings. Several programs have been developed
with the aims of training doctors in interviewing
techniques, in providing patients with the oppor-
tunity to express feelings and emotions, in eliciting
patients’ concerns and problems, and in assessing
possible symptoms of psychosocial distress (Back
et al., 2003; Baile et al., 1999; Fallowfield et al.,
1998, 2003; Maguire et al., 1996; Parle et al., 1997;
Razavi et al., 2000, 2003). It is widely acknowl-
edged that learning communication skills and
applying them in routine clinical practice with
cancer patients requires a significant shift from a
traditional biomedical paternalistic perspective to
a more patient-centered biopsychosocial ap-
proach. In this approach, patients are viewed as
whole persons and their psychological and social
dimensions along with the biological one are
valued and taken into consideration in their health
care, including patients’ perspective and participa-
tion in decision-making (Reis, 1998). While in the
biomedical model the focus is biological and
patients are expected to comply with prescriptions
having a quite passive role. There is evidence that
physicians’ beliefs toward psychosocial aspects of
health care influence their attitudes regarding the
use of more skilled and useful communication
techniques. In a study of primary care physicians,
Levinson and Roter (1995) observed that physi-
cians who were more psychosocially oriented
tended to be more empathic in their consultations,
provided more psychosocial information, and were
more open and actively involved in answering their

patient’s questions. Jenkins and Fallowfield (2002)
showed that communication skills were associated
with physician’s attitudes towards psychosocial
issues. In their study, the authors demonstrated
that physicians who completed a specific 3-day
intensive training course on communication skills
that also fostered a psychosocial orientation,
significantly improved and maintained the use of
these skills in their practice in comparison with
those who completed a shorter training.

Along with psychosocial orientation, a further
variable which may influence communication skills
is physicians’ burnout symptoms, such as high
emotional stress and exhaustion, detachment in
dealing with patients and poor satisfaction with
their work. Poor or insufficient training in com-
munication skills has been found to contribute to
physician burnout (Ramirez et al., 1995, 1996),
while training in communication can both improve
physician confidence and decrease the level of
burnout (Armstrong and Holland, 2004; Baile
et al., 1997).

In Southern European countries, the area of
physician–patient communication has been exam-
ined in terms of physicians’ attitudes toward truth-
telling with cancer patients (Arraras et al., 1995;
Ferraz Gonçalves and Castro, 2001; Gil et al.,
2000; Grassi et al., 2000), patients’ awareness of
their disease (Morasso et al., 1997; Mystadikou
et al., 1996) and patients’ desire for information
during communication with their doctors (De
Lorenzo et al., 2004; Pimentel et al., 1999). In
contrast, no study in these countries has assessed
the area of cancer physicians’ communications
skills, physicians’ psychosocial orientation and
the relationship between these two variables. Also,
no data are available regarding the association
between communication skills and burnout.

Recently, a research project involving countries
in the Mediterranean area (Southern European
Psycho-Oncology Study}SEPOS) was developed
to examine psychosocial problems secondary to
cancer, to rate the extent to which such problems
are recognized by oncologists, and to develop and
implement a training model designed to improve
physicians’ ability to recognize and detect psycho-
logical disorders (Grassi et al., 2004, in press). As
a part of the aforementioned larger investiga-
tion, the objectives of the present study were (i)
to characterize in more detail cancer physi-
cians’ communication skills in terms of their
own confidence in specific skills and their expecta-
tions of outcome of communication with patients;
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(ii) to examine the relationship of these variables
with psychosocial orientation and burnout.

METHODS

Subjects

A convenience sample of 125 physicians was
recruited in cancer centers of the three hospitals
participating in the project in Italy (S. Anna
University Hospital, Ferrara), Portugal (Hospital
S. Jos!ee, Lisbon) and Spain (Catalan Institute of
Oncology, Barcelona). The first two are general
hospitals with cancer wards, while the third is a
cancer hospital. In all the three sites a psycho-
oncology service is active for many years.

