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Article

A 
lthough patients with cancer frequently 
experience forms of distress, including de-
pression and anxiety, these issues often are 
under-recognized by healthcare providers. 
How providers respond to patient distress 

influences patients’ disclosures of concerns. Additional 
assessment by providers often is needed to identify 
treatable issues (e.g., educational needs, symptoms of 
depression) in patients. Providers may use distancing 
behaviors to decrease patient expressions of emotional 
concerns, perhaps because of a lack of confidence in han-
dling socioemotional concerns or because of more practi-
cal factors (e.g., lack of time). Both acknowledgment and 
exploration of patient concerns by providers are neces-
sary to adequately assess socioemotional concerns. These 
provider behaviors may be therapeutic interventions in 
themselves or may be useful in determining the need for 
referral and pharmacologic treatment.

This study was a secondary analysis of a subset from 
a preexisting data set of audio files collected in conjunc-
tion with an electronic self-report assessment–cancer  
(ESRA-C) tool used by patients with cancer to report 
symptoms and quality-of-life concerns. This data set 
was collected from 2005–2007 during ambulatory, on-
treatment oncology clinic visits. Results revealed that 
such concerns are addressed significantly more often 
when providers receive a summary report of the ESRA-C 
tool prior to the actual visit (Berry et al., 2008). The term 
“providers” refers to oncology nurses, advanced practice 
nurses, physician assistants, and oncologists. 

The purpose of the current analysis was to identify 
patient cues of socioemotional concerns and distress, 
explore provider cue-responding behaviors to patient 
cues of distress and socioemotional concerns, and ex-
amine the effect of an ESRA-C report on provider cue-
responding behaviors.

Review of the Literature
Specific provider behaviors are known to influence pa-

tient outcomes (i.e., well-being, adjustment, and quality 
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Purpose/Objectives: To explore healthcare provider 
cue-responding behaviors to patient cues of distress and 
socioemotional concerns during ambulatory, on-treatment 
oncology visits.

Design: Descriptive secondary analysis of a data set of audio 
recordings of oncology visits and reports of symptoms and 
quality of life recorded with an electronic self-report assess-
ment–cancer (ESRA-C) tool.

Setting: Comprehensive cancer center, ambulatory care.

Sample: 31 randomly selected cases from an existing data 
set (with one used as a training tool) of 590 audio recordings 
of patient-provider communication.

Methods: Patients were placed in Group 1 (n = 20) and 
Group 2 (n = 10) to explore differences in patient-provider 
communication and decrease coder bias. Both groups com-
pleted the ESRA-C questionnaire prior to the visit. Providers 
in Group 2 received a printed ESRA-C summary report for 
use during the visit. Audio files of the visit were coded using 
the Medical Interview Aural Rating System (MIARS).

Main Research Variables: Patient cues of distress and 
provider cue-responding behaviors.

Findings: Patient cues of distress and socioemotional con-
cerns ranged from 0–13 cues per visit, with a mean of 4.6 
cues per visit. Providers acknowledged 57% of patient cues, 
but only acknowledged and explored 22% of all patient 
cues. Providers in Group 2 acknowledged patient concerns 
more often but explored the concerns less frequently. The 
number of patient cues distanced from by providers was 
lower in Group 2 and the overall provider score for respon-
siveness to patient cues of distress was higher, indicating 
more responsiveness than from Group 1.

Conclusions: The use of a summary report of patient 
concerns may have enhanced provider responsiveness, in 
general. Distancing behaviors by providers in response to 
patient verbal cues may indicate a lack of knowledge, time 
limitations, or a lack of confidence.

Implications for Nursing: To effectively support patients 
with cancer through active therapy, a greater level of 
acknowledgment, exploration, and responsive action by 
providers is indicated. These findings have implications for 
provider education, with regard to appropriate responses, 
and for researchers to test methods that best prompt and 
support effective provider behaviors, ultimately improving 
patient outcomes.
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of life). In addition, facilitating, exploring, and providing 
validation of patients’ socioemotional concerns can de-
crease anxiety and distress in patients (Fogarty, Curbow, 
Wingard, McDonnell, & Somerfield, 1999; Iwamitsu, 
Shimoda, Abe, Okawa, & Buck, 2005; Zachariae et al., 
2003). Acknowledgment and exploration of concerns are 
necessary to completely assess socioemotional concerns 
within the context of a life-threatening condition (e.g., 
cancer, heart disease) (Doering et al., 2009; Maguire, 
Faulkner, Booth, Elliott, & Hillier, 1996). Provider be-
haviors may be therapeutic interventions in themselves 
by facilitating disclosure (Stiles, Shuster, & Harrigan, 
1992), or they may determine the need for additional 
assessment, referral, or pharmacologic interventions. 
Ultimately, viewing patient-provider communication as 
a process with predetermined goals directs assessment, 
treatment, and referral.

