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Abstract

Background: Anxiety and depression screening and management in cancer settings occurs inconsistently in Aus-
tralia. We developed a clinical pathway (ADAPT CP) to promote standardized assessment and response to affected
patients and enhance uptake of psychosocial interventions. Health professional education is a common strategy
utilised to support implementation of practice change interventions. We developed an interactive on-line education
program to support staff communication and confidence with anxiety/depression screening and referral prior to the
ADAPT CP being implemented in 12 oncology services participating in the ADAPT CP cluster randomised controlled
trial (CRCT). The aim of this research was to assess acceptability and uptake of the education program.

Patient Involvement: Although the wider ADAPT Program included patient consumers on the Steering Committee,
in the context of this research consumer engagement included health professionals working in oncology. These con-
sumers contributed to resource development.

Methods: Development was informed by oncology and communication literature. The five online modules were
pilot tested with 12 oncology nurses who participated in standardised medical simulations. Acceptability and uptake
were assessed across the 12 Oncology services participating in the ADAPT CRCT.

Results: During pilot testing the online training was reported to be acceptable and overall communication and
confidence improved for all participants post training. However, during the ADAPT CRCT uptake was low (7%; n =20).
Although those who accessed the training reported it to be valuable, competing demands and the online format
reportedly limited HPs' capacity and willingness to undertake training.
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effectiveness of training interventions.

7).

implementation, Oncology

Conclusions: This interactive on-line training provides strategies and communication skills for front-line staff to
guide important conversations about psychosocial screening and referral. Building workforce skills, knowledge and
confidence is crucial for the successful implementation of practice change interventions. However, despite being
acceptable during pilot testing, low uptake in real world settings highlights that organisational support and incentivi-
sation for frontline staff to undertake training are critical for wider engagement. A multimodal approach to delivery
of training to cater for staff preferences for face to face and/or online training may maximise uptake and increase

Trial registration: Pilot study ACTRN12616001490460 (27/10/2016). ADAPT RCT ACTRN12617000411347(22/03/201
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Introduction

Clinically significant levels of psychological morbidity
are reported in up to a third of all cancer patients [1].
Prevalence estimates for major depression (15%), minor
depression or dysthymia (22%) and anxiety (10.3%) are
also higher in cancer patients than those in the general
population [2—-4]. Inadequate treatment of anxiety and
depression results in poorer cancer outcomes, lower
quality of life and higher health service use [5-10]. There
is a large evidence-base demonstrating psychological
therapies, combined with medication where appropri-
ate, are effective in improving outcomes of patients with
anxiety and depression [11-13]. However, symptoms of
anxiety and depression are often undetected and under-
treated. This occurs because oncology health profession-
als may not recognise the symptoms, normalise patients’
distress or attribute psychological symptoms to cancer
[14]. Patients are often not asked about their emotional
distress and few patients volunteer this information dur-
ing consultations, as they perceive it is not the role of
medical staff to address emotional concerns, and some
patients may decline referral or treatment for anxiety and
depression [15-17].

To overcome these barriers and in recognition that
psychosocial care is integral to cancer care, routine dis-
tress screening using validated screening measures is
internationally endorsed [18]. The Psycho-oncology
Co-operative Research Group (PoCoG) developed an
evidence-based clinical pathway for the identification
and management of anxiety and depression in adult
cancer patients (ADAPT CP) [19]. The pathway, devel-
oped through synthesis of the current evidence and wide
stakeholder consensus [20], provides recommendations
to guide evidence-based practice using a stepped care
model and outlines the roles and responsibilities of the
clinical staff in identifying and managing anxiety and
depression [19].

Common barriers reported by health professionals to
initiating discussions about emotional concerns include

perceived lack of time, insufficient training and lack of
confidence [21, 22]. Therefore resources to support effec-
tive communication with patients to encourage anxiety/
depression screening and referral, are critical to support
implementation of the pathway into routine clinical prac-
tice. The aims of this research were to: (1) develop and
then assess acceptability of an interactive on-line educa-
tion program to support communication and increase
confidence with anxiety/ depression screening and refer-
ral; and (2) assess the uptake of the training as a resource
to support the implementation of the ADAPT CP across
12 Oncology services participating in the ADAPT Clus-
ter randomised controlled trial (CRCT).

The CRCT evaluated the strategies required to achieve
adherence to the recommendations of the ADAPT CP in
routine clinical practice. The training modules formed
part of a suite of resources that also included the ADAPT
Portal (an online integrated pathway management system
that tailored the ADAPT CP to local staff needs), patient
education materials, and iCanADAPT, an online self-
directed treatment program for patients. The resources
were developed in response to a barrier analysis con-
ducted to support implementation of the ADAPT CP
[23].