Procedure

Physicians working in the three hospital centers
where the entire research project was carried out
were recruited through an advertisement about the
aims of the study. All the doctors were invited to a
meeting in which detailed information on the
SEPO study was given. The general aims of the
research were presented, as reported elsewhere
(Grassi et al., 2004), including the aspect relative to
the assessment of physicians’ characteristics in
terms of communications skills, psychosocial
orientation, and burnout symptoms. The same
methodology was followed in the three hospital
centers. After giving their consent to participate,
each physician was individually administered a
series of questionnaires by a research fellow.

Measures

Communication skills was assessed by using two
scales, the Self-Confidence in Communications
Skills (SCSS) and the Expected Outcomes of
Communication (EOC) (Maguire, 1996; Parle
et al., 1997). Physicians’ psychosocial orientation
was evaluated by using the Physician Belief Scale
(PBS) (Ashworth et al., 1984), and burnout was
assessed by using the Maslach Burnout Inventory
(MBI) (Maslach and Jackson, 1986). The SCSS
is a 12-item instrument investigating, on a 0–100
scale, the confidence of physicians in rating
their ability to communicate with patients and

successfully manage a series of clinical situations
(e.g. ‘initiate a discussion with a patient about their
illness and concerns’, ‘assess a patient knowledge
and understanding about their disease’, ‘break
bad news’, ‘help a patient manage uncertainty’).
A single question regarding the amount of the
training (in hours) the physicians had received in
communications skills was also included. Accord-
ing to Maguire (1996), four categories were
indicated: 424, 25–50, 50–100, >100 h.

The EOC is a 23-item assessing the extent to
which physicians think the result of their commu-
nication with patients will be positive or negative.
Physicians were asked to rate on a 9-point Likert
scale (from 1=‘very likely’ to 9=‘very unlikely’),
how likely they considered a series of possible
outcomes which could result as a consequence of
their communication with patients (e.g. ‘asking your
patient to talk about their illness and concerns will
damage the way they cope’; ‘you will get too close to
your patient if you ask about their feelings and
concerns’; ‘asking patients about their concerns and
feelings will be useful for you in your management of
the patient’). Both the SCSS and the EOC showed to
be reliable in previous studies on doctors’ commu-
nication skills (Maguire, 1996; Parle et al., 1997).

The PBS consists of 32 items that assess
physicians’ beliefs about the psychosocial dimen-
sions of patient care. Physicians are asked to rate
on a 5-point Likert scale (from 1=‘strongly
disagree’ to 5=‘strongly agree’) the degree of
agreement with a series of beliefs regarding their
role as physicians (e.g. ‘I cannot treat psychosocial
problems’), their own reactions to their patients
(e.g. ‘Exploring psychosocial issues with the
patient often causes me pain’), and their percep-
tion of the patients’ attitudes towards psychosocial
issues (e.g. ‘My patients do not want me to
investigate psychosocial problems’). According to
original version of the scale, a PBS total score was
obtained by summing up the response to the 32
items (range 32–160) with lower scores corre-
sponding to high psychosocial orientation. The
scale proved to be a reliable and valid measure of
psychosocial orientation of physicians both in the
original version (Ashworth et al., 1984) and in a
modified version (e.g. items reversed with higher
score corresponding to higher psychosocial orien-
tation) (Jenkins and Fallowfield, 2002).

The MBI is a 22-item measure of burnout in
health care professions through three subscales:
Emotional Exhaustion (nine items), evaluating
feelings of overwhelming and exhaustion by one’s
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own work; Depersonalization (five items), measur-
ing detachment and feelings of impersonal response
towards the patients; Personal Accomplishment
(eight items), assessing feelings of competence and
achievement in one’s own work. The recommended
cut-off scores (i.e. no/low burnout, intermediate,
and high burnout) (Maslach and Jackson, 1986)
were employed for all the three subscales. The MBI
has been used in several studies and proved to be
reliable in measuring burnout among physicians
(Catalan et al., 1996; Grassi and Magnani 2000;
Grunfeld et al., 2002; Ramirez et al., 1995).