The process of communication for healthcare provid-
ers and patients should be outcome-driven and encom-
pass a biopsychosocial approach to health care. Patient 
cues are seen as an important source of information 
and drive effective communication processes (Huls-
man, 2009). For example, a specific goal of identifying 
treatable depression may be one component of complete 
assessment when a patient expresses sadness, sleep 
problems, or changes in appetite and activity levels 
(Trask, 2004). However, in another scenario, expressions 
of anxiety during an episode of shortness of breath in 
a person with lung cancer may be indicative of fear of 
the unknown or further deterioration in respiratory 
function and hypoxia. These patient expressions are 
part of the fuller biopsychosocial perspective and reflect 
human responses to changes in health and functioning 
that have implications for selecting the appropriate 
interventions.

Provider responses to patient concerns are determined 
by many factors, including the previous experiences of 
providers and their confidence in exploring socioemo-
tional concerns. Providers may avoid exploration of 
these concerns or use distancing behaviors to decrease 
patient expressions of physical symptoms (Berry, Wilkie, 
Thomas, & Fortner, 2003) and emotional concerns 
(Wilkinson, 1991) or to decrease their own stress (Butow, 
Brown, Cogar, Tattersall, & Dunn, 2002). Exploring how 
providers respond to cues of distress has implications 
for provider education and patient outcomes.

The Medical Interview Aural Rating System (MIARS) 
was developed to explore and code provider cue-
responding behaviors to patients’ expressions of dis-
tress (Heaven, 2001; Heaven & Green, 2001; Heaven & 
Maguire, 1996). In MIARS, a turn is used as the unit of 
observation, and each turn is then coded for the patient 
and the provider. Patient cues are coded on three levels 
to record the extent to which feelings or concerns are dis-
closed: Level 1 (hint at worry or concern), Level 2 (men-
tions worry or concern), and Level 3 (clear expression of 

emotion [i.e., crying]). The provider behaviors are coded 
for both form and function. The form or morphologic 
aspects of the turn are defined as a direct open question, 
a screening question, a negotiation, or a summarization. 
The function of the provider response would be coded in 
one of three categories: cue explored, cue acknowledged 
but not explored, or cue distanced from. A provider score 
is calculated by totaling provider positive behaviors (de-
fined as acknowledgment plus exploration) minus the 
number of negative behaviors (defined as times distanc-
ing behaviors were used).

Conceptual Model
Increasingly, leaders in communication research are call-

ing for a theoretic basis for research (Bensing, van Dulmen, 
& Tates, 2003). In oncology, a research agenda has been 
proposed to uncover the mechanisms that may influence 
patient health and quality of life (Street, Makoul, Arora, & 
Epstein, 2009). Determination of specific communication 
goals and related processes to achieve these goals also is 
in keeping with general trends in research in healthcare 
provider communication (Hulsman, 2009).

Responding to patient emotions is one component of a 
newly developed model to link provider behaviors with 
outcomes (de Haes & Bensing, 2009). De Haes and Bens-
ing (2009) have integrated aspects of earlier models of 
medical communication into a six-part model to direct 
future investigation and education of healthcare pro-
viders. Although the model was originally developed 
to address doctor-patient communication, the steps are 
useful in clarifying communication strategies for all 
healthcare providers.

In the de Haes and Bensing (2009) model, specific 
communication elements are linked to end points and 
patient-related outcomes with patient health being the 
ultimate goal. To discover the effectiveness of healthcare 
communication, end points, particularly patient-related 
end points, need to be established. In the model, pro-
vider communication is linked to patient-related goals 
and immediate, intermediate, and long-term end points.

