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Abstract Cancer patients report significant levels of unmet
needs in the realm of communication. Communication
skills training programs have been shown to improve
clinical communication. However, advanced communica-
tion skills training programs in oncology have lacked
institutional integration, and thus have not attended to
institutional norms and cultures that may counteract explicit
communication skills training. We developed and imple-
mented an advanced communication skills training program
made up of nine teaching modules for faculty, fellows, and
residents. Training included didactic and experiential small
group work. Self-efficacy and behavior change were
assessed for individual participants. Since 2006, 515
clinicians have participated in this training program.
Participants have shown significant gains in self-efficacy
regarding communicating with patients in various contexts.
Our initial work in this area demonstrates the implementa-
tion of such a program at a major cancer center to be
feasible, to be acceptable, and to have a significant impact
on participants' self-efficacy.

Introduction

Cancer brings a host of challenging encounters: emotion-
ally charged bad news, uncertainty, threatening prognoses,
burdensome treatments, declining health, and despair at the
end-of-life. Though medical schools increasingly train
students in basic communication skills, an applied curric-
ulum that addresses these issues is needed within cancer
centers. Two brief vignettes highlight the necessary
curriculum:

1. Mrs. Williams' recent diagnosis with Stage II colon
cancer has left her confused and uncertain. She has
received differing opinions on whether to have adjuvant
chemotherapy and wonders about the possibility of a
clinical trial. She wants to be involved in the decision,
and desires to find a doctor she can trust. This example
suggests the need for a communication curriculum
aimed at shared decision making about treatment
options.

2. Mr. Jones' pancreatic cancer encased the mesenteric
artery, rendering the diagnostic news more challenging
because his tumor was inoperable. “How long do I
have? Will I suffer?” wondered Mr. Jones. Fearing pain
during his dying process, he wanted to discuss what to
expect over the last days of his life. Who would speak
to his wife and young children? This case illustrates the
need for addressing advanced care planning and end-of-
life communication in the curriculum.

There is an increasing recognition and acceptance that
quality healthcare requires patient-centered communication.
This consensus is supported by a growing evidence base
(see the National Cancer Institute's monograph [1] for a
review of this literature). It is also reflected by accreditation
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requirements in graduate medical education [2] and stand-
ards set by the reports and initiatives from the Institute of
Medicine [3] and the US Department of Health and Human
Services [4].

Distinct features of cancer care make the need for
patient-centered communication in this context particularly
important [1]. These distinct features include diseases that
are both life-threatening and potentially curable, numerous
and changing clinicians making up a healthcare team,
multiple treatment modalities, and long periods of uncer-
tainty following treatment. There is ample evidence that
communication in cancer care has room for improvement.
Cancer patients report significant levels of unmet needs in
the realms of communication, specifically information
provision, psychosocial support, and appropriate response
to emotional cues [5–7]. Attending to the unmet needs of
cancer patients is crucial for optimal care.

The notion of advanced communication skills training
in oncology has grown out of this research, as has the
development of specific guidelines that assist in identi-
fying effective strategies in complex communication
settings such as delivering bad news [8–12], collabora-
tive decision making regarding standard treatments and
clinical trials [13], and the discussion of prognosis and
realistic hope in the context of advanced disease [14, 15].
Short immersion courses in cancer communication train-
ing, following a residential model, have shown success in
improving communication skills [16–19]. These types of
courses have contributed to the development of an
evidence base that communication skills training is
effective. However, training in immersion courses is
generally offered only to select oncologists from various
institutions who attend the training as participants in
research studies. These interventions have thus have
lacked the ability to address effectively the “hidden
curriculum”—an organization's implicit messages and
culture that may counter the message of a patient-
centered communication curriculum. It is our assertion
that advanced communication training in oncology should
be made available to all practicing clinicians and should
be part of an overall strategy for improving the quality of
care at an institution, being integrated into an institution's
graduate and continuing medical education practices.

The purpose of this paper is to describe the development
and implementation of the Comskil Training Program, a
communication skills training initiative, at Memorial Sloan-
Kettering Cancer Center (MSKCC). The development and
implementation of this program have followed several
steps: first, development of the curriculum; second, faculty
development; third, implementation of the program for
MSKCC fellows, residents, and faculty, as well as local and
national dissemination; and fourth, assessment of the
program.