Statistical analysis

The data from this study were analyzed in
several steps. First, mean scores, standard devia-
tions (SDs), and Cronbach’s alphas were obtained
for each measure. All data were verified for normal
distribution and kurtosis. Frequencies and de-
scriptives were obtained for all measures. Second,
Spearman’s r coefficient test was conducted to
examine intercorrelations among the variables.
Third, because of non-normality of the data, a
non-parametric test, the Kruskal–Wallis, was used
to test for differences between countries on median
scores of variables. Last, a principal components
analysis for categorical data was performed on
EOC scale to identify its characteristics. The level
of statistical significance was set at 1%.

RESULTS

Demographic characteristics of the physicians

Demographic characteristics of the sample are
presented in Table 1. There were 46.4% males

(n=58) and 53.6% females (n=67), with a mean
age of 41.81 (SD 9.72). Mean years of practice
were 14.98 (SD 9.43). Of the 125 physicians
that participated in the study, 44 (35.2%) were
from Italy, 41 (32.8%) from Portugal and 40
(32%) from Spain. Italian physicians were the
oldest (46.26� 9.84) and had more years of prac-
tice (18.1� 10.7), while Spanish were the youngest
(37.6� 8.3) and had less years of practice (10.9�
7.2) (F=9.57, p50.01, and F=6.5, p50.01,
respectively) (Table 1).

Communication skills and expected outcomes

The SCCS showed a high level of internal
consistency (Cronbach a=0.95). In order to
describe the doctors’ perception of their skill in
the single area, the mean scores (and SD) for each
item, together with the overall mean score were
computed (Table 2). Physicians reported high
levels of confidence in communication skills such
as eliciting patient’s worries (82.8� 15.3), sum-
marizing (78.9� 16.4), evaluating patient’s aware-
ness (77.1� 16.6), dealing with own emotions
(75.6� 19.1), favoring patient’s openness (74.9�
17.7), favoring the process of communication
(74.2� 17.4), helping patient to show his/her
concerns (74.2� 18.7). Lower levels of confidence
were found in more complex skills such as, giving
bad news (72.36� 21.6), evaluating anxiety and
depression (69.9� 16.8), promoting family com-
munication (69.3� 19.2), helping with uncertainty
(67.5� 21.2) and dealing with denial (64.1�
20.7). Portuguese physicians reported higher over-
all confidence levels (82.9� 14.3) than Italian
(68.8� 13.7) and Spanish (69.6� 12.8) physicians
(F=13.99, p50.01). These differences were main-
tained when the single skills were examined

Table 1. Demographic characteristics of the physicians

Total sample Italy Portugal Spain p

(n=125) (n=44) (n=41) (n=40)

Sex

Male 58 (46.4%) 24 (54.5%) 18 (43.9%) 16 (40%) w2=1.93 NS

Female 67 (53.6%) 20 (45.5%) 23 (56.1%) 24 (60%)

Age (yrs) 41.81� 9.72 46.26� 9.84 41.22� 9.00 37.58� 8.28 F=9.57 0.000

(25–70)

Years of practice 14.98� 9.43 18.10� 10.77 15.63� 8.62 10.95� 7.20 F=6.50 0.002

(1–43)
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separately (Table 2). Data about hours of train-
ing in communication skills were available
from only 95 physicians (76%). A large majority
of them (n=82; 86.3%) reported receiving mini-
mal or no training in communication skills
(424 h), while only a few (n=13; 13.7%) reported
receiving training from specific courses (25–50 h:
n=8, 8.4%; 50–100 h: n=5, 5.3%). No significant
differences across countries were found on hours
of training in communication skills.

