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Introduction 
Communication skills are fundamental for effective 

and complete care, especially with incurable diseases. These 

skills are an integral part of the process of human and clinical 

support and cannot be considered only at the end of the doctor-

patient relationship [1]. 

It is a question of entering and sharing a new dimension of 

caring, more existential and less technical. The doctor is asked 

to stand by the patient and help him or her cope with the sadness 

and loss related to the deeply disturbing news of a serious and 

incurable disease [2, 3]. 

Treating means interacting with the patient; in this relation, the 

knowledge and understanding of the patient gained through 

dialogue and constant communication is essential. This dialogue 

should be realistic and in direct correlation to each single step 

and passage of the patient's case history. 

Treatment requires dialogue to help remove elements of 

disagreement, and language as a means of acquiring knowledge 

[4]. Indeed, there is a word dimension enveloping the entire 

treatment, concerning both the work done on oneself as well as 

in the communication with others [5]. 

The time factor is part of this communication process. When 

talking about communication, we do not always consider time 

in all its aspects, we often think of it simply as the duration of 
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Abstract 
In the field of medicine, the acquisition of 

communication skills is essential for an effective, complete 

and personalized treatment. This is particularly true for 

delicate fields such as incurable diseases, palliative care 

(PC) and end-of-life (EOL) care. The time-factor is an 

important concept in the communication process, meaning 

here not only "the time spent in communication", often 

scarce in healthcare systems, but also a multiform 

existential dimension involving all the different figures 

present in the treatment process (patient-time; physician-

time; family-time; institution-time). 

The perception of time as an existential explanation 

for the dimension that the patient is living in can have an 

individual psychological equivalent that must be 

acknowledged in order to obtain truly individualized 

communication and a personalized approach in the doctor-

patient relationship.  
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the communication moment, reducing it to a mere professional 

task to be viewed and resolved as "monetization": a different 

distribution of resources that attempts to avoid encouraging 

solely direct treatment and actions, favoring instead greater time 

devoted to communication [2]. 

In reality, this solution does not seem to be thorough 

when we look more deeply at the meaning of time. Time is also 

a prognostic concept; the moment when information is given; a 

dynamic phenomenon associated with the development of the 

disease; one of the multiform existential dimensions directly 

concerning all the health professionals involved in the process 

of healthcare. It would therefore seem opportune to make an 

analytic consideration which, starting from full comprehension 

of the word, leads us to the substance of the concept of time and 

on to its pertinence to the study of personalized communication.  

What does time mean? 

The analysis of the three principal conceptual definitions of time 

is functional to the individualization of these dimensions within 

the relation between the doctor – providing information as part 

of the treatment – and the patient-family who need to 

understand and cope with the information received. We will 

here consider three main conceptions of time: 

1) Classic theorization: Time is conceived as a measurable

order and thus refers to a system of cause-and-effect; it is

a linear order. Kant and Newton are amongst the main

leading exponents [6].

2) Subjective perception of time: the sense of time passing is

directly linked to the emotional/mental/physical state of

the individual when a particular moment is experienced.

Time is seen as qualitative and not measurable. The main

expression of this concept is time as a phenomenological

condition: it is "reduced" to consciousness and occurs as a

kind of "never-ending stream of life experiences" [7]. In

this sense, "time is not a line, but rather a network of

intentionality" [8].

3) Time as a structure of possibilities: unlike the two previous

concepts where, though starting from different points, time is 

interpreted as giving precedence to the present; here what 

prevails is the "becoming". Time as possibility or planning 

being the only "authentic" perception, as we formulate our own 

path and possibilities. According to this concept, temporality is 

fundamental to our way of being; our "project" being the 

dimension of the future, the most concrete element of which is 

our eventual death [9]. 

Each of these concepts concerning time can be applied 

in both a relational and clinical context. The philosophic 

conception, i.e., the existential explanation of the subjective 

dimension experienced by the patient, has corresponding 

personal psychology to consider in order to enable a tailored 

approach in the relationship between doctor and patient. 

