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‘Connected’ is the name of the national advanced communication skills training programme developed in 2008
for cancer care professionals in the NHS. A 3-day training course combining didactic and experiential learning
elements is run by two facilitators with course participants expected to engage fully in simulated consultations
with trained actors. In 2011, and as a result of participant feedback on the length of the course and increasing
pressures on budgets and clinical time, the Connected team developed and piloted an alternative 2-day training
course. Before its roll-out in 2012, Birmingham City University was commissioned to evaluate the effective-
ness and quality of the 2-day course vis-à-vis the ‘traditional’ 3-day one. This article is written by the two
evaluators and it discusses some of the issues that emerged during the evaluation. We broadly grouped these
issues into two overlapping categories: the mandatory nature of the course and the different professional
background and seniority of participants. In our discussion we consider the implications these issues have for
communication skills training policy and practice and put forward suggestions for further research.
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INTRODUCTION

Background

In their journey from learning about their condition to
receiving good news about their response to treatment or
making decisions about palliative care, cancer patients
and their relatives/carers have to live with uncertainty
and stress (Lancastle et al. 2011; Mitchell et al. 2011;
Adams et al. 2012; Bache et al. 2012; Brennan et al. 2012).

For cancer care professionals, across different contexts and
clinical settings, communicating effectively with patients
and their carers is a crucial aspect of delivering high
quality care (Fallowfield & Jenkins 1999; Alifrangis et al.
2011; Kai et al. 2011; Evans et al. 2012). Patients and their
relatives/carers value good communication and under-
standably, ‘good’ communication can take many forms in
cancer care. For example, a study by Jenkins et al. (2001)
found that patients with different demographic character-
istics had different preferences on receiving cancer care
information, although the vast majority of them would
like to receive a large amount of information regarding
their condition and treatment. Undoubtingly, one aspect
of professional cancer care is to provide patients with
detailed information about their diagnosis, prognosis and
treatment options. However, effective communication in
cancer care extends beyond the mere provision of clinical
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information. A degree of patient involvement during com-
munication is necessary, if cancer care professionals are to
improve patients’ quality of life and attend to their psy-
chological and emotional care needs. On this, there is
evidence to suggest that cancer patients’ quality of life
and care satisfaction can be predicted from the affective
quality of their oncological consultation (Ong et al. 2000).
However, we cannot interpret ‘good’ communication as
the broad practice of encouraging patients to ask questions
during their consultation or to talk about their emotional
and social needs. The willingness of patients to discuss
different aspects of their care (i.e. physical and emotional
functioning and family and social life) can vary, and so can
patients’ and doctors’ preferences of who should initiate
discussions on health-related quality of life issues. Older
people and people with lower educational attainments, for
example have been shown to find it preferable that their
doctor initiated such discussions (Detmar et al. 2000).

For cancer care professionals becoming a ‘good’ commu-
nicator is a process that involves professional judgment,
experience as well as formal training. The context and
content of communication in oncology can be themselves
a barrier to effective communication between patients
and cancer care professionals. Oncology nurses and
doctors can at times restrict patients from asking ques-
tions and initiating discussions by using blocking behav-
iours and communication (Wilkinson 1991; Ford et al.
1996; Kruijver et al. 2000; Andersen & Adamsen 2001;
Kennifer et al. 2009). Effective communication skills are
not and should not be considered an automatic by-product
of clinical/professional experience, but they are skills that
can be acquired (Maguire 1990; Fallowfield et al. 2002;
Moore et al. 2013). It has been also noted that, the absence
of communication skills training on medical courses can
have a negative impact on the way doctors ‘learn’ how to
communicate with their patients (Maguire & Pitceathly
2002). It is therefore of paramount importance to offer
cancer care professionals the opportunity to attend train-
ing that can help them deal with the difficulties of break-
ing bad news and managing stressful situations (Baile
et al. 1999) and to communicate more effectively in
general cancer care situations. A number of studies have
found that post-qualification communication skills train-
ing can help cancer care professionals improve their com-
munication techniques. In particular, nurses were found
to make better wording choices during communication
(Razavi et al. 2002) and to engage in behaviours that pro-
moted patient-centeredness (Maguire et al. 1996). Simi-
larly, oncologists who attended communication training
were found to use open and focused questions that pro-
moted patient-centeredness, to respond better to patients’

cues and to express empathy (Fallowfield et al. 2002).
Further studies report similar improved communica-
tion outcomes for cancer care professionals who attended
training (Faulkner 1992; Razavi et al. 1993; Lenzi et al.
2011) and a literature review by Merckaert et al. (2005)
reveals that learner-centred, experiential and skill-focused
communication training can be beneficial if delivered in
small groups (of maximum of 6 participants) and if it lasts
for a minimum of 20 h. Similar conclusions were reached
by Barth and Lannen (2010) who opened up the debate
about economic and feasibility issues in deciding the
optimal length of communication skills training.