Within this model, the sixth function is responding to 
patient emotions. The goals of this function are to sup-
port the patient, enhance communication, and provide 
referral where needed. The immediate end points in-
clude clinician explorative skills and patient expression 
of emotion. The intermediate and long-term end points 
include patient sense of support, patient emotional ad-
justment, and decreased psychological distress. De Haes 
and Bensing (2009) noted that both time constraints and 
costs are factors in the end points for this step.

The de Haes and Bensing (2009) model is useful in 
exploring provider responsiveness to patient cues of 
distress and establishing end points for this communica-
tion. Because clinician-explorative skills are instrumental 
in achieving the patient-related end points, additional 
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definition of the specific skills that acknowledge and ex-
plore patient socioemotional concerns is necessary. This 
analysis explored provider cue-responding behaviors to 
patient expressions of distress and concerns as a first step 
in identifying specific communication skills that may be 
amenable to provider education. Clarifying the process of 
communication and identifying specific outcomes for the 
process has implications for provider education regard-
ing effective communication behaviors.

Methods
This study was a secondary analysis of a random 

sample of 31 audio files recorded during ambulatory, 
on-treatment oncology clinic visits with 590 patient par-
ticipants. Each audio file contained an entire visit. All 
participants had completed the ESRA-C, and the provider 
had a summary report of the patient self-report during 10 
of the recorded visits, whereas, during the other 21 visits, 
no summary was delivered. After discarding one audio 
file used for training the coders, the final sample for cod-
ing with MIARS contained 30 audio files. By listening to 
the recordings, patterns of patient disclosure of concerns, 
as well as provider facilitation of concerns and provider 
acknowledgment and exploration of these concerns, were 
coded for form and function. For example, the provider 
could facilitate the patient’s disclosure of socioemotional 
concerns with an open-ended question, or the patient 
might try to initiate a conversation by disclosing a specific 
concern. In addition to the audio files, the ESRA-C data 
set contained demographic information (age, gender, 
diagnosis) and a time stamp for discussions regarding so-
cioemotional concerns. Although the original audio files 
were time stamped for these conversations, the coders lis-
tened to the entire audio file to capture all patient cues of 
concerns as well as provider facilitations and responses. 
In addition, the two coders independently coded six 
of the audio files, and intraclass correlations were 
calculated to explore inter-rater reliability.

Sample

The sample included patients with various can-
cer diagnoses and treatments. The audio files were 
de-identified and the educational preparation or 
licensure of the providers was not identifiable from 
the audio files. Demographic characteristics for pa-
tients (age, gender, diagnosis) and the time stamp 
for discussions of socioemotional concerns from the 
audio files were derived from the original data set.

Analysis

Descriptive statistics were used to analyze the 
demographic characteristics of the sample as 
well the provider behaviors and responses. Fre-
quencies of MIARS codes were used to analyze 

the level of patient cues and the number of provider 
facilitations per audio file. Frequencies and percentages 
were used to analyze provider responses to patient cues 
(acknowledged but not explored, acknowledged and 
explored, and cues distanced from). An overall provider 
score for responsiveness was calculated for each audio 
file by subtracting negative behavior (cues distanced 
from) from positive behaviors (acknowledged and 
explored), with lower scores indicating lower provider 
responsiveness to patient concerns (Heaven & Green, 
2001). Verbatim transcriptions of patient and provider 
verbal responses during discussions of socioemotional 
concerns were reviewed to provide additional depth to 
the analysis.

Results

The subset consisted of 18 women and 12 men (after 
one audio file was used for training purposes), with a 
mean age of 52.5 years, similar to the mean age of the 
original data set (see Table 1). The demographics of 
the subset used for secondary analysis included more 
women than the original study. The intraclass correla-
tion was calculated at 0.83 for the six double-coded 
files, indicating adequate inter-rater reliability (Griffin 
& Gonzalez, 1995; Shrout & Fleiss, 1979).