What is the time factor in communication with cancer 

patients? 

The inclusion of the time factor in the communication process 

with cancer patients and the conscious definition of the other 

aspects of temporality involved, constitute then a significant 

element in the course of treatment. Considering time as a 

multiform existential dimension is of great importance; a lack of 

such consideration could become a potential obstacle to 

personalised care [2]. 

In a healthcare relationship, the comparison of "subjective time" 

becomes important: first and foremost patient-time, then 

physician-time, family-time and finally, what is known as 

"disease time".  

These time factors can give a deep complexity to the vast 

kaleidoscope of the healthcare relationship: 

Firstly, it is necessary to underline the possible risk of conflict 

between physician-time and patient-time, respectively governed 

by different necessities: the former is characterized by little 

nursing and relational time, diagnostic-therapeutic objectives 

and numerous patients to be cared for; the latter is a process of 

awareness, coping strategies and the replanning and rebuilding 

of the patient's everyday life.  
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The issue of subjective and objective time is well highlighted by 

a study reporting on doctors who then became patients 

themselves and how they realized that the "suffering" 

experienced is deeply entwined with many individual and 

subjective aspects which can potentially impede a therapeutic 

alliance [10]. 

Within the different meetings (doctor-patient and also the 

Healthcare Clinic providing the service) it seems more than ever 

necessary for the doctor to recognize those parts of the patient’s 

past that can be "modified" so as to find those points of contact 

useful in optimizing the treatment times, relational moments and 

medical and clinical-nursing passages, with awareness of all the 

different dimensions involved: biomedical, existential, 

psychological and spiritual [11-13]. 

We speak of temporal experiences which can be "modified", 

since there is a part of time experienced during illness that 

belongs to the patient alone and in which there can be no 

intervention by the practitioner.   

How does the perception of time change when a disease such as 

cancer occurs in one’s life? Many studies show that people in 

their end-of-life experience have an altered time perception and 

relation: they listen to the rhythm of their body and care less 

about time; it is the body and not the clock that dictates their 

daily activities [14]. 

No doubt that a cancer diagnosis forces one to reconsider the 

fundamental elements of life and different studies have shown 

that time perception is dramatically altered.  

What has been suddenly lost, and what the patient and doctor 

must come to terms with, is the dimension of planning and 

future projections, to be replaced by the value of the present 

time still available [15]. 

With reference to this concept of time just described, the 

appreciation of the present could represent not only a way to 

qualify each day and give it value, but also a way to ease a 

passage to death by "erasing time". 

According to some philosophers, in the "caring for death" as an 

integral part of life, the only valid notion of time is that in which 

past and future are somehow "erased"by"a freezing of the 

temporal flow” in a continuous present [16]. 

A study conducted in 2006 regarding the experience of time 

described by cancer survivors showed that patients talked about 

time on different levels: the loss of future; time as an 

assumption of responsibility; the "end of time" and its 

reappropriation [17]. 

A second point we should seriously consider is the evaluation of 

the family’s time expectations, above all in contexts such as in 

Italy where the family represents a key element in the treatment 

process [18]. Consequently, the time devoted to both patient and 

family must be well evaluated, as the latter cannot be excluded 

from the treatment relationship.  

When family members actively share the treatment process (or 

even play the role of protagonists, when the "conspiracy of 

silence" occurs) then an allotment of "extra time" must be 

considered for these additional figures. Such extra time could 

then be a tactic to further optimize the synthesis between the 

temporal subjectiveness of doctor and patient.  

Finally the "disease time", which corresponds to the skill the 

physician has in the patient treatment relationship, and cannot 

fail to take into account all the different passages in the 

treatment process. What emerges is a substantially stable setting 

(doctor-patient/treatment relationship) though always resting on 

the "background" of the course of a dynamic disease.  

