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A B S T R A C T

Purpose
To provide a state-of-the-art review of communication skills training (CST) that will guide the
establishment of a universal curriculum for fellows of all cancer specialties undertaking training as
oncology professionals today.

Methods
Extensive literature review including meta-analyses of trials, conceptual models, techniques,
and potential curricula provides evidence for the development of an appropriate curriculum and
CST approach. Examples from the Memorial Sloan-Kettering Cancer Center CST program
are incorporated.

Results
A core curriculum embraces CST modules in breaking bad news and discussing unanticipated
adverse events, discussing prognosis, reaching a shared treatment decision, responding to
difficult emotions, coping with survivorship, running a family meeting, and transitioning to palliative
care and end of life. Achievable outcomes are growth in clinician’s self-efficacy, uptake of new
communication strategies and skills, and transfer of these strategies and skills into the clinic.
Outcomes impacting patient satisfaction, improved adaptation, and enhanced quality of life are
still lacking.

Conclusion
Future communication challenges include genetic risk communication, concepts like watchful
waiting, cumulative radiation risk, late effects of treatment, discussing Internet information and
unproven therapies, phase I trial enrollment, and working as a multidisciplinary team. Patient
benefits, such as increased treatment adherence and enhanced adaptation, need to be demon-
strated from CST.

J Clin Oncol 30:1242-1247. © 2012 by American Society of Clinical Oncology

INTRODUCTION

Effective communication is central to the clinician-
patient encounter. When the patient’s needs and
concerns are well understood through a biopsycho-
social formulation, then a comprehensive care plan
can be mutually agreed on. Communication skills
training (CST) has become one vehicle to build skills
that optimally advance the clinical agenda, alongside
promoting professionalism and excellence of care.
Good communication skills have been linked to
higher patient satisfaction, greater patient adherence
to treatment, better patient health outcomes, fewer
physician malpractice claims, reduced patient anxi-
ety, increased recall, and improved understanding.1

Patients with cancer report unmet communi-
cation needs for information about the extent of
disease, prognosis, and treatment options, intent,
and adverse effects.2 This is consistent with earlier
studies identifying communication problems in

84% to 94% of clinical encounters.3-5 When the
clinician is responsive to patients’ needs, their anxi-
ety levels have been significantly reduced.6 Further,
an association has been found between psychosocial
factors and survival after controlling for disease fac-
tors,7 with the impact of a hopeless/helpless psycho-
logical style and adherence to anticancer treatments
prominent as mediating factors.8,9 Patient-centered
communication stands out as a crucial clinical skill
to optimize outcomes.

In this article, we review the current state of the
art of CST for oncology professionals, including the-
oretical models that inform CST program design,
curriculum, efficacy of CST, facilitation principles,
assessment methods, outcomes, and future chal-
lenges. We propose the establishment of a universal
CST curriculum for fellows of all cancer specialties
that builds their professionalism and sustains effec-
tive clinician-patient communication throughout
their careers.
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THEORETICAL FOUNDATIONS FOR CST

Recent advances in CST have emphasized the need for theoretically
sound training programs, noting that the theoretical basis for such
training has historically been weak.10-12 A theoretical framework helps
explain why training components improve outcomes.13

Literature from provider-patient communication studies, com-
munication theory, and educational psychology offers a theoretical
basis.10 Goals, plans, and action (GPA) theories,14 sociolinguistic the-
ory,15 and Leventhal’s common-sense model (CSM) 16 provide a solid
foundation for CST. Here we review these three theories.

GPA Theories

When communicating, people rely on goals and plans to guide
what they say.14 Goals are defined as future states of affairs that an
individual is committed to achieving or maintaining. Plans are the
cognitive representations of behaviors that empower goal attainment.
More concretely, actions are the behaviors that are enacted to realize
the goal.17 Thus, goals are connected to actions through plans, an
approach with obvious utility for CST, wherein a series of steps or
strategies accomplish the goal of the communication. Moreover, to
attain any single goal, multiple plans and actions may be needed. For
instance, to help a patient fully integrate understanding of bad news
(goal), a strategy of respond empathically to emotion (plan) may be
accomplished through acknowledging, validating, or normalizing the
patient’s emotional response (actions).10 Similarly, breaking bad news
(goal) could be attained using the strategy of providing information in
a way that it will be understood (plan), which may be accomplished
through previewing what will be shared, summarizing the informa-
tion, and later checking what the patient has understood (actions).

