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in communication skills training intervention
for a consultation about lymphoma survivorship
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Abstract
A survivorship care plan refers to a written summary of the
treatment received and recommendations regarding
surveillance and management of late effects. To provide
evaluation of a communication skills training (CST) inter-
vention to enhance the transition of lymphoma survivors
to cancer survivorship. Nineteen oncologists specializing
in lymphoma treatment were recruited and completed a
survivorship CST workshop, and two standardized patient
assessments (SPAs), one pretraining and one
posttraining. Significant improvements in SPA scores
were observed in six of the seven SPA assessment cate-
gories: use of survivorship care plan, review of disease
and treatment details, long-term effects, potential late
effects, specific physician recommendations, and addi-
tional health maintenance recommendations. The inter-
vention had significant effects on physicians’ uptake of
new strategies and skills, as measured through pre- and
posttraining SPAs, as well as on the physicians’ self-
efficacy about having these conversations.
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INTERVENTION FOR A NEW CONSULTATION ABOUT LYMP
HOMA SURVIVORSHIP
There are over 12 million cancer survivors in the
USA, the number tripling over the past 30 years due
to advancements in treatment and detection; within
the next 10 years, this number is projected to rise past
18 million (AACR) [1, 2]. The definition of a cancer
survivor varies, some applying the term from diagno-
sis to the end of life as a form of motivation and
empowerment [3]. Cancer centers most typically use
the term for those who have completed primary treat-
ment with curative intent, identifying a population of
patients who could benefit from both surveillance for
recurrence, and treatment or prevention of chronic or
late effects from the malignancy or its treatment [4].

Survivors experience many challenges for which
they are unprepared. The Institute of Medicine
(IOM) issued their seminal 2005 report on cancer
survivorship “Lost in Transition,” referring to the com-
mon experience when cancer treatment is completed
and patients struggle to adopt their newfound identity as
a cancer survivor. Along with both concerns regarding
risks of relapse and late and long-term effects of cancer
and its treatment, survivors are also at risk of anxiety,
depression, and problem coping [3]. When care for
survivors is insufficient, these risks can be compounded
and their consequences amplified. There is evidence of
long-term psychological stress in adult cancer patients

(for instance, survivors of leukemia or stem cell trans-
plantation), who show higher levels of distress than the
baseline population [5–7]. Somatic complaints and use
of health care services are higher than controls [6–8].
Survivors of Hodgkin’s lymphoma have more anxiety,
depression, and fatigue.
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Implications
Practice: Oncologists should create individualized
survivorship care plans that include a written sum-
mary of the treatment received and recommenda-
tions regarding surveillance and management of
late effects, and utilize them during consultations
with cancer survivors and transitioning patients.

Policy: In order to implement American Society
for Clinical Oncology’s recommendation for the
use of survivorship care plans, training of oncolo-
gists in utilization of care plans should be mandat-
ed.

Research: Researchers should investigate oncolo-
gists’ use of survivorship care plans in consultations
with cancer survivors in clinics and the effects on
patient outcomes such as growth in knowledge
about disease and treatment and adherence to phy-
sicians’ recommendations posttreatment.
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Lymphoma provides a suitable clinical example in
which to examine how effectively we can train clini-
cians to discuss survivorship because the likelihood of
cure from Hodgkin’s lymphoma [9] and the
commonest form of Non-Hodgkin’s Lymphoma, spe-
cifically diffuse large B-cell lymphoma [10–12], is now
over 90 %. Moreover, because consolidative radiation
therapy is still needed in many patients, education of
patients about late effects is important for their long-
term wellbeing. Several studies have highlighted the
many morbidities that can develop in these patients
[13–16].
Survivorship care planning appears critical to en-

sure survivors do not “fall through the cracks” of the
health care system [3, 17]. The IOM recommended
providing a follow-up care plan to all cancer survivors
[1], which should include a written summary of the
treatment received and recommendations regarding
surveillance and management of late effects, but few
patients currently receive survivorship care plans
(SCPs) upon transitioning to primary care [18]. In a
recent study, a nationally representative sample of
1130 oncologists and 1020 primary care physicians
was surveyed about survivorship care practices with
survivors [19]. Results of the survey clearly indicated
that a majority of oncologists (64 %) and primary care
physicians (88 %) reported discussing survivorship
care recommendations with survivors. However, less
than half (32 %) of the oncologists discussed whom
survivors should see for cancer-related and other
follow-up care, and <5 % also provided a written
SCP to the survivor. The results also demonstrated
that oncologists who reported detailed training about
late and long-term effects of cancer weremore likely to
provide written SCPs and discuss survivorship care
planning with survivors. As well, primary care physi-
cians who received SCPs from oncologists were nine
times more likely to report survivorship discussions with
survivors. Thus, training and knowledge specific to sur-
vivorship care and coordinated care between primary
care physicians and oncologists were associated with
increased survivorship discussions with survivors [19].
The American Society for Clinical Oncology has

