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Abstract

Background: The Program to Enhance Relational and Communication Skills (PERCS) was developed at a large hospital in the

United States to enhance clinicians’ preparedness to engage in difficult conversations.

Aim: To describe the implementation of PERCS in an Italian hospital and assess the program’s efficacy.

Methods: The Italian PERCS program featured 4-h experiential workshops enrolling 10–15 interdisciplinary participants. The

workshops were organized around the enactment and debriefing of realistic case scenarios portrayed by actors and volunteer

clinicians. Before and after the workshop, participants rated their perceived preparation, communication and relational skills,

confidence, and anxiety on 5-point Likert scales. Open-ended questions explored their reflections on the learning. T-tests and

content analysis were used to analyze the quantitative and qualitative data, respectively.

Results: 146 clinicians attended 13 workshops. Participants reported better preparation, confidence, and communication skills

(p5 0.001) after the workshops. The program had a different impact depending on the discipline. Participants valued the

emphasis on group feedback, experiential and interdisciplinary learning, and the patient’s perspective, and acquired: new

communication skills, self-reflective attitude, reframed perspective, and interdisciplinary teamwork.

Conclusion: PERCS proved culturally adaptable to the Italian context and effective in improving participants’ sense of

preparation, communication skills, and confidence.

Introduction

Communicating difficult news is a common component of

clinical practice in healthcare. For patients and families, how

these conversations unfold has a long-lasting impact on their

perception of the quality of care, their coping ability, and their

bereavement process (Meyer et al. 2002; Mack et al. 2005;

Azoulay et al. 2005; Mulry 2007). However, clinicians are

poorly prepared to manage this task. It is a common concern

among clinicians that communicating difficult news may

diminish hope or compound the patient and family’s suffering.

Clinicians also fear being blamed, not knowing what to say, or

unleashing emotional responses they are unprepared to

handle (Buckman 1984).

In Italy, the perceived need to protect the patient and the

fear of challenging the family’s presumed wishes continue to

be common challenges of clinical practice (Vincent 1990;

Pellegrino 1992; Lamiani et al. 2008). Physicians and health-

care professionals often conceal both diagnosis and prognosis

to seriously ill patients in order to maintain their hope (Grassi

et al. 2000; Surbone et al. 2004; Surbone 2008). For these

reasons, it is not uncommon for clinicians to delay, avoid, or

delegate communicating difficult news.

In an effort to improve clinicians’ preparedness and

capability to engage in difficult conversations, in 2002, the

Institute for Professionalism & Ethical Practice at Children’s

Hospital Boston launched the Program to Enhance Relational

and Communication Skills (PERCS) (Browning et al. 2007;

Practice points

. Implementing the PERCS in Italy has demonstrated that

it is possible to culturally adapt learning opportunities

that embrace the relational and ethical experience of

learners.

. Participants appreciated the innovative pedagogy of the

program based on group feedback, experiential and

interdisciplinary learning, and the patient’s perspective.

. The increased sense of preparation and confidence

inspired by PERCS might improve clinicians’ willingness

to engage more directly in difficult conversations rather

than avoiding or delegating them.

. PERCS is a continuing educational offer that hospitals

could implement to assist clinicians to reflect on and

nurture their professional practice.
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Meyer et al. 2009). PERCS aims to create an interdisciplinary

experiential learning environment in which clinicians can

reflect on difficult conversations and the emotional, relational,

and ethical implications they entail. After a period of collab-

oration between the CURA Research Center, University of

Milan, and the Institute for Professionalism & Ethical Practice,

Children’s Hospital Boston, the PERCS program was culturally

adapted to the Italian healthcare context and implemented at

San Paolo University Hospital, Milan. The aim of this study was

to describe the implementation of the PERCS Program in Italy

and to assess the program’s effectiveness.

