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• Intervention:	Oncotalk,	a	4-day	workshop	emphasizing	skills	practice	with	simulated	patients	

and	reflective	discussions.	The	workshop	taught	cognitive	road	maps	for	giving	bad	news	and	
discussing	transitions	to	palliative	care.		
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• Measures:	Pre-	and	post-intervention	standardized	patient	encounters	were	recorded	and	

analyzed	for	communication	skills	in	delivering	bad	news,	responding	to	emotional	cues,	general	
communication	skills	and	discussing	patient	treatment	preferences.	
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§ Naming	emotion	(42.1%	vs.	31.7%)	
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• Study	Design:	Uncontrolled,	before-after	study	
• Participants:	9	first-year	Palliative	Medicine	and	Geriatrics	fellows		
• Intervention:	2-day	Geritalk	workshop	consisting	of	didactic	presentations	and	demonstrations,	

small-group	communication	skills	practice	with	simulated	patients,	and	future	skills	practice	
commitment.	Topics	included	basic	communication	skills,	giving	bad	news,	negotiating	goals	of	
care,	and	forgoing	life-sustaining	treatment.	

• Measures:	Pre-	and	post-intervention	patient	conversations	were	directly	observed	and	scored	
using	the	Family	Meeting	Communication	Assessment	Tool.	
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• Study	Design:	Randomized	controlled	trial		
• Participants:	48	medical,	gynecologic	and	radiation	oncologists,	264	patients	with	advanced	

cancer	
• Intervention:	Interactive,	CD-ROM	communication	skills	training	program.	Program	consisted	of	

5	modules,	each	focused	on	skill	introduction,	demonstration,	and	tailored	feedback	based	on	
each	oncologists’	previously	recorded	patient	conversations.	



	

Compiled	by	Dana	Farber	Cancer	Institute	in	association	with	VitalTalk																																																					2019															

	
• Measures:	Pre-	and	post-intervention	patient	visits	were	recorded	and	analyzed	for	empathic	

statements	and	responses	to	empathic	opportunities	(NURSE).	One	week	after	their	visit,	
patients	completed	a	telephone	survey	evaluating	their	oncologist	regarding	trust,	perceived	
empathy,	therapeutic	alliance,	and	perceived	knowledge	of	patient.	

• Results:		
o Compared	to	control,	oncologists	in	the	intervention	group	showed	an	increase	in:	

§ Empathic	statements	(relative	risk	=	1.9)	
§ Likelihood	to	respond	to	negative	emotions	empathically	(odds	ratio	=	2.1)	
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• Study	Design:	Cluster	randomized	controlled	trial	
• Participants:	38	medical	oncologists	and	265	patients	with	advanced	nonhematologic	cancer	
• Intervention:	1)	2-session,	individualized	communication	training	consisting	of	in-office	training	

using	a	brief	video	and	feedback	from	simulated	patients.	2)	1-hour	patient/caregiver	coaching	
session	incorporating	a	question	prompt	list.	Interventions	focused	on	patient	engagement,	
responding	to	emotion	and	informing	patients	about	prognosis	and	treatment	options.	

• Measures:	First	oncologist	visit	after	training	(intervention)	or	study	enrollment	(control)	were	
recorded	and	analyzed	using	communication	skills	checklists	(APPC,	Verona	VR-CoDES,	PTCC	
Informing	subscale,	PTCC	Balanced	Framing	subscale)	

• Results:	
o Compared	to	control,	intervention	group	showed	significant	increase	in:		

§ Engaging	statements	(44%	increase)	
§ Responses	to	emotion	(71%	increase)	
§ Statements	regarding	prognosis	and	treatment	choices	(38%	increase)	
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Improves	Patient	Satisfaction.	J	Gen	Intern	Med.	2016;	31(7):	755-61.	
• Study	Design:	Observational	study	
• Participants:	3488	physicians	
• Intervention:	8-hour	block	of	interactive	didactics,	live	or	video	skill	demonstrations	and	small	

group	and	large	group	skills	practice	sessions	using	a	relationship-centered	model	
• Measures:	Physicians	completed	pre-	and	post-intervention	self-assessments	of	communication	

skills,	knowledge	and	attitudes,	Jefferson	Scale	of	Empathy	(JSE),	Maslach	Burnout	Inventory	
(MBI),	and	post-course	satisfaction.	Patient-rated	care	experience	was	assessed	six	months	pre-	
and	post-	course	using	HCAHPS	(in-patient	care)	and	CGCAHPS	(provider-specific).	