taken a leadership role in promoting the use of survi-
vorship care plans [20]. As well, the Commission on
Cancer (CoC) of the American College of Surgeons
mandated patient-centered standards of care in 2012,
including a focus on SCP that summarizes care re-
ceived and provides a roadmap for future care needs
[21]. The rationale is for these to summarize in writing
what has happened and what patient needs exist now
for long-term follow-up, late effects management, re-
habilitation, adaptation, and health promotion. The
goal is praiseworthy, but its translation into practice is
challenging [22–24]. Successful adoption of survivor-
ship care plans is further hampered by a lack of phy-
sician training in the use of survivorship care plans in
transitioning patients [19, 23, 24].
Communication skills training (CST) programs

have demonstrated effectiveness in improving physi-
cian communication skills both generally and in

specific contexts (e.g., Breaking Bad News; see [25]).
Our research team has successfully built a comprehen-
sive communication skills training program at theMe-
morial Sloan Kettering Cancer Center (MSKCC) [26–
28]. Thus, we chose to use similar educational methods
to develop and implement a new survivorship CST
module, in order to help oncologists effectively use a
survivorship care plan in their interactions with pa-
tients. This CSTmodule provides a structuredmethod
to review and prioritize with the patient a personalized
care plan for their future. We hypothesized that new
skill acquisition of using the care plan properly will be
achieved through demonstrated best practices in CST,
including modeling of exemplary behaviors and
facilitator-led small group role play practice with con-
tinuous feedback leading to a dynamically iterative
process of behavior change.

COMMUNICATION SKILLS TRAINING ABOUT LYMPHOMA
SURVIVORSHIP
Our research team’s overall goal is to understand the
impact of a patient-centered survivorship consultation,
using a survivorship care plan. To begin with, we
needed to develop a training intervention to prepare
physicians for this type of consultation with their pa-
tients. For the project reported on in this paper, we
used our previously well-developed model for CST
interventions that explicitly defines the important
components that we teach [29]. In doing so, we con-
ceive of patient–provider consultations as having com-
munication goals. For the module that was tested in
this intervention, entitled “Transitioning a lymphoma
patient to survivorship” the communication goal is
“To facilitate the patient’s adaptation to their new role
as a cancer survivor after they have completed their
primary anti-cancer treatment through i) review of
their diagnosis, treatment, and prognosis to promote
integration of knowledge; ii) creation of a continuing
care plan covering anti-cancer monitoring, cancer
screening and health promotion, potential late or
long-term effects from treatment, and any lifestyle
implications for their future; and iii) promotion of their
sense of efficacy and confidence in their future.” The
communication goal gives us a framework fromwhich
to build up a common sense understanding of cancer
survivorship. We then distinguish between communi-
cation strategies (defined as a priori plans that direct
communication behaviors toward the successful reali-
zation of the goal), skills (defined as discrete verbal
utterances by which a physician can further the clinical
dialogue), and tasks (defined as sets of verbal or non-
verbal behaviors or dialogues which create an envi-
ronment for effective communication) as the means to
achieve this communication goal. The strategies, skills,
and tasks were organized into a modular blueprint
(Table 1). This blueprint is intended to act as concep-
tual map for the consultation, not as a script or check-
list that should be followed exactly. The purpose of our
conceptual model is to promote individualized,
patient-centered approaches to communication.
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We developed structured patient assessments
(SPAs) and conducted a pilot CST workshop to train
nine fellows working with the lymphoma service at
MSKCC. In pretraining SPAs, these participants’
mean activity rating score was 19.44 (SD=3.09)
(range, 14–23 out of 36 tasks); in posttraining SPAs,
mean score=28.22 (SD=5.17) (range, 19–35); using
paired t tests, p<0.01 (effect size, Cohen’s d=
2.06). Effect sizes for key activities include “offer to
write to GP” d=3.4, “discusses care plan” d=
2.6, “cancer screening” d=1.2, “health promo-
tion” d=1.1, “long-term effects” d=0.8, “late ef-
fects” d=0.7, and “plan for future visits” d=
0.7. Significant skill increases were seen in checking
understanding, declaring agendas, seeking out pa-
tients’ agenda, and previewing information. This pilot
work established reasonable preliminary evidence for
the value of our CST module.
In this paper, we report on the development and