Methods

Participants

Participants included physicians, nurses, psychologists, social

workers, chaplains, physiotherapists, educators, biologists, and

risk managers, who voluntarily enrolled in the Italian PERCS

program. Participants were enrolled mainly from San Paolo

Hospital, Milan, and other hospitals of the north of Italy.

Similar to the American enrollment procedures, participants

were recruited through fliers posted on bulletin boards, e-mail

invitations sent to unit and service medical directors and nurse

managers, and word-of-mouth from participants. Some partic-

ipants enrolled by checking the website of the program

(www.ao-sanpaolo.it/curarsi/psicologia_clinica/).

Intervention

PERCS is an experiential educational program organized

around the enactment and debriefing of realistic case scenarios

in a collaborative learning environment (Browning & Solomon

2006). In a day-long workshop, clinicians have the opportunity

to practice difficult conversations with actors, and receive

feedback from the actors, interdisciplinary participants, and

facilitators. Compared to other communication training pro-

grams which use simulated enactments, PERCS is innovative

for its pedagogical principles (Browning et al. 2007). During

the workshop, participants are encouraged to draw on their

pre-existing communicative and relational capacities and to

share their opinions especially if different from those of others

so as to widen the perspective and contribute to the learning.

Debriefings of the simulations are generally responsive to the

learners and are driven by participants’ questions and insights.

In debriefings, medical, relational, ethical, and organizational

aspects of care are commonly addressed. Throughout

the workshop, facilitators’ role consist in creating a non-

judgmental learning environment, promoting equality among

learners, challenging common assumptions, honoring multiple

perspectives, validating pre-existing competencies, emphasiz-

ing moral and relational dimensions of care rather than the

acquisition of specific skills, and encouraging self-reflection

(Browning et al. 2007).

Given the originality of this educational approach for the

Italian healthcare system, the Italian-PERCS was launched in

2008 at San Paolo Hospital, Milan after the first author

(GL) apprenticed with the American program in a year-

long Fulbright Scholarship. The implementation of the

Italian-PERCS program required an intensive collaboration

between the Italian and American centers, entailing bimonthly

phone calls between the first author (GL) and the Director of

the PERCS program (ECM), five videoconferences between the

Italian and American facilitators and actors to discuss progress

and challenges in implementing the program, and two cross-

cultural site visits in Milan and Boston by the Director of

the PERCS program (ECM) and by two Italian facilitators

(GL and DL).

The Italian-PERCS program offers monthly 4-h workshops

enrolling 10–15 interdisciplinary participants and three faculty

facilitators, normally a physician or nurse, a psychologist, and

an educator. Similar to the American program, the Italian-

PERCS commences with an exercise in which participants

share communication strategies they had found helpful in their

clinical practice, thus recognizing their existing skills. The

workshop then continues with the enacted case scenario and

debriefings. There are three conversations in the scenario,

which are held in a separate room and shown live via video

feed to all the participants. In the conversations, actors portray

patients and family members and participants volunteer in

their roles as clinicians. After each conversation, participants

have the opportunity to receive feedback from actors, other

participants, and facilitators, reflect on the high points and

challenges of the conversations, and review selected segments

of the enactment in play back. A more detailed description of

the structure of the Italian-PERCS program is published

elsewhere (Lamiani et al. 2009).

Compared to the original American PERCS program, the

Italian-PERCS had a shortened duration, did not include a

family representative in the faculty, and utilized clinical

psychologists who had an acting training to portray patients

and family members rather than professional actors. Clinical

psychologists who had previous experience in acting were

selected through an audition held by our actor supervisor.

Once selected, the three clinical psychologists received

specific training which entailed acting classes, a period of

observation in hospital wards, two pilot sessions of acting and

debriefing, and attendance to the program development

meetings.