For this reason, it is necessary to adapt the doctor’s 

communication skills and the patient’s coping strategies 

according to the treatment phase [3] and, in the case of cancer, 

the different roles: general practitioner (GP), oncologist, 

palliative care provider and psychologist.  

In order to achieve continuous care [2], each of these specialists 

should play an active part in the communicative process, with a 

specific and well contextualized role. 
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A communication model should allow for a rotation of 

“communication leadership”, precisely because each stage in 

the course of the illness has information, objectives and periods 

for the patient to listen.  

In this articulated communication process proper to the cancer 

care relationship, we should also carefully consider the extreme 

heterogeneity of viewpoints which are often dependant on the 

specialty of the doctor, since it is frequently not only the 

oncologist who must manage issues such as treatment 

interruption, palliative care and end-of-life care [19]. 

It is usual for several doctors to manage the flow of information 

between health professional and patient during the different 

stages of the illness. The solution to keeping the quality of the 

relationship intact and the communication effective, and avoid 

reducing it to mere information, is once again the valuation and 

optimization of time through the actions of being present, 

listening and questions and answers management as well as the 

search for an objective perspective which is at the same time 

comprehensive of the different dimensions of the patient, the 

doctor and the "illness" and which is realized in a simultaneous 

and sequential way by each health professional. For example, 

the oncologist tells the patient that it is necessary to start 

palliative care and the GP together with the oncologist explain 

to the patient the meaning of this change in his/her treatment. In 

this way, they meet the patient’s expectations while managing 

and easing the handover to the Palliative Care team.  

Dynamic and realistic communication: time and candor, 

beyond empathy 

Recognizing the risk of conflict between patient-time and 

doctor-time is the beginning of the fulfillment of a theoretical 

model of effective communication, whose main tool is the 

explication of realistic and genuine communication. 

By "realistic" we mean the ability to communicate in each 

moment of the course of the illness, always taking into account 

the patient’s needs and the viable treatment options in that 

particular stage. The tools to achieve this are identified in being 

present; the doctor’s efforts to maximize the short interactions 

through a sense of presence; the ability to utilize and manage 

the time well [15]. 

The dimension of "here and now" virtuously compels the doctor 

to concentrate on the patient in that very moment, who can then 

feel accepted, listened to and adequately cared for.  

We should therefore consider cancer, as far as the relationship 

aspect is concerned, as a "couple issue", involving new energies, 

emotions and skills that go beyond the usual diagnosis-

treatment relationship. The cognitive resources of the receiver 

must always be kept in consideration in order to avoid 

misunderstandings that could be potentially damaging to the 

future therapeutic alliance. In the actualization of the 

communication context, the production of realistic aims and 

ideas in such a complex doctor-patient relationship there by 

necessitates integrity and authenticity on the part of the 

speaking and listening health professional.  

Etymologically, we can define authenticity as something related 

to our real inner being and as such is the "state of being proper 

to and deeply concerning mankind" [20]. By authenticity in 

communication, we therefore mean a message spoken by an 

emotionally proper, constructive and responsible health 

professional [21].  

At the root of these characteristics, there are matters such as 

human respect for the ill person and their centrality within the 

program of treatment, as well as the transmission to the patient 

that the doctor is present and aware of his or her condition, 

expectations and fears.  

We therefore suggest going beyond the concept of empathy, 

which could somehow be misinterpreted by many doctors and 

seen as a complex strategy to learn or a relational "stretching" to 

the detriment of the pressing need to give priority to medical 

know-how on the patient’s path of listening and coping. 

Empathy has been, in fact, described as the ability to feel 

curious about another particular emotional perspective and most 

studies on it suggest methods to promote empathy in a patient-
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doctor relationship [22]. However, this approach runs the risk of 

facilitating an overly technical and impersonal attitude.  

Empathy should rather be seen as an aspect of an authentic 

doctor-patient relationship, in the perspective of the relational 

knowledge that should form the cultural background of all 

healthcare workers. 