evaluation of this CSTworkshop to train physicians in
the provision of a new consultation that is focused on a
patient-centered approach to cancer survivorship.
Our CST module provides a structured method to
review and prioritize this personalized care plan for
their future. Demonstration of the efficacy of this CST
intervention will advance survivorship care. We hy-
pothesized that new skill acquisition will be achieved
through a variety of techniques and resources, includ-
ing modular approaches to categorization, use of nat-
uralistic sequences, modeling of exemplary behaviors,
and practice with continuous feedback leading to a
dynamically iterative process of behavior change.
Here, we present the evaluation of a CST Module to
Enhance Transition to Cancer Survivorship.

METHODS

Design
TheCST interventionwe report here was nestedwithin a
larger ongoing study involving a cluster-randomized, clin-
ical trial design. Participating sites were stratified by size
and randomized to either experimental or control groups.
TheCSTsurvivorship intervention was delivered to phy-
sicians at two sites, Memorial Sloan Kettering Cancer
Center (NewYork,NY,USA), andMoffittCancerCenter
(Tampa, FL, USA), while clinicians at Maimonides Med-
ical Center (Brooklyn, NY, USA) and MD Anderson
Cancer Center (Houston, TX, USA) were trained in an
attention-time control consultation that focused on gener-
al rehabilitation, with exercise and dietary instruction. In
this paper, we only report on the training delivered to the
experimental group—the physicians discussing lympho-
ma survivorship at MSKCC and Moffitt.

Participants and procedure
Nineteen (N=19) oncologists specializing in treatment
of lymphoma were recruited from their departments
and, after providing informed consent, completed a
survivorship training based upon the described CST
model of workshop. The training was a workshop of
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5-h duration, with two SPAs (one pre, one post) and
2.5 h of structured teaching and role play. The format
included a didactic presentation about survivorship,
review of the evidence that describes the need for a
survivorship consultation, covering themes for survi-
vors in general and then lymphoma survivors in
particular (such as dealing with fear of recurrence,
frequency of scans, health promotion, and screening
issues; 30 min), an exemplary video (15 min) featur-
ing a senior MSKCC lymphoma physician modeling
the strategies in the survivorship module (see Table 1),
role play work about transitioning patients to lympho-
ma survivorship (3 h), and concluding with a reflec-
tive discussion about the benefits and barriers in
implementation through creating a dedicated consul-
tation focusing on survivorship (15 min). To evaluate
the effectiveness of the training, we asked the oncol-
ogists to participate in 15-min pre- and posttraining
SPAs and to complete a course evaluation form.

Standardized patient assessments
Fifteen-minute SPAs were recorded pre- and
posttraining (on the training day; see Fig. 1 for the
pre- and posttraining SPA scenarios). The SPA was
an interaction of the physician with a standardized
patient (actor). The SPAs were video recorded.
Blinded coding was completed by two of the co-
authors (SB and KM) with a coding manual devel-
oped for Transition to Survivorship module. The
SPA has been shown to be a reliable assessment
with discriminant validity [30].

The SPA coding manual was developed through the
pilot (DK and CB) and covered seven key activities
undertaken within the consultation focused on survi-
vorship (the SPA coding manual is available from the
first author). The codingmanuals provide a glossary of
behaviors to standardize recognition between coders.
Interrater reliability was established at r=0.99 for
this module.
The seven categories assessed in the Transition to

Survivorship Coding Schema included (1) use of sur-
vivorship care plan, (2) disease and treatment details,
(3) long-term effects discussion, (4) potential late effects
discussion, (5) specific physician recommendations, (6)
additional health maintenance recommendations, and
(7) possible social issues discussion. These are summed
to generate a score for total adherence to survivorship
care plan. The physicians received a score for each
individual item that they completed within each cate-
gory. For instance, disease and treatment details in-
cluded seven individual activities (e.g., reviews type
of lymphoma, reviews chemotherapy drugs). Physi-
cians received a score of “1” if they completed each
activity, and the overall category score was a summed
score of individual activities. Given that the categories
of “specific physician recommendations” and “addi-
tional health maintenance recommendations” differed
for male and female patients (e.g., the recommenda-
tion of Pap smear is applicable only to female patients),
we calculated a percentage score for the two
categories.
We also used the Comskil coding schema [26, 29] to

examine change in general use of communication

Fig 1 | Pre- and posttraining standardized patient assessments
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skills from before to after training. This coding schema
charts the use of core communication skills (such as
agenda setting, check understanding, acknowledge,
and validate) that are foundational in our other CST
programs.