As regarding the EOC, a principal components
analysis for categorical data was performed in
order to have a clearer description of the doctors’
expected outcomes of their communication. Two
components emerged. A first component, desig-
nated EOC negative, consisted of 15 items reflect-
ing negative expectations regarding the outcome
of communication (factor loadings ranging from
0.32 to 0.74 explaining 60.47% of the variance).
A second component, designated EOC positive,
consisted of eight items asserting beneficial out-
comes of communication (factor loadings ran-
ging from 0.31 to 0.75 explaining 31.15% of
the variance). Both components showed accep-
table levels of reliability (Cronbach a=0.87 for
EOC negative and 0.71 for EOC positive). The
mean score for the EOC positive in the sample
was 3.41� 1.17 while the mean score for the
EOC negative was 5.85� 1, with Portuguese
and Italian physicians expressing more likeli-
hood upon positive outcomes of communica-
tion than Spanish physicians (F=8.14, p50.01)
(Table 3).

Psychosocial orientation and burnout

The PBS showed acceptable levels of reliability
(Cronbach a=0.78). The mean total score of the
instrument was 85.65� 10.89, with small differ-
ences between countries (Portuguese physicians
being the most psychosocially oriented and Span-
ish physicians the least) (Table 3).

The MBI showed acceptable levels of reliability
in Emotional Exhaustion (Cronbach a=0.89),
Depersonalization (Cronbach a=0.67), and Per-
sonal Accomplishment (Cronbach a=0.76) sub-
scales. Among 121 physicians who completed the
questionnaire, 31 (25.6%) reported high scores on
the Emotional Exhaustion subscale, 27 (22.3%)
on Depersonalization and 26 (21.4%) showed
scores indicating poor personal accomplishment.
In comparison with Italian and Portuguese physi-
cians, Spanish doctors had the highest levels of
MBI-Depersonalization (F=13.07, p50.001) and
the lowest levels of MBI-Personal Accomplish-
ment (F=7.22, p50.01) (Table 4). This was
confirmed by analyzing the percentages of physi-
cians fitting into the categories of burnout
according to the three MBI scales (Depersonaliza-
tion w2=18.4, df=4, p=0.001; Personal Accom-
plishment w2=11.89, df =4, p=0.018).

Correlations between the measures

The correlations between the measures are
reported in Table 5. Neither age nor years of

Table 2. Mean scores (and S.D.s) on the Self-Confidence in Communications Skills on the single items and the total score for the