• Results:		
o Compared	to	control,	intervention	group	showed	significant	improvement	in:	

§ CGCAHPS	scores	(92.09	vs	91.09),	specifically	in	conveying	clear	
information	and	understanding	patient’s	medical	history	

§ Respect	domain	of	HCAHPS	(91.09	vs.	88.79)	
o Physicians	participating	in	intervention	showed	an	improvement	in:	

§ Self-efficacy	
§ Empathy		
§ Burnout,	including	all	three	domains:	emotional	exhaustion,	

depersonalization	and	personal	achievement	
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Communication	with	Families	in	the	Intensive	Care	Unit:	Resident	and	Family	Outcomes.		
Ann	Am	Thorac	Soc.	2016;13(4):512-21.	

• Study	Design:	Prospective	interventional	study	
• Participants:	149	internal	medicine	residents	and	237	family	members	of	critically	ill	patients	
• Intervention:	Weekly	communication	training	program	(4	hours	total)	during	ICU	rotation,	

including	interactive	discussion	and	role	play	with	immediate	feedback	from	simulated	family	
members.		

• Measures:	Family	members	who	met	with	residents	completed	a	survey	or	interview	evaluating	
their	care	experience.	Residents	attending	none	or	one	of	the	sessions	were	compared	with	
those	who	attended	two	or	three	of	the	sessions.	

• Results:	
o Compared	to	residents	who	completed	one	or	no	sessions,	those	who	completed	two	or	
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19. Sullivan	AM,	Lakoma	MD,	Billings	JA,	Peters	AS,	Block	SD.	Teaching	and	Learning	End-of-Life	
Care:	Evaluation	of	a	Faculty	Development	Program	in	Palliative	Care.	Academic	Medicine.	
2005;80(7):657-668.			

• Study	Design:	Uncontrolled,	before-after	study	
• Participants:	149	medical	professionals	(MD,	RN,	NP,	PhD,	MSW)		
• Intervention:	Two	1-week,	full-time	on-site	sessions	separated	by	six	months	that	included	an	

interim	distance-learning	component.	Sessions	focused	on	fundamental	clinical	and	educational	
aspects	of	palliative	care,	experiential	learning	in	clinical	and	teaching	skills,	and	end-of-life	
communication	skills.	

• Measures:	Surveys	from	3	time	points	(pre-session	1,	post-session	1,	post-session	2)	assessed	
physicians	self-rated	skills		

• Results:	
o Statistically	significant	improvements	with	large	effect	sizes	on	nearly	all	measures	(0.7–

1.8-point	increase	on	a	5-point	scale)		
o Compared	to	baseline,	self-rated	preparation	increased	for:	

§ Providing	end-of-life	care	(3.0	to	4.2	on	a	5-point	scale)		
§ Teaching	end-of-life	care	(2.6	to	4.3	on	a	5-point	scale)	

		
20. Arnold	RM,	Back	AL,	Barnato	AE,	et	al.	The	Critical	Care	Communication	project:	Improving	

fellows’	communication	skills.	Journal	of	Critical	Care.	2015;30(2):250-254.	
• Study	Design:	Uncontrolled	before-after	study	
• Participants:	38	pulmonary	and	critical	care	fellows		
• Intervention:	3-day	communication	skills	workshop	involving	brief	didactic	talks,	faculty	

demonstration	of	skills	and	faculty-supervised	small	group	skills	practice	with	simulated	families	
• Measures:	Participants	rated	their	skill	levels	via	pre-post	survey	in	11	core	communication	

tasks	using	a	5-point	Likert	scale	
• Results:		

o Participants	reported	improvement	in	all	11	communication	skills,	but	not	in	treating	
pain,	a	competency	not	addressed	in	the	workshop	that	was	used	as	an	assessment	of	
reporting	bias		