To date, three Italian-PERCS programs have been devel-

oped, focusing on difficult conversations in adult intensive

care (Italian-PERCS-ICU), dialysis (Italian-PERCS-Dialysis),

and oncology (Italian-PERCS-Oncology). All these offerings

share the same time-frame, pedagogical principles, and

educational format, while the specific clinical content and

case scenarios differ. The Italian-PERCS case scenarios were

built around adult critically ill patients, and reflected com-

munication and ethical challenges appropriate to the Italian

practice and legal framework. For instance, the scenario

employed in the Italian-PERCS-ICU did not portray an end-of-

life decision to withhold or withdraw treatment, as this

decision is generally not directly discussed with families, but

was focused around the communication of brain death. In

the context of the scenario, cultural nuances such as pros and

cons of diagnostic concealment, family involvement in

decision making, and respect of patient’s will were generally

discussed as a result of the multiple perspectives expressed

by the participants.

G. Lamiani et al.
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Data collection

Quantitative and qualitative methods were used to assess the

impact of the program. Participants completed confidential

pre- and post-questionnaires prior to and immediately follow-

ing the training. Each participant was assigned a random

identification number in order to track their pre- and post-

questionnaires. To permit a comparison of the results across

countries, we used the same pre- and post-questionnaires used

in the evaluation of the American PERCS program (Meyer et al.

2009). Prior to administration, the questionnaires were trans-

lated in Italian and back translated into English to insure

accuracy by two Italian bilinguals.

On the pre- and post-questionnaires, participants were

asked to assess, on 5-point Likert scales, their perceived

preparation, communication skills, relational capacities, con-

fidence, and degree of anxiety about having difficult health-

care conversations. The pre-questionnaire also included

demographic questions about the participant’s discipline,

years of experience, previous training, and socio-demographic

characteristics. The post-questionnaire asked (in yes/no

response format) whether the program had improved the

participants’ sense of preparation, communication skills, rela-

tional capacities, confidence, and/or reduced anxiety about

handling difficult conversations. In addition, the post-ques-

tionnaire included open-ended questions about most helpful

aspects of the program, reflections on the learning, and least

helpful aspects as well as suggestions to improve the program.

Data analysis

Participants’ socio-demographic characteristics and responses

to yes/no questions were analyzed through descriptive statis-

tics. As the data from the Likert scale items were normally

distributed, t-tests for paired samples were conducted to

examine the difference in participants’ self-appraisal of prep-

aration, communication skills, ability to develop and maintain

relationships, confidence, and anxiety before and after the

training. T-tests were also used to assess participants’ self-

appraisal of these dimensions by discipline. For this purpose,

participants were grouped into: physicians (residents, medical

students), nurses, psychosocial professionals (social workers,

psychologists), and other (chaplains, physiotherapists, educa-

tors, and biologists). Chi square was used to assess differences

in the program’s ratings of usefulness and quality by discipline.

Statistical analyses were completed in SPSS 13 for Windows.

The responses to the open-ended questions were tran-

scribed and qualitatively analyzed through content analysis.

Three researchers (GL, DL, EV) independently read the

responses to identify themes and issues of importance to

participants. Agreement about thematic content and labeling

for the themes were then reached through a process of

discussion and successive refinement of language. Finally, the

frequency of the themes was calculated and excerpts of

participants responses were chosen to illustrate each theme.

Research ethics

The study was reviewed and approved by the Institutional

Review Board of San Paolo Hospital, Milan, Italy.

Each participant signed a consent form granting permission

for questionnaires to be used for research purpose. The study

was supported by the ‘‘Centro Universitario di Ricerca sugli

Aspetti comunicativo-rleazionali’’ (C.U.R.A. Research Center)

and had no external funding source.

Results

Quantitative findings

From July 2008 to January 2010, 13 workshops were offered

(5 Italian-PERCS-ICU; 5 Italian-PERCS-Dialysis; 3 Italian-

PERCS-Oncology) enrolling a total of 146 participants. Of

these participants, 129 (88%) completed both the pre- and the

post-questionnaires. Of the 17 missing questionnaires, 14 pre-

questionnaires were not completed because participants

arrived late and 3 post-questionnaires were not completed

due to time constraints. Table 1 describes the socio-demo-

graphic characteristics of all the participants of the program

and of those who returned the questionnaires.

