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Reply to B. Gyawali et al

We thank Gyawali et al' for their questions and concerns regard-
ing our recent report of a randomized controlled trial (RCT) on
communication skills training (CST).” Their first comment is that the
percentage of oncologists who wanted to participate in our study is
lower (19.6%) than expected; they suggest as reasons for this that
Japanese oncologists suffer fewer patient complaints and feel confi-
dent in communicating with their patients. As we reviewed previous
RCTs on communication skills training, we found participant rates of
15% (81 of 550) for oncologists in the report by Razavi et al’ and
Delvaux et al,* and 18% for nurses and 55% for physician trainees in
the article by Curtis et al.®> However, in our study, 11 of 15 (73%)
. oncologists assigned to the control group participated in the CST
workshop after the study. More than 80% of oncologists in Japan
reported some perceived burden when communicating bad news to
patients.® Therefore, we disagree with the claim by Gyawali et al' that
the participant rate is low, owing to that Japanese oncologists feel less
difficulty with bad news communication. On the other hand, we agree
with their claim that many Japanese oncologists may have no time to
study communication skills because they are always busy and do not
know what benefit CST will provide. Therefore, we believe that our
study published in Journal of Clinical Oncology will contribute to the
promotion of oncologists’ understanding of CST.

Second, Gyawali et al' express concern that the oncologists in the
intervention group might have had more patients who were receiving
good news. In this study, 8.4% of the intervention group consultations
were for the communication of bad news, 29.1% were for the delivery
of good news, and 62.5% were for sharing neutral news; in contrast,
6.0% of control group consultations were for the communication of
bad news, 23.6% for good news, and 70.4% for neutral news. The
results showed no significant differences (y* = 7.74; P = .09).> An-
other concern was expressed by Gyawali et al with respect to the
contents of the CST workshop; specifically, that the workshop might
" have addressed only bad news and not good news consultations.
Although our developed CST workshop program covered three bad
news scenarios (diagnosis of advanced cancer, recurrence, and stop-
ping anticancer treatment), which were based on the results of our
previous survey for oncologists regarding difficult communication
situations,” the program included not only specific communication
skills (based on the results of our previous surveys of patients’ prefer-
ences),> but also many fundamental skills. It is difficult to assess the
effect of the CST program on real-life clinical consultations, because
many of the desired behaviors are context dependent, For example, an
oncologist will have more opportunity to make an empathic response
or respond to cues if the patient expresses his/her emotion or psycho-
social concerns. However, in this study, no attempt was made to select
certain types of consultations or patients. It was impossible to ensure
that the context (good/bad news) or reason for consulting (new
diagnosis/routine follow-up) was constant for an individual oncolo-
gist at each time point. Despite these limitations, the patient outcomes
could be assessed well in the real-world practice.

Journal of Ciinical Oncology, Vol 33, No 2 (January 10), 2015: pp 223-224

Third, we agree with the claim by Gyawali et al that patients with
advanced or newly diagnosed disease might be more prone to anxiety
and depression. In this study, the number of patients with recurrence
or metastasis in the two groups was not significantly different (x* =
2.89; P = .236).% Although the percentage of patients currently
receiving treatment was different among the two groups (40.4% in
the intervention v 27.5% in the control group),” we do not think
this skewed the results. The levels of psychological distress, satis-
faction with the oncologist, and trust in the oncologist expressed by
patients currently receiving treatment were significantly worse
compared with levels expressed by patients not currently undergo-
ing treatment (respectively, = —1.97 and P = .049; t = 3.83 and
P = 001; + = 3.29 and P < .001). We used real-world clinical
settings with consecutive and consenting patients because that is
likely the realistic approach for identifying effects of a CST pro-
gram on patient outcomes.

Fourth, we calculated and showed 13 participants in each group
as a sample size to detect a significant between-group difference in our
study on the basis of the results of difference in empathic behavior in
our previous open-label trial.'® Purthermore, we showed the desired
sample size, including missing values, in our study protocol.

Because communication is interaction between persons, and
personal reaction and experience are subjective, it is difficult to per-
form an objective and scientific assessment of communication. De-
spite these many limitations, many additional efforts in this research
area are expected because communication between patients and on-
cologists is an important issue.

Maiko Fujimori

Center for Suicide Prevention, National Institute of Mental Health, National
Center for Neurology and Psychiatry, Tokyo; Research Center for innovative
Oncology, Nationai Cancer Center, Kashiwa, Japan

Yosuke Uchitomi

Okayama University Graduate School of Medicine, Dentistry, and
Pharmaceutical Sciences, Okayama; Research Center for Innovative Oncology,
National Cancer Center, Keshiwa, Japan

ACKNOWLEDGMENT
Supported by the Research for Promotion of Cancer Control
Programmes, Japanese Ministry of Health, Labor and Welfare.

AUTHORS DISCLOSURES OF POTENTIAL CONFLICTS OF INTEREST
Disclosures provided by the authors are available with this article at
WWW.jC0.0Tg.