Methods

Stage 1 development of the online training content using
an iterative design methodology

A multidisciplinary expert advisory group (n=7) with
specialist clinical and research expertise in oncology,
psycho-oncology, medical education, and communica-
tion was established to develop the content of the train-
ing program. Educational content was informed by a
review of the oncology, nursing and communication
literature and incorporated evidence-based recommen-
dations as outlined in the ADAPT CP [19]. Training
modules were developed using adult learning principles.
To support face validity and modelling, video examples
of clinical scenarios, peer to peer education and clinician
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perspectives were incorporated. To reinforce knowl-
edge acquisition, self -reflective and evaluation exercises
spaced throughout the training were included. Down-
loadable resources were included for future reference.

The communication components were developed
based on the principles outlined in the Memorial Sloan—
Kettering Comskil model [24]. Development of the train-
ing followed an iterative research methodology. The final
training package comprised five modules. (Supplemen-
tary Table 1 summarises content of each module). The
research team worked with web-designers at eviQ Educa-
tion of the Cancer Institute NSW, a government initiative
to provide on-line learning resources to oncology staff
across Australia. The modules were hosted on the eviQ
online training website.

Evaluation of the program was based on the Kirkpat-
rick model to evaluate the effectiveness of training [25].
The Kirkpatrick model is comprised of four levels that
measure (1) the reaction of the participants (acceptabil-
ity), (2) their learning (demonstration of skills and self
-reported confidence), (3) their behaviour (uptake), and
(4), impact on patient outcomes, although the last pillar
was not evaluated as part of this research.

Stage 2: pilot-testing of the on-line training — pre-post
simulation study

Design

This was a pre-post training simulation study in which
nurses completed questionnaires and a videoed encoun-
ter with an analogue patient before and immediately after
completing training, followed by an interview to obtain
their feedback.

Participants

Oncology nurses from two metropolitan hospitals in
Sydney, Australia were invited to participate. Nurses self-
selected after a presentation to the oncology nursing staff
at each hospital. Written consent was obtained for all
participants. This study received human research ethical
approval (HREC/16/SVH/243).

Procedures

After providing written informed consent, participants
completed the pre-training confidence questionnaire
(described below). They were then asked to conduct an
interaction with an analogue patient in a room set up as a
clinic waiting room. Participants were informed that the
duration of each simulated interaction was a maximum
of 10-min, reflecting the time-limited nature of consul-
tations. All participants participated in three scenarios
(described below). After the pre-training simulation,
participants were emailed a link to the on-line training
and were given 3 weeks to complete the five modules.
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Participants then completed a post-training confidence
and acceptability questionnaire and participated in
three interactions. The interactions were video-recorded
to facilitate their analysis. Immediately on completion
of the post-training simulation session, participants
were invited to participate in a face to face qualitative
interview.

Medical scenarios and training of actors

Six medical scenarios were developed for the pre-post
study. Cases involved cancer patients in active treat-
ment attending a clinic appointment. The analogue
patients displayed symptoms consistent with either anxi-
ety or depression. The role of the nurse was to either (1)
introduce routine screening, (2) make a referral for psy-
chological assessment and ongoing management or (3)
negotiate a referral with a patient who is reluctant to
engage with psycho-oncology services. Six professional
actors trained in medical simulation were given detailed
dramaturgical instruction regarding their scenario. The
order of presentation of the cases was randomly assigned
for each nurse to reduce any order effects.

Measures
Demographic and nursing practice characteristics were
collected to determine sample characteristics.

Acceptability Post-training, participants were asked to
rate their level of agreement on a 4-item 5-point Likert
scale from strongly disagree (0) to strongly agree (5) with
a series of statements related to whether the information
provided, and skills taught were practical and useful, the
course prompted reflection on current communication,
and the module format and length were appropriate.

Communication This was assessed from videoed sce-
narios using a standardised analysis framework devel-
oped by the researchers and based on the Comskil model
and the communication goals of each of the three sce-
narios. The scoring assessment was based on the number
of individual strategies and tasks outlined in the train-
ing. Each communication task was rated from 1 (not dis-
cussed) to 4 (fully discussed) and a total score for each
interaction type was calculated with possible scores rang-
ing from a minimum of 18 to maximum of 72 for screen-
ing, 22-88 for referral and 20-80 for negotiating a refer-
ral with a reluctant patient, with higher scores indicating
better communication. Three trained coders blinded to
timing of video-recording (i.e., pre or post training) inde-
pendently coded the interactions (n="72; 12 nurses). The
coders underwent structured training and practiced cod-
ing until coding could be reliably applied. Inter-rated reli-
ability based on Cohen’s kappa was also calculated.
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Confidence Pre-training confidence in identifying anxi-
ety and depression, discussing anxiety and depression
with patients, making a referral, and dealing with patients
who are reluctant to take up referral, was assessed using
a study-specific questionnaire (see Table 2). On the
5-item questionnaire, confidence was rated on a 5-point
Likert scale from not very confident (0) to very confident
(5), resulting in a maximum score of 20. Higher scores
reflected greater confidence. Post-training, the same
items were assessed, plus an additional item: confidence
applying the anxiety and depression clinical pathway
locally, scored as above.