Course evaluations
At the end of the module, participants were given an
evaluation form that contained eight statements about
the workshop. All course evaluation measures were
rated using a 5-point Likert scale with anchors at 1
(strongly disagree) and 5 (strongly agree). A retrospec-
tive pre–postmethodology [31] was used in the first
two statements: (1) “Before this module, I felt confi-
dent discussing the transition to survivorship with my
patients” and (2) “Now that I have attended this mod-
ule, I feel confident in my ability to discuss the transi-
tion to survivorship with my patients.” The rest of the
items focused on posttraining attitudes regarding the
skills learned and how they could be applied during
routine clinical practice and for better patient care.

RESULTS

Effect of training on SPAs
Paired sample t test results clearly indicate significant
improvements (i.e., posttraining scores>pretraining
scores) in six of the seven levels of SPA assessment
categories: use of survivorship care plan, t(18)=
−18.00, p<0.001; review of disease and treatment
details, t(18)=−8.81, p<0.001; long-term effects dis-
cussion, t(18)=−9.35, p<0.001; potential late effects
discussion, t(18)=−4.86, p<0.001; specific physician

recommendations, t(18)=−5.38, p<0.001; and addi-
tional health maintenance recommendations, t(18)=
−3.13, p<0.01 (see Table 2).
In addition, we undertook Comskil coding [26, 29]

and saw significant gains in the use of core communi-
cation skills, specifically agenda setting [(pre-SPA:
mean=0.16; SD=0.38; post-SPA: mean=0.68; SD=
0.48), t=−3.75, p<0.001, d=1.21] and physi-
cian’s checking of patients’ understanding of their illness
[(pre-SPA: mean=0.53, SD=1.22; post-SPA: mean=
1.21, SD=1.03), t=−2.17, p<0.05, d=0.60].

Results for course evaluations
The oncologists’ confidence in discussing the transi-
tion to survivorship with patients increased significant-
ly when compared before and after they attended the
survivorship training, t(15)=−2.76, p<0.05. Mean
agreement to the pretraining self-efficacy item was
4.03 (SD=1.03) and to the posttraining self-efficacy
item was 4.69 (SD=0.48).
Additionally, we combined physician ratings of

“agree” or “strongly agree” to be an indicator of satis-
faction with the lymphoma survivorship training and
its effectiveness. Table 3 displays the percentages of
participating physicians who reported satisfaction with
the six posttraining items. Overall, participants agreed
or strongly agreed to all items 87.5–100 % of the time.

DISCUSSION
We developed and tested a CST intervention for on-
cologists about discussing the transition to survivor-
ship using a survivorship care plan for lymphoma

Table 2 | Pre- and poststandardized patient assessment results for physicians participating in communication skills training
intervention for lymphoma survivorship (N=19)

Pre Post t (18) Cohen’s
d

M
(SD)

M
(SD)

1. Use of survivorship care plan (out of 1) 0.00
(0.00)

0.95
(0.23)

−18.00*** 5.87

2. Disease and treatment details (out of 7) 2.84
(1.21)

6.37
(1.34)

−8.81*** 2.76

3. Long-term effects discussion (out of 7) 1.16
(1.07)

5.11
(2.01)

−9.35*** 2.47

4. Potential late effects discussion (out of 6) 2.32
(1.46)

4.26
(1.15)

−4.86*** 1.48

5. Specific physician recommendations (out of 10 for female, out
of 8 for male)

0.24
(0.18)

0.61
(0.26)

−5.38*** 2.70

6. Additional health maintenance recommendations (out of 4 for
female, out of 2 for male)

0.21
(0.31)

0.57
(0.37)

−3.13** 1.03

7. Possible social issues discussion (out of 4) 1.13
(0.97)

1.38
(1.49)

−1.05 –

Total adherence to survivorship care plan (out of 39 for female, out
of 35 for male)

0.27
(0.10)

0.68
(0.15)

−10.11*** 3.23

Given that the categories of “specific physician recommendations” and “additional health maintenance recommendations” differed for male and female patients
(e.g., the recommendation of Pap smear is applicable only to female patients), we calculated a percentage score for the two categories. The final category, i.e.,
“Total adherence to survivorship care plan” also presents a percentage score