REFERENGES

1. Gyawali B, Tsukuura H, Honda K, st al: Some guestions on the randomized
controiled trial of communication skilis training for oncologists. J Clin Oncol
33:222, 2015

2. Fujimorn M, Shirai ¥, Asai M, et al: Effect of communication skills training
program for oncalogists based on patient preferences for communication when
receiving bad news: A randomized controlled trial. J Clin Onco! 32:2166-2172,
2004

3. Razavi D, Merckaert |, Marchal S, et al: How 1o optimize physicians’
communication skills in cancer care: Results of a randomized study assessing the
usefulness of posttraining consolidation workshops. J Clin Oncol 21:3141-3148,
2003

@ 2014 by American Society of Clinical Oncology 223

Downloaded from jco.ascopubs.org on March 4, 2015. For personal use only. No other uses without permission.
Copyright © 2015 American Society of Clinical Oncology. All rights reserved.



Correspondence

4. Delvaux N, Merckaert |, Marchal S, et al: Physicians’ communication with
a cancer patient and a relative: A randomized study assessing the efficacy of
consolidation workshops. Cancer 103:2397-2411, 2005

5. Curtis JR, Back AL, Ford DW, et al: Effect of communication skills training
for residents and nurse practitioners on quality of communication with patients
with serious illness: A randomized trial. JAMA 310:2271-2281, 2013

6. Otani M, Morita T, Esaki T, et al: Burden on oncologists when conmmunicating the
discontinuation of anticancer treatrment. Jpn J Clin Oncol 41:999-1006, 2011

7. Fujimori M, Oba A, Koike M, et al: Communication skilis training for Japanese
oncologists on how to break bad news. J Cancer Educ 18:194-201, 2003

8. Fujimori M, Akechi T, Akizuki N, et al: Good communication with patients
receiving bad news about cancer in Japan. Psychooncology 14:1043-1051, 2005
9. Fujimori M, Akechi T, Morita T, et al: Preferences of cancer patients
regarding the disclosure of bad news, Psychooncology 16:573-581, 2007
10. Fujimori M, Shirai Y, Asai M, et al: Development and preliminary evaluation
of communication skifis training program for oncologists based on patient
preferences for communicating bad news. Palliat Support Care 12:379-386, 2014

DO 10.1200/JC0.2014.58.9689; published online ahead of print at
www jco.org on December 1, 2014

-

224  © 2014 by American Society of Clinical Oncology

JOURNAL OF CLINICAL ONCOLOGY

Downloaded from jco.ascopubs.org on March 4, 2015. For personal use only. No other uses without permission.
Copyright © 2015 American Society of Clinical Oncology. All rights reserved.



Correspondence

AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS OF INTEREST
Reply to B. Gyawali et al

The following represents disclosure information provided by authors of this manuscript. All relationships are considered compensated. Relationships are
self-held unless noted. I = Immediate Family Member, Inst = My Institution. Relationships may not relate to the subject matter of this manuscript. For more
information about ASCO’s conflict of interest policy, please refer to www.asco.org/rwe or jeo.ascopubs.org/site/ifc.

Maike Fujimori Yeosuke Uchitomi
No relationship to disclose No relationship to disclose
WWw.jco.org © 2014 hy American Society of Clinical Oncology

Downloaded from jco.ascopubs.org on March 4, 2015. For personal use only. No other uses without permission.
Copyright © 2015 American Society of Clinical Oncology. All rights reserved.



Published Ahead of Print on June 9, 2014 as 10.1200/JC0.2013.51.2756
The latest version is at http://jco.ascopubs.org/cgi/doi/10.1200/JC0.2013.51.2756

JOURNAL OF CLINICAL ONCOLOGY

Maiko Fujimori, Yuki Shirai, Marike
Asal, and Yosuke Uchitomi, National
Cancer Center Hospital East, Kashiwa;
Maiko Fujimori, National Cancer Center
Hospitai and Nstional institute of
Mental Health, National Center for

. Neurology and Psychiatry; Yuki Shirai,
University of Tokyo, Marike Asali,
Teikyo Heisal University; Kaoru Kubota,
Nippon Medical Schooi, Tokyo; Noriyuki
Katsumata, Nippon Medical Scheoi,
Musashikosugi Hospital, Kawasaki; and
Yosuke Uchitomi, Okavama University
Graduate Schoeol of Medicine, Dentistry
and Pharmaceuticsl Sciences,
Okayama, Japan.

Published oniine ahead of print at
www.jco.org on June 9, 2014.

Supported by the Third-Term Compre-
hensive 10-Year Strategy for Cancer
Control and Research; Japanese Minis-
try of Health, Labor and Weifare; and
research fellowships for Young Scien-
tists from the Japan Scciety for the
Promotion of Science.

Authors' disclosures of potential con-
flicts of interest and author contribu-
tions are found at the end of this
article.