total sample and each country

Total Italy Portugal Spain F p

1. Eliciting patient’s worries 82.86 (15.27) 81.93 (13.94) 87.51 (15.13) 79.13 (15.93) 3.30 0.040

2. Evaluating patient’s awareness 77.16 (16.61) 72.16 (18.50) 84.63 (15.31) 75.00 (12.96) 7.12 0.001

3. Favoring patient’s openness 74.91 (17.75) 72.27 (15.42) 84.49 (16.40) 68.00 (17.61) 11.02 0.000

4. Helping patient to show his/her concerns 74.19 (18.76) 67.61 (17.70) 84.85 (15.85) 70.50 (18.25) 11.88 0.000

5. Summarizing 78.91 (16.39) 71.48 (17.90) 87.66 (14.01) 78.13 (12.39) 12.32 0.000

6. Favoring the process 74.20 (17.40) 64.32 (16.62) 84.27 (16.75) 74.75 (12.35) 17.77 0.000

7. Giving bad news 72.36 (21.62) 64.09 (23.29) 84.27 (16.57) 69.25 (19.27) 11.52 0.000

8. Evaluating anxiety and depression 69.90 (16.82) 69.48 (17.66) 76.10 (16.26) 64.00 (14.42) 5.65 0.004

9. Helping with uncertainty 67.52 (21.25) 63.52 (20.67) 78.78 (17.99) 60.38 (20.71) 10.01 0.000

10. Dealing with denial 64.06 (20.78) 56.59 (19.40) 76.66 (20.24) 59.38 (16.88) 13.74 0.000

11. Promoting family communication 69.35 (19.25) 64.43 (18.53) 80.71 (18.26) 63.13 (15.96) 12.67 0.000

12. Dealing with own emotions 75.60 (19.10) 69.89 (20.07) 80.20 (18.48) 75.13 (16.66) 4.71 0.011

Total score 73.76 (15.00) 68.84 (13.68) 82.98 (14.31) 69.73 (12.86) 13.99 0.000
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practice were related to the psychological mea-
sures. Significant correlations were found between
the SCCS total score and both the EOC posi-
tive (r=�0.24, p50,01) and EOC negative
scores (r=0.49, p50.01) (the greater physicians’
self-confidence in their ability to communicate
effectively, the more positive expectancies, and
fewer negative expectancies they had).

The PBS was also significantly correlated
with the EOC negative (r=�0.43, p50.01),
MBI-Emotional Exhaustion (r=0.26, p50.01)
and MBI-Depersonalization (r=0.45, p50.01) (the
higher psychosocial orientation, the less nega-
tive expectations of the outcome of communica-
tion with patients and less Emotional Exhaustion
and Depersonalization).

Table 3. Mean total scores (and SDs) on the Expected Outcome of Communication positive and negative subscales and the PBS

for the total sample and the three countries

Total Italy Portugal Spain F p

Negative EOC 5.85� 1.00 5.72� 1.06 6.11� 1.04 5.72� 0.84 2.15 0.12

Positive EOC 3.41� 1.17 3.09� 1.10 3.18� 1.1 3.99� 1.12 8.14 0.001

PBS� 85.65+10.89 85.51+13.76 82.27+8.69 89.36+8.09 4.48 0.013

�Data available for 123 physicians (Italy=43, Portugal=41, Spain=39).

Table 4. Mean scores (and SDs) on the Maslach Burnout Inventory for the total sample and each country and percentage of

burnout level for each subscale

Burnout subscales Total Italy Portugal Spain

(n=121) (n=44) (n=38) (n=39)

Emotional exhaustion 20.21� 11.04 18.75� 12.12 19.79� 10.91 22.28� 9.79 F=1.101 p=0.336

� No/low (418) 60 (49.6%) 23 (52.2%) 22 (57.9%) 15 (38.5%) w2=5.62 p=NS

� Intermediate (19–26) 30 (24.8%) 12 (27.2%) 5 (13.2%) 13 (33.3%)

� High (527) 31 (25.6%) 9 (20.4%) 11 (28.9%) 11 (28.2%)

Depersonalization 5.89� 4.90 4.32� 4.16 4.63� 4.10 8.9� 5.09 F=13.074 p=0.001

� No/low (45) 68 (56.1%) 31 (70.4%) 24 (63.2%) 13 (33.3%) w2=18.4 p=0.001

� Intermediate (6–9) 26 (21.4%) 7 (15.9%) 10 (26.3%) 9 (23.1%)

� High (510) 27 (22.3%) 6 (13.6%) 4 (10.5%) 17 (43.6%)

Personal accomplishment 37.84� 5.55 38.89� 6.91 39.79� 5.24 34.77� 6.31 F=7.22 p=0.001

� No/low (540) 49 (40.4%) 22 (50.0%) 19 (50.0%) 8 (20.5%) w2=11.89 p=0.018

� Intermediate (34–39) 46 (38.0%) 13 (29.5%) 15 (39.5%) 18 (46.2%)

� High (433) 26 (21.4%) 9 (20.5%) 4 (10.5%) 13 (33.3%)