The NHS Cancer Plan (Department of Health 2000) and
the NICE guidance on supportive and palliative care
(NICE (National Institute for Clinical Excellence) 2004)
made and reinforced respectively the commitment to
build learner-centred, experiential communication skills
training into the framework of continuing professional
development and to make such courses available to all
cancer care professionals. Between the years 2003–2007
the National Cancer Action Team was supporting a
national training programme based on three variants that
were developed by specialists in the field of communica-
tion skills training and cancer care. These specialists col-
laborated in order to materialise an intention to develop a
unified national programme as this was expressed in the
Cancer Reform Strategy (Department of Health 2007).
In 2008, the unified national programme was launched
with the name ‘Connected’ as a 3-day training course. The
course is limited to a maximum of 10 participants with
two facilitators leading its delivery. There is a mixture of
teaching methods adopted throughout the course, includ-
ing lectures and group discussions, and all participants
are expected to engage fully in simulated consultations
with trained actors, to role play, be filmed and to receive
feedback from actors and other group members. Training
sessions are structured around the needs of those partici-
pating, and so the content of each course can vary as it is
the professionals themselves who decide which commu-
nication contexts they will explore during the course.
Based on facilitators’ accounts during our evaluation, par-
ticipants usually explore one or more of the following
communication contexts: Seeking informed consent;
Breaking bad news; Communicating with colleagues;
Communicating with relatives and handling conflict.
Based on the numbers reported to us by the Connected
team, between the years 2008–2011 around 11 500 profes-
sionals were trained, with priority given to core members
of multidisciplinary teams (MDT). As it is mandatory for
all core MDT members to meet the peer review process,
participants can apply for professional development/study
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leave in order to attend for training. The Cancer Out-
comes Strategy (Department of Health 2011) reinforced
the previous commitment to the public that all core
members of the MDT who have direct contact with
patients should receive communication skills training.
In 2011, and as a result of participants’ feedback on the
length of the course and increasing pressure on budgets
and clinical time, the Connected team developed and
piloted a 2-day alternative course.

The 2-day alternative course

The new course has retained the core experiential element
of the 3-day one (i.e. the role play sessions) but more
didactic elements have been compacted and modified. For
example, an ‘Interactive Session’ that is used in the 3-day
course to explore skills that facilitate effective communi-
cation or to demonstrate behaviours that block commu-
nication is now delivered through the use of DVD clips.
This session is still used by facilitators as preparation for
role play. Prior to attending for training, participants of
the 2-day course are required to start working on setting
their own ‘agenda’ on what they want to explore/role play
and to complete a pre-course workbook. In the 3-day
course this takes place during the first day of training.

In total, six 2-day courses were run as pilot courses
between July and October 2011 by six different local
Cancer Networks across England. Before the 2-day course
was rolled out in 2012, the Centre for Health & Social
Care Research (CHSCR) of Birmingham City University
was commissioned to complete an evaluation project to
assess the effectiveness and quality of the 2-day course
vis-à-vis the ‘traditional’ 3-day one. Based on the findings
of our evaluation, we concluded that the new course had
the potential to become as successful as the 3-day course,
providing that participants were offered ‘a suite of learning
options’ (as expressed by one of the facilitators we inter-
viewed) to meet their learning needs, preferences and
expectations. In this paper we discuss two dimensions of
the ‘suite of learning options’; the idea of offering partici-
pants the opportunity to choose whether they want to
train in a multi-professional group or not, and whether to
attend a 3-day or a 2-day training course.

Ethics statement

The Academic Peer Review and Sponsorship Committee
in the Faculty of Health at Birmingham City University
reviewed the evaluation project and approved indemnity
insurance before a favourable ethical opinion was
obtained from the Ethics Committee. Emails were sent by

the ‘Connected’ team to all training facilitators who had
delivered both the 3-day and the 2-day course, inviting
them to take part in the evaluation. All training facilita-
tors who were approached were fully informed about
the purpose of the project through detailed information
sheets and consent forms which are available from the
authors upon request. The information sheets made clear
that participation was voluntary and that facilitators were
free to withdraw from the evaluation project at any time
without giving any reason and without getting penalised
or affected in any way. Consent forms were signed by all
training facilitators prior to their interviews. Before each
interview commenced, facilitators were reminded of our
intention to record the interview and of their right not to
proceed with it if they no longer wished to.

The evaluation

The overall aim of the evaluation was to assess the
effectiveness and quality of the new 2-day advanced com-
munication skills training course. The main objectives
were to:

• Examine the impact of the 2-day training course on
participants’ self-reported confidence to communicate
in cancer clinical settings in 17 different contexts/areas
of communication.

• Examine participants’ opinions over different aspects
of the 2-day training course and the learning materials
used.

• Explore facilitators’ perspectives of the strengths and
limitations of the 2-day course vis-à-vis the ‘traditional
3-day one’.

• Examine the integration of communicative compe-
tences within participants’ scope of practice 3 months
post training.

The evaluation took place between October 2011 and
January 2012 and was based on mixed methods that
included:

• Measuring participants’ self-reported confidence to
communicate in 17 different contexts/areas of cancer
care communication using pre- and post-training
questionnaires.

• Capturing participants’ opinions over different aspects
of the course and learning materials using the pilot
course evaluation questionnaire.

• Eliciting course facilitators’ perspectives of the strengths
and limitations of the 2-day course in comparison to the
3-day one, using individual semi-structured telephone
interviews.
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• Examining participants’ self-reported changes in com-
munication practice(s) 3 months after the delivery of
training using an online survey.

Sample

The 57 professionals who attended the six 2-day pilot
courses acted as the sample for our evaluation. Of those,
44% were Doctors (of various ranks), 40% were Special-
ised Nurses, and 16% were classified as ‘Other Profession-
als’ (7% were Other Therapists and 9% were Care
Managers). For the individual semi-structured telephone
interviews we approached all 16 training facilitators
who had, at the time of the evaluation, delivered both 2-
and 3-day courses. Of those, 12 agreed to be interviewed
for the evaluation, and 33 of the 57 professionals who
attended the 2-day pilot courses also completed the online
survey on how communicative competences developed
during training were integrated into their practice 3
months post training.