Corresponding author: Yosuke
. Uchitomi, MD, PhD, Department of
" Neuropsychiatry, Okayama University
Graduate School of Medicine, Dentistry
and Pharmaceutical Sciences, 2-5-1
Shikata-cho, Kita-ku, Okayama
700-8658, Japan; e-mailt uchitomi@
md.okayama-u.ac.jp.

& 2014 by American Scciety of Clinical
Oncology

0732-183X/14/3299-1/$20.00
DOI: 10.12004C0.2013.61.2756

Effect of Communication Skills Training Program for
Oncologists Based on Patient Preferences for
Communication When Receiving Bad News: A Randomized
Controlled Trial

Maiko Fujimori, Yuki Shirai, Mariko Asai, Kaoru Kubota, Noriyuki Katsumata, and Yosuke Uchitomi

R A C T

Purpose
The aim of this study was to identify the effects of a communication skills training (CST) program
for oncologists, developed based on patient preferences regarding oncologists’ communication.

Participants and Methods

Thirty oncologists were randomly assigned to either an intervention group {IG; 2-day CST workshop} or
control group (CG). Participants were assessed on their communication performance during simulated
consuliation and their confidence in communicating with patients at baseline and follow-up. A total of
1,192 patients (response rate, 84.6%) who had consultations with the participating oncologists at
baseline andfor foliow-up were assessed regarding their distress using the Hospital Anxiety and
Depression Scale, satisfaction with the consultation, and trust in their oncologist after the consultation.

Results

At the follow-up survey, the performance scores of the IG had improved significantly, in terms of
their emotional support (P = .011), setting up a suppoertive environment (P = .002), and ability to
deliver information (P = .001), compared with those of the CG. Oncologists in the 1G were rated
higher at follow-up than those in the CG in terms of their confidence in themselves (P = .001).
Patients who met with oncologists after they had undergone the CST were significantly less
depressed than those who met with oncologists in the CG (P = .027). However, the CST program
did not affect patient satisfaction with oncologists’ style of communication.

Conclusion
A CST program based on patient preferences is effective for both oncologists and patients with
cancer. Oncologists should consider CST as an approach to enhancing their communication skills.

J Clin Oncol 32. © 2014 by American Society of Clinical Oncology

Communication skills training (CST) is reported
to be effective in improving physicians’ communica-

A number of studies examining patient-physician
communication in cancer consultations have re-
vealed numerous difficulties, because patients with
cancer suffer from intense emotional anguish, par-
ticularly when they receive bad news about their
disease. The ability of physicians to empathize—
defined in medical settings as a “cognitive attribute
and behavior that involves an understanding of
experiences, concerns and perspectives of the
patient” P1183__has been effective in helping pa-
tients adjust to a life-threatening disease™” and cor-
related with a low level of psychological distress.*
Therefore, communication between patients and
physicians has been viewed as a core clinical skill that
merits a considerable investment of time and re-
sources in training.

tion skills, such as using open questions and showing
empathy toward patients; it is recommended for med-
ical statf. However, there is no evidence to support a
beneficial effect of CST on patients” mental health or
patient satisfaction.” One possible reason for this is that
findings have been based only on experts’ and oncolo-
gists’ opinions and have not necessarily reflected those
of patients.® Oncologists’ communication behaviors
preferred by patients were linked in a previous study
to lower psychological distress and higher satisfac-
tion in patients."’ Therefore, interventions to en-
hance oncologists’ communication skills that take
into account patients’ preferences for receiving in-
formation are needed.”’

Our previous quantitative and qualitative sur-
veys revealed that patient preferences regarding the

© 2014 vy American Society of Clinicai Oncology 1
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Oncologists declined to participate (n=123)
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(1= 30)
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|
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Fig 1. Study flow diagram.

communication of bad news consist of four factors: setting, how the
news is delivered, provision of various types of information, and
emotional support.' Emotional support has also been found to be the
mostimportant factor for patients.'> On the basis of these findings, we
previously developed a 2-day CST program. This program was in-
tended to improve the empathic communication and effective
behaviors of oncologists and their confidence in their ability to com-
municate with patients.””

Building on this work, the aim of this study was to identify the
effects of this CST program for oncologists, using patient preferences,
by evaluating oncologists’ behaviors during simulated consultation,
their confidence in communicating with patients, and patients’ dis-
tress and satisfaction with the consultation.

Participants

Oncologists.  Staff of the National Cancer Center (NCC) Hospital, To-
kyo, and Hospital East, Chiba, Japan, were recruited,

Patients. Outpatients who were attending follow-up medical appoint-
ments with oncologists at the NCC hospitals were recruited after consultation.
The eligibility criteria were as follows: patients who had received a diagnosis of
cancer, were age = 20 years, were judged capable of completing the survey
physically and cognitively, and were capable of understanding spoken and
written Japanese.

All participants were given information about this study and provided
written informed consent. The institutional review board and ethics commit-
tee of the NCC approved this study.