Sociolinguistic Theory

Sociolinguistic theory describes the process of communication
from the following two orientations: the position-centered approach
and the person-centered approach.15 The position-centered approach
relies on a restricted focus on the diagnosis and treatment as a predic-
ament that the patient is expected to negotiate, perhaps solely follow-
ing social norms for dealing with this experience. In contrast, the
person-centered approach adapts the communication to better meet
the needs, feelings, and reactions of the recipient.15 This tailoring of
the communication in a manner that is sensitively responsive to the
patient aims to improve understanding and integration of the content
perceived as so vital to outcome.

Leventhal’s CSM

Leventhal has proposed that illness is primarily understood
through common sense, wherein each patient listens to the physician’s
explanation, questions and deepens his or her understanding, and
thus gradually develops a comprehensive concept of what the illness
is.16 The process becomes self-regulating, with reciprocal cross check-
ing and updating to extend this dynamic understanding until a shared
position is truly reached.18 This CSM focuses on the following two
dimensions that describe the relationship between care seeking and
self-management of chronic illness: patients’ representations of ill-
nesses and treatments, and how patients appraise somatic changes (ie,
symptoms and function).19-21 In other words, patients hold a series of
assumptions or health beliefs (which may be medically sound or

unsubstantiated) as their explanations of illness, including culturally
determined ideas.22 In addition, patients develop representations of
treatment, perceived causal routes of action, expectations regarding
efficacy, time frames for response, and consequences (adverse effects).
Their understanding is continually modified as new information is
presented (from health care practitioners, friends, family, and mass
media) and adjusted to.23

These representations of the CSM are governed by the following
five key domains: the self-identity of the person as healthy or ill;
potential causes of illness, whether understood medically or based on
folk or supernatural beliefs; the timeline for achieving diagnosis and
treatment; consequences of both the illness and its treatment; and
whether control or cure can be achieved.24,25 Action plans, such as
specific times and places for implementing treatment, link both the
perception of illness and its treatment to performance. There are
multiple levels at which such mental representations of illness operate
and guide patients’ preferences and adherence to treatment over
time.26 The practitioner’s ability to check understanding of each pa-
tient’s explanatory model of illness and help move this toward the
clinician’s medical model is a core component of effective clinician-
patient communication.

Thus, GPA theory, patient-centered linguistics, and the CSM of
illness representation become integrated in CST to optimize patient
outcomes. Sometimes, the clinician is focused on creating goals and
plans and overseeing resultant actions; at other times, the communi-
cation challenge lies in recognizing dissonance between the patient’s
explanation and medicine’s explanation for the illness or its treatment
and striving toward improved consensus. A central orientation to the
needs of each person is fundamental to successfully integrate these
theories into effective communication.

STATE OF THE ART OF CST

The effects of CST interventions for health care professionals have
been compiled and analyzed in several systematic reviews across re-
cent decades.10,27-29 These reviews have consistently concluded that
CST leads to better communication behaviors among clinicians.27,29 A
recent meta-analysis of 13 studies reported a moderate effect size of
0.54 (Cohen’s d) for the impact of CST on communication behaviors
of oncology clinicians.29 Although limited by the exclusion of CST
studies on recruitment of patients onto clinical trials, shared decision
making, and genetic counseling, this effect size is quite noteworthy.

Importantly, these reviews also conclude that improved clinician
behaviors have not yet translated into better patient outcomes.10,28,29

Evidence for the latter is crucial for determining the value of CST
training because, as observed by Cegala and Lenzmeier Broz,10 “Al-
though it is important to establish that skills training results in signif-
icant improvement in providers’ communication, the ultimate goal of
such training is to enhance the quality of health care.”