Qualitative interviews Immediately post training the
nurses participated in a qualitative interview to explore
their views about the training. The semi-structured inter-
view schedule explored aspects of the training that par-
ticipants found individually useful (or not), perceived
usefulness of the training to clinical practice and general
feedback on content and format.

Data analysis

Demographic and practice characteristics as well as
training acceptability were summarised descriptively
using SPSS (version 20; Chicago, Illinois). Within-group
effect sizes (Hedges g) were calculated to measure effect
size for the pre to post-training change. Interviews were
recorded and transcribed verbatim. Thematic analysis
was conducted using a content analysis approach [26].
The data were independently coded by two researchers to
identify common themes.

Stage 3: real world acceptability — uptake into clinical
practice

The training modules were incorporated as a resource
in the ADAPT CRCT and hosted on the Cancer Insti-
tute New South Wales EviQ website. Access was pro-
vided to health professionals at each site participating
in the ADAPT CRCT. The ADAPT CRCT received
Human Research Ethics approval (X16-0378 HREC/16/
RPAH/522).

Participants

Twelve cancer services (7 urban and 5 regional) partici-
pated in the CRCT, which implemented and operation-
alised the ADAPT CP using an online portal (ADAPT
Portal). Descriptive details of the cancer services are
provided in Table 1. All health professionals within can-
cer services participating in the ADAPT CRCT were
encouraged to undertake the online health professional
training. The training was promoted during ADAPT Por-
tal (=111 participants) and clinical pathway (n=143
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participants) training sessions prior to the CP imple-
mentation. Ongoing access to the training on the EviQ
website was available to all staff registered as users in the
ADAPT Portal (n=302) through a link prominently dis-
played on the staff landing page.

Measures

Uptake This was assessed as a ratio of the number
of participants informed about the training, the num-
ber of participants who accessed the link to the training
(based on page hits on the online training link within the
ADAPT portal) as well as completion rate (defined as
number of health professionals undertaking the training).

Qualitative interviews Acceptability and appropriate-
ness of the training were also explored within semi-struc-
tured interviews conducted at each site exploring staff
perceptions of the resources more broadly.

Data analysis

Demographic and clinical characteristics as well as train-
ing uptake data were summarised descriptively. SPSS
(version 20; Chicago, Illinois) was used to calculate all
univariate statistics. Staff interviews were recorded, tran-
scribed verbatim and coded in NVivo. Interview data
were thematically analysed [27].

Results

Pilot-testing of the on-line training - pre-post simulation
study

Of the 18 nurses who indicated initial interest, 13 con-
sented to the study and participated in the pre-training
simulations and 12 completed the training modules and
completed the post-training simulations. Primary rea-
sons for non-participation were a lack of time to schedule
the simulations and concerns related to being evaluated
in simulations. Participants were predominately female
(n=11) and experienced (>5years) in oncology (n=9).
Although no formal screening programs had been imple-
mented at either hospital, five participants indicated
screening for anxiety and depression was part of their
current role, ten nurses reported their role encompassed
referral of patients for psychosocial support and four
nurses reported their role included provision of psycho-
social support.

Assessing the effects of training

Table 2 presents the means and effect sizes for pre and
post-training communication skills scores and consulta-
tion length. Inter-rater reliability for pre-training scores
ranged from .566 (moderate) to .935 excellent and for
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Table 1 Site characteristics
Site ID Site Location Funding Type No. of patients No, of Treatment Tumour Streams  No. of FTE
seen per 3-month departments modality Included streams Psycho-
period Included departments included social
Included staff
1 Major city Public >100 3 Med Oncology All >3 0.8
Rad Oncology
Haematology
2 Inner regional  Public <100 3 Med Oncology All >3 0.6
Rad Oncology
Haematology
Inner regional  Public <100 1 Med Oncology All >3 06
4 Major city Public >100 2 Med Oncology Gastro -intestinal 1 24
Surgical
5 Inner regional  Public <100 3 Med Oncology All >3 0
Rad Oncology
Haematology
6 Major city Public >100 2 Med oncology All >3 79
Haematology
7 Major city Public >100 1 Surgical Upper Gl 1 24
8 Major city Public <100 3 Med Oncology All >3
Rad Oncology
Haematology
9 Major city Public >100 1 Haematology Lymphoma, acute >3 24
leukemia, multiple
myeloma
10 Major city Public >100 3 Med Oncology Head & Neck 1 4
Rad Oncology
Surgical
11 Major city Public and Private  >100 1 Med Oncology Sarcoma, Gynae 6.9
12 Major city Private >100 1 Med Oncology All >3 0.9
Table 2 Pilot-testing of the on-line training: Communication skills and consultation length changes pre-post training
Pre-training Post-training Pre-post paired t-test
Mean (SD) Mean (SD) t p-value Hedges g
Communication Skills*
Introducing screening 35.82(8.18) 39.63 (7.80) —133 214 46
Making a referral 3641 (8.52) 43.54 (8.08) —2.66 024* 83
Negotiating a referral 36.04 (9.18) 41.18 (8.82) —1.77 108 55
Consultation Length **
Introducing screening 7:57 (148) 8:42 (1:43) —.024 981 —.01
Making a referral 9.25 (52) 7:35 (1:44) 3.26 008*** 1.17
Negotiating a referral 7:27 (1:35) 7:38 (2:04) 603 559 25