To the yes/no questions, 89% participants affirmed that the

training had improved their preparation, and 86–87% reported

that the training had improved their communication skills, their

confidence, and their ability to maintain relationships

(Table 2). Fewer participants (60%) reported that the training

had decreased their anxiety in engaging in difficult discussions.

On the Likert scale items, participants reported an improve-

ment in their sense of preparation, communication skills, and

confidence (Table 3). No significant differences were found

among the results of the three Italian-PERCS programs, across

intensive care, dialysis, and oncology. The workshops had a

different impact by discipline (Table 4). Nurses and physicians

reported improvement in their preparation, confidence, and

communication skills, whereas psychosocial professionals

improved in preparation and confidence. There were no

differences in the program’s ratings of quality and usefulness

by discipline.

Overall, the Italian-PERCS program was perceived as quite

or very useful by 92% of the participants and the quality of

training as good or excellent by 83% participants. As a

testament of the program’s usefulness, 96% of participants

reported that they would recommend the training to other

colleagues.

Qualitative findings

Several themes emerged from the open-ended questions

focusing on the most useful aspects of the program and

reflection on the learning. The themes are reported below

along with the number of comments belonging to each theme

(in parenthesis). Participants also offered suggestions to

improve the program.

Most useful aspects of the program

Group feedback

The opportunity to discuss difficult conversations with col-

leagues in a safe and supportive learning environment was

Difficult conversations in healthcare
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highly valued. Participants perceived the opportunity of

giving and receiving feedback after the conversations as

formative (n¼ 66): ‘‘The possibility of comparison and sharing

with the others immediately after the conversation;’’ ‘‘The

discussion and the suggestions from the group were very

useful,’’ ‘‘It was nice to discuss together without feeling

judged.’’

Experiential learning

Participants appreciated both observing and participating in

enacted case scenarios with professional actors (n¼ 52): ‘‘I

found it very useful to see a conversation from the

outside;’’ ‘‘It was important to ‘live’ the scenario in first

person.’’

Interdisciplinary learning

The interdisciplinary learning atmosphere, although unfamil-

iar, was identified by many participants as strength of the

program (n¼ 27): ‘‘It was very useful to discuss with colleagues

from different disciplines, and watch different styles of

conducting these conversations;’’ ‘‘Sharing thoughts, doubts,

and especially listening to different viewpoints;’’ ‘‘The aspect

that struck me the most about this program was the usefulness

of discussing difficult situations with professionals of different

disciplines who end up facing difficult conversations every

day in their practice.’’

The patient’s perspective

The opportunity to gaining understanding about the patient’s

perspective through the voice of actors and to be able to ask

the actors about the impact of communication was perceived

as meaningful (n¼ 20): ‘‘I appreciated the possibility of

hearing the patient’s thoughts without having to ask a real

patient;’’ ‘‘To face up to the patient’s reality.’’

Reflections on the learning

New communication and relational skills. Many partici-

pants (n¼ 72) reported the acquisition of new communi-

cation and relational skills: ‘‘I take home the importance of

first listening to all of the problems and needs of the other,

and to not make interventions from above;’’ ‘‘Pay more

attention to the word choice in critical conversations;’’

‘‘Leave spaces in the conversation that the patient can fill

in. . .or leave empty.’’

Reframing of clinician’s perspective

Reflecting on the learning, participants questioned some

of their habits and assumptions about clinical practice.

Table 1. Socio-demographic characteristics of participants.