2 © 2014 by American Society of Clinical Oncology

Procedures

After providing informed consent, oncologists were randomly assigned
to an intervention group (IG; 2-day CST workshop) or control group (CG).
The study flow diagram is shown in Figure 1.

The baseline survey required oncologists to participate in a simulated
consultation, in which they relayed a diagnosis of incurable advanced cancer to
asimulated patient (SP), and to complete a questionnaire requesting informa-
tion about their demographic characteristics (age, sex, and muarital status),
medical experience (specialty, clinical experience, and clinical experience in
oncology), and perceived confidence in communicating with a patient. On
dayswhen a participating oncologist had consultations in the outpatient clinic, ;
all eligible outpatients were invited to participate in the study after their
follow-up medical visit. Patients who provided written informed consent were
asked to complete and return within 1 week a series of questionnaires evaluat-
ing their psychological distress (Hospital Anxiety and Depression Scale
[HADS]), their satisfaction with their oncologist’s communication during the
consultation, their trust in the oncologist, and their demographic characteris-
tics. If the questionnaires contained any blanks, a single attempt was made to
obtain the missing information by telephone or mail.

After the CST workshop in the IG or 2 weeks after baseline in the CG, the
same variables collected at baseline were collected as follow-up data. After the
follow-up survey, the oncologists assigned to the CG were allowed to partici-
pate in the workshop if they desired.

Workshop

Table 1 lists components of the CST program based on the SHARE
model. In accordance with our previous surveys of the preferences of Japanese
patients with cancer regarding the disclosure of bad news,'"#'*45 the CST
program adopted the conceptual communication skills model consisting
of four dimensions, referred to as SHARE: S, setting up a supportive
environment for the interview; H, considering how to deliver the bad news; A,

JOURNAL OF CLINICAL ONCOLOGY
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Table 1. Components of CST Program Based on SHARE Model

Description

Component
Conceptual communication skills
model: SHARE
S
H
is fast pacec))
A
second.opinion)
RE
concern for patient’s feelings, accepting patient’s expression of emotions)
Module
Lecture
Video trigger Delivering bad news using communication skills
Role playing Delivering bad news using communication skills with scenarios

Setting up supportive environment for interview {eg, greeting patient cordially, looking at patient's eyes and face)
Considering how to deliver bad news (eg, not beginning bad news without preamble, checking to see whether talk

Discussing additional information that patient would like to know {(eg, answering patient's questions fully, explaining

Providing reassurance and addressing patient’s emotions with empathic responses (eg, remaining silent out of

Introduction, communication skilis model, evidence of preferences of patients with cancer regarding communication

Peer discussion
Scenarios for breaking bad news Diagnosis of advanced cancer
Recurrence
Stopping anticancer treatiment
Four participants
Two facilitators
One simulated patient

Smali-group setting

Summary (30 minutes)

Solving problems occurring in role playing, final summary

Schedule
Day 1 Orientation {10 minutes)
lcebreaking (20 minutes)
Lecture {30 minutes)
Video trigger (30 minutes)
Role playing with peer discussion (60 minutes % 4)
Day 2 Role playing with peer discussion (60 minutes X 4)

Abbreviation: CST, communication skills training.

discussing various additional information that patients would like to know;
and RE, providing reassurance and addressing patients’ emotions with em-
pathic responses. The program particularly emphasized the RE component,
because it has been shown to be the most important for patients’** and also to
be one of the most difficult communication skills for oncologists.”® The face
validity of the conceptual model in the CST program and the feasibility of the
CST program were confirmed by two psychiatrists, one psychologist, and two
oncologists who were experienced attending staff in clinical oncology, with
knowledge about communication between patients and oncologists; this was
achieved using the Delphi method™ after reviewing previous studies and by
holding preliminary workshops before this study.

The program was a participant-centered approach and consisted of an
icebreaking discussion, a 1-hour computer-aided didactic lecture with textand
video, 8 hours of role playing with SPs, and discussions on this role playing. It
lasted a total of 2 days and was based on previous studies.™>”*® The lecture
provided during this program cited evidence of the most important and
common patient preferences regarding the communication of bad news,
such as empathic responses and encouragement to ask questions, as well as
variability of patients’ preferences, such as discussion of prognosis and
being dispassionate, and showed how to check and elicit patient prefer-
ences. After this lecture, the oncologists were divided into groups of four,
with two facilitators each, for role playing and discussion. During the role
playing and discussion, the participants were required to consider a pa-
tient’s emotions and concerns caused by bad news, cognition of his or her
disease, social situation, and information that he or she would want to
know, by empathizing with the patient. Facilitators led the role playingand
discussion on the potential communication-related preferences and emo-
tions of the patient. The facilitators were psychiatrists, psychologists, and
oncologists, all of whom had = 3 years of clinical experience in oncology
and had participated in specialized 30-hour training workshops for facili-
tating communication skills in oncology. The SPs, individuals who had