DATA COLLECTION METHODS

Self-reported confidence questionnaires

Communication training experts of the Connected
team designed and piloted the pre- and post-training
questionnaires that measured levels of confidence to
communicate in 17 different contexts. These instru-
ments measured confidence at an ordinal level and they
asked professionals to rate, pre- and post-training, how
confident they were communicating in these 17 commu-
nicative contexts, using a 10-point Likert scale. Data col-
lection was carried out by the Connected team during the
pilot training sessions.

‘Pilot course evaluation’ questionnaire

Communication training experts of the Connected team
designed and piloted questionnaires that measured, at
ordinal and nominal levels, participants’ opinions over
different aspects of the course and the learning materials
used. These instruments asked participants to rate certain
elements of course using either a 10-point Likert scale or
a YES/NO choice. Data collection was carried out by the
Connected team during the pilot training session.

Facilitators’ perspectives

Twelve individual semi-structured telephone interviews
were held with 12 training facilitators in order to elicit

their perspectives of the relative strengths and limitations
of the 2-day course. The interviews were audio recorded.

Online survey

The Connected team designed and piloted an online
survey that measured, at a nominal level, participants’
changes in communication practices three months after
completing the training. The survey asked participants to
indicate whether their communication practices, in differ-
ent areas of cancer care, have changed as a result of com-
pleting the training using a YES/NO choice. The survey
also contained open-ended questions, but only a few par-
ticipants chose to answer these.

DATA ANALYSIS METHODS

Self-reported confidence questionnaires

Responses were analysed using SPSS (v17) software. Our
descriptive analysis focused on differences in participants’
mean levels of confidence on each of the 17 items of the
questionnaires (Table 1 for the questionnaire items). The
analysis was carried out per professional role. In examin-
ing whether the changes observed were statistically sig-
nificant, Wilcoxon signed rank sum tests were run for pre-
and post-training scores. The level of significance was set
at P = 0.05.

‘Pilot course evaluation’ questionnaire

Responses were analysed using SPSS (v17) software. Our
descriptive analysis focused on calculating total counts
and percentages for each item on the questionnaire (see
findings section for the answers to these items).

Facilitators’ perspectives

The interviews were transcribed and analysed using
framework analysis (Ritchie & Spencer 1994), and
Rabiee’s (2004) guidelines. During the analysis we identi-
fied emerging themes and sub-themes from the tran-
scribed data. Transcripts were read independently by both
members of the evaluation team and analysis was system-
atic, sequential and verifiable. This provided a trail of
evidence and increased the extent of dependability, con-
sistency and conformability of data, important issues for
assessing the quality of qualitative data analysis (Spencer
et al. 2003; Denzin & Lincoln 2005). Similarly to
Srivastava and Thomson (2009), we found that this par-
ticular approach to data analysis enabled us to maintain
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not only the quality standard and rigour for analysing
qualitative data, but also provided a flexibility to work
with pre-determined questions and within the strict
limited time frame of the evaluation. The interview
extracts used in this paper illustrate some of the main
themes identified during data analysis. To ensure ano-
nymity, during transcription and data analysis, all
respondents were given two random letters of the alphabet
and all details that could lead to their identification were
removed.

Online survey

Our descriptive analysis focused on calculating total
counts and percentages for each item on the survey (see
findings section for the answers to these items). No dis-
tinctions were made per professional role.

FINDINGS OF THE EVALUATION

Confidence to communicate

Following the 2-day course, participants’ self-reported
levels of confidence to communicate had increased in all
17 different contexts/areas of communication presented
in the questionnaire. For doctors, all changes in pre- and
post-training scores were statistically significant (see
Table 1).

For the Specialised Nurses and Other Professionals,
some changes in scores were not significant. These were
in communication areas that these groups may not have
practiced. For example, Specialised Nurses and Other Pro-

fessionals may not have had to ‘Tell Patients with a Good/
Poor Prognosis that they have Cancer’ (see Tables 2 and 3).

Similar differences were also noted in participants’ pre-
training scores of confidence to communicate in different
communicative contexts (see Fig. 1).

Prior to training, doctors reported to be more confident
to (1) recognise and acknowledge patient cues; (2) tell
patients with a good prognosis that they have cancer; and
(3) obtain informed consent from patients. Doctors
felt less confident to (1) challenge colleagues about their
behaviour; (2) tell patients with a poor prognosis that they
have cancer; (3) tell patients that they have a recurrence of
their cancer; and (4) discuss psychological problems with
patients. On the other hand, and prior to training, special-
ised nurses reported to be relatively more confident to (1)
discuss psychological problems with patients and to tell
patients the most likely effects of their treatment.

Differences among different professionals groups were
also noted in their self-reported changes in levels of con-
fidence (changes in median values pre- and post-training)
with the Other Professionals group reporting the largest
increase in their confidence scores (see Fig. 2).