Table 5. Correlation between the measures

EOC

negative

EOC

positive

PBS MBI-exhaustion MBI-depersonalization MBI-accomplishment

SCSS 0.49�� �0.24�� �0.19� �0.03 �0.08 0.37��

Negative EOC �0.06 �0.43�� �0.21� �0.25�� 0.28��

Positive EOC 0.19� 0.01 0.34�� �0.28��

PBS 0.26�� 0.45�� �0.14
MBI-exhaustion 0.48�� �0.33��

MBI-depersonalization �0.37��

�p50.05, ��p50.01.
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With regard to the MBI, Emotional Exhaustion
was moderately correlated with the EOC negative
score (r=�0.21, p=0.02) (the higher Emotional
Exhaustion, the more negative expectations).
Depersonalization was associated both with EOC
negative (r=�0.25, p50.01), and EOC positive
(r=0.34, p50.01), in which higher depersonaliza-
tion correlates with more negative and less posi-
tive expectations. Personal Accomplishment was
significantly and positively correlated with the
SCCS total score (r=0.37, p50.01), EOC negative
(r=0.28, p50.01), and EOC positive (r=�0.28,
p50.01), in which the greater physicians’ sense of
personal accomplishment, the higher self-confi-
dence in their ability to communicate effectively
and the more positive expectancies and fewer
negative expectancies they had.

DISCUSSION

The present study examined the main character-
istics of communication skills and its relation with
psychological variables (i.e. psychosocial orienta-
tion, and burnout) among cancer physicians’
in Southern European countries, namely Italy,
Portugal and Spain. Although most physicians
reported to have received no or minimum training
in communication during their education, they
described themselves as quite confident in several
skills, such as eliciting patient’s worries, favoring
their patient’s openness, breaking bad news, and
summarizing. However, they described themselves
as less confident in other areas of communication,
such as evaluating anxiety and depression, helping
with uncertainty, dealing with denial and promot-
ing family communication. These figures are
different from those reported by Parle et al.
(1997) who, using the same instrument, found that
physicians showed less confidence in most com-
munication skills. A cultural artifact might explain
this difference, since a paternalistic view of
medicine, which is still predominant in Southern
European countries, could induce physicians to
consider themselves competent in skills that are
not completely performed. A second possibility
could be related to the different population
examined in this study with respect to other
studies. Parle et al.’s study (1997), for example,
evaluated physicians who had been recruited for
participation in communication skills workshops
and were much more aware of their problems in

this area than the physicians in our study. Since a
high level of confidence in communication skills
does not certify or grant adequate communication
behavior, further investigation is necessary con-
cerning this subject.

Confidence in their own communication skills
was not related to age or years of practice, while it
was related to the expected outcome of commu-
nication, with more confident physicians reporting
more positive expectations and less confident
physicians reporting more negative expectations.
However, it is possible that physicians tended to
report adequate expectations when the outcome
was presented as positive (e.g. ‘asking them to talk
about their concerns and emotions will benefit
them’), whereas they tended to have difficulty in
rejecting the outcome when it was presented as
negative (e.g. ‘Your patient will become uncon-
trollably upset if you ask about their feelings’,
‘Talking about fears and worries will distress your
patient and make them cry’). This pattern of
expectations might indicate barriers and fears in
communicating with patients, with regard to both
the patients (e.g. fear of producing patient’s
emotional and behavioral distress, fear of being
unprofessional or assuming too much responsi-
bility) and the physicians (e.g. anticipation of
negative consequences at personal/emotional level,
negative professional impact, not their role or area
of competence, and lack of support). Interesting
results emerged also from the analysis of the
physicians’ psychosocial orientation. In fact,
scores on the PBS indicated that physicians were
not convinced about the importance of the
psychosocial aspects in health care or they were
still attached to traditional biomedical values.
More specifically, physicians were uncertain about
their patients’ psychosocial needs and about their
own reactions to the patients if they discussed
psychosocial issues, wondering if they would
approve of their questioning. These figures appear
to be different from those reported by Ashworth
et al. (1984) who found a slightly higher psycho-
social orientation in other medical professions (i.e.
psychiatry, internal medicine, and family medi-
cine), but quite similar to what reported by Jenkins
and Fallowfield (2002) among oncologists. This
may indicate specific difficulties that cancer phy-
sicians have, especially in Southern Europe, in
maintaining an appropriate psychosocial vision of
their patients. A lower level of psychosocial
orientation was associated with lower confidence
in communication skills (SCCS score), higher
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expectations that their communication with
patients can have negative effects (e.g. devastating
the patient, being too much involved in the
relationship) and, to a lesser degree, with lower
expectations of obtaining positive outcomes (e.g.
benefit the patient, having support from collea-
gues). These results support the view that low
psychosocial orientation of physicians negatively
influences their communication skills with
cancer patients (Jenkins and Fallowfield, 2002).
Interestingly, physicians with low psychosocial
orientation also had high levels of burnout,
namely emotional exhaustion (feeling emotionally
overwhelmed by their work) and depersonalization
(high levels of indifference and distancing attitudes
towards their patients). A significant association
was also found between burnout and communica-
tion skills. In fact, physicians who scored high
in depersonalization tended to consider it very
unlikely that a positive outcome would be achie-
ved as a result of communicating with their
patients (e.g. asking them to talk about their
concerns and emotions will benefit them), whereas
they considered it more likely a negative out-
come (e.g. the patient will become uncontrollably
upset if asked about his/her feelings). Opposite
results were found among physicians who per-
ceived themselves as fulfilled and gratified by
their work (personal accomplishment), who had
higher scores on the positive EOC, lower scores on
the negative EOC, as well as higher scores in
communication skills in general (SCCS total
score). These results suggest an important influ-
ence of physicians’ psychosocial orientation and
burnout on their characteristics of communication
with patients.