Provider Facilitations

The number of provider facilitations of patient con-
cerns ranged from 0–6 times per visit, with a mean of 1.9 
facilitations. A provider facilitation was defined as a ques-
tion from the provider regarding patient socioemotional 
concerns, ranging from general to specific questions (e.g., 
about the patient’s visits to a psychologist; a finding on the 
ESRA-C summary report). General questions included, 

Table 1. Demographic Characteristics

Subset (N = 31)
Original Data Set  

(N = 660a)

Characteristic
—

X     SD Range
—

X     SD Range

Age (years) 52.5 12.9 20–83 54.14 13.9 18–89

Characteristic n % n %

Gendera

 Male 12 39 326 55
 Female 19 61 264 45
Group
 1 (Control) 20 65 333 50
 2 (ESRA-C report) 11 35 327 50

a 660 patients completed ESRA-C in original data set, 590 on-treatment audio 
recordings were evaluable, and 70 audio recordings were not completed 
because of missing or faulty recordings.

ESRA-C—electronic self-report assessment–cancer
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“How are you doing?” and “How about other issues or 
concerns you want to cover today besides the shots?” 
General open-ended questions included, “Doing okay?” 
“Anything else?” and “Your mood?” Finally, specific ques-
tions included, “There was something concerning on your 
survey. Can you talk about it?” and “Do you feel like you 
are depressed?”

Patient Cues

The number of patient cues of socioemotional con-
cerns ranged from 0–13 cues per visit with a mean of 4.6 
cues per visit (see Table 2). Providers acknowledged 57% 
of patient cues of socioemotional concerns; however, 
they only explored 22% of these cues.

Patient cues of socioemotional concerns in the audio 
files ranged from subtle (Level 1) to overt (Level 3). For 
example, Level 1 clues included, “I’ve had a harder time 
with this one,” and, “I’m starting to get tired of everything 
going on.” More overt clues were coded as Level 2, and 
ranged from, “I think there’s some depression that comes 
with the disease, you know, living with it,” to, “I feel a little 
panicky; I just start worrying about things . . . I feel shaky 
. . . I just start getting worked up about things.” At least 6 
of the 30 patients could be heard crying during their visits 
(Level 3). The mean number of patient cues was similar 
in the two groups (Group 1:

 —
X = 4.7 cues per audio file,  

SD = 3.5; Group 2:
 —
X = 4.5 cues per audio file, SD = 3).

Provider Responses

The percentage of provider acknowledgments of pa-
tient cues was higher in Group 2 (62% of patient cues) 
than in Group 1 (55% of patient cues). The following is 
an example of cues acknowledged but not explored by 
the provider.

Patient: I’m gonna run out of luck is all I think. I have 
had a whole bunch of these [problems].

Provider: I know, I know. People get through it.
Patient: I’m not at my lowest, but I get a lot of the 

“hopeless, what’s the use” feeling.
Provider: Uh-huh.

Although providers in Group 2 were more apt to ac-
knowledge the patient cues, they were less likely to explore 
the concerns (i.e., ask open-ended questions, ask screening 
questions, and summarize patient concerns) (11% in Group 
2 versus 26% in Group 1) (see Table 3). The following is an 
example of cues acknowledged and explored.

 

Provider: Besides the diarrhea, is there anything spe-
cifically you have noticed that’s new?

Patient: I’ve always had mood swings, so I can’t tell 
if they are more severe or not.

Provider: Okay. But it’s definitely something you 
are noticing now? Are you feeling much more de-
pressed than usual?

The number of cues distanced from, considered a neg-
ative provider behavior in MIARS, was lower in Group 
2 (13%) compared with Group 1 (21%). An example of 
cues distanced from follows.

 

Patient: And I haven’t slept for three to four years.
Provider: And your cough?
Patient: Now the Lexapro® [Forest Laboratories], 

you know, I’ve been on the 10 mg and the Celexa® 
[Forest Laboratories] 40 mg. I really think I need to 
be on Lexapro® 20 mg. I think the Lexapro® 20 mg 
seems to be the best.

Provider: Okay . . . all right . . . [outside conversa-
tion]. Okay, we’ll make the switch then. I’ll give 
you oxycodone and Oxycontin® [Purdue Pharma].

Discussion
Although the ESRA-C summary report for providers 

is known to increase the frequency with which cancer 
symptoms and quality-of-life concerns are discussed 
during on-treatment visits in ambulatory cancer care 
centers (Berry et al., 2008), this analysis extends the 
authors’ understanding of the conversations that occur 
relevant to socioemotional cues. 