Evaluating the course

Overall, participants evaluated the course positively.
Eighty-seven per cent of them felt that the pacing of
the course was ‘Just Right’. Seventy per cent of partici-
pants felt that the length of the course was ‘Just Right’,
while 21% of them found it ‘Too Long’. Seventy-three
per cent of participants found that the Workbook (pre-
course preparation) is ‘Definitely’ essential in optimising

Table 1. Differences in doctors’ (n = 25) pre- and post-training self-reported levels of confidence to communicate in cancer clinical
contexts (table taken from Rabiee & Bibila 2012, p. 24)

Question
item no. Communication context description

Paired samples
test statistic (Z)

Significance
(P)

1 Structuring an assessment interview effectively −3.402 0.001
2 Recognising & acknowledging patient cues −2.932 0.003
3 Exploring patient cues −2.872 0.004
4 Working with the patient’s agenda before integrating practitioner’s own −3.071 0.002
5 Handling strong emotions (anger, anxiety, etc.) −2.913 0.004
6 Identifying patents’ or relatives’ concerns −3.424 0.001
7 Challenging patients/relatives about their behaviour −3.169 0.002
8 Challenging colleagues about their behaviour −3.863 0.000
9 Telling patients with a good prognosis that they have cancer −3.241 0.001

10 Telling patients with a poor prognosis that they have cancer −2.857 0.004
11 Telling patients that they have a recurrence of their cancer −3.089 0.002
12 Telling patients that you are replacing active therapy with symptomatic care only −2.580 0.010
13 Discussing psychological problems with patients with cancer −3.746 0.000
14 Discussing sexual issues with patients with cancer −2.425 0.015
15 Discussing clinical trials with patients with cancer −3.411 0.001
16 Obtaining ‘informed’ consent from patients with cancer −3.157 0.002
17 Telling patients the most likely effects of treatment −3.044 0.002

Training the powerful

© 2013 John Wiley & Sons Ltd 5



learning on the course with 23% finding that it is
‘Perhaps’ essential. Seventy-five per cent of participants
stated that there would be no benefits of having an extra
day of training, 15% would find a 3-day course beneficial
and 10% of the participants did not give an opinion on the
benefit of having an extra day.

Training facilitators’ perspectives

The analysis of the interview data suggested that training
effectiveness depends more on participants’ attitudes to
communication skills training, their preparation before the
course, their learning needs and preferences and existing

knowledge/skills on effective communication rather than
on the length of the training.

According to all facilitators interviewed, a striking dif-
ference between the two courses is the replacement of the
‘Interactive Session’ of Day 1 with DVD clips. A number
of facilitators felt that this change makes it challenging to
explain to participants what ‘facilitating skills’ and ‘block-
ing behaviours’ are within the time constrains this fast-
paced course places on facilitators. Further, facilitators
felt that the 2-day course places greater demands on
participants. Participants not only need to prepare for
training by engaging in background reading and complet-
ing their pre-course workbook, they also need to be well

Table 2. Differences in nurses’ (n = 23) pre- and post-training self-reported levels of confidence to communicate in cancer clinical contexts
(table taken from Rabiee & Bibila 2012, p. 25)

Question
item no. Communication context description

Paired samples
test statistic (Z)

Significance
(P)

1 Structuring an assessment interview effectively −3.371 0.001
2 Recognising & acknowledging patient cues −2.964 0.003
3 Exploring patient cues −3.035 0.002
4 Working with the patient’s agenda before integrating practitioner’s own −3.409 0.001
5 Handling strong emotions (anger, anxiety, etc.) −2.329 0.020
6 Identifying patents’ or relatives’ concerns −2.995 0.003
7 Challenging patients/relatives about their behaviour −3.84 0.000
8 Challenging colleagues about their behaviour −3.099 0.002
9 Telling patients with a good prognosis that they have cancer −3.022 0.008

10 Telling patients with a poor prognosis that they have cancer 2.890 0.004
11 Telling patients that they have a recurrence of their cancer −3.099 0.002
12 Telling patients that you are replacing active therapy with symptomatic care only −2.848 0.004
13 Discussing psychological problems with patients with cancer −3.612 0.000
14 Discussing sexual issues with patients with cancer −3.612 0.000
15 Discussing clinical trials with patients with cancer 2.534 0.011
16 Obtaining ‘informed’ consent from patients with cancer −3.142 0.002
17 Telling patients the most likely effects of treatment −3.142 0.063

Table 3. Differences in other professionals’ (n = 9) pre- and post-training self-reported levels of confidence to communicate in cancer
clinical contexts (table taken from Rabiee & Bibila 2012, p. 26)

Question
item no. Communication context description

Paired samples
test statistic (Z)

Significance
(P)

1 Structuring an assessment interview effectively −2.264 0.024
2 Recognising & acknowledging patient cues −2.687 0.007
3 Exploring patient cues −2.687 0.007
4 Working with the patient’s agenda before integrating practitioner’s own −2.714 0.007
5 Handling strong emotions (anger, anxiety, etc.) −2.660 0.007
6 Identifying patents’ or relatives’ concerns −2.549 0.011
7 Challenging patients/relatives about their behaviour −2.388 0.017
8 Challenging colleagues about their behaviour −2.207 0.027
9 Telling patients with a good prognosis that they have cancer −1.841 0.060