*total score range18-72 introducing screening; 22-88 making a referral; 20-80 for negotiating a referral higher scores indicating better communication

**time in minutes

**% < 05;

post-training scores ranged from .859 (good) to .952
(excellent). Across the three consultations, communica-
tion improved from pre- to post training for all partici-
pants, although only making a referral demonstrated a
large and significant within-group improvement between

pre and post training (g=.83). Incorporation of the skills
acquired through the training did not increase the length
of consultations (Table 2), and there was a large and sig-
nificant within-group decrease in consultation length
when making a referral post-training (g=1.17).



Shaw et al. BMC Health Services Research (2022) 22:132

Confidence ratings

Total self-assessed confidence increased from a pre-
training mean score of 14.7 (SD 4.4) to 16.0 (SD 3.7) post-
training. This increase was also observed for all tasks
assessed, although only identifying anxiety symptoms
was statistically significant (t=2.2, p<.05). Scores for the
additional post-training item indicated 63% (n=7) par-
ticipants were confident applying the ADAPT CP in their
local institution. Mean item scores are listed in Table 3.

Acceptability

Qualitative feedback confirmed that the content of the
online training was appropriate for oncology health pro-
fessionals, and the format acceptable and engaging.

I enjoyed getting the information from three different
aspects, from the social worker, the psychiatrist, and psy-
chologist ... because they gave you a bit more information
about how to approach thing .... I thought the scenario-
based way it was set up was good (UPN3).

I loved the fact that it did guide you in the decision-
making of the level of assistance [stepped care] that is
required for each person. ... I thought some of the skills
with communication were excellent (UPNG6).

A few participants noted there was a lot of content, and
finding time to complete the training was challenging.

Table 3 Pilot-testing of the on-line training: participant

confidence*
Pre-training Post-training
Mean (SD) Mean (SD)
Identifying anxiety symptoms 2.92(.90) 3.27 (1.00)**
Identifying depression symptoms 2.83(.83) 3.09(.83)
Discussing anxiety and depression 2.75(1.05) 291(1.13)
screening with patients
Making a referral 3.83(1.09) 3.91(.94)
Negotiating with a patient who is 2.83(1.03) 2.81(75)
reluctant to take up a referral
TOTAL confidence score 14.72 (4.38) 16.00 (3.74)

*self-assessed rating from 0 - not at all confident to 5 very confident **p <.05

Table 4 Pilot-testing of the on-line training: Training Acceptability
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1 think all of it was very good information, there was just
a lot of it (UPN4,).

it was probably ... way too long. 4h is a lot of time for
people if you're trying to do it during work. (UPN 2).

More experienced participants perceived that the train-
ing would be of most benefit to those with less oncology
experience.

1 think a lot of it I've done before myself, but I can imag-
ine if you were in a different situation, if youd just come
into oncology, or you were on the wards, if you were not
very experienced staff [the training would be helpful
(UPN2).

Overall participants viewed the training as positive and
perceived they increased their knowledge and skills.

It was quite an empowering 5 modules ... I found the
level of information, the videos, the short questions, actu-
ally quite useful. You think you're doing it but when you
do the questions, you can see how you can do better, you
see how it can impact on a person. It made me identify the
signs and symptoms of anxiety and depression a lot more
than perhaps I would have prior. (UPN16).

The qualitative data was supported by the post-training
acceptability survey (Table 4), with 81.8% (n=9) of par-
ticipants indicating the information was practical and
useful, enabled them to reflect on their practice (75%)
and taught them additional skills (72.7%).