The summary report may have increased provider 
acknowledgment of socioemotional concerns during on-

cology visits. It also may be that 
the summary report improved 
providers’ overall responsiveness 
to patient cues as demonstrated 
by the higher provider scores 
for Group 2. In Uitterhoeve et 
al. (2007), verbal distancing by 
providers was seen in 48%–50% 
of responses to patient cues using 
MIARS to code patient-provider 
communication.

However, ESRA-C summary 
reports did not necessarily in-
crease provider exploration of 
patient socioemotional concerns, 

Table 2. Medical Interview Aural Rating Scale for Patient Cues  
and Healthcare Provider Cue-Responding Behaviors

Behavior Range
—

X     Median Mode SD

Patient cues 0–13 4.6 4 2 3.3
Provider facilitations 0–6 1.9 1 1 0.9
Patient cues acknowledged and explored 0–3 1 1 1 0.9
Patient cues acknowledged but not explored 0–7 2.6 2 2 1.9
Patient cues distanced from 0–5 0.8 1 – 1.2
Provider scorea –4–3 0.3 1 1 1.6

N = 30
a Provider score is positive behaviors (acknowledgment plus exploration) minus negative behaviors 
(distancing from patient cues) with higher scores indicative of more provider responsiveness to 
patient cues.
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even when provided with a prompt. The findings are 
similar to those in Uitterhoeve et al. (2007), in which 
nurse providers explored 32% of patient cues. As noted 
in the de Haes and Bensing (2009) model, responding 
to patient emotions is linked to specific end points: 
patient emotional adjustment and decreased psycho-
logical distress. To diminish distress, providers should 
acknowledge and explore patient cues to identify treat-
able issues. Communication skills that explore patient 
concerns may include supporting the patient, enhancing 
patient disclosure of concerns, or referral for further 
treatment and counseling. Clinician explorative skills 
are specifically addressed within the model as a neces-
sary endpoint in attaining the goal of patient emotional 
adjustment (de Haes & Bensing, 2009).

Limitations

The limitations of this study include a small sample 
size, limited age diversity, and more women than men 
in the sample. These factors all affect the ability to make 
generalizations of the results. The secondary analysis was 
not designed to test differences in the groups, and the 
resulting differences may have been by chance. However, 
the findings do suggest that additional study is warranted.

Implications for Nursing
Identifying the process and outcomes of patient-

provider communication has implications for healthcare 
provider education. It may be that the specific commu-
nication skills that are necessary to effectively respond 
to patients’ socioemotional concerns should be intro-
duced during educational preparation of healthcare 
providers or during continuing education for practicing 
clinicians. Patient disclosures of concerns often emerge 
spontaneously during routine healthcare encounters, as 
part of the human response to changes in health, par-
ticularly when patients have potentially life-threatening 
conditions. When healthcare providers are prepared in 
advance, these unexpected disclosures can be addressed 
and explored more fully without provider distancing 
behaviors that stop disclosure, redirect the conversation, 
or attempted to decrease situational discomfort.

Training in communication skills has been incorpo-
rated into fundamentals of nursing education and also 
integrated into postgraduate education for physicians, 
fellows (Back, Arnold, Talk, Baile, & Fryer-Edwards, 
2003), and practicing nurses (Kruijver et al., 2001; 
Wilkinson, Bailey, Aldridge, & Roberts, 1999). Integra-
tion of communication scripts has been used in medical 
education to develop clinical-reasoning skills (Charlin, 
Tardif, & Bozhuizen, 2000). A solution-focused training 
in communication skills has been studied with practic-
ing nurses, and improvement was noted in willing-
ness to communicate with challenging patients and 

decreased stress and feelings of inadequacy in nurses 
(Bowles, Mackintosh, & Torn, 2001).

One possible solution to integrating communication 
skills into educational preparation is to use simulation 
derived from the evidence of effective behaviors. The 
use of simulated patients for nursing education, such as 
SimMan®, has been widely integrated into modules that 
teach specific technical skills, particularly during clinical 
situations that require rapid decision making such as 
cardiac and respiratory failure. Cant and Cooper (2010) 
provide an overview of simulation exercises used in 
educational programs. These clinical scenarios often fo-
cus on the technical skills and not the human responses 
of the patient as part of the fuller biopsychosocial as-
sessment for changes in socioemotional functioning in 
potentially life-threatening situations.

