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технічної, комунікативної сферах діяльності медичного колективу. Нажаль, лікарську 

помилку неможливо повністю виключити, але можна мінімізувати, а не перетворюється на 

злочин чи трагедію. Тому впровадження етичних принципів прозорості у визнанні прийняття 

невірних рішень перед колегами та батьками пацієнта для уникнення їх повторень, етичних 

принципів справедливості - забезпечення найкращого можливого виправлення наслідків 

невігластва, аналіз ситуації без осуду, щоб уникнути повторення помилок, є вкрай важливим 

для попередження майбутніх лікарських помилок. Формування культури відкритості, довіри, 

взаємопідтримки та постійного вдосконалення професійної діяльності в медичному 

колективі стає ключем до якісної медицини.  

Вкрай важливим є баланс між усвідомленою відповідальністю та правом на помилку, 

а безумовний пріоритет безпеки пацієнтів в лікарській діяльності  мінімізує  ризики 

виникнення лікарської помилки. 

Безпека пацієнта досягається системним підходом до організації  професійної освіти і 

професійного розвитку, використанні тренінгів та  симуляційних заходів, впровадженні 

чітких протоколів та сучасних технологій для діагностики та лікування пацієнтів, командної 

роботи всього колективу, не лише лікарської ланки, в ефективній комунікації між ними. 

Філософський підхід до подолання лікарської помилки складається в усвідомленні, 

що вона є невід’ємною частиною людської природи. Для запобігання виникнення лікарської 

помилки вирішальним є аналіз умов, які призвели до її появи. Тоді лікарська помилка стає 

частиною професійного досвіду, інструментом навчання,  частиною вдосконалення медичної 

практики.   
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Effective communication between physicians and patients is essential to achieving 

successful medical outcomes. It should be noted that communication styles can vary significantly 

across cultures and impact the quality of medical care in different ways. 

This paper focuses on cultural differences in doctor-patient communication in the context of 

the English approach. Understanding these differences can help healthcare professionals provide 

more culturally sensitive and responsive care to different patient groups. 

The English style of communication in medical institutions is often characterized by 

formality, politeness, and indirectness. There is a strong emphasis on maintaining professional 

distance while maintaining empathy. Key features of the English approach include: formality and 

politeness; indirect communication; empathy and active listening; confidentiality and privacy. 

Physicians in the UK often use formal titles (e.g. Madam, Doctor) and avoid overly informal 

language. Politeness markers such as "please" and "thank you" are often used to maintain a 

respectful tone. 

Communication tends to be more indirect, especially when delivering bad news or 

discussing sensitive topics. Physicians may use euphemisms or vague language to soften difficult 

information. Questions may be phrased to give patients a chance to express their feelings without 

pressure (e.g., "How are you feeling about your treatment?" instead of "Do you like your 

treatment?"). 
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Empathy is demonstrated through active listening, allowing patients to express themselves 

without interruption. Physicians often use phrases like "I understand" or "I see what you mean" to 

show that they are engaged and empathetic. 

In Great Britain there is a strong emphasis on maintaining patient privacy and 

confidentiality, reflecting wider English cultural norms of respect for privacy and autonomy. 

Conversations are conducted confidentially and sensitive topics are discussed sensitively. 

It is worth to note that cultural differences also influence the communication: types of 

communication (direct/indirect, verbal/non-verbal); decision-making method; time orientation; 

communication with the patient’s family members. 

Some cultures prefer direct communication, where physicians are expected to provide clear 

and understandable information. The English tendency to be indirect may seem evasive or unclear 

to patients from more direct cultures. This can lead to misunderstandings if the patient feels the 

physician is not being transparent enough. 

Eye contact, body language, and physical touch also vary across cultures. In English culture, 

maintaining moderate eye contact is a sign of attention, but excessive eye contact can be perceived 

as confrontational. Physical touch, such as a reassuring touch on the shoulder, is rarely used in the 

English context, unlike in cultures where touch may be more common and acceptable. 

Patient autonomy is often prioritized in the UK, encouraging patients to actively participate 

in decisions regarding their care.  Physicians may offer options and expect the patient to make a 

choice. In other cultures, patients may expect the physician to play a more authoritative role, 

providing clear instructions rather than choices. 

It is known that punctuality is highly valued in English culture, and appointments are often 

strictly scheduled. Delays or lengthy conversations may be perceived negatively. In cultures where 

time is more flexible, the English emphasis on time management may seem rushed or unfriendly, 

which may impact on the patient's comfort level. 

In the English medical context, discussions are usually held directly with the patient, 

respecting their privacy and autonomy. In some cultures, the whole family is involved in medical 

decisions, which can be a challenge for British physicians who are trained to uphold patient 

confidentiality. 

To overcome cultural gaps, it is advisable to use the following strategies: - training in 

cultural competence; using clear and simple language; encouraging questions from patients; using 

visual materials and written information; shared decision making. 

In Great Britain physicians have to undergo training to understand different cultural 

expectations and adapt their style to suit appropriate communication. This includes learning high-

context (indirect) and low-context (direct) communication styles. 

Avoiding medical terminology and using clear, simple language can help bridge 

communication gaps, especially with patients who may not speak English or are unfamiliar with 

medical terminology. 

Physicians should also encourage patients to ask questions and express concerns, reassuring 

them that their opinions are valued. It may help soften the indirect nature of English 

communication. 

Providing diagrams, brochures, or written instructions can help clarify complex information, 

especially for patients from cultures that rely on visual communication. 

Finding a balance between patient autonomy and direction can improve communication. 

Physicians should clearly communicate options while respecting the patient’s cultural preferences 

in decision making. 

Understanding cultural differences in communication is important to providing quality care. 

The English approach, with its emphasis on politeness, confidentiality, and patient autonomy, may 

not be appropriate for all patients. Adopting a flexible and culturally sensitive communication style 

will enable physicians to improve treatment outcomes and strengthen physician-patient 

relationships. This requires ongoing education, empathy, and a willingness to adapt traditional 

communication methods to the needs of different patient groups. 