Characteristics

All of the
participants

N¼ 146

Participants
who completed
pre- and post-
questionnaires

N¼ 129

Discipline

Physicians 46 (32%) 42 (32%)

Nurses 60 (41%) 54 (42%)

Psychosocial professionalsa 24 (16%) 19 (15%)

Othersb 16 (11%) 14 (11%)

Valid N 146 (100%) 129 (100%)

Years of experience

Mean (SD) 15.48 (9.726) 14.96 (9.535)

Valid N 132 118

Age

Mean (SD) 41.87 (9.667) 41.31 (9.607)

Valid N 143 129

Gender

Female 116 (80%) 105 (81%)

Valid N 145 (100%) 129 (100%)

Ethnicity

Italians 144 (99%) 128 (99%)

Other 1 (1%) 1 (1%)

Valid N 145 (100%) 129 (100%)

Previous learning experiences in communication

Coursework 4 (3%) 4 (4%)

Practicum experience 36 (29%) 33 (32%)

Residency 9 (7%) 8 (5%)

Continuing education 10 (8%) 10 (9%)

Multiple of the above 49 (40%) 44 (40%)

Other 10 (8%) 11 (10%)

Valid N 122 (100%) 110 (100%)

Had a role model in communication

Yes 71 (51%) 66 (52%)

Valid N 140 (100%) 128 (100%)

Number of difficult conversations observed

None 2(2%) 2 (2%)

1–10 40(33%) 35 (31%)

11–24 11 (9%) 11 (10%)

25þ 67 (56%) 63 (57%)

Valid N 120 (100%) 111 (100%)

Number of difficult conversations led

None 7 (6%) 7 (7%)

1–10 32 (29%) 31 (30%)

11–24 10 (9%) 10 (10%)

25þ 62 (56%) 55 (53%)

Valid N 111 (100%) 103 (100%)

Notes: aThis category includes psychologists and social workers.
bThis category includes chaplains, physiotherapists, educators, biologists, and

risk managers.

Table 2. Perceived impact of the program.

Questions
Yes %

(n)
No %

(n)
Missing %

(n)

Has the workshop improved your

sense of preparation to engage

in difficult discussions with

patients and their families?

89 (115) 9 (12) 2 (2)

Has the workshop improved your

communication skills to engage

in difficult discussions with

patients and their families?

87 (112) 11 (14) 2 (3)

Has the workshop improved your

ability to develop and maintain

relationships with patients and

their families?

86 (111) 12 (16) 1 (2)

Has the workshop improved your

sense of confidence when

engaging in difficult discussions

with patients and their families?

87 (112) 12 (16) 1 (2)

Has the workshop reduced your

sense of anxiety when engaging

in difficult discussions with

patients and their families?

60 (77) 36 (46) 5 (6)

Would you recommend the pro-

gram to others in your position?

96 (124) 1 (1) 3 (4)

G. Lamiani et al.
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Table 4. Impact of the program on participants’ sense of preparation, communication skills, ability to develop and maintain relationships,
confidence, and anxiety by discipline.