10 Telling patients with a poor prognosis that they have cancer −1.841 0.066
11 Telling patients that they have a recurrence of their cancer −1.633 0.102
12 Telling patients that you are replacing active therapy with symptomatic care only −2.041 0.041
13 Discussing psychological problems with patients with cancer −2.014 0.044
14 Discussing sexual issues with patients with cancer −2.060 0.039
15 Discussing clinical trials with patients with cancer −1.841 0.066
16 Obtaining ‘informed’ consent from patients with cancer −2.232 0.026
17 Telling patients the most likely effects of treatment −2.014 0.044
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motivated and able to concentrate for long periods of time
during training. Facilitators expressed the belief that the
fast pacing was suitable for certain professional groups (i.e.
surgeons) and individuals with prior theoretical knowl-
edge on effective communication and existing strong com-
munication skills. Similarly, the 2-day course could suit
the teaching style of certain facilitators, although it was
commonly believed that it is unlikely to suit inexperi-
enced facilitators. More than half of the facilitators
believed that the 2-day course could help participants to
be more open-minded about the training and to become

less resistant and ‘negative’, knowing that they will only
take two rather than three days off clinical practice. A
couple of facilitators highlighted that one of the risk of the
2-day course is that, if such reluctant participants are part
of the group, there is no time for facilitators to deal with
them. Facilitators also highlighted that the 2-day course
fosters further potential risk to learning due to its shorter
length, faster pacing and intensity. These risks were asso-
ciated with setting a limited ‘agenda’, the rigidity and high
levels of prescription of the course and having a ‘low
energy’ group. For a detailed account of the evaluation, its
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Figure 1. Pre-training self-reported levels
of confidence (median values) to commu-
nicate in cancer clinical contexts (per pro-
fessional role; graph taken from Rabiee &
Bibila 2012, p. 22).
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Figure 2. Self-reported changes in levels of
confidence (median values) to communi-
cate in cancer clinical contexts (per profes-
sional role; graph taken from Rabiee &
Bibila 2012, p. 23).

Training the powerful

© 2013 John Wiley & Sons Ltd 7



scope, methodology and findings please Rabiee and Bibila
(2012).

Integrating communicative competences in practice

More than 70% of the 33 participants who completed the
online survey reported a change in their practice for 7 out
of 14 contexts/areas of communication presented in the
survey questionnaire. The greatest changes were noted in
the areas of: ‘Communicating with Patients’ and ‘Changes
in Clinical Practice’. Similarly to the findings of the 3-day
programme evaluation, less than 50% of participants
changed their practices when it came to ‘Giving Complex
Information about Clinical Trials’. Other areas of commu-
nication practice in which participants did not seem to
make changes were ‘Managing a Family who do Not Want
“Conventional Treatment” ’ and ‘Managing Colleagues
who Give Unrealistic Expectations’ (see Table 4).

SUMMARY OF THE EVALUATION
AND LIMITATIONS

Time restrictions and sample size limitations, as well as
our reliance on secondary data and the design of the study,
constrained us from making a direct comparison between
the 3-day and the 2-day course. Although the small sample
sizes did not allow us to use the questionnaire findings
as a basis for generalisation, the self-reported confidence
questionnaires provided us with valuable data and insights
that were used in combination with facilitators’ interview
data to look at course effectiveness per professional role.

Capturing facilitators’ perspectives on the relative
strengths and limitations of the 2-day course illuminated
important dimensions of communication skills training.
For example, issues of determining ‘optimal’ length for

training and clinicians’ resistance to take two days off
clinical practice and the advantages and limitations of
training groups of different professionals and different
status together.

Both in our evaluation and in the previous evaluation of
the 3-day course that was carried out by the ‘Connected’
team, effectiveness of training was seen as the increase in
practitioners’ confidence to communicate in cancer clini-
cal settings in 17 different contexts/areas of communica-
tion. The levels of confidence measured were self-reported
and this in its turn raises questions about the limitations
of using self-assessment (Kruger & Dunning 1999; Davis
et al. 2006; Lipsett et al. 2011). The same limitation
applies to the 3-month post-training survey.

DISCUSSION – ISSUES ARISING FROM
THE EVALUATION

The mandatory nature of the course

Depending on the type of cancer they treat and the type of
Multi Disciplinary Team (MDT), that is, either local or
regional/specialist, membership of MDTs differ. For
example, a breast cancer MDT will have among its core
members a surgeon, a breast care nurse, a pathologist, a
radiologist, an oncologist and a radiographer. Core mem-
bership for head/neck cancer extends to include a dieti-
cian and a speech and language specialist. Attendance of
the advanced communication skills training is mandatory
for all core members of the MDT who have direct contact
with patients. This mandatory nature of the course was
one of the key themes that emerged during the analysis of
the interview data. Many of the course facilitators that
were interviewed commented on the resistance and nega-
tivity they sometimes need to face up to when dealing

Table 4. Areas of communication in which changes of communication practice were noted 3 months post training (table taken and
adapted from Rabiee & Bibila 2012, p. 34)

Item no. Communication areas (changes in) Yes* No*

1 Increased confidence when communicating with patients/ relatives 94% 6%
2 Increased confidence when communicating with colleagues 73.5% 26.5%
3 Changes in clinical practice 94% 6%
4 Telling a patient their cancer has progressed on treatment 68% 32%
5 Coping with angry patients/relatives 83% 17%
6 Managing withdrawn/emotionless patient 77% 23%
7 Dealing with a patient with unrealistic expectations 83% 17%
8 Managing patients in denial 70% 30%
9 Managing a family who do not want ‘conventional treatment’ 43% 57%

10 Giving complex information about clinical trials 36% 64%
11 Managing relatives wanting to withhold the truth from a patient 64% 36%
12 Managing maintaining hope when moving from curative to palliative settings 54% 46%
13 Communicating with a difficult colleague 60% 40%
14 Managing colleagues who give unrealistic expectations 50% 50%

*Percentages have been rounded.
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with participants who cannot see a ‘need’ for completing
the training course. Such participants, usually highly
experienced Consultants, were described as being defen-
sive and disruptive, often displaying cynicism about the
benefits of the training.