WWW.JC0.01g

= 3 years of experience in medical school, also participated in the 30-hour
training workshops. For the role playing, many scenarios were drawn up
tailored to each oncologist’s specialty, presenting three different situations
that required the sharing of bad news with a patient: diagnosis of advanced
cancer, recurrence of cancer, and cessation of anticancer treatment. In a
previous study, these situations were found to be difficult to deal with in
practice by oncologists.'®

Oncologists’ Outcome Measure

Objective performance of communication skills. 'We videotaped the on-
cologists’ performance during simulated consultations at baseline and follow-
up. Each simulation involved a total of four SPs, who had = 3 years of
experience in medical school and had been trained in simulating the standard
reactions of patients for = 60 hours via a manual. On the basis of previous
study methods,"*"? the frequencies of each type of performance and utterance
during their consultations were assessed using the 27 SHARE categories for
analyzing the impressions of oncologists’ performance (Table 2). Each video
was coded in terms of SHARE category in a random order by two blinded
coders, who had been trained for 30 hours for this task independently on two
occasions with a rating manual. The averages of the intracoder correlation
coefficients for each group of categories were 0.79 (range, 0.72 to 0.92) and
0.76 (range, 0.70 to 0.94), and the average of the intercoder correlation coeffi-
cient was 0.78 (range, 0.58 to 1.00).

Confidence in communication with patienss. Confidence in communi-
cating with patients was assessed using two questionnaires consisting of 32
items related to SHARE'"'*'? and 21 items established by Baile et al. #7"2% Al
items were rated on a 10-point Likert scale, ranging from “not at all” to
“extremely.” The total scores (SHARE: range, 32 to 320; confidence question-
naire: range, 21 to 210) were used to rate oncologists’ confidence in commu-
nicating with patients.

© 2014 by American Society of Clinical Oncology 3
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Table 2. Comparison of Mean Total Performance Score for Physicians During Consultation Over Time and Between Groups
Baseline Foliow-Up
IG CG IG CG .
Bonferroni
Communication Skill Mean  SD Mean SD Mean  SD Mean  SD F P Correction™
Setting up supportive environment for interview 873 183 7.687 200 1092 209 813 192 1198 002 X
Greeting patient cordially 1.00 1.73 053 1.4 320  1.66 067 145 1814 < .001 X
Looking at patient's eyes and face 3.73 059 373 059 387 052 373 046 2.06 163
Taking sufficient time 4.00  0.00 360  1.08 3.87 035 373 0.80 0.08 175
Considering how to deliver bad news 1883 524 1573 740 2593 857 1467 7.01 13.18 .001 X
Encouraging patient to ask questions 333 1.1 220 1.82 3.27 144 213 1.88 0.41 528
Not beginning bad news without preamble 213 2,07 2.00  1.77 420 1.08 1.73 198 2050 = .001 X
Asking how much patient knows about his or her
iliness before breaking bad news 0.00 0.00 047 1.25 213 207 073 183 5.76 .024
Not using technical words 293 149 273  1.58 360 1.30 3.07  1.22 1.23 278
Using actual images and test data 347 141 213 2.07 320 224 233 1.99 0.24 629
Writing on paper to explain 3.20 1.66 3.20 1.66 293 183 320 1.66 0.23 636
Checking 1o see that patient understands 227 183 213 1.81 313 1.92 1.20  1.70 8.33 0.008
Checking to see whether talk is fast paced 053 113 0.33 080 1.67 229 0.00  0.00 9.29 005 X
Cormmunicating clearly main points of bad news 067 1.45 053 141 1.80 180 027 1.03 7.52 o1
Discussing aclditional information 1700 3.27 1667 469 1893 604 1567 465 A.11 053
Answering patient’s questions fully 4.00  0.00 3.60 09 4.07  0.20 372 059 0.98 381
Explaining status of patient’s illness 373 046 3.73  0.46 3.80 041 347  1.06 2.32 139
Telling prospects of cancer cure 313 1.65 293 1.53 347 1.81 2.67 145 1.64 211
Providing information on services and support 033 1.08 053 1.4 027 1.03 027 1.03 11.1b6 002 X
Discussing patient’s everyday life and work in future 1.67 1.68 1.87 1.92 167 192 1.87 1.64 0.02 963
Explaining second opinion 0.27  1.03 0.27  1.03 1.33 195 0.00  0.00 7.27 012
Checking guestions 387 0852 373 070 413 052 367 072 4.40 045
Providing reassurance and addressing patient’s
emotions with empathic responses 18.67 5.91 16533 719 2253 7.8 13.80 7.7 7.45 01 X
Asking about patient’s worries and concerns 133 1.72 1.60 1.76 1.07 171 127 1.568 0.07 796
Using words to mentally prepare patient 353 1.3 1.07 167 347 1.4 080 1.42 0.32 575
Remaining silent out of concern for patient's
feelings 0.47 1.13 1.27 1.53 2.20 1.78 0.67 1.45 9.69 .005 X
Accepting patient’s expression of emotions 240 168 1.73  1.83 3.53 0.83 140 1982 1764 = .001 X
Using wards that soothe patient 1.60 2.03 2.00 1.89 280 221 1.67  1.99 9.29 .005 X
Explaining in way that incorporates hope 3.93 026 318 1.65 3.60 1.2 327 1.22 1.1 .300
Explaining what patient can hope for 400 0.00 3.07 133 387 052 340 118 0.78 .389
Assuring responsibility for patient’s care until end 140  1.50 1.47 164 200 247 133 1.76 1.40 247
Abbreviations: CG, control group; 1G, intervention group; SD, standard deviation.
*Level of significance of each factor, P < .013; categories are as follows: setting up supportive environment for interview, P <2.017; considering how to deliver
bad news, P < .006; discussing additional information, P < .007; providing reassurance and addressing patient’s emotions with empathic responses, P << ,008.