Curriculum Development

We have developed nine teaching modules that focus on
specific communication challenges in oncology consulta-
tions (e.g., Breaking Bad News, Discussing Prognosis,
Communicating with Patients via Interpreters). The module
development process included a series of five consecutive
steps: (1) systematic literature review, (2) modular blueprint
development, (3) training materials development, (4) role
play scenario development, and (5) making revisions and
adaptations iteratively [20]. The teaching modules are
based upon the Comskil Conceptual Model which explicitly
defines the important components of a consultation [21].
This model explicates 26 communication skills, organized
into six categories, that are fundamental to patient-centered
clinical communication. Each of our modules incorporates
appropriate skills.

The process of teaching each module has been based on
best practices from around the world [22, 23]. One of these
best practices is a focus on experiential learning through
role play [24]. Many effective communication skills
training programs have relied on small group role play
sessions as a key part of their training. Role plays that
simulate an actual consultation, using an actor taking the
role of a patient (commonly called a simulated patient), are
an integral component of accepted communication skills
training programs [25]. Role play provides an opportunity
for trainees to practice new skills and receive feedback
about their performance from a variety of sources. The
Comskil Training Program utilizes small group role play
sessions as a core component of training, devoting at least
half of every 3-h training module to these role play
sessions. During these sessions, learners can receive
feedback from their facilitator and others in their small
group in addition to watching instant video playback of
their interaction with the simulated patient. Our facility has
six role play rooms, equipped with two wall-mounted
cameras and video playback using picture-in-picture
software, supported by a main frame computer for storage
and transfer of digital movie-pegs. We have trained 25
actors to play simulated patients, spanning a range of ages
as needed for scenarios.

Faculty Development

In developing a communication training program for a
comprehensive cancer center, we were mindful of the
challenge of the hidden curriculum. In medical education,
teaching and learning occur on many levels: on the level of
the explicit, intended curriculum endorsed by teaching
institutions, on the level of ad hoc interpersonal exchanges
among students and educators, and on the level of implicit
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transmission that promotes the continuance of the organi-
zational structure and culture of the learning institution
[26]. Exerting a countercultural influence on the negative
effects of hidden curriculum involves taking into account
relational aspects of care and promoting the moral, ethical,
and emotional efforts of the trainees, and highlighting their
individual strengths [27].

Our approach from the start was to engage the leadership
of the institution in the process of improving communica-
tion by training a group of faculty from the institution to
play a key role in the training as facilitators. A group of
attending physicians and surgeons from MSKCC, well
regarded as educators, clinicians and good communicators,
were invited to train as facilitators. The interested faculty
first trained in the communication training modules as
learners. Following this, they trained further as facilitators
[28] and have returned to facilitate groups of fellows,
residents, and junior faculty from their own disciplines (i.e.,
surgeons teach surgeons).

Between 2006 and the present time, 40 attending
physicians and surgeons from the Departments of
Medicine, Surgery, Radiation Oncology, Neurology and
Pediatrics have been clinical facilitators in the program.
In order to supplement the clinical facilitators, 23
members from the Departments of Psychiatry and
Behavioral Sciences and Social Work, including psychia-
trists, psychologists, behavioral scientists and social
workers, have also trained to facilitate. These facilitators
bring an expertise in the psychosocial aspects of cancer
care that complements the physicians' and surgeons'
clinical expertise. When possible, a clinical facilitator co-
facilitates each session with a psychosocial facilitator. In
this model, the discipline-specific facilitator is sensitive to
the hidden curriculum, by providing role models for
effective communication, and the psychosocial facilitator
adds a level of expertise of patients’ experiences.
Furthermore, we offer faculty development to participat-
ing facilitators through assessment and feedback [29].
This process allows us to give corrective feedback to those
who have not met the facilitation standards.

Implementation of Training

As shown in Table 1, the Comskil Training Program has
been implemented with physicians and surgeons within our
institution and from other institutions in various career
stages: graduate medical trainees (interns, residents, and
fellows), junior faculty, and attending faculty. Graduate
medical trainees, in particular, are at an ideal level of
medical training to be engaged in an advanced communi-
cation skills curriculum, as they have enough experience to
feel comfortable with the clinical content [30], but have not

yet established engrained communication patterns that are
difficult to change.