In addition to the lack of evidence for improved patient out-
comes, several other limitations have been noted consistently across
reviews. First, most noted the absence of focus and consistency across
studies, including agreement about what is considered a communica-
tion skill10 and heterogeneity of content, design, and outcome mea-
sures for training programs.28 Another limitation is the infrequent
investigation of the dose of CST (eg, use of booster or consolidation
sessions) to sustain long-term beneficial effects.30,31
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Future CST research should seek to address these limitations and
identify the specific characteristics that make a program more or less
effective. Duration of training, nature of outcome evaluations, and
profession of participants are potential moderators of effectiveness.29

CST courses less than 24 hours in length were less effective than those
greater than 24 hours; in general, nurses have enjoyed the longer
courses with stronger effects.29,30 Finally, whether CST used simulated
or real patients for outcome assessment has produced no clear conclu-
sion about the long-term maintenance of skills in the clinic.

AN OPTIMAL MODEL FOR CST FOR ONCOLOGY FELLOWS

Given the work from the last three decades,32-34 we can synthesize the
key ingredients that evidence supports for CST today and argue that
this should now be the standard for all oncology training programs.
Art, science, and practical wisdom need to be combined in a program
that is learner centered, flexible, engaging, and instructive.35 This does
not result from a witty lecture, but needs an experiential process of
role-play to practice skill development.36 Video recording of role-play
in a safe, simulated setting with an actor37 allows for reflection, imme-
diate playback and feedback, and rerunning of the exercise until im-
provement is witnessed and the responsible contributory components
are appreciated. Such role-play work with small groups of three to four
learners is facilitated by an experienced clinician or cofacilitator pair.

At Memorial Sloan-Kettering Cancer Center, we have standard-
ized what is taught and how this is facilitated through a modular
approach, wherein the key components of the clinical consultation are
broken up into manageable parts called modules, as illustrated in the
curriculum that follows. Each module has an overarching goal, which
is achieved through use of a set of strategies that are laid out in a
clinically meaningful sequence of steps. Strategies, in turn, are
achieved through the use of a series of communication skills, defined
as discrete verbal utterances, which are complemented by nonverbal
behaviors, termed process tasks, which create an appropriate environ-
ment for effective communication. Through reflection, the clinician
constantly appraises any cues offered by the patient for information or
support, while also monitoring any barriers that could also appear in
either party and that would impede the communication. Figure 1
shows the interrelationship of these core communication concepts.

In the future, the field will not be able to depend on organiza-
tions, such as the American Society of Clinical Oncology, or National

Cancer Institute–funded research grants, such as the R25 grant sup-
porting our work at Memorial Sloan-Kettering Cancer Center or prior
R25 grants like Oncotalk,34 to sustain these endeavors. The standards
used to accredit training programs by the Accreditation Council on
Graduate Medical Education include communication and profes-
sionalism as core requirements, and we contend that this accredi-
tation process will appreciate the crucial contribution of CST to
specialist education, as it has for medical school education, and
drive the universal adoption of a core curriculum for accredited
programs in the future.

A CORE CURRICULUM FOR CST IN ONCOLOGY

Whereas medical schools commonly teach generic communication
skills, such as nonverbal behaviors that support the dialogue and skills
in questioning, listening, appraising cues, and avoiding barriers to
effective communication, specialty training programs move on to
applied communication skills, specific to the illness complexity and
management challenges of the discipline (Table 1). This developmen-
tal agenda takes heed of the hidden curriculum, wherein poor model-
ing from respected senior clinicians may undermine what was learnt
in earlier years of medical school.38

A basic core curriculum for oncology covers how to break bad
news (diagnosis), discuss unanticipated adverse events (operating
room outcomes), discuss prognosis at each illness phase, develop
shared decision making for anticancer treatments, respond to difficult
emotions, deal with recurrence, transition patients with progressively
advanced cancer to palliative care, run a family meeting, and discuss
death and dying, including advanced care planning and allow natural
death (rather than do not resuscitate) directives.39 Training directors
running Accreditation Council on Graduate Medical Education–
accredited programs, together with CST researchers, have reached
consensus that this core curriculum is the most compelling at this
stage of CST development.