**p<0.01, ***p<0.001
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patients. The intervention had significant effects on the
physicians’ uptake of new tasks and skills, as measured
through pre- and posttraining SPAs, as well as on the
physicians ’ self-efficacy about having these
conversations.
Of note, we saw relatively large effect sizes compar-

ing the post- to pre-SPA scores across the categories
assessed. The pre-SPAs were a baseline, showing us
what the oncologists’ regular practices were. The larg-
est change was observed in the Use of Survivorship
Care Plan. This was expected, as routine use of survi-
vorship care plans was not the norm at either center
prior to study enrollment. The other six categories
better represented how the oncologists may have been
discussing survivorship themes before attending the
CST intervention. For instance, for the discussion of
Disease and Treatment Details, some participating
oncologists were already doing this well prior to the
training intervention.
The one category in which we did not see significant

improvement was discussion of social issues. In gener-
al, approximately one social issue was discussed at the
pre-SPA and one at the post-SPA. One possible reason
for the lack of a significant finding here could be that
the participants did not see them as important as other
issues. Another reason could be that in a real visit,
patients develop a relationship with their oncologists
during treatment and some social discussions may
have happened earlier. In a simulated assessment of a
real visit, a physician may have felt awkward bringing
up social issues at this point in the relationship, rea-
soning that they would have already been discussed.
Our goal is not to create a scripted consultation whose
activities are obsessively adhered to, but rather to
always affirm the patient-centered session in which
issues and concerns relevant to each patient are fo-
cused on.
Limitations of this study include the time-limited

SPA and the limitations of utilizing a pre–postdesign
exist, including teaching to the posttest, and attributing
positive change to participant maturation and learning
the test rather than knowledge gain. Although we
showed through an exemplary video in the didactic
presentation that the survivorship consultation can be
completed in a total of 15 min, physicians may have
felt as if they did not have enough time in the SPA to
demonstrate all of the skills that had been taught. The
selection of 15 min was pragmatic and intended to

reassure the busy clinician that a lot can be achieved
in discussing survivorship in a limited amount of time.
Further, some oncologists may have performed differ-
ently due to the artificiality of the SPA. In the real
world of the clinic, the amount of time needed to
discuss survivorship care plans will surely vary by
patient and clinician. Our hope would be that it is
always patient centered and fully responsive to each
person’s need. Additionally, in order to address the
limitations of a traditional pre–postdesign, we utilized
different SPAs at pre- and posttests. Our study is a
proof of concept endeavor, rather than something
immediately generalizable to other cancer types.
An additional limitation of this study is this pilot was

conducted at two comprehensive cancer centers. Dis-
semination of this pilot study to community-based
centers could be done through at least two different
methods. Train-the-trainer courses offered to
physicians/educators from other centers would allow
those instructors to take the course back to their home
institution. Alternatively, a web-based module could
be developed for broad dissemination.
The implementation of this CST intervention is only

the first step in our larger study. Kirkpatrick has de-
scribed four levels of outcome for educational inter-
ventions: (1) initial reaction or sense of self-efficacy, (2)
new learning or actual skill acquisition, (3) new behav-
iors or transfer into the clinic, and (4) societal changes
with better patient outcomes [32, 33]. We were able to
test immediately whether this intervention would lead
to learning (Kirkpatrick’s level 1 and 2); the second
phase of this larger study involves the oncologists
having these consultations with real lymphoma pa-
tients transitioning to survivorship (Kirkpatrick’s level
3) and subsequently measuring the effects at the pa-
tient level (Kirkpatrick’s level 4). Thus, in this second
phase, we will ascertain whether the oncologists are
able to transfer these learned skills from the laboratory
in which they were learned to real clinic settings.
Throughout the second phase of the study, we are
recording the oncologists’ communication in their sur-
vivorship visits and are providing them with continual
feedback on their communication to ensure fidelity to
the model in which they were trained. In the third
phase of the study, we will follow patients who partic-
ipate in survivorship consultations with these physi-
cians, comparing their outcomes to those of patients of
physicians in the control group.We hope to prove that

Table 3 | Participant ratings of communication skills training intervention for lymphoma survivorship (N=16)

Items from course evaluations BAgree^ or Bstrongly agree^
(%)

1. I feel confident that I will use the skills I learned in this module 100
2. The skills I learned in this module will allow me to provide better patient care 87.50
3. The module prompted me to critically evaluate my own communication skills 93.75
4. The experience of video feedback was helpful to the development of my skills 87.50
5. The skills I learned were reinforced through the feedback I received in the small
group

100

6. The small group facilitators were effective 100
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the CST intervention will shape the knowledge and
health beliefs that the lymphoma survivor takes for-
ward with them, potentially improving their adher-
ence to physicians’ recommendations.
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