We have completed four academic years of training
residents and fellows in the Comskil Training Program. All
of the modules are not required of all fellows and residents.
We work closely with the program directors of the training
programs to develop programs that meet the needs of the
trainees. Nearly all graduate medical education training
programs in patient care specialties participate in the
modules on Shared Decision Making about Treatment
Options, Responding to Patient Anger, and Discussing
Prognosis. We also regularly offer training for attending
physicians and surgeons at MSKCC, including those who
work in the MSKCC community-based networks. We
estimate that approximately 15% of the clinical attending
physicians and surgeons at MSKCC have attended the
Comskil Training Program to date. Some clinicians attend
faculty trainings to improve their own communication
skills, while others develop a desire to work in the program
as a facilitator.

We have also begun disseminating the Comskil Training
Program to both local and national healthcare providers and
educators. With support from the Josiah H. Macy Jr.
Foundations across 2 years, we opened the faculty trainings
described above to attending physicians and surgeons from
academic hospitals across the Greater NewYork City area.We
specifically targeted those in leadership roles (e.g., department
chairs and training program directors) with a focus on training
them to also be facilitators. This has allowed us to build
collaborative educational and research relationships with other
institutions. More recently, we have begun offering faculty
trainings to clinicians both nationally and internationally, with
fees to cover costs of producing such trainings.

Assessment

Assessment of the program and learners' individual abilities is
central to our implementation for several reasons. First, by
assessing individuals' communication competence, we are
able to give them feedback on their current communication
strengths and areas for improvement before they begin
training and following their completion of training. Second,
the assessment of improvement of communication skill usage
between pre- and post-training as well as learners' evaluations
of the course allows us to ensure the effectiveness of training
and informing our knowledge of which skills can most easily
be improved. Third, the role of assessment is critical to
training program directors who need to give evidence of such
to Accreditation Council for Graduate Medical Education
(ACGME) and other accrediting institutions.

To guide our assessment, we use a modified version of
Kirkpatrick's Triangle, a model for evaluating the success
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of a training program that proposes four steps to test for
efficacy of training [31, 32]. The first step involves eliciting
a reaction from the trainees about their feelings about the
training; the second step proposes that participants’ learn-
ing be tested in an objective, quantitative manner; the third
step suggests that a participants’ on-the-job performance be
statistically compared after the training to their behavior
before the training as it relates to the objectives of the
training program; and the fourth step to test for efficacy of
the program is to evaluate if the overarching desired result
was accomplished [31]. By quantifying evaluation in such a
way, Kirkpatrick proposes that the efficacy of a training
program is monitored adequately.

We have applied this model to the evaluation of the
Comskil Training Program as shown in Fig. 1. At the base
or “evaluation of reaction” level, trainees are asked to
complete anonymous course evaluations rating their satis-
faction with the module with space to write suggestions and
comments. On the “evaluation of learning” level, trainees
are assessed in two ways pre- and post-training: Standard-
ized Patient Assessments (SPAs), similar to Objective
Structured Clinical Examination (OSCEs), and participants’
reports of their self-efficacy. On the third level of

evaluation, behavior is assessed by comparing the use of
skills pre- and post-training in on-the-job recordings of
consultations with patients in clinic. For the second and
third levels, we developed an assessment tool called the
Comskil Coding System, which was developed to be
partnered with our curriculum [29]. We are in the early
stages of evaluating training using Kirkpatrick’s fourth and
highest level where training is evidenced in broad, real-
world contexts, the “result” level, with patient outcomes.
We are gathering data from patient ratings of how their
doctor demonstrated the intended skills taught in training
and their satisfaction with that communication. Implement-
ing this series of evaluation yields a complex picture of
how training impacts reactions, knowledge, attitudes,
behavior, and outcome.

Given varying schedules and rotations of the fellows,
residents, and faculty who have participated in the program,
as well as the needs of the particular training program, we
have offered a flexible menu of assessment tools. For
example, pediatric fellows come to training during their
first fellowship year, the year in which they are primarily on
in-patient service, thus making it difficult to capture real
clinical consultations. These fellows participate instead in

Table 1 Comskil Training Program participants

Academic year

Group 2005–2006 2006–2007 2007–2008 2008–2009 2009–2010 Total

MSKCC attending physicians and surgeons 22 37 11 13 13 96

MSKCC fellows and residents – 56 92 80 95 323

MSKCC nurses and nurse practitioners – 3 21 1 14 39

Non-MSKCC clinicians – – 38 10 9 57

515

Patient Outcomes

Level3: Evaluationof Behavior

Clinic Consultation Recordings 

Level2: Evaluationof Learning

Level1: Evaluationof Reaction
Course Evaluations

Level 2A: Pre-Post 
Training Self-efficacy  

Level 2B: Pre-Post 
training Standardized 
Patient Assessments 

Level4: Evaluationof
Results

Fig. 1 Kirkpatrick’s triangle as
applied to the evaluation of the
Comskil Training Program
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SPAs, allowing us to assess skill uptake as a result of the
training as well as give feedback. Attending physicians who
have participated in the program have had clinical video
recordings completed [33].