o 95%	of	participants	reported	improvement	in	at	least	1	skill	
	

21. Fallowfield	L,	Jenkins	V,	Farewell	V,	Solis-Trapala	I.	Enduring	impact	of	communication	skills	
training:	results	of	a	12-month	follow-up.	British	Journal	of	Cancer.	2003;89(8):1445-1449.	
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• Study	Design:	Follow-up	study		
• Participants:	74	of	original	80	doctors	randomized	to	communication	skills	training	course	
• Measures:	Assessment	period	consisting	of	6-10	videotaped	patient	consultations	occurring	12	

months	after	previous	assessment	(3	months	post-course).	Consultations	were	then	analyzed	
using	the	medical	intervention	process	system	(MIPS)	to	categorize	utterances	into	content	
categories	and	modes	of	exchange.	

• Results:		
o 15	months	post-course,	intervention	participants	continued	to:	

§ Respond	appropriately	to	patient-led	cues	(58%	at	3	months,	54%	at	12	months)	
§ Ask	significantly	more	focused	(4.79	at	3	months	vs	4.63	at	12	months),	focused	

and	open	(6.47	vs.	6.2)	and	leading	(1.22	vs	1.09)	questions	
			

22. Detering	KM,	Hancock	AD,	Reade	MC,	Silvester	W.	The	impact	of	advance	care	planning	on	end	
of	life	care	in	elderly	patients:	randomised	controlled	trial.	BMJ.	2010;340:c1345.	

• Study	Design:	Randomized	controlled	trial		
• Participants:	309	inpatients	aged	80+	
• Intervention:	Usual	care	plus	facilitated	advanced	care	planning.	A	trained	advance	care	

planning	facilitator	(nurse	or	allied	health	worker),	in	collaboration	with	doctors,	helped	patients	
reflect	on	goals,	values,	beliefs	and	discuss/document	future	choices	regarding	treatment.		

• Measures:	Compliance	was	determined	by	medical	records	of	deceased	patients	and	family-
reported	quality	of	end-of-life	care	questionnaire.	Families	also	completed	a	5-question	survey	
on	patient	satisfaction	and	the	impact	of	patient's	death	on	relatives	(Impact	of	Events	Scale,	
Hospital	Anxiety	and	Depression	Scale)	

• Results:	
o Compared	to	control,	in	the	intervention	group:		

§ End-of-life	wishes	were	more	likely	to	be	known	and	followed	in	(86%	vs	30%)	
§ Patient	and	family	satisfaction	was	significantly	higher	(94%	vs	65.5%	of	patients	

were	very	satisfied)		
§ Family	members	of	patients	reported	less	symptoms	of	post-traumatic	stress,	

depression,	and	anxiety		
		

23. Mack	JW,	Weeks	JC,	Wright	AA,	Block	SD,	Prigerson	HG.	End-of-Life	Discussions,	Goal	
Attainment,	and	Distress	at	the	End	of	Life:	Predictors	and	Outcomes	of	Receipt	of	Care	
Consistent	With	Preferences.	Journal	of	Clinical	Oncology.	2010;28(7):1203-1208.	

• Study	Design:	Longitudinal	multi-institutional	cohort	study	
• Participants:	325	patients	with	advanced	cancer	
• Measures:	Measured	baseline	preferences	(life-extending	vs.	symptom-directed	care)	and	

actual	end-of-life	care	received.	Also	measured	patient-reported	end-of-life	discussions	and	
caregiver-reported	patient	quality	of	life.	

• Results:	
o Patients	who	discussed	EOL	care	with	a	physician	were	more	likely	to	receive	care	that	

was	consistent	with	their	preferences,	both	in	the	full	sample	(odds	ratio	=	2.26)	and	
among	patients	that	were	aware	they	were	terminally	ill	(odds	ratio	=	3.94)	

o Physical	distress	was	lower	among	patients	who	desired	and	received	no	life-extending	
measures		

		
24. Wright	AA.	Associations	Between	End-of-Life	Discussions,	Patient	Mental	Health,	Medical	Care	

Near	Death,	and	Caregiver	Bereavement	Adjustment.	JAMA.	2008;300(14):1665.	
• Study	Design:	Multisite	longitudinal	cohort	study	
• Participants:	332	patients	with	advanced	cancer	and	their	informal	caregivers	
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• Measures:	Patients	conducted	baseline	interviews	assessing	occurrence	of	end-of-life	

discussions,	treatment	preferences,	advance	care	planning,	and	patient-physician	relationship.	
Caregivers	were	interviewed	following	patient	death	to	assess	quality	of	patient's	death/last	
week	of	life.	Aggressive	medical	care	and	hospice	in	final	week	of	life	were	reviewed	using	
electronic	medical	record.		