In the future, new modules will inevitably be developed to meet
the needs of specific fellowship programs, exemplified by options like
clinical trial enrollment, discussion of genetic risks, preparation for
survivorship, promotion of treatment adherence and optimal pain
control, responding to culturally specific health beliefs, infertility and
sexuality, working as a multidisciplinary team, discussing the danger
of radiation, rehabilitative and salvage surgeries, the role of comple-
mentary and unproven therapies, beneficial use of Internet informa-
tion, watchful waiting management, and preventive cancer screening.

Table 1. Communication Skills Training Curriculum for Oncology

Basic Core Curriculum for
Oncology Advanced Curriculum for Oncology

1. Breaking bad news 1. Clinical trial enrollment
2. Discuss prognosis and risk 2. Cancer genetics
3. Shared decision making 3. Survivorship
4. Responding to emotions 4. Treatment adherence
5. Deal with recurrence 5. Discuss Internet and unproven therapies
6. Transition to palliative care 6. Culturally determined beliefs
7. Run a family meeting 7. Working as multidisciplinary team
8. Discuss death and dying 8. Discuss infertility and sexuality

Communication goals 

Communication strategies

Communication skills Process tasks 

Barriers: cognitive appraisals Patient cues: cognitive appraisals 

Fig 1. Core components of what is taught in communication skills training
modules. The goal is achieved through the execution of a series of sequenced
strategies, which in turn are accomplished via use of skills and process tasks.
Cues from the patient initiate cognitive appraisals in the clinician, whereas
barriers that block open communication can arise in either party.
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FACILITATING CST

Each small CST role-play group should optimally have three learners
engaged in 90 minutes of role-play together, giving each learner 30
minutes to practice skills and receive feedback. A trained facilitator
provides learner-centered guidance through tasks that include elicit-
ing learning goals, inviting feedback from the group, and ensuring a
balance of positive and constructive feedback.40

Rather than only relying on a small team of behavioral scientists
to facilitate CST, we recommend a larger group of facilitators from
multiple disciplines. We do this using a train-the-trainer approach
that invites facilitator trainees to first participate in CST as learners,
becoming familiar with the curriculum and experience of training.

Training a larger group of facilitators is important for several
reasons. First, involving facilitators from the discipline that partici-
pants are from provides good modeling and attends to the hidden
curriculum.41 For example, a surgery fellow facilitated by a senior
surgeon understands that this is important to the surgical department.
Second, involving facilitators with the content knowledge of each
learner’s discipline ensures accurate role-play scenarios. Third, this
approach increases overall investment from the various disciplines.
When senior clinicians facilitate, they value the program and are more
likely to encourage participation.

An even better approach, and what we consider best practice, is to
have each group cofacilitated, with one facilitator from the learner’s
discipline and another facilitator with more training in psychosocial
aspects of patient care (ie, psychiatrist or psychologist). Feasibility here
may be limited by availability.

A central concern is how to most effectively maintain fidelity of
facilitation across small groups using multiple facilitators. The con-
sensus here is as follows.42

First, guidelines and standards should be developed. A uniform
set of standardized tasks for facilitation is based on adult learning
theory and guidelines from previously established programs.40

Second, facilitators must be trained. Train facilitators through a
module focused on facilitation, with role-play practice in which train-
ees take on the role of the facilitator in a mock training session.40

Third, facilitators should be assessed and feedback should be
provided to them. The adherence to facilitation guidelines can be
assessed by the Facilitator Assessment Coding System, which is ap-
plied to audio recordings of trainings.43 Facilitators can then be given
written feedback longitudinally. When clinicians only facilitate CST
annually, maintenance of facilitator skills proves surprisingly elusive.

Fourth, sessions should be assessed. In research protocols, we use
two facilitators (discipline specialist and psychosocial) and then audio
record and assess adherence to guidelines by the cofacilitator pair. This
allows for a more experienced facilitator to be paired with one less
experienced, while still accomplishing the goals of the session. We
have found acceptable adherence across groups doing this.