During the evaluation of the 2-day training course we
often reflected on issues that felt outside the scope of the
evaluation itself. For example, we contemplated on rela-
tively recent developments in health care such both the
successful and less successful attempts to overturn the
medical model, the ‘weakening’ of power certain health
care professionals once possessed and the placement of the
‘patient-consumer’ at the centre of care. We also reflected
on the standards of care these developments set, for
professional-patient interactions and information sharing,
decision making and involvement in care (Ong et al. 1995;
Quill & Brody 1996; Charles et al. 1999). We questioned
how deeply rooted are the beliefs that communication
skills are the by-product of clinical experience, or an
unnecessary part of medical education (Fadlon et al. 2004),
or an innate ability that professionals can either underes-
timate or overconfidently judge that they possess (Turner
et al. 2011).

The interview data we obtained from facilitators
brought to the surface the links between resistance to
train, clinical time/target pressures and professional roles
and seniority. We return to discuss the benefits and limi-
tations of training participants in mixed groups of senior-
ity and professional roles in the second part of this section.
Here it is worth noting that differences among profes-
sional groups can extend to their attitudes to communi-
cation skills training, with nurses being more in favour of
mandatory communication skills training than doctors
(Payne et al. 2009). During the evaluation we found that
the perceived training needs of distinct professional
groups can also vary depending on the amount and type
of patient contact they have. On this, Payne et al. (2009,
p. 24) write that, there is a view that certain medical
specialist such as radiologists and pathologists ‘who may
have little patient contact and are unlikely to be the
person delivering bad news to patients and their relatives’
should not have to undertake communication skills train-
ing. As we have pointed out, communication in cancer
care is multi-faceted and it extends beyond providing
clinical information to the patient and/or breaking bad
news. In accounting for the varied and complex nature of
communication in cancer care, the Connected programme
offers professionals the flexibility of choosing what areas
of communication they would like to cover during their
training and the role plays. However, we cannot assume
that increased flexibility to choose the content of training

sessions is synonymous with participants giving their
integral attention and cooperation during training. Nearly
all of the facilitators interviewed expressed the belief
that one of the potential advantages of the 2-day course
is to minimise the resistance of participants, especially
doctors, for taking 2 rather than 3 days out of clinical
practice in order to attend for training. Interestingly, the
hope that participants will be more motivated to attend a
shorter course and therefore facilitators will have to face
less negativity when dealing with reluctant participants
was counterbalanced by the pessimistic view that ‘even
taking 2 days out of clinical practice is challenging’ (Facili-
tator AF) and ‘reluctant delegates will always find some-
thing else to complain about’ (Facilitator BF). After all,
21% of the participants who evaluated the 2-day course
felt that even two days was too long for this type of
training. As we did not have the opportunity to explore
participants’ view about the length of the course, we
cannot be sure whether those participants had already
attended similar types of training or whether they had
previous theoretical and or/practical knowledge on com-
munication techniques or whether they were resistant to
take two days off clinical practice to attend ‘soft-skills’
training.

According to nine out of 10 facilitators that we inter-
viewed, the fast-paced 2-day course does not give them the
time to screen for participant resistance or ‘to deal with
difficult participants and have a one-to-one (session) with
them’ (Facilitator JM). This, according to the facilitators,
can be detrimental to learning for the whole group. This is
an issue of great importance, considering that participants
need to attend for the 2-day course well-prepared. This
need was also recognised by the participants themselves
as 73% of those who completed the ‘Pilot Course Evalu-
ation’ questionnaire stated that completing the Workbook
(pre-course preparation) is essential to optimising learning
on the 2-day course.

An issue that deserves close attention is the effective-
ness, and cost-effectiveness, of compulsory communica-
tion skills training. Moore et al. (2004) carried out a
systematic literature review on the effectiveness of
communication skills training in changing cancer care
professionals’ behaviour with regard to communication/
interaction with patients. The authors suggested that
‘further research is required to assess the long-term efficacy
of compulsory training’ as the beneficial effect on behav-
iour change observed could be attributed to the ‘enthusi-
asm and/or skill of the facilitators and/or participants’
(Moore et al. 2004, p. 2). Although we return to briefly
discuss, in the last part of the paper, the peculiarity of
conceiving interventions on human communication in
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terms of efficacy and effectiveness, the main question here
is how beneficial can compulsory training be? For cancer
care professionals who attend solely as part of the peer
review process, for those who are neither ‘enthusiastic’
about communication skills training nor adequately pre-
pared. How beneficial can it be mixing resistant partici-
pants with professionals who indeed attend training with
the aim to improve their communication skills? Similarly,
we cannot help but wonder about the options of cancer
care professionals who recognise that they have little prior
theoretical knowledge of effective communication skills
and/or feel they would benefit from attending a 3-day
course.

We strongly believe that the effectiveness of communi-
cation skills training partly depends on offering partici-
pants what one of the facilitators called ‘a suite of learning
options’. This includes the choice of selecting to partici-
pate in either the 3-day or the 2-day course. Our sugges-
tion in its turn raises the question of what benefits and
limitations cancer care professionals attribute to courses
of different length (2 and 3 days). As one facilitator pointed
out:

Whether they [participants and NHS Trusts] have
enough insight to decide, is another issue. . . . and
Trusts are also more likely to release people for 2 days
if this was an option available. (Facilitator JC)

Overstretched clinicians working towards meeting targets
and shortening their waiting lists may be more inclined to
attend the shorter training course, irrespectively of prior
knowledge and existing skills. The facilitators we inter-
viewed expressed a hope that all participants attending the
2-day course will be well-prepared, motivated and with a
willingness to learn.