Patients’ Outcome NMeasure

Patjents’ distress.  The Japanese version of HADS?' was used to measure
patients’ distress.”* The HADS is a self-administered and standardized instru-
ment for evaluating patients’ distress. It consists of 14 items grouped into two
factors: anxiety (HADS-A, seven items) and depression (HADS-D, seven
items). Each item is rated on a 4-point (0 to 3) Likert scale.

Patient satisfaction with consultation. Patient satisfaction with their on-
cologist’s performance during consultation was assessed using an 11-point (0
to 10) numeric rating scale.

Patient trust in oncologist.  Patient trust in their oncologist was assessed
using an 1-point (0 to 10) numeric rating scale.

Statistical Analysis

The demographic characteristics of the oncologists and patients were
compared among groups using the y* or ¢ test as required. Time change in the
baseline and follow-up surveys of the factors and items related to oncologists’
performance and the total score of oncologists’ confidence questionnaires
were analyzed using one-way analysis of variance (ANOVA) with controlled
baseline data. Before ANOVA, Levene’s test for equality of variances between
groups (IG and CG) was used. Bonferroni correction was used to determine
which items of oncologists” performance differed among the groups. For

4 © 2014 by American Society of Clinical Oncoiogy

patients’ outcome data (each factor of HADS, satisfaction, and trust) at the {:\
follow-up survey, we used generalized linear mixed models. The models in-
cluded fixed effects for group (IG and CG) and the intercept and a random
effect for clustering of patients within oncologists. The sample size was com-
puted based on the main outcome: total RE scores (range, 8 to 80) of the
SHARE model. On the basis of our previous study,’” 13 oncologists per group
were needed to detect a 6.2-point (standard deviation [SD], 5.5) change with
power of 80% at « = 0.05. Statistical significance was set at P <C .05 for all
analyses. The statistical analysis was performed using SPSS version 21.0 soft-
ware (SPSS, Chicago, IL).

Oncologist Characteristics

Thirty (19.6%) of 153 oncologist candidates returned the con-
sent form, whereas the others chose not to participate. Although there
was no significant difference in specialty between the participants and
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Tahle 3. Participant Characteristics
IG {n = 15} CG (n = 185)
Characteristic Median + SD Range Median + SD Range t P
Age, years 3854 33-54 38+ 55 35-50 -1.34 192
Clinical experience, years 15+ 53 9.3-30.3 145+564 9.5-25.0 —1.17 252
Clinical experience in oncology, years 10255 3.0-22.3 13326 6.1-25.0 ~1.82 .080
1G {n =15} CG (n = 15}
No. % No. % ¥ P
Sex 0.00 1.000
Male 13 86.7 13 86.7
Female 2 133 2 13.3
Oncology specialty 1.06 .589
Surgical 9 60.0 8 53.3
Medical 6 40.0 6 - 40.0
Radiation 0 0.0 1 8.7
Abbreviations: CG, control group; 1G, intervention group; SD, standard devistion.

difference in sex (> = 6.31; P = .012). The rate of participation
among women (five of 11; 46%) was significantly higher than that
among men. There was no significant difference in any participant
characteristics between IG and CG (Table 3).

Performance of communication skills. For the 30 oncologists, we
obtained evaluable videos of consultations in which bad news was
relayed to an SP at baseline and follow-up. One-way ANOVA revealed
significant differences in three of four factors and seven of 27 catego-
ries of SHARE (Table 2).

Confidence in communication with patients. 'There were signifi-
cant differences by one-way ANOVA in the mean scores (£ SD) of
confidence in SHARE communication between the groups (IG: A =
225 = 344; CG: A = —17.1 £ 26.1; F = 13.7; P = 001) and
communication of bad news between the groups (IG: A = 19.2 %
19.6; CGr A = —2.4 = 154; F = 11.2; P = .002).