Some differences were found when analyzing
physicians’ responses across countries. Portuguese
physicians described themselves as more confident
in communicating with their patients and in
expecting less negative outcome from communica-
tion in comparison with Italian and Spanish
physicians. They also were more psychosocially
oriented (PBS) than Spanish physicians. As far as
burnout is concerned, Spanish physicians reported
that they were more emotionally exhausted, more
detached and less accomplished in their work
than Italian and Portuguese physicians, yet with
prevalence of burnout comparable to previous
research carried out among Italian and Spanish
general practitioners (Grassi and Magnani, 2000;
Molina Siguero et al., 2003). Because of the small
sample of participants, the different contexts where

the study was carried out (two general hospitals
and one cancer hospital) and the different systems
in health organization between the countries,
caution is needed in evaluating these results. More
research is necessary in order to investigate about
this specific area.

Limitations of the study should be mentioned.
As previously noted, the sample size does not
permit to generalize the results of the study. Data
on larger samples of cancer physicians are
necessary to draw more precise conclusions about
communication skills and its relationship with
psychosocial orientation and burnout. Further-
more, even if the physicians were representative of
the three hospitals where the research was carried
out, they do not represent the whole population of
cancer physicians in the three countries. A second
limitation was that the specific academic curricula
of the physicians coming from different countries
and different backgrounds were not taken into
account and this also prevents us to generalize the
findings. Another limitation regards the fact that a
series of other variables, which have been asso-
ciated with communication skills, were not exam-
ined here. For example, Libert et al. (2003), have
shown that doctors’ locus of control influenced
communication skills. Likewise, variables that
have been shown to influence cancer physicians’
burnout (e.g. intellectual stimulation, job satisfac-
tion, organizational resources) and, consequently,
communication skills (Ramirez et al., 1995, 1996),
were not examined here. Last, evaluation of
communications skills was based on self-reported
instruments, which not necessarily represent the
effective skills of the physicians in their daily
clinical practice. As indicated by other authors
(Fallowfield et al., 2003; Libert et al., 2003; Razavi
et al., 2000), further studies should examine this
area with more specific instruments (e.g. video/
audio-taped interviews).

In summary, physicians in the Southern Euro-
pean centers participating in this study reported
low training in communication, although they
tended to describe themselves as quite skilled in
their relationships with cancer patients. Low
psychosocial orientation and high level of burnout
were associated with low confidence in commu-
nication skills and negative expected outcomes in
communication. Training models to improve
physicians’ awareness of their problems in com-
munication, their psychosocial orientation and
their skills in managing difficult situations should
be implemented in Southern Europe.
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