Real world acceptability - uptake into clinical practice

Of the 286 active users registered within the ADAPT
portal, 37 participants (12.9%) from across 11 of the 12
sites accessed the training via the link from the ADAPT
portal. However only 20 of 37 (54%) of participants who
accessed training completed the training modules, and
only 4 of 37 (11%) completed the post-training assess-
ment. Participants who accessed training included nurses
(n=13), social workers (n=4) and clinical administra-
tion staff (n=2), with two participant disciplines not
reported. Forty-seven percent (n=9) of those who
accessed training indicated they had less than 2 years in
oncology, although 42% (n=28) of participants reported
more than 10years oncology experience. No data is

No participants Agree (n) Percentage
agreement
The training modules provided information which was practical and useful 9 818
The training modules taught me skills which were practical and useful 8 728
The training modules made me reflect on my current ways of communicating with patients about 9 75
anxiety and depression screening and referral
The format of the training modules was appropriate 8 727
The length of time of training modules was appropriate 7 63.6
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available for those registered in the portal who did not
access the training.

Analysis of the page clicks (n=96) confirmed that
participants accessed the training on multiple occa-
sions throughout the ADAPT CRCT suggesting that the
training was not completed in a single session but was
accessed on an as needs basis.

Confidence ratings

Total self-assessed confidence increased from a pre-
training mean score of 14.4 (SD 45.2) to 17.0 (SD 5.2)
post-training. This increase was also observed for all
tasks assessed, although the small number of post-train-
ing responses (n=4) disallowed further analysis. Mean
item scores are listed in Table 5.

Acceptability

Qualitative feedback exploring staff perceptions of the
resources more broadly was obtained at three timepoints
within the ADAPT CRCT (baseline (T0), 6 months (T1)
and 12months (T2) post implementation) and con-
firmed participants who accessed the training perceived
it to be acceptable, appropriate, and informative. These
interviews also confirmed that access continued for the
12 months implementation period rather than being lim-
ited to the study initiation phase.

Oh, the eviQ stuff. Yeah, that was really good. I liked
doing it actually, it just clarified a lot of things and gave
me that reminder - - - about why we’re doing it, and also
how to initiate it and bring it up in conversation and,
— I mean, you've been nursing for so long and not incor-
porating it all that often. Like, its, it's hard to change
your practice --- so it was really helpful to actually get
those skills and go through the scenarios as to how to

Table 5 Real world Acceptability: Pre-post training self-assessed
confidence*

Pre-training Post-training
Mean (SD) Mean (SD)
Identifying anxiety symptoms 3.0(1.23) 3.50(1.29)
Identifying depression symptoms 3.0(1.21) 3.50(1.29)
Discussing anxiety and depression 2.8(1.10) 3.25(0.96)
screening with patients
Making a referral 3.1(1.25) 3.00(0.82)
Negotiating with a patient who is 26(1.14) 3.25(1.71)
reluctant to take up a referral
TOTAL confidence score 14.74 (5.18) 17.00 (5.19)

*self-assessed rating from 0 - not at all confident to 5 very confident **p <.05
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incorporate screening and introducing it. (Nursing Staff,
T0, S12PIDO01).

I found the resources ADAPT provided were really help-
ful to start off with, it ... confirmed and enhanced your
knowledge and experience in the areas. ... I watched some
of the ... webinars... On EviQ. They were really helpful.
(Nursing Staff, T1, SI0PID02).

The online training was great. I did do quite a lot of
it, and - - - I found it really wonderful. I highly recom-
mend that side of the training. (Psychosocial Staff, T2,
S07PIDO05).

Other reported barriers to uptake included preference
for face-to-face training, or a lack of protected time to
undertake the online modules during work hours.

I guess, different people have preference for differ-
ent methods of learning but, ... you could allocate 30 or
45min ... where people go to the education room and just
have protected time to sit for that time and do it. ... This
idea that people would just do it in their own time online
often means it doesn’t happen. So I think it’s certainly
good and important to have it available, um, but, — the
challenge is how to do it. (Medical Staff, T1, S11PIDOS).

Discussion

Effective communication in cancer care requires com-
plex communication skills, which are essential for
patient-centred care [28]. Inadequate communication
can increase patient distress, [29] and conversely skilled
and empathic communication and promotion of psycho-
social care by oncology health professionals can help to
overcome barriers to accessing psychological support,
leading to improved patient outcomes [30, 31].

However discussing emotional concerns is reported to
be challenging, in part because most clinicians have not
received the formal evidence-based communication skills
training they need to provide high-quality communica-
tion [32]. Nurses in particular report the need for train-
ing in communicating with patients about emotional
concerns [33]. Given evidence that communication skills
training is effective in increasing patient-centred care [34,
35], an interactive online training program for health pro-
fessionals on how to discuss screening and management
of anxiety and depression was developed and assessed.