In this sense, authenticity is not really an ability to teach, rather 

an attitude that the doctor embraces within an ethical approach 

to the ill person which is equal and respectful from a human and 

emotional point of view.  Empathy is the realization of this 

attitude which must then in turn be inserted into a wider range 

of views.  

The proposal: "Now, Here, Openly, Together" (NHOT) 

There exist some prejudices concerning the communication of a 

bad prognosis to cancer patients, though in practice, an open, 

realistic and sincere form of communication, while causing 

drastic changes in the patient's perspective of quality of life and 

feelings of hope, seems necessary for effective management of 

the total evolutionary process of cancer [23].   

The patient should be properly and fully informed of diagnosis, 

prognosis and treatment options, enabling him or her to express 

feelings and preferences [24]. 

In a dynamic communication model, it seems then clear that 

realistic communication is at the starting point of the illness 

course, where each treatment option can be openly discussed so 

as to constantly maintain the best possible quality of life for the 

patient.  

This process requires a continuous modulation of the 

consonance between the time needed by the doctor and that 

needed by the patient and between the time perceived by the 

patient and that perceived by the doctor and the patient’s 

family. 

In this way, the decision is arrived upon for Palliative Care, 

where the doctor(s) caring for the patient and family acts as a 

"personal trainer" through an ethical and authentic approach.  

It is therefore essential for doctors to be properly trained and 

have good communication skills to be able to effectively resolve 

possible conflict between the "therapeutic-nursing pressure" of 

health professionals and the patient’s slowdown in his/her life 

planning [13]. 

Attention given to being aware of the "difference between the 

times" should avoid generating those "tensions" between doctor 

and patient that could slow down or make harder the 

relationship, causing frustrations on both sides.  

The recourse to "minimal advice about time" can reposition the 

focus of the relationship onto a more human level, both in a 

more strictly communicative sense as well as a clinical-

diagnostic one, leading the doctor to a better assessment of the 

patient’s clinical objectivity and reducing the use of overly 

pragmatic methods.  

We therefore suggest a short and simple to use method that, 

through the synthesis between becoming conscious of 

"different" times (minimal advice about time) and the need for 

realistic and effective communication, can prepare the ground 

for a beneficial doctor-patient relationship, having as its main 

purpose the best possible quality of life for the patient.  

By the acronym NHOT we identified those steps useful in the 

building of communication that can positively affect the doctor-

patient "couple", specifying not only feasible objectives but also 

a way to make effective the synthesis between the different 

moments, which are so often faced in too brief a time.  

Now and Here: the use of "emotional angles", otherwise 

described as "empathic opportunities", in a doctor/cancer patient 

meeting seems to be of crucial importance - as has been 

underlined by several authors. 
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These communication moments, when the patient more or less 

clearly communicates his/her wish, or need, to talk about 

something other than the clinical-therapeutic decisions should 

be faced in that moment and in that room ("now and here").  

Importance to consider in the opening of emotional angles: 

• The possibility to help the patient to express emotions,

expectations and fears within the therapeutic alliance

• The possibility to confront these feelings in the

moment allows the patient to later decide on his/her

treatment and quality of life in a more conscious way.

Openly: the discussion "now and here" should not leave issues 

unexplored or let pass misunderstandings which could 

compromise the opening of communication both in that instant 

as well as in the future. Clearly, communication should then be 

"open and candid" from the very beginning of the illness and in 

regard to the patient’s questions. 

Together: as stated previously, illness in the doctor/cancer 

patient relationship can be considered as a "couple issue" 

(without forgetting the starting point of physiologic asymmetry) 

and as such, it is a professional relationship involving relational, 

emotional and psycho-existential variables. 

The relationship is at the core of this approach, therefore the 

doctor, while forming the therapeutic alliance and deciding 

upon the treatment schedule and objectives, will reinforce the 

patient’s sense of being involved in a shared decision-making 

process, where the know-how and authenticity of the care 

provider represents de facto the partner in a couple. A couple in 

which the patient is one of the two protagonists and is 

vulnerable and needs to be protected. 