Results

As shown in Table 1, 515 unique clinicians have partici-
pated in the Comskil Training Program since its inception.
Participants' reaction to the training was assessed through
course evaluation items assessing how strongly participants
agreed with the following statements: “The skills I learned
in this module will allow me to provide better patient care”;
“This module prompted me to critically evaluate my own
communication skills”; and “The facilitator was effective.”
Each item was ranked between 1 and 5, with 5=strongly
agree. Ratings of these items were generally high, as shown
in Table 2. Some modules have had fewer participants than
others because they are less applicable to some disciplines
(e.g., radiology and radiation oncology faculty tend to not
participate in the modules on Discussing the Transition to
Palliative Care and Discussing Death and Dying).

In three of the modules, fellows and residents gave
significantly lower ratings than did attendings and nurses,
but the magnitude of difference was small. We also
assessed participants' retrospective pre–post-self-efficacy

data across all modules and all participants. As shown in
Table 3, participants reported significant gains in self-
efficacy regarding communicating with patients in all of the
modules. In addition, as we have reported elsewhere [20,
33], pre- and post-training video consultation data demon-
strate an increase in attending physicians' and surgeons' use
of certain communication skills that are taught as part of the
Comskil Training Program.

Discussion

The Comskil Training Program as described herein uses
internationally, well-accepted techniques for communica-
tion skills training. We believe the unique nature of our
program is its illustration that advanced communication
training in oncology can be integrated into an institution’s
regular practices and ongoing graduate medical education.
A key agenda of this work is developing reflective and
mindful practices in clinicians that will help them to be life-
long learners.

We have learned several lessons during this process.
First, ideal implementation of communication skills training
should include facilitators from each discipline facilitating
participants from the same discipline, providing effective
role models. Furthermore, these facilitators have specific
experiences from their disciplines that they can relay to

Table 2 Course evaluation items: mean ratings (SD) (1–5 scale, 5=strongly agree)

Attending faculty/nurses Fellows/residents

Modules The skills I learned
in this module will
allow me to provide
better patient care

The module
prompted me to
critically evaluate
my own skills

The facilitators
were effective

The skills I learned
in this module will
allow me to provide
better patient care

The module
prompted me
to critically
evaluate my
own skills

The facilitators
were effective

Breaking bad news 4.43 (0.70) 4.48 (0.69) 4.55 (0.73) 4.38 (0.60) 4.42 (0.63) 4.54 (0.58)

Shared decision making
about treatment options

4.39 (0.69) 4.55 (0.59) 4.64 (0.63) 4.36 (0.65) 4.43 (0.62) 4.64 (0.54)

Responding to difficult
patients

4.46 (0.68) 4.59 (0.51) 4.68 (0.54) 4.27 (0.73)c 4.39 (0.72)c 4.57 (0.61)

Discussing prognosis 4.47 (0.68) 4.52 (0.59) 4.60 (0.63) 4.24 (0.78)c 4.28 (0.80)c 4.55 (0.58)

Discussing the transition
from curative to palliative
care

4.47 (0.67) 4.63 (0.51) 4.63 (0.60) 4.34 (0.59) 4.37 (0.60)c 4.45 (0.59)

Discussing death and dying 4.41 (0.67) 4.54 (0.61) 4.66 (0.57) 4.35 (0.73) 4.44 (0.68) 4.49 (0.69)

Responding to post-operative
adverse eventsa

– – – 4.35 (0.76) 4.48 (0.68) 4.65 (0.55)