• Results:	
o 37%	of	patients	reported	end-of-life	discussions	
o End-of-life	discussions	were	associated	with:	

§ Lower	rates	of	aggressive	care	measures	(ventilation	=	1.6%	vs	11%,	
resuscitation	=	0.8%	vs.	6.7%,	ICU	admission	=	4.1%	vs.	12.4%)	

§ Less	aggressive	care	was	associated	with	better	patient	quality	of	life	
o Earlier	hospice	enrollment	(65.6%	vs.	44.5%)		

§ Longer	hospice	stays	were	associated	with	better	QOL	(6.9	vs.	5.6	out	of	10)	
o Better	patient	quality	of	life	was	associated	with	better	caregiver	quality	of	life		

	
25. Mack	JW,	Cronin	A,	Keating	NL,	et	al.	Associations	Between	End-of-Life	Discussion	

Characteristics	and	Care	Received	Near	Death:	A	Prospective	Cohort	Study.	Journal	of	Clinical	
Oncology.	2012;30(35):4387-4395.		

• Study	Design:	Longitudinal	cohort	study	
• Participants:	1231	patients	with	stage	4	lung	or	colorectal	cancer	who	died	within	the	15-month	

study	period	but	survived	at	least	1	month	
• Measures:	Patients	were	interviewed	at	baseline	(4	to	6	months	after	diagnosis)	to	assess	if	they	

had	an	end-of-life	discussion	with	their	physician.	Medical	records	were	reviewed	for	end-of-life	
discussions	and	end-of-life	care	measures.	

• Results:	
o Patients	who	had	EOL	discussions	with	physicians	before	the	last	30	days	of	life	were:	

§ Less	likely	to	receive	aggressive	care		
§ More	likely	and	earlier	to	receive	hospice	care	

		
	

26. Gade	G,	Venohr	I,	Conner	D,	et	al.	Impact	of	an	Inpatient	Palliative	Care	Team:	A	Randomized	
Controlled	Trial.	Journal	of	Palliative	Medicine.	2008;11(2):180-190.	

• Study	Design:	Multicenter,	randomized	controlled	trial	
• Participants:	517	patients	with	life-limiting	illness	
• Intervention:	Team	consisting	of	physician,	nurse,	social	worker	and	chaplain	first	assessed	

patients’	needs	for	symptom	management,	psychosocial	and	spiritual	support,	end-of-life	
planning	and	post-hospital	care.	Team	then	met	with	family	to	discuss	plans	and	form	AD.	Team	
finally	created	care	plan,	documented	it	in	EMR,	and	provided	consultation	to	attendings.		

• Measures:	Survey	upon	study	enrollment	and	within	2	weeks	following	discharge.	Patient	
questionnaires	assessed	quality	of	life,	emotional/spiritual	support,	patient	care	experience,	
provider	communication.	Tracked	hospice	utilization	and	computed	total	health	care	costs.	

• Results:	
o Compared	to	control,	the	intervention	group	reported:		

§ Higher	scores	on	Care	Experience	scale	(6.9	vs.	6.6	out	of	10)		
§ Higher	scores	on	Providers	Communication	scale	(8.3	vs	7.5	out	of	10)	
§ Longer	median	hospice	stays	(24	days	vs.	12	days)	
§ 6-month	cost	savings	of	$4855	per	patient	
§ Fewer	ICU	stays	on	hospital	readmission	(12	vs.	21)	

	
27. Temel	JS,	Greer	JA,	Muzikansky	A,	et	al.	Early	palliative	care	for	patients	with	metastatic	non-

small-cell	lung	cancer.	The	New	England	Journal	of	Medicine.	2010;363(8):733-742.	
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• Study	Design:	Randomized	controlled	trial	
• Participants:	107	patients	with	newly	diagnosed	metastatic	non-small-cell	lung	cancer	
• Intervention:	Palliative	care	integrated	with	standard	oncologic	care.	Patients	had	a	meeting	

with	a	palliative	care	physician	and	advanced-practice	nurse	within	3	weeks	of	enrollment.	
Meeting	focused	on	symptom	management,	goals	of	care	and	assistance	with	decision	making	
regarding	treatment.	Additional	visits	were	available	at	the	discretion	of	the	patient.	