Dimensions Discipline
Pre-workshop

Mean (SD)
Post-workshop

Mean (SD)
Paired sample

T-Test 95% Confidence interval

Preparation

Physicians (n¼ 42) 3.19 (0.943) 3.67 (0.612) t¼�4.367

p50.001

�0.696 �0.256

Nurses (n¼54) 2.76 (0.845) 3.26 (0.705) t¼�3.881

p50.001

�0.758 �0.242

Psychosocial professionals (n¼19) 2.89 (0.994) 3.47 (0.772) t¼�3.644

p¼0.002

�0.913 �0.245

Others (n¼14) 2.07 (0.917) 2.43 (0.514) t¼�1.439

p¼0.174

�o.893 0.179

Communication

Physicians (n¼ 42) 3.48 (0.773) 3.74 (0.627) t¼�2.707

p¼0.010

�0.457 �0.067

Nurses (n¼54) 2.94 (0.811) 3.33 (0.752) t¼�4.016

p50.001

�0.583 �0.195

Psychosocial professionals (n¼19) 3.26 (0.806) 3.47 (0.697) t¼ 1.714

p¼0.104

�0.469 0.047

Others (n¼14) 2.36 (0.745) 2.64 (0.842) t¼�2.280

p¼0.040

�0.556 0.015

Relationship

Physicians (n¼ 42) 3.76 (0.617) 3.88 (0.550) t¼�1.403

p¼0.168

�0.290 0.052

Nurses (n¼54) 3.39 (0.627) 3.39 (0.627) t¼ 0.000

p¼1.000

�0.205 0.205

Psychosocial professionals (n¼19) 3.53 (0.612) 3.58 (0.769) t¼�0.438

p¼0.667

�0.305 0.200

Others (n¼14) 3.14 (0.663) 2.86 (0.770) t¼ 1.295

p¼0.218

�0.191 0.762

Confidence

Physicians (n¼ 42) 3.36 (0.850) 3.71 (0.636) t¼�3.048

p¼0.004

�0.594 �0.121

Nurses (n¼54) 2.85 (0.763) 3.44 (0.604) t¼�6.336

p50.001

�0.780 �0.405

Psychosocial professionals (n¼19) 2.74 (0.933) 3.37 (0.684) t¼�3.076

p¼0.007

�1.063 �0.200

Others (n¼14) 2.43 (0.938) 2.79 (0.802) t¼�2.110

p¼0.055

�0.723 0.009

Anxietya

Physicians (n¼ 41) 2.68 (0.789) 2.51 (0.675) t¼ 1.361

p¼0.181

�0.083 0.424

Nurses (n¼52) 2.73 (0.888) 2.63 (0.841) t¼ 0.697

p¼0.489

�0.181 0.373

Psychosocial professionals (n¼19) 3.05 (0.911) 2.79 (0.976) t¼ 1.229

p¼0.235

�0.187 0.713

Others (n¼14) 2.29 (1.267) 3.14 (1.027) t¼ 0.694

p¼0.500

�0.302 0.588

Note: aLower scores of this category in the post-questionnaire correspond to decreased anxiety.

Table 3. Impact of the program on participants’ sense of preparation, communication skills, ability to develop and maintain
relationships, confidence, and anxiety.

Dimensions
Baseline

Mean (SD)
Post-workshop

Mean (SD)
Paired sample

T-Test 95% Confidence interval

Preparation (n¼ 129) 2.84 (0.956) 3.33 (0.753) t¼�6.681

p50.001

�0.633 �0.344

Communication (n¼ 129) 3.10 (0.856) 3.41 (0.777) t¼�5.547

p50.001

�0.421 �0.199

Relationship (n¼ 129) 3.50 (0.651) 3.52 (0.708) t¼�0.262

p¼0.794

�0.133 0.102

Confidence (n¼ 129) 2.95 (0.883) 3.45 (0.696) t¼�7.606

p� 0.001

�0.625 �0.367

Anxiety (n¼ 126) 2.83 (0.922) 2.67 (0.847) t¼1.891

p¼0.061

�0.007 0.309

Difficult conversations in healthcare
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Clinicians commented on the importance of authenticity,

humanity, hope, and respect for the patient’s autonomy in

difficult conversations (n¼ 32): ‘‘Coming to the training I

expected to get techniques and guidelines to follow in order to

not make mistakes. What I have learned is that I am allowed

to make mistakes, it is human. The most important thing is

how to recover from mistakes;’’ ‘‘Offer information with a

clear, honest communication, without false hopes;’’ ‘‘I take

home the possibility of letting the patients choose what they

want to know;’’ ‘‘I learned the importance of silence and

respect of the person’s will;’’ ‘‘Never forget the human part

of our job.’’