The pilot pre-post simulation study demonstrated the
program was effective in improving communication
and increasing participant confidence. These results are
in line with previously reported acceptability of online
training to support routine screening and management
of distress in the context of cancer in the Canadian con-
text, [36] but no such training had been developed for the
Australian context. In line with the roles and responsi-
bilities outlined in the ADAPT CP, [19] the majority of
course participants were nurses, as they are most likely
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to discuss screening and referral with patients. These
nurse participants reported high acceptance of the train-
ing; other disciplines who participated also found the
program acceptable. However, the high acceptability
reported during the pilot study did not translate to wider
uptake in the clinical setting, suggesting acceptability of
the training more broadly was lower than expected. This
was supported by our qualitative assessment of ADAPT
resource uptake within the larger ADAPT CRCT, with
a number of nurses interviewed reporting that they did
not undertake the training as they perceived they already
had the required experience and skills addressed in the
training.

The online training was developed based on the key
principles of the Comskil training program [24] and eval-
uation of the effectiveness of the training was guided by
the Kirkpatrick model [25]. However, despite the use of
these evidence-based principles in the development of
the training and demonstrated effectiveness and accept-
ability in a pre-implementation pilot study, few health
professionals accessed the training during the CRCT.
Based on the results of this study, stakeholder advisory
groups may not be sufficient to guide development, and
future research aiming to implement online training pro-
grams need to consider wider engagement in the devel-
opment phase to ensure the program meets the needs of
end-users.

A key barrier highlighted by participants that influ-
enced training uptake was organisational commitment to
training. Such commitment needs to move beyond policy
documents that espouse patient-centred care to concrete
standards that prioritise core competencies of communi-
cation and protected time for staff to undertake the train-
ing. In this study, lack of protected time was relevant for
nurses in particular, who reported workload and leader-
ship reluctance to support training as limiting their will-
ingness and capacity to complete the modules. This is
consistent with the view more broadly that nurses receive
fewer opportunities for professional development in rela-
tion to communication skills than do other disciplines in
which the commitment to ongoing training is high [36].
Participants also reported the time commitment to com-
plete the training discouraged them from undertaking
the modules in personal time as they needed to prioritise
other mandatory training requirements over communi-
cation skills training. The lack of organisational support
for training impacts not only on staff morale and levels
of burnout [37] but negatively impacts clinical efficiency
and patient outcomes [37]. Organisational commitment
to improving communication is a key driver of communi-
cation skills training [38].

Traditional methods of communication skills train-
ing involving immersive workshops, frequently as part
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of residential or multi-day programs, although effective,
are costly in terms of financial and staff resources, mak-
ing wider inter-disciplinary implementation challenging
[34]. The move to online learning in the health sector was
perceived as a means of enabling staff to access learn-
ing opportunities at times and places that best fit in with
their work and lifestyle [39]. Completion of online train-
ing is reportedly six times higher than face to face train-
ing, [40] with a recent systematic review finding higher
self-assessed communication skills, objective knowledge
and confidence after online training [41]. The module
format of our training was designed to facilitate progress
through the training in a staged way, with the ability to
revisit components of the training as needed. Partici-
pants reported using the training across the 12-month
implementation of the ADAPT CP and valued the abil-
ity to dip in and out of the training. However, the results
of our study also highlight that consistent with previous
research [41, 42], for some, the online delivery format
was less appealing due to the lack of synchronous inter-
action and individualised feedback. Future strategies to
improve communication skills training could include
offering a blend of workshops and online learning tai-
lored to staff preferences, providing protected time in
a designated education room within the workplace to
complete online learning, and providing incentives to
complete training such as accreditation for continu-
ous professional development. The development of our
online education modules was based on a barrier analysis
highlighting the need for greater training. However, the
analysis did not identify online as the preferred mode of
delivery. In hindsight, exploring end user preferences for
training may have identified a preference for more inter-
active training options. Prior to undertaking the develop-
ment of future online education programs, researchers
may consider conducting a more detailed needs assess-
ment to identify not only delivery preferences but more
targeted training to meet self-identified gaps in knowl-
edge, thereby streamlining the training.

Based on the qualitative interviews, clinicians who
undertook the training as part of the ADAPT CRCT
found the training useful and did not highlight concerns
about the training length or content, although those who
failed to engage with the training may have perceived the
training required significant time commitments, given
they were not provided information about the training
length prior to opening the EviQ link. However, inter-
view participants reported the lack of engagement was
primarily due to lack of time to complete non-mandatory
training without protected time, which is an organisa-
tional issue of workload, and/or a preference for face to
face training, particularly for communication skills. Deci-
sions to undertake training were reportedly based on
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capacity; mandatory training, which is linked to ongo-
ing employment, is prioritised over personal professional
development. This suggests that researchers consider the
value of online training to both end users and organisa-
tions and weigh up whether the investment in time by
staff to complete complex communication training is
supported by the health system. Greater engagement at
an organisational level to guide development may have
increased participants’ commitment to facilitating pro-
fessional development of their staff. However even with
protected time and organisational commitment, if staff
are not personally committed to improving communi-
cation, they may complete training just to ‘tick the box;
without truly engaging in the content. Therefore, strate-
gies to engage staff at the individual level, as well as man-
agement at the service level, are required.