Patient Characteristics

In total, 1,181 of the 1,397 candidates who visited outpatient
clinics were recruited to participate in the survey after consultation; 44
were excluded because of a physical or psychological problem, and 120
were not contacted because of refusal to participate or an inability to
contact them. Of these 1,181, at baseline, 267 patients in the IG and
313 patients in the CG participated in the questionnaire survey; at
follow-up, there were 292 patients in the IG and 309 patientsin the CG
(response rate, 84.6%). Thirteen to 32 patients were surveyed for each
oncologist at baseline and follow-up. The correlation coefficient of the
numbers at baseline and follow-up was r = 0.60 (P < .001). Patient
characteristics at baseline and follow-up surveys, except for cancer
type and current treatment status, were not significantly different
between the IG and CG (Table 4).

Patient distress, satisfaction with consultation, and trust in oncolo-
gist. At the baseline survey, no score (= SD) was significantly differ-
ent between the groups (HADS-A: mean, 548 * 3.77 in IG; mean,
5.20 * 3.79 in CG; HADS-D: mean, 5.20 & 3.64 in IG; mean, 5.44 &
4.301in CG; HADS total: mean, 10.67 £ 6.82 in IG; mean, 10.65 = 7.58
in CG; satisfaction with oncologist’s communication: mean, 8.56 =&
1.68in IG; mean, 8.44 = 1.94 in CG; trust in oncologist: mean, 9.14 =
1.40 in IG; and mean, 9.06 * 1.64 in CG).

wwiw.jco.org

At the follow-up survey, the HADS-D score was significantly lower
and the rating score of trust in oncologists was significantly higher for
patients who met with oncologists from the IG compared with those
of patients who met with oncologists from the CG. Conversely,
there was no significant difference between these two groups re-
garding the HADS-A score, the HADS-total score, or patient satis-
faction (Table 5).

To our knowledge, this is the first report to demonstrate the effect of
CST on breaking bad news for oncologists in improving the psycho-

Table 4. Patient Characteristics at Foliow-Up

iG CG
(n =292} (0= 309

Characteristic No. % No. % X P

Age, years 0.29 769

Median 64 64

sD 10 10
Male sex 179 61.3 180 615 0.00 962
Employed 109 383 115 381 1.1 676
Married 237 832 251 831 000 979
Living alone 21 7.4 20 6.6 0.4 714
Educational leve!l < 9 years 486 162 53 184 1.1 293
Type ot oncology specialist 21.47 - 001"

Surgical 193 66.1 175 56.6

Maedical 99 339 114 3689

Racdliation 0 00 20 65
Experience of bad news 2.89 236

Cancer diagnosis 292 100.0 309 100.0

Recurrence or metastasis 66 226 87 282

Stopping anticancer freatment 0 0.0 0 0.0
Currently receiving treatment 118 404 85 275 1117 001"

Consultation to deliver bad news 24 84 18 6.0 475 083

Abbreviations: CG, control group; IG, intervention group; SD, stand-
ard deviation.
*P < .01

@ 2014 by American Society of Clinical Oncology 8

Information downloaded from jco.ascopubs.org and provided by at Tsushima, Shikata Campus, Okayama University on
Copyright © 2014 Arderieat0S26ibtyfiafrCHIGBa1ERR0I6gyY. All rights reserved.



Fujimori et al

Tabie 5. Comparison of Patient Psychological Distress, Perceived
Communication, and Satisfaction Between Groups at Follow-Up

IG CG

Factor Mean SD Mean SD F P
HADS
Anxiety 4.83 375 517 342 094 333
Depression 469 375 8532 404 484 027
Total distress 936 6983 1050 690 385 050
Satisfaction with oncologist
communication 8.58  1.62 835 174 280 .0956
Trust in oncologist 9.15 128 887 154 689 009

Abbreviations: CG, control group; HADS, Hospital Anxiety and Depression
Scale; I1G, intervention group; SD, standard deviation.
P 05,

logical distress of patients with cancer, as well as oncologist perfor-
mance and confidence in communicating with patients, using a
randomized design. Reasons for our positive results might include
that the CST program had been developed based on patient pref-
erences regarding the communication of bad news'"'* and oncol-
ogists’ needs.'” Health professionals benefit by learning valuable
communication strategies and reviewing the application of their
skills in simulated clinical situations.”” Hence, our study might
have met these oncologists’ needs and effectively helped them to
provide more culturally appropriate support for their patients.

The results of the oncologists’ performance and confidence
showed that they had acquired emotional support skills after the CST,
as in previous studies. Significant learning of new empathic skills
occurred, including the use of silence and accepting a patient’s expres-
sion of emotions, in contrast to the already well-established practices
of offering hope, explaining the clinical findings, maintaining eye
contact, and avoiding jargon. All communication skills dealt with in
the CST program, such as the additional use of a preamble, checking
the patient’s current understanding of the illness, checking how
well the news has been assimilated, and offering a second opinion,
became new skills that enhanced oncologists’ repertoire for dealing
with difficult situations clinically. Interestingly, these increased perfor-
mance skills did not prolong the consultation time. This result sug-
gests the possibility that a patient’s psychological distress can be
reduced without increasing demands on oncologists in busy clini-
cal practice.