Self-reflective attitude

Clinicians reported they had acquired a self-reflective attitude

and renewed commitment to their work (n¼ 32): ‘‘[I take

home] greater awareness about others’ pain;’’ ‘‘How many

things there are in a conversation that we do not realize!;’’

‘‘Useful spur to self-critique;’’ ‘‘I found it useful to reflect about

how having knowledge and a script, can sometimes be helpful,

but other times can be blinding;’’ ‘‘Everyday I ask myself for

how long I can keep on with this work because it is hard and

burdensome work, and I say to myself: ‘‘I do not know, I will

see, tomorrow I will think about it.’’ Today on the contrary I

don’t say ‘‘tomorrow I will think about it.’’ I do say that I still

enjoy it, I love this job, I will go on.’’

Interdisciplinary teamwork

Learning in an interdisciplinary setting allowed participants to

appreciate the contribution of the other healthcare profes-

sionals to these conversations and to strengthen their commit-

ment to interdisciplinary teamwork (n¼ 10): ‘‘From now on I

would like to involve the nurse during the patient’s visit;’’

‘‘Team-work is necessary to manage difficult conversations;’’

‘‘I understood the importance of collaboration and synergy

between all of the healthcare professionals.’’

Suggestions for the program

Participants recommended that the training be spread as much

as possible and that it be repeated more often (n¼ 15): ‘‘This

training should be mandatory for all who work in the

healthcare setting.’’ Participants also expressed (n¼ 4) the

need to tailor the PERCS model to new clinical challenges (e.g.,

conflict management, managing he aggressive patients).

Critical comments about the program were: the amount of

time dedicated to the theoretical presentation (n¼ 14)

(‘‘The power point presentation was the least useful aspect’’),

the specificity of the program content (n¼ 6) (‘‘Broaden the

issues;’’ ‘‘The program is too focused on dialyzed patients’’),

the duration of the training (n¼ 5) (‘‘Too short of a time’’).

Methodological considerations (n¼ 23) were also offered as

points of discussion (‘‘I am not sure that having mixed

professional roles could always be useful;’’ ‘‘Offer more

clinical cases so that other professionals and not only

physicians and nurses can participate;’’ ‘‘Do not use only

actors to simulate patients but also participants.’’)

Discussion

In Italy, Continuing Medical Education devoted to communi-

cation training programs for practicing clinicians is generally

discipline-specific, focused on the acquisition of concrete

skills, and offered as a one-time educational activity (Vegni

et al. 2002; Vegni & Moja 2004; Costantini et al. 2009).

Although many of these trainings are taught by psychologists,

the attendance is very poor and response by clinicians less

than enthusiastic. PERCS is innovative in the Italian healthcare

setting because it is an interdisciplinary continuing educational

offering that combines the learning of communication skills

with reflection on the emotional and ethical aspects of care

(Zoppi & Epstein 2002; Branch et al. 2009). The program

proved to be logistically adaptable to the Italian healthcare

context and was judged to be relevant to everyday clinical

practice and worthwhile to attend. The high number of

participants, their positive responses, and the presence of a

waiting list, suggest that this type of relational learning is

appreciated and needed in other healthcare settings beyond

the United States.

Overall, the Italian-PERCS program was effective in

improving participants’ sense of preparation, communication

skills, and confidence in holding difficult conversations. Our

results are remarkably consistent with the American study

(Meyer et al. 2009), which reported that the training was most

effective in improving participants’ preparation, communica-

tion skills, and confidence, thus suggesting the cross-cultural

veracity and utility of the educational paradigm. In the open-

ended questions, participants reported learning communica-

tion skills, such as initiating conversations by inquiring about

the patient’s concerns, recognizing the value of silence,

approaching the conversations gradually and with humanity,

confronting one’s own emotions, and strengthening one’s

commitment to interdisciplinary teamwork. These areas of

competence, emphasized in many of the approaches for

breaking bad news (Buckman 1992; Rabow & McPhee 1999;

Baile et al. 2000; Back et al. 2009) are also associated with

increased patient and family satisfaction and less conflict with

healthcare staff (Bertakis et al. 1991; McDonagh et al. 2004).