Communicating with patients
via interpretersb

4.50 (0.63) 4.48 (0.57) 4.49 (0.55) – – –

Conducting a family meetingb 4.47 (0.64) 4.49 (0.58) 4.56 (0.53) – – –

aModule recently developed for surgery fellows
bModules currently given to faculty and nurses only
c Differed significantly from attending faculty/nurses group at p<0.05
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participants. Second, real learning results from the process
of role play and feedback that takes place. Participants are
sometimes more eager to talk about the issues that are
challenging than to try them out in role play. Facilitators
must carefully manage the time in the small groups. The
third is to trust the process of experiential, learner-centered
small group work. We have repeatedly encountered
participants who began the training program with low
expectations or even doubts about the impact the training
would have on their communication, and by the end of the
training spoke enthusiastically of what they had learned.
Fourth, we have found that it is necessary to have a
balanced top-down and bottom-up approach. Institutional
commitment has been critically important, providing fund-
ing for the communication training laboratory rooms and
the credibility to build the program beginning with the
train-the-trainer approach. However, the institution did not
mandate the program for attending physicians and surgeons
or for graduate trainees. In this regard, we have used a
bottom-up approach, building a reputation and gradually
implementing the program. A mark of success of this
approach is that training programs in surgery, medical
oncology, pediatrics, radiation oncology, neurology, critical
care, psychiatry, and other medical specialties have now
made participation of their fellows and residents mandatory.

For those who wish to replicate this work, we have
several suggestions. First, if there is not adequate support to
pay actors, participants may take turns playing the role of
the patient in the role play sessions. One advantage of this
method is that it allows the participant to experience what it
would be like to be a cancer patient. Second, if there is not
a strong enough base of facilitators to support small group
role play sessions, large group role play sessions (some-
times called ‘fishbowls’) can be conducted [34]. Third,
those without access to a formal communication laboratory

with built-in recording equipment could use a tripod-based
digital camera connected to a laptop. Thus, portability and
adaptability can prevail against common barriers.

Future Directions

There are two major future directions for this work. The
first is a more rigorous evaluation of the effects of the
Comskil Training Program on patient outcomes. Although
there has been significant research examining the effect of
patient-centered communication on such outcomes there
have been few attempts to link improved outcomes directly
to communication skills training. Our review of the
literature showed eight studies of cancer communication
skills training [19, 35–41] that examined one or more
patient outcomes as a result of applied communication
skills training for oncology clinicians. Five assessed patient
satisfaction using a cohort of each clinician’s patients
before training and a cohort after training. Of these, three
reported no change in satisfaction [19, 35, 36] one reported
a significant improvement [37] and one reported a positive
but non-significant change [38]. Of the eight, three [39–41]
assessed patient or patient/family member distress or
anxiety both pre- and post-training, with none showing
any change. Reducing patient worry may be an overly
ambitious outcome when bad news has been shared,
prognosis discussed or challenging treatments proposed.
Clearly, more work needs to be done to assess the impact of
communication skills training on patient outcomes.

Second, we recognize the need to provide opportunities
for communication skills training to multi-disciplinary
healthcare professionals. As nurses play a key role in cancer
care, developing a parallel Comskil Training Program for
nursing staff [42] at our institution is an important agenda.

Table 3 Pre-post scores of self-efficacy in communication for each module (1–5 scale, 5=highest)

Attending faculty/nurses Fellows/residents

Modules n Pre Post p value n Pre Post p value

Breaking bad news 173 3.60 4.14 <0.01 200 3.32 4.01 <0.01

Shared decision making about treatment options 163 3.55 4.24 <0.01 176 3.18 4.08 <0.01

Responding to difficult patients 135 3.24 4.11 <0.01 221 3.36 4.12 <0.01

Discussing prognosis 106 3.55 4.21 <0.01 132 3.38 4.02 <0.01

Discussing the transition from curative to palliative care 72 3.63 4.32 <0.01 67 3.04 3.88 <0.01

Talking about death and dying 68 3.41 4.15 <0.01 117 3.26 4.06 <0.01

Responding to post-operative adverse eventsa – – – – 31 3.42 4.00 <0.01

Communicating with patients via interpretersb 85 3.46 4.29 <0.01 – – – –

Conducting a family meetingb 79 2.99 3.81 <0.01 – – – –

aModule recently developed for surgery fellows
bModules currently given to faculty and nurses only
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Conclusion

Recognition of the centrality of patient-centered communi-
cation is critical to improving healthcare quality and
outcomes. Thus, the art of better communication is linked
to measurable end points. Participation in a comprehensive
communication skills training program can be time well
spent, potentially impacting the care of thousands of
patients over a career. Our initial work in this area
demonstrates the implementation of such a program at a
major Cancer Center to be feasible and acceptable, and to
have a significant impact on participants' self-efficacy about
communication.
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