The results of this research need to be considered in
light of a number of limitations. While all training mod-
ules were used by nurses and reported to be useful, no
information was collected about the length, frequency,
and duration of their use. The limited analytics of wider
uptake also does not provide any indication related to
whether the training was effective in changing objective
communication skill behaviours and therefore, further
research to assess the impact of communication skills
training on patient outcomes including referral to and
uptake of psycho-oncology interventions is required. Par-
ticipants in the initial pilot study may not have reflected
the wider oncology health professional population in
their interest in undertaking online communication skills
training, meaning our initial results were biased by self-
selection. Finally, the collection of training uptake and
acceptability data was limited to the health professional
data collected as part of the main CRCT. This prevented
us exploring potential differences between those who did
and did not access the training and clinical experience.

Conclusions

In summary, although online communication skills train-
ing to support the implementation of the ADAPT CP was
effective in improving communication and increasing
confidence in a research context, acceptability was not
reflected in uptake more widely. Further implementa-
tion research to explore barriers and facilitators to uptake
such as the impact of greater institutional support and
incentivisation as well as multi-modal training programs
may be required.

Abbreviations

ADAPT CP: The Australian Clinical Pathway for the Screening, Assessment and
Management of Anxiety and Depression in Adult Cancer Patients; ADAPT
CRCT: ADAPT cluster randomised controlled trial; Comskil: Memorial Sloan

Page 9 of 11

Kettering Communication Skills Training Program; eviQ: Free resource of
evidence-based, consensus driven cancer treatment protocols and informa-
tion for use at the point of care hosted by Cancer Institute NSW; iCanADAPT:
Online transdiagnostic online cognitive behavioural therapy; PoCoG: Psycho-
oncology Co-operative Research Group; SD: Standard deviation.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512913-022-07521-5.

[ Additional file 1: Table 1. Overview of Module Content. }

Acknowledgements

The authors would like to thank the health professionals who participated in
this research. The authors acknowledge the support of The ADAPT Program
Group* representing the investigators and advisors to the ADAPT Program.
The authors would additionally like to acknowledge the commitment and
contribution to this study of Dr. Melanie Price (1965-2018). Dr. Price was a
respected member of the psycho-oncology and palliative care community in
Australia for over 22 years. She was a tireless advocate for people affected by
cancer, their families and psycho-oncology as a discipline. We acknowledge
and thank the 12 cancer services, their clinical and administrative staff who
participated in the cluster randomised trial.

Participating services and staff included: Alan Coates Cancer Centre, Dubbo
NSW, Tim Williams, Dr. Florian Honeyball; Blacktown Cancer & Haematol-

ogy Centre, Western Sydney LHD, Blacktown, NSW, Dr. Purnima Sundaresan,
Colette Cole; Chris O'Brien Lifehouse, Camperdown, NSW A/Prof Peter
Grimison, Dr. Toni Lindsay; Concord Cancer Centre, Concord Hospital, SLHD, A/
Prof Philip Beale, Dr. Alex Withers, Jessica Medd; Sydney Adventist Hospital, Dr.
Katharine Hodgkinson, Kate Wilson; Manning Hospital Cancer Care Services,
Taree NSW, Rachel Pitt; Nepean Cancer Care Centre, Penrith NSW, Dr. Laura
Kirsten, Louise Maher, Betsy Sajish and Renee Grant; North West Cancer
Centre, Tamworth Hospital, NSW — A/Prof. Mathew George, Margaret Chamen,
and Rebecca Griffiths; Prince of Wales Hospital, Head and Neck Cancer Service,
Randwick, SESLHD, Dr. Kerry Tiller, Penelope Burdekin, Dareneth Place; St
George Cancer Centre, Kogarah, SESLHD, NSW, Natalie Katalinic, Alison Szwa-
jcer, Moira Way, Pauline Thomson, Emma Hair, Bronwyn King; Sydney Cancer
and Haematology Services, Royal Prince Alfred Hospital, SLHD John Chalmers,
Hannah Blyth.