In our opinion, this "strategic" approach could not only 

represent a valid means to make difficult conversations with 

patients easier, but could also become a real program for patient 

empowerment which, starting from feelings of woe and 

vulnerability with the diagnosis of cancer, becomes more and 

more competent over the course of the illness and treatment, 

using cognitive, emotional and relational resources to help the 

patient achieve the best possible quality of life (Table 1 and 2).  

Table 1: Division of time-illness in two essential stages, having different subjects as help for dynamic communication [25] 

Stage Subject 

I : Beginning of the illness history 

Diagnosis and active treatment 

Fewor no symptoms 

The doctor has much to explain; the patient has much to decide 

Doctor and patient have many issues to discuss together 

II : Last phase of the illness history 

Advanced cancer 

Many symptoms 

"Nothing left to do" 

Great need for treatments 

Final decisions to make, both for the doctor and patient 
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Table 2: Requirements of the "patient and time-centered"proposed model of communication 

Moroni, 

De 
Panfilis, 

Biasco 
(2012) 

Patient Doctor Focus Requirements 

Patient 

1. Necessity
"meeting" of different 

times 

2. Ability to
communicate needs 

(NOW AND HERE) 

1. Time: a dimension not only
chronological but also 

existential and 
phenomenological 

2. Patient: an ill person who
must "accept and 
plan"(OPENLY) 

1. The listening to and trusting
of the healthcare professional 

2. The ability to take
advantage of "empathic 

opportunities"

(TOGETHER)

Doctor 

1. Analysis of priorities
("therapeutic pressure" vs 

"patient’s adaptation")  creates 
a common agenda 

(NOW AND HERE) 

Patient-centered approach: 

1. Encourage moments of
openess and communication 

2. Harmonize the different times
(OPENLY) 

1. Realistic and candid
communication:

communicative techniques and 
a sincere rapport

2.Transcultural competence

3. Minimal advice about time
(TOGETHER) 

References 
1. Salander P.: Bad news from the patient’s perspective:

an analysis of the written narratives of newly

diagnosed cancer patients. Soc. Sci. Med. 55 (5): 721-

732, 2002.

2. Peppercorn JM, Smith TJ, Helft PR et al.: American

society of clinical oncology statement: towards

individualized care for patients with advanced cancer. J

Clin Oncol. 29 (6): 755-760, 2011.

3. Goldzweig G., Meirowitz A., Hubert A. et al.: Meeting

expectations of patients with cancer: relationship

between patient satisfaction, depression and coping. J

ClinOncol 28 (9): 1560-1565, 2010.

4. AAVV: Comunicazione, Curare, Dialogo in Parole

Ultime, Bari: Dedalo 2011.

5. Foucault M.: La Cura di sé, Torino: Laterza 2010.

6. Newton I.: Principi matematici della filosofia naturale,

Torino: UTET 1989; Kant I.: Critica della ragion pura,

Roma-Bari: Laterza 2012.

7. Abbagnano N.: Tempo, in Dizionario di filosofia,

Torino: UTET 2002.

8. Merleau Ponty M.: Fenomenologia della percezione,

Milano: Bompiani 2005.

9. Heidegger M.: Essere e Tempo, a cura di Volpi F.,

Chiodi P., Milano: Longanesi 2005.

10. Klitzmann R. “Patient-time”, “Doctor-time”, and

“Istitution Time”: perceptions and definitions of Time

among Doctors who become patients. Patient Educ

Couns 66(2): 147-155, 2007.

11. Klitzmann R., Weiss J.: Disclosures of illness by

physicians to their patients: a qualitative study of

Doctors with HIV and other serious disorders. Patient

Educ Couns 64(1-3): 277-84, 2006.