Incorporating high-fidelity experiences (e.g., simu-
lation, role playing with simulated patients) during 
education requires incorporation of human responses 
as well as realistic physical changes. Many clinical situ-
ations are unpredictable and require critical thinking, 
time-sensitive action, and skilled task performance 
(Macedonia, Gherman, & Satin, 2003). Nurses require 

Table 3. Medical Interview Aural Rating Scale  
for Patient Cues and Healthcare Provider 
Responding Behaviors by Group 

Variable
Overall
(N = 30)

Group 1  
(n = 20)

Group 2 

(n = 10)

Patient cues
 

—
X     4.6 4.7 4.5

 SD 3.3 3.5 3
Provider facilitations
 

—
X     1.9 1.9 1.7

 SD 0.9 1.8 1.5
Patient cues acknowl-
edged and explored
 

—
X     1 1.2 0.5

 Ratio 1:4.6 1.2:4.7 0.5:4.5
 % 22 26 11
Patient cues acknowl-
edged but not explored
 

—
X     2.6 2.6 2.8

 Ratio 2.6:4.6 2.6:4.7 2.8:4.5
 % 57 55 62
Patient cues distanced 
from
 

—
X     0.8 1 0.6

 Ratio 0.8:4.6 1:4.7 0.6:4.5
 % 17 21 13
Provider score 0.3 0.4 1

Note. Ratio equals the mean number of provider behavior to 
the mean number of patient cues. Provider score equals positive 
behaviors (acknowledgment plus exploration) minus negative 
behaviors (distancing from patient cues). 

Note. Group 1 is control. Group 2 providers received an electronic 
self-report assessment–cancer summary report for use during the 
patient’s visit.
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a level of preparation for potential patient responses as 
well as their own emotional responses to often intense 
and stressful situations in oncology care. In addition, ad-
dressing nurses’ responses to patients’ concerns through 
education, reflection, and supportive mechanisms may 
enhance nurse retention and decrease turnover (Om-
dahl & O’Donnell, 1999). Ultimately, preparing nurses 
and other healthcare providers through interdisciplin-
ary education also may improve team communication 
(Haidet, Fecile, West, & Cayla, 2009).

Responding to a variety of expressions of socioemo-
tional concerns should be viewed as a component of all 
provider communication, not just that of mental health 
specialties. For example, patients with a cancer diagno-
sis expressing anxiety about long-term prognosis may 
require education, support, and ongoing mental health 
services to achieve an outcome of decreased anxiety 
and improved quality of life. Identifying reasons for the 
extent and cause of patients’ anxiety requires providers 
to use skilled communication to further explore and 
assess these concerns and provide the best response. 
Given the growing use of simulation in healthcare pro-
vider education, responses to these patient cues could 
be integrated more fully into education modules that 
use patient simulation. Learning these skills should be 
part of undergraduate education as well as continuing 
education for practicing clinicians. Through practice and 
reflection, the development of skills to not just acknowl-
edge but also explore patient concerns would increase 
provider confidence and improve the identification and 
treatment of issues. Although some patient distress may 
only require additional patient education to allay fears, 
other conditions (e.g., depression) may require addi-

tional assessment, referral for evaluation and therapy, 
or pharmacologic interventions.

Conclusions
Identifying and exploring cues of socioemotional con-

cerns from patients facing potentially life-threatening 
diseases, such as cancer, is an important component 
of quality care. This analysis suggests that providers 
use summaries highlighting patient-reported socio-
emotional concerns to verbally acknowledge patient 
disclosure. Lack of exploration of concerns and recom-
mended interventions to relieve distress indicate a need 
for provider education regarding communication skills 
to effectively address socioemotional concerns. Explor-
ing patterns of patient and provider communication 
is necessary to identify those provider behaviors that 
ultimately improve patient outcomes.

Lisa Kennedy Sheldon, PhD, APRN-BC, AOCNP®, is an assis-
tant professor at the University of Massachusetts–Boston, an 
oncology nurse practitioner at St. Joseph Hospital in Nashua, 
NH, and an associate of the Dana-Farber/Harvard Cancer Cen-
ter in Boston; Dany Hilaire, BS, RN, is a doctoral student at 
the University of Massachusetts–Boston; and Donna L. Berry, 
RN, PhD, AOCN®, FAAN, is the director of Cantor Center for 
Research in Nursing and Patient Care Services at Dana-Farber 
Cancer Institute and an associate professor in the Department 
of Medicine at Harvard Medical School. No financial relation-
ships to disclose. Mention of specific products and opinions 
related to those products do not indicate or imply endorsement 
by the Oncology Nursing Forum or the Oncology Nursing Soci-
ety. Kennedy Sheldon can be reached at lisa.kennedysheldon@
umb.edu, with copy to editor at ONFEditor@ons.org. (Submit-
ted February 2010. Accepted for publication May 25, 2010.)