These positive results might also have been influenced by the
culture and attitude of Japanese patients and the basically poor sup-
port system for patients with cancer that currently exists in Japan.
Although Japanese patients with cancer do not typically seek profes-
sional assistance for psychological problems caused by their cancer
experience and usually repress their emotions about having cancer,*
they need emotional support from their oncologists.»*»"* Improved
communication behaviors among oncologists could thus alleviate the
psychological distress of patients. This interpretation can be con-
firmed by the results of the oncologists’ improved performance; that
is, oncologists who participated in CST were more empathic.

This study showed that patients in the IG demonstrated less
psychological distress and more trust in oncologists than those in the
CG. However, we found no significant difference in the level of satis-
faction of patients as a result of CST for oncologists.””*® The absence

§  © 2014 vy American Society of Clinical Oncology

of such an effect suggests that a ceiling effect occurred for satisfaction
scores in this study. Specifically, 61% of patients gave the maximum
satisfaction score. Patient satisfaction studies generally report a high
level of satisfaction,” which is taken to indicate a high quality of
service. However, some patients may be afraid of hurting their oncol-
ogists’ feelings if they express dissatisfaction with their health care.
This can be a particular concern for patients with cancer in view of the
potentially life-threatening nature of their iliness.”® Another problem
has also been suggested regarding the validity of tools used to measure
satisfaction.” In particular, few questionnaires are visit specific or deal
with just one physician rather than the entire experience of visiting
a hospital.?

Some limitations of this study should be noted. First, the rate of
participation here was only approximately 20% of recruited senior
oncologists from two institutions, both comprehensive cancer center
hospitals. However, this is not particularly low, because recruitment
for this kind of intervention study is difficult, as described in previous
studies.®?**! Although there was a sex difference in the rate of partic-
ipation, women numbered only 11 (7.2%) of the 153 oncologists. We
could also not obtain any other data on the oncologists who declined
to participate, besides their specialty and sex. The identification of
oncologists” demographic factors associated with participation in the
CST might be important when applying the CST program to a medical
education setting. Furthermore, this study has only shown the positive
effects of the CST on subjective and objective measurements of oncol-
ogists” communication skills for experienced attendees with extensive
experience of oncology in a comprehensive cancer center. However,
medical students or residents might be expected to benefit more from
participation in CST than highly skilled oncologists, such as those in
this study. Second, this study showed only short-term effects and did
not evaluate the long-term effects on oncologists. However, previous
studies have shown that oncologists who participated in a CST work-
shop maintained their communication skills at a high level 1 year later,
but future studies need to evaluate the long-term effects, Third, this
study included patients who were newly diagnosed as well as patients
participating in follow-up visits; however, this is realistic for identify-
ing the effects of a CST program on actual patient outcomes in a
clinical context.

Although additional studies are needed to resolve these limita-
tions, this work shows that communication skills that comply with
patient preferences can be taught to oncologists, and their use de-'
creases patient distress. Our study might thus provide encouragement
and a direction for future research in the application of CST for more
health professionals in oncologic practice to help oncologists deal with
unrecognized distress among patients diagnosed with cancer.
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ABSTRACT

Objective: The purposes of this study were to develop a communication skills training (CST)
workshop program based on patient preferences, and to evaluate preliminary feasibility of the
CST program on the objective performances of physicians and the subjective ratings of their
confidence about the communication with patients at the pre- and post-CST.

Methods: The CST program was developed, based on the previous surveys on patient
preferences (setting up the supporting environment of the interview, making consideration for
how to deliver bad news, discussing about additional information, and provision of reassurance
and emotional support) and addressing the patient’s emotion with empathic responses, and
stressing the oncologists’ emotional support. The program was participants’ centered approach,
consisted a didactic lecture, role plays with simulated patients, discussions and an ice-breaking;
a total of 2-days. To evaluate feasibility of the newly developed CST program, oncologists who
participated it were assessed their communication performances (behaviors and utterances)
during simulated consultation at the pre- and post-CST. Participants also rated their confidence
communicating with patients at the pre-, post-, and 3-months after CST, burnout at pre and 3
months after CST, and the helpfulness of the program at post-CST.

Results: Sixteen oncologists attended a newly developed CST. A comparison of pre-post
measures showed improvement of oncologists’ communication performances, especially skills of
emotional support and consideration for how to deliver information. Their confidence in
communicating bad news was rated higher score at post-CST than at pre-CST and was persisted
at 3-months after the CST. Emotional exhaustion scores decreased at 3-months after CST. In
addition, oncologists rated high satisfaction with all components of the program.

Address correspondence and reprint requests to: Yosuke Uchi-
tomi, Department of Neuropsychiatry, Okayama University
Graduate School of Medicine, Dentistry and Pharmaceutical
Sciences, 2-5-1 Shikata-cho, Kita-ku, Okayama 700-8558, Japan.
E-mail: uchitomi@okayama-u.ac.jp