While we continue to operate within a framework
of marketisation of health services and ‘mimic consumer-
ism’ (Klein 2001) and with the NHS principles of
managerialism and commodification of health and profes-
sional skills (Henderson & Petersen 2002; Pollock 2005;
Cribb 2008) gaining dominance and acceptance, the risk of
turning communication skills training into a box ticking
exercise will always be present. The practical reality for
participants and facilitators is that the mandatory nature
of the course, combined with an increasing pressure on
clinical times, can have enormous implications on the
‘safe’ delivery of the 2-day course. We share, with a
number of facilitators, the belief that if the new course is
to be effective, then the Connected team may need to
develop a unified policy on how facilitators can deal
with reluctant and negative participants on the first day
of training. As facilitator JC has put it, in the fast-

paced 2-day course it may be a case of telling resistant
participants ‘to overcome their cynicism or go home’. In
discussing issues of ‘negativity’ and ‘resistance’ to com-
munication skills training we felt that it is also important
to take into account and discuss the differences in profes-
sional background and seniority of participants.

The different professional background and seniority
of participants

As we explained in the sub-section above, MDT member-
ship varies and so did the professional background and
seniority of participants who attended the 2-day pilot
training programmes. A positive finding of our evaluation
was the increase in participants’ self-reported confidence
to communicate in 17 different contexts/areas of cancer
care communication. For doctors all changes in pre- and
post-training scores were statistically significant, while
changes that were not significant were noted only in pro-
fessional groups (i.e. Specialist Nurse and Other Profes-
sionals) that did not practice in certain contexts (telling
patients with a good/poor prognosis that they have cancer
or discuss clinical trials with patients). One of the findings
that is worth looking at more closely is the difference in
confidence levels, both pre- and post-training, reported by
the different professionals groups. As we presented in the
findings section, doctors reported to be less confident to
discuss psychological problems with patients, than recog-
nising and acknowledge patient cues, while for nurses the
reverse is the case.

The possibility of professionals underestimating or
overestimating their communication skills and abilities
is an issue that takes us back to one of the limitations of
our evaluation. In evaluating the effectiveness of the 2-day
Connected course, we relied on participants self-reporting
their confidence to communicate pre- and post-training. It
is therefore likely that participants would not only ‘want
to be seen making some progress’ (Facilitator BF), but also
that they would reflect in their scores ‘their enthusiasm
about role playing’ (Facilitator NK) and about the training
as a whole. As part of the pilot course evaluation ques-
tionnaire, participants gave positive feedback about the
training and one could assume that Doctors, a professional
group that reported to feel less comfortable engaging in
communication tasks involving psychological support,
expressed their enthusiasm or the desire to make (and
be seen to make) progress by inflating in this way their
post-training confidence scores. In a contrary manner, one
could assume that nurses’ scores in certain communica-
tion areas, such as handling strong emotions, showed the
least increase in confidence scores (as reflected in median
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values, see Fig. 2), as a result of gaining greater awareness
of one’s inability to manage certain communicative
situations.

Payne et al. (2009) also found differences in the self-
rating of communication skill and ability between
members of different professional groups. These differ-
ences and the findings of our evaluation signalled to us the
potential need for different professional groups to explore
and role play different contexts/areas of communications.
One of the key themes that emerged during the analysis of
the interview data was the time restrictions the new 2-day
course puts on facilitators and participants and the limited
opportunity groups have to explore/role play a wider
range of communication contexts/areas. In that respect,
the 2-day course may be delivered more effectively if a
professional role-tailored approach is followed. Here it is
worth recalling the origins of the ‘Connected’ programme
and how communication skills training was originally
developed for and delivered to homogeneous groups of
professionals. Between the years 2003–2007 the national
training programme was actually based on three variants
developed by distinct specialists in the field of communi-
cation skills training and cancer care, namely Professors
Lesly Fallowfield, Peter Maguire and Amanda Ramirez
and Dr. Susie Wilkinson. It was in 2008 that a unified
national programme was launched with the brand name
‘Connected’, an attempt to try and to ‘combine’ the three
variants.

According to a number of facilitators that took part in
the evaluation, the professional mix as well as the status
of participants can influence significantly the dynamics of
‘agenda’ setting and group decisions on which communi-
cation contexts/areas are to be explored and role played
during training. Facilitators further commented on the
difficulty some senior practitioners, mainly consultants,
had on ‘opening up’ to role play and receiving feedback
from less senior medical staff. At times, this can amplify
the resistance and negativity senior clinicians are
showing, making the facilitation of certain training ses-
sions particularly challenging. As one of the facilitators
commented,

We used to spend a lot of time on allocating who does
what, working with the group with professionals of
different power status, explaining why mobile phones
need to be off. This clearly can’t happen on the 2-day
course. (Facilitator SA)

It can be argued that a multidisciplinary approach to train-
ing fosters a number of risks to learning relating to the
different learning needs of participants, different attitudes
to compulsory training as well as the power imbalances

stemming from their different status and seniority (Turner
et al. 2011). In Payne et al.’s (2009) study, doctors expressed
greater preference for the training to be provided for sepa-
rate professional groups. In our evaluation, we found that
the 2-day course seemed to suit certain homogeneous pro-
fessionals groups better than others for reasons relating to
job design. The pattern of ‘starting the day early, finishing
late’ (Facilitator YF) seemed to chime well with the work
pattern of doctors, while a homogenous group of 10 sur-
geons were reported to have coped better with the fatigue of
longer days, the faster pace of training and lengthy periods
of intense concentration during the course.