Volume 1 • Issue 1 • 104  www.aperito.org 

http://dx.doi.org/10.14437/PMNOA-1-104


 ISSN 2378-8909-1-104 Page 8 of 8 

Citation: Matteo Moroni (2014), The "Time Factor" and Communication in Oncology and Palliative Care. Palliat Med Nurs Open 

Access 1:104 

12. Klitzmann RL., Daya S. Challenges and changes in

spirituality among doctors who become patients.:Soc.

Sci. Med 61 (11):2936-2406, 2005.

13. Mack JW, Weeks JC, Wright AA, et al.: End-of-life

discussions, goal attainment and distress at the end-of-

life: predictors and outcomes of receipt of care

consistent with preferences. J Clin Oncol 28 (7): 1203-

1208, 2010.

14. Ellingsen S., Roxberg A., Kristoffersen K., et al: A

phenomenological study describing the embodied

experience of time when living with severe incurable

disease. Scand J Caring Sci doi: 10.1111/j.1471-

6712.2012.01019.x. [Epub ahead of print] 2012.

15. Sally E. Thorne, T. Gregory Hislop, Stajduhar K.:

Time-related communication skills from the cancer

patient perspective, Psycho-Oncology 18 (5): 500–507,

2009. 

16. Curi U.: Via di qua. Imparare a morire, Torino: Bollati

Boringhieri, 2012.

17. Rasmussen D. M., Elverdam B.: Cancer survivors’

experience of time – time disruption and time

appropriation. J Adv Nurse 57(6): 614-22, 2006.

18. Keating NL.: Physician factors associated with

discussion about end-of-life care.Cancer 116 (4): 998-

1006, 2010.

19. Abbagnano N.: Autenticità, in Dizionario di filosofia,

Torino: UTET 2002

20. Seno VL.: Being-with dying: authenticity in end-of-life

encounters, Am J Hosp Palliat Care 27 (6): 377-386,

2010. 

21. Halpern J., MD, PHD, Empathy and Patient-Physician

Conflicts, J Gen Intern Med. 22(5): 696–700, 2007.

22. Fallowfield L., Jenkins V., Farewell V., et al: Efficacy

of a Cancer Research UK communication skills

training model for oncologists: a randomised

controlled trial. Lancet 359 (9307): 650-656, 2002.

23. Jennifer W. Mack,Thomas J. Smith, Reasons why

physicians do not have discussions about poor

prognosis, why it matters, and what can be Improved.

J Clin Oncol 30 (22): 2715-2717, 2012.

24. Smith TJ, Temin S., Alesi ER, et al: American Society

of Clinical Oncology provisional clinical opinion: The

integration of palliative care into standard oncology

care.J Clin Oncol 30 (8): 880-887, 2012

25. Biasco G., Moroni M., De Panfilis L. Communication

with cancer patients about palliative and end-of-life

care, in Surbone A. et al: New challenges in

communication with cancer patients, New York:

Springer 2012.

Volume 1 • Issue 1 • 104  www.aperito.org 

http://dx.doi.org/10.14437/PMNOA-1-104
http://www.ncbi.nlm.nih.gov/pubmed?term=Ellingsen%20S%5BAuthor%5D&cauthor=true&cauthor_uid=22708714
http://www.ncbi.nlm.nih.gov/pubmed?term=Roxberg%20A%5BAuthor%5D&cauthor=true&cauthor_uid=22708714
http://www.ncbi.nlm.nih.gov/pubmed?term=Kristoffersen%20K%5BAuthor%5D&cauthor=true&cauthor_uid=22708714

	The "Time Factor" and Communication in Oncology and Palliative Care
	Abstract
	Keywords
	Corresponding Author
	Introduction
	What does time mean?
	Classic theorization
	Subjective perception of time
	Time as a structure of possibilities
	What is the time factor in communication with cancer patients?
	Dynamic and realistic communication: time and candor, beyond empathy
	The proposal: "Now, Here, Openly, Together" (NHOT)
	Now and Here
	Together
	References
	Table 1: Division of time-illness in two essential stages, having different subjects as help for dynamic communication [25]
	Table 2: Requirements of the "patient and time-centered"proposed model of communication