Authors’ contributions

JS, BK, PG, TL, PB, HS, TS, KB contributed to the concept, management,
execution, analysis and writing of the manuscript, JC, KA, contributed to the
study data collection, data analysis. All authors reviewed the manuscript. The
ADAPT Program group members (alphabetically): Karen Allison', Prof Gavin
Andrews’, Kate Baychek®, A/Prof Philip Beale?®, Prof Phyllis Butow', A/Prof
Josephine Clayton®, Dr. Joseph Coll', Jessica Cuddy', Dr. Fiona Davies', Dr.
Haryana Dhillon'®, Dr. Mona Faris', Liesbeth Geerligs', Prof Afaf Girgis'!, Dr.
Peter Grimison?, Prof Tom Hack'?'3, Marnie Harris', Sharon He', Prof Brian
Kelly?, Dr. Laura Kirsten'*, Dr. Toni Lindsay?, A/Prof Melanie Lovell'®, Dr. Tim
Luckett'®, Lindy Masya', Dr. Michael Murphy'”, Dr. Jill Newby'®'7, Dr. Frances
Orr?, Alison Pearce'®, Don Piro”®, Dr. Nicole Rankin?, A/Prof Joanne Shaw',
Prof Tim Shaw?®, Dr. Heather Shepherd'?, John Stubbs?, Prof Rosalie Viney?',
Fiona White', Jackie Yim?'. "The University of Sydney, School of Psychology,
Psycho-Oncology Co-operative Research Group (PoCoG), Sydney, NSW, Aus-
tralia. 2The University of Sydney, Faculty of Medicine and Health, Sydney, NSW,
Australia. *Chris O'Brien Lifehouse, Camperdown, NSW, Australia. “University of
Newecastle, School of Medicine and Public Health, Newcastle NSW, Australia.
*Northern Sydney Local Health District, St Leonards, NSW Australia. °Research
in Implementation Science and eHealth Group (RISe), The University of Syd-
ney, Sydney, NSW, Australia. “Clinical Research Unit for Anxiety & Depression
(CRUfAD), School of Psychiatry, University of New South Wales at St Vincent's
Hospital, Sydney, NSW, Australia. Cancer Services for the Sydney Local Health
District, Incorporating Royal Prince Alfred, Concord and Canterbury Hospitals,
Campsie, NSW, Australia.’HammondCare Palliative Care Services, Sydney,
Australia. '°The University of Sydney, School of Psychology, Centre for Medi-
cal Psychology and Evidence-Based Decision-Making (CeMPED). "'Ingham
Institute for Applied Medical Research, South Western Sydney Clinical School,


https://doi.org/10.1186/s12913-022-07521-5
https://doi.org/10.1186/s12913-022-07521-5

Shaw et al. BMC Health Services Research (2022) 22:132

University of New South Wales, Kensington, Australia. '?College of Nursing,
Rady Faculty of Health Services, University of Manitoba, Winnipeg, Canada.
13CancerCare Manitoba Research Institute, Winnipeg, Canada. '“Nepean Can-
cer Centre, NSW, Australia. "*Nepean Cancer Centre, NSW, Australia. '*Northern
Clinical School, Faculty of Medicine and Health, The University of Sydney,
Sydney, NSW, Australia. '®Faculty of Health, University of Technology, Sydney,
NSW, Australia. V/Clinical Research Unit for Anxiety and Depression, University
of New South Wales, Sydney, NSW, Australia. '®School of Psychology, Faculty
of Science, University of New South Wales, Sydney, NSW, Australia. '°School of
Public Health, The University of Sydney, Sydney, NSW, Australia 2°Consumer
Representative. 2'Centre for Health Economics Research and Evaluation,
University of Technology, Sydney, NSW, Australia.

Funding

The ADAPT Program is funded by a Translational Program Grant (14/TPG/1-02)
from the Cancer Institute NSW. The funding body had no role in study design,
data collection, analysis or writing of the manuscript.

Availability of data and materials
All data and materials can be requested by contacting the Corresponding
author.

Declarations

Ethics approval and consent to participate

This research received ethical approval from Human Research Ethics Commit-
tee from St Vincent's Hospital (HREC/16/SVH/243)4 and Sydney Local Health
District (X16-0378 HREC/16/RPAH/522) HREC Committees. All methods were
carried out in accordance with relevant guidelines and regulations (declara-
tion of Helsinki, National Health and Medical Research Council National
Statement on Ethical Conduct in Human Research). Informed Consent was
obtained from all participants.

Consent for publication
N/A

Competing interests
No competing interests to declare

Author details

'The University of Sydney, School of Psychology, Psycho-Oncology Co-
operative Research Group (PoCoG), Chris O'Brien Lifehouse Level 6 (North),
€397, Sydney, NSW 2006, Australia. “Chris O'Brien Lifehouse, Camperdown,
NSW, Australia. *The University of Sydney, Faculty of Medicine and Health, Syd-
ney, NSW, Australia. “The University of Sydney, Faculty