Digital Object Identifier: 10.1188/11.ONF.369-375

Back, A.L., Arnold, R.M., Talk, J.A., Baile, W.F., & Fryer-Edwards, K.A. 
(2003). Teaching communication skills to medical oncology fellows. 
Journal of Clinical Oncology, 21, 2433–2436. doi: 10.1200/JCO.2003.09.073

Bensing, J., van Dulmen, S., & Tates, K. (2003). Communication in 
context: New directions in communication research. Patient Educa-
tion and Counseling, 50, 27–32.

Berry, D.L., Wilkie, D.J., Thomas, C.R., Jr., & Fortner, P. (2003). Clini-
cians communicating with patients experiencing cancer pain. Cancer 
Investigations, 21, 374–381. doi: 10.1081/CNV-120018228

Berry, D.L., Halpenny, B., Fann, J., Bush, N., Lober, W., Wolpin, S., . . . Mc-
Corkle, R. (2008). Electronic self-report assessment for cancer (ESRA-C): 
Results of a randomized clinical trial. Retrieved from http://www 
.asco.org/ascov2/Meetings/Abstracts?&vmview=abst_detail_view 
&confID=55&abstractID=33998

Bowles, N., Mackintosh, C., & Torn, A. (2001). Nurses’ communica-
tion skills: An evaluation of the impact of solution-focused com-
munication training. Journal of Advanced Nursing, 36, 347–354. doi: 
10.1046/j.1365-2648.2001.01979.x

Butow, P.N., Brown, R.F., Cogar, S., Tattersall, M.H., & Dunn, S.M. 
(2002). Oncologists’ reactions to cancer patients’ verbal cues. Psycho-
Oncology, 11, 47–58. doi: 10.1002/pon.556

Cant, R.P., & Cooper, S.J. (2010). Simulation-based learning in nurse 
education: A systematic review. Journal of Advanced Nursing, 66, 
3–15. doi: 10.1111/j.1365-2648.2009.05240.x

Charlin, B., Tardif, J., & Bozhuizen, H.P.A. (2000). Scripts and medical 

References
diagnostic knowledge: Theory and applications for clinical reason-
ing instruction and research. Academic Medicine, 75, 182–190. doi: 
10.1097/00001888-200002000-00020

de Haes, H., & Bensing, J. (2009). End points in communication 
research, proposing a framework of functions and outcomes. Pa-
tient Education and Counseling, 74, 287–294. doi: 10.1016/j.pec.2008 
.12.006

Doering, L.V., Moser, D.K., Riegel, B., McKinley, S., Davidson, P., 
Baker, H., . . . Dracup, K. (2009). Persistent comorbid symptoms 
of depression and anxiety predict mortality in heart disease. 
International Journal of Cardiology, 145, 188-192. doi:10.1016/j 
.ijcard2009.05.025

Fogarty, L.A., Curbow, B.A., Wingard, J.R., McDonnell, K., & Somer-
field, M.R. (1999). Can 40 seconds of compassion reduce patient 
anxiety? Journal of Clinical Oncology, 17, 371–379.

Griffin, D., & Gonzalez, R. (1995). Correlational analysis of dyad-level 
data in the exchangeable case. Psychological Bulletin, 118, 430–439. 
doi: 10.1037/0033-2909.118.3.430

Haidet, P., Fecile, M.L., West, H.F., & Cayla, R.T. (2009). Reconsidering 
the team concept: Educational implications for patient-centered 
cancer care. Patient Education and Counseling, 77, 450–455. doi: 
10.1016/j.pec.2009.09.020

Heaven, C. (2001). The role of clinical supervision in communication skills 
training. Unpublished doctoral thesis, University of Manchester, 
England.