• Measures:	Quality	of	life	(FACT-L	scale)	and	mood	(Hospital	Anxiety	and	Depression	Scale)	were	
assessed	at	baseline	and	12	weeks.	Data	on	end-of-life	care	were	collected	from	EMR.	

• Results:		
o Compared	to	control,	the	intervention	group	had:	

§ Better	quality	of	life	(98	vs.	91.5	out	of	136)	
§ Longer	median	survival	(11.6	months	vs.	8.9	months)	
§ Fewer	depressive	symptoms	(16%	vs.	38%	of	patients)	
§ Lower	likelihood	to	receive	aggressive	care	(33%	vs.	54%)	

	
28. Bakitas	M,	Lyons	KD,	Hegel	MT,	et	al.	Effects	of	a	Palliative	Care	Intervention	on	Clinical	

Outcomes	in	Patients	With	Advanced	Cancer.	JAMA.	2009;302(7):741.	
• Study	Design:	Randomized	controlled	trial	
• Participants:	322	patients	with	advanced	cancer		
• Intervention:	Multi-component	palliative	care	intervention	conducted	by	advanced	practice	

nurse.	Consisted	of	4	weekly	education	sessions	and	monthly	follow-up	focused	on	problem	
solving,	communication,	symptom	management,	and	advance	care	planning.	Participants	were	
also	invited	to	participate	in	group	medical	appointments	with	a	palliative	care	physician	for	
more	in	depth	discussion.		

• Measures:	Quality	of	life	(FACIT-Pal),	symptom	intensity	(Edmonton	Symptom	Assessment	
Scale),	and	depressive	symptoms	(Center	for	Epidemiological	Studies-Depression)	were	assessed	
at	baseline,	1	month	and	every	3	months	until	death	or	study	completion		

• Results:		
o Compared	to	control,	patients	assigned	to	intervention	reported:		

§ Better	quality	of	life	(treatment	effect	for	all	patients	=	4.6,	patients	who	died	=	
8.6)	

§ Lower	symptom	intensity	(all	patients	=	-27.8,	patients	who	died	=	-24.2)	
§ Fewer	depressive	symptoms	(all	patients	=	-1.8,	patients	who	died	=	-2.7)	

		
29. Rogers	JG,	Patel	CB,	Mentz	RJ,	et	al.	The	Palliative	Care	in	Heart	Failure:	(PAL-HF)	Randomized,	

Controlled	Clinical	Trial.	Journal	of	the	American	College	of	Cardiology.	2017;70(3):331-341.	
• Study	Design:	Randomized	controlled	trial	
• Participants:	150	patients	with	advanced	heart	failure		
• Intervention:	Usual	care	plus	palliative	care	intervention.	Goals	of	care	were	assessed	using	

VitalTalk	method,	and	nurse	practitioner	and	physician	coordinated	with	clinical	cardiology	team	
to	manage	symptom	amelioration	and	goals	of	care	

• Measures:	Two	quality	of	life	measurements	(KCCQ,	FACIT-Pal),	depression	and	anxiety	
(Hospital	Anxiety	and	Depression	Scale),	and	spiritual	wellbeing	(FACIT-Sp)	assessed	at	6	months	

• Results:	
o Compared	to	control,	intervention	patients	reported:	

§ Greater	improvement	in	quality	of	life	(KCCQ	=	9.49-point	difference	on	a	100-
point	scale,	FACIT-Pal	=	11.77-point	difference	on	a	184-point	scale)	

§ Lower	rates	of	depression	(-1.94	points	on	a	21-point	scale)	and	anxiety	(-1.83	
points	on	a	21-point	scale)	

§ Improved	spiritual	wellbeing	(3.98	points	on	a	48-point	scale)		