Many clinicians recognized that they had relational abilities

that were relevant and trustworthy, but that had never before

been professionally validated or encouraged by the medical

culture. The validation of pre-existing relational abilities,

combined with the discovery of new communication skills,

was described by participants as empowering. Since self-

perception of competence is a useful predictor of task-

avoidance or commitment behavior (De Beni 2000), it is

possible that the increased sense of preparation and confi-

dence inspired by PERCS might improve clinicians’ willingness

to engage more directly in difficult conversations rather than

avoiding or delegating them.

The program did not significantly increase clinicians’ self-

appraisal of their ability to develop relationships or lower their

anxiety when having difficult conversations. As in the

American study, participants were least likely to report an

increase in their ability to establish and maintain relationships.

Participants’ baseline level of establishing relationship with

patients was the highest self-appraisal, therefore leaving less

G. Lamiani et al.
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room for improvement in this dimension. It is also possible that

this broadly defined dimension (establishing relationships)

might need a more specific or nuanced definition and means

of measurement in order to be accurately assessed. Regarding

clinicians’ anxiety, consistent with the American data, some

participants reported no change or even greater anxiety after

the workshop. The literature highlights that communicating

difficult news is normally accompanied by feelings of anxiety

(Panagopoulou et al. 2008). A certain level of anxiety can be

adaptive in stressful situations and may reflect an enhanced

appreciation of the complexity and gravity of these conversa-

tions. The stability and even the worsening of the level of

anxiety and of the ability in establishing relationships reported

by some participants may reflect an over-appraisal of these

competencies prior to the workshop and a correction of self-

appraisal as a consequence of the training.

Unlike the American program, the Italian-PERCS program

had a differential impact depending on professional discipline.

Nurses and physicians benefited the most from the training,

increasing in preparation, communication skills and confi-

dence, areas in which there is a lack of formal training.

Psychosocial professionals did not report an increase in

communication or relational skills, probably because these

competencies are already well-integrated into their profes-

sional training. However, as a result of the program, psycho-

social professionals improved in preparation and confidence

to hold difficult healthcare conversations. Interestingly, physi-

cians were the professionals whose baseline self-appraisal was

the highest across all of the dimensions. This finding invites

reflection about how physicians go about managing self-

image, especially when they are often the main bearers of bad

news. Non-judgmental, collaborative learning in an interdisci-

plinary context, using simulation and video review, can be a

useful source of feedback and appropriate calibration of self-

appraisal for physician learners (Fryer-Edwards et al. 2006;

Calhoun et al. 2009).

Despite the different impact of the training on discipline,

there were no differences by discipline in the ratings of the

program’s quality and usefulness. From participants’ com-

ments, we learned that one of the most useful features of the

program was the opportunity to observe and appreciate the

contribution that colleagues from other disciplines can offer in

these conversations. Although single-discipline trainings have

shown favorable outcomes (Back et al. 2003; Lorin et al. 2006;

Rimondini et al. 2009), in the highly hierarchical Italian

healthcare setting, interdisciplinary learning has the potential

to enhance interdisciplinary teamwork and bring about

organizational change with attendant improvements in clinical

practice and enhanced care coordination.

The study design has several limitations. Our evaluation did

not include a control group and participants were self-selected,

which may have diminished the generalizability of the

findings. Evaluation of the program was based exclusively

on self-reported measures, and thus was subject to the

limitations associated with self-reported measures. The

impact of the program on participants’ clinical interactions

with patients and families remains to be investigated.

As the value of communication is increasingly recognized

and even mandated as part of professional training, effective

and logistically feasible programs will be needed (Rao et al.

2007). The flexibility and efficacy of the PERCS educational

approach has led to its expanded application, in our hospital

and across Italy, to a range of other difficult conversations,

such as disclosure of medical error, communication of the

informed consent, and student–patient communication. Our

findings suggest that the PERCS program holds promise as a

culturally adaptable, innovative pedagogical approach to

learning about the art of difficult conversations in healthcare.
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