On the other hand, there were findings in our evaluation
that highlighted the benefits of adopting a multidiscipli-
nary approach to communication skills training. Both
doctors and specialist nurses reported that the context/
area of communication in which they felt less confident
was ‘Challenging Colleagues about their Behaviour’. This
context of communication was also identified as the
most problematic one in the 3-day evaluation previously
undertaken by the ‘Connected’ team. Interestingly, this is
the context/area of communication in which the largest
increase in confidence was noted post training for all three
professional groups. As one of the facilitator commented,
multidisciplinary training helps participants ‘to under-
stand each other’s roles’ (Facilitator AF). A key parameter
in evaluating communication skills training is sustain-
ability of change in behaviour and one of the limitations
of our evaluation was that it did not fully address this.
The open-ended questions of the online survey that was
administered 3 months post training aiming to capture
the extent to which course participants integrated com-
municative competences in their areas of practice, and the
nature of this integration, was completed only by few
participants. Further, the design of the survey did not
allow us to make the distinction between those partici-
pants who, in their everyday practice, engaged in all or in
some of the communicative areas described in the survey
questionnaire, thus increasing the non-response bias.
However, we can be justified to think that all cancer care
professionals work in teams and it was encouraging to see
that 73.5% of the respondents reported that 3 months post
training they continued to experience changes in their
confidence to communicate with colleagues.

At this point we want to return to the suggestion of
offering course participants ‘a suite of learning options’
which currently includes the choice of selecting to train
in separate professional groups or as a multidisciplinary
group. Although, and as Turner et al. (2011) argue, the
‘one-size fits all’ approach to communication skills train-
ing cannot be an effective approach, the question is who is
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in the best position to decide on and evaluate the ‘right’
mix of course length (i.e. 3-day VS 2-day) and composition
(i.e. multidisciplinary VS single professional groups)?
We believe that such decisions reflect the normative
dimension of offering training to healthcare professionals
in order to improve patient experience and the quality
of health care. They also reflect the inherent judgment
dimension of making decisions about ‘achievements,
about expectations, about the effectiveness and value’ of
what we, as adult educators and trainers do (Rogers 1986,
p. 220).

Final thoughts

Having mentioned the normative dimension of commu-
nication skills training for cancer care professionals we
felt the need to make a brief comment relating to some of
the unexamined ‘gaps’ found in the notions of effective
communication and effective communication training.
Both Moore et al. (2004) and Barth and Lannen (2010)
point out the need to assess the long-term efficacy of
compulsory training and they uncover a lack of evidence
on ‘what works’ in terms of the different communication
skills training components, the kind of evidence that
would be useful to course designers and evaluators. There
is indeed a certain peculiarity inherent in conceiving
training courses on human communication in terms of
effectiveness and efficacy. Conceiving them in terms
of determining training effectiveness prior to even can-
cer care professionals engaging with the course and
re-entering professional practice as implied by Schofield
and Butow’s (2004) framework. Efficacy is concerned with
achieving the desired results under ideal circumstances,
but basing communication training programmes on the
notion of the ‘ideal’ practitioner-communicator seems to
be both utopian and unrealistic. Effectiveness on the other
hand might seem a more practical concern as it addresses
the benefits of communication training under ‘real world’
communicative situations. Yet again, and if we are to take
into account sociocultural aspects of communication and
the varied contexts in which cancer care communication
takes place, the question arising is effective by whose
standards, in other words effective for what, whom and
under which circumstances? Barth and Lannen (2010, p.
1035) write that ‘the ultimate indicator of whether Com-
munication Skills Training is useful in improving com-
munication and patient interaction is the impact on the
patient him- or herself.’ However as they point out, very
few studies have been concerned with the addressing the
gap between communication skills training and impact on
professional practice and patients.

CONCLUSION AND FURTHER RESEARCH

The notion of ‘effectiveness’ in communication and com-
munication training is complex in its own right. Moving
beyond the surface of questions pertaining communica-
tion effectiveness, efficacy of training (Barth & Lannen
2010) and sustainable behaviour change (Moore et al.
2004), there is the question of whose standards are to be
selected for designing, delivering and evaluating commu-
nication skills training in cancer care.

In this paper we discussed some of the issues that
emerged during an evaluation of a 2-day communication
skill training for senior cancer care professionals. We
broadly grouped these issues into two overlapping catego-
ries: The mandatory nature of the course and the different
professional background and seniority of participants
comprising the training groups. Professionals with an
interest in cancer care communication skill training
should give these issues further attention. The value of
our paper lies in bringing up for discussion a number of
issues in communication skills training for senior cancer
care professionals that warrant further attention. We see
the gap between efficacy and effectiveness of training and
the gap between theory and practice to resemble the leap
between describing the 2-day training course and evaluat-
ing its effectiveness. How, and the extent to which, these
gaps can be bridged depends on one’s philosophical and
theoretical stand.

Based on our discussion in this article, we believe that
further research may be valuable in order to explore
in more depth senior cancer care professionals’ views on
the value of mandatory communication skills training. It
will also be of interest and value to examine patients’,
carers’ and professionals’ perspectives on and experiences
of effective communication in the 17 communication
contexts/areas the Connected course covers.
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