ASSESSMENT OF CST

Adequate evaluation of learning is a crucial component within any
educational training program. Kirkpatrick’s Triangle,44,45 a widely
used assessment model, calls for four levels of evaluating educational
trainings to assess their impact (Fig 2). The first level focuses on
reactions to CST, offering an opportunity for trainees to voice their

opinions, self-efficacy, and level of satisfaction with the training. The
second level evaluates acquired knowledge and skills through stan-
dardized patient assessments, in vitro, in the CST lab. The third level
centers on assessing actual change in behavior that is transferred into
the clinic, the in vivo setting, with actual patients in the workplace. The
fourth and highest level assesses the overarching goal or large-scale
impact of the training program. Within health care communication
training research, this is frequently evaluated through measurement of
patient and health care outcomes.

The assessment method used within our Memorial Sloan-
Kettering Training Program is similar to Kirkpatrick’s Triangle. In the
first level of evaluation, trainees are asked to complete anonymous
course evaluations rating their satisfaction with each module. Space is
provided to write in suggestions and additional comments. In the
second level, standardized patient assessments are conducted before
and after training to measure immediate uptake of skills. In the third
level, trainee behavior is assessed by rating the use of communication
skills within video-recorded consultations conducted in actual clinics
with real patients. Recordings are again collected before and after
training for each trainee. The Comskil Coding System, which was
developed to assess the use of communication skills and strategies
included within our curriculum,40 is used to code each consultation
and standardized patient assessment. We are currently in the process
of gathering initial data to evaluate the fourth level of Kirkpatrick’s
model, collecting patients’ ratings of how well their doctor communi-
cates, understands their needs, and responds accordingly.

OUTCOMES OF CST

As an illustration of the potential outcomes of CST at comprehensive
cancer centers, over the last 5 years, Memorial Sloan-Kettering Cancer
Center has trained 657 clinicians, comprising 183 attending physicians
and surgeons, 410 fellows and residents, and 64 nurses. Approximately
94% of trainees have reported undertaking a critical evaluation of their
communication skills, whereas 92% believed that their patient care
would be enhanced. These clinicians reported significant improve-
ment in their self-efficacy in communicating effectively (change from
4.08 to 4.82 on a 5-point scale; P � .01 on paired t tests). Standardized

Level 4: evaluation 
of results

Patient outcomes

Level 3: evaluation of behavior
Clinic consultation recordings

Level 2: evaluation of learning
Standardized patient assessments

Level 1: evaluation of reaction
Attitude and self-efficacy

Fig 2. Kirkpatrick’s Triangle representing levels of assessment in communica-
tion skills training.
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patient assessments before and after training have demonstrated sig-
nificant gains in skill uptake such as agenda setting, checking patient
understanding, and information organization, such as previewing and
summarizing. These skills transfer into the clinic.46 Uptake of new
skills is greater in clinicians who complete more modules, a clear dose
effect that is consistent with the extant literature.

CONCLUSION

Meta-analyses confirm that CST leads to the uptake of new skills,
which can be taken into the clinic to enhance communication in
cancer care. Patient outcomes such as improved satisfaction with the
communication, growth in knowledge, improved treatment adher-

ence, and better quality of life still need to be demonstrated in CST
studies. Nevertheless, the state of the science has matured so much that
CST programs ought now to be part of oncology fellowship training
offered by comprehensive cancer centers.
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Announcing JCO’s New Rapid Review Program

Journal of Clinical Oncology (JCO) announces a new Rapid Review program for original research articles deemed to be of
high interest to our clinical and translational readership.

The JCO Rapid Review program will select those articles that have the most practice-changing or time-dependent
research implications and fast-track them for acceptance decisions and subsequent online publication. In addition, in an
effort to provide the widest possible dissemination of the manuscripts chosen for the program, all Rapid Review articles will
be published on JCO online without access controls.

For more information, or to submit a manuscript, please visit submit.jco.org, or contact the JCO Editorial office at
jco@asco.org.
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