D
ow

nl
oa

de
d 

on
 0

6-
30

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



Oncology Nursing Forum • Vol. 38, No. 3, May 2011 375

Heaven, C.M., & Green, C. (2001). Medical Interview Aural Rating Scale. 
Manchester, England: Psychological Medical Group, Christie Hos-
pital, Stanley House. 

Heaven, C.M., & Maguire, P. (1996). Training hospice nurses to 
elicit patient concerns. Journal of Advanced Nursing, 23, 280–286. doi: 
10.1111/j.1365-2648.1996.tb02668.x

Hulsman, R.L. (2009). Shifting goals in medical communication: 
Determinants of goal detection and response formation. Patient 
Education and Counseling, 74, 302–308. doi: 10.1016/j.pec.2008.12.001

Iwamitsu, Y., Shimoda, K., Abe, H., Okawa, M., & Buck, R. (2005). 
The relation between negative emotional expression and emotional 
distress in breast cancer diagnosis and treatment. Health Communica-
tion, 18, 201–215. doi: 10.1207/s15327027hc1803_1

Kruijver, I.P.M., Kerkstra, A., Kerssens, J.J., Holtkamp, C.C.M., Bens-
ing, J.M., & van de Wiel, H.B.M. (2001). Communication between 
nurses and simulated patient with cancer: Evaluation of a cancer 
training programme. European Journal of Oncology Nursing, 5(3), 
140–150. doi: 10.1054/ejon.2001.0139

Macedonia, C.R., Gherman, R.B., & Satin, A.J. (2003). Simulation labo-
ratories for training in obstetrics and gynecology. American College 
of Obstetrics and Gynecology, 102, 388–391.

Maguire, P., Faulkner, A., Booth, K., Elliott, C., & Hillier, V. (1996). 
Helping cancer patients disclose their concerns. European Journal of 
Cancer, 32A(1), 78–81. doi: 10.1016/0959-8049(95)00527-7

Omdahl, B.L., & O’Donnell, C. (1999). Emotional contagion, empa-
thetic concern, and communicative responsiveness as variables 
affecting nurses’ stress and occupational commitment. Journal of 
Advanced Nursing, 29, 1351–1359. 

Shrout, P.E., & Fleiss, J.L. (1979). Intraclass correlations: Uses in 
assessing rater reliability. Psychological Bulletin, 2, 420–428. doi: 
10.1037/0033-2909.86.2.420

Stiles, W.B., Shuster, P.L., & Harrigan, J.A. (1992). Disclosure and 
anxiety: A test of the fever model. Journal of Personality and Social 
Psychology, 63, 980–988. doi: 10.1037/0022-3514.63.6.980

Street, R.L., Makoul, G., Arora, N.K., & Epstein, R.M. (2009). How 
does communication heal? Pathways linking clinician-patient com-
munication to health outcomes. Patient Education and Counseling, 74, 
295–301. doi: 10.1016/j.pec.2008.11.015

 Trask, P.C. (2004). Assessment of depression in cancer patients. Journal 
of the National Cancer Institute. Monographs, 32, 80–92. doi: 10.1093/
jncimonographs/lgh013

Uitterhoeve, R., de Leeuw, J., Bensing, J., Heaven, C., Borm, G., deMul-
der, P., & van Achetrberg, T. (2007). Cue-responding behaviors of 
oncology nurses in video-simulated interviews. Journal of Advanced 
Nursing, 61, 71–80.

Wilkinson, S. (1991). Factors which influence how nurses communicate 
with cancer patients. Journal of Advanced Nursing, 16, 677–688. doi: 
10.1111/j.1365-2648.1991.tb01726.x

Wilkinson, S., Bailey, K., Aldridge, J., & Roberts, A. (1999). A longitu-
dinal evaluation of a communication skills programme. Palliative 
Medicine, 13, 341–348. doi: 10.1191/026921699672159169

Zachariae, R., Pederson, C.G., Jensen, A.B., Ehrnrooth, E., Rossen, P.B., 
& Von Der, M.H. (2003). Association of perceived physician com-
munication style with patient satisfaction, distress, cancer-related 
self-efficacy, and perceived control over the disease. British Journal 
of Cancer, 88, 658–665. doi: 10.1038/sj.bjc.6600798

D
ow

nl
oa

de
d 

on
 0

6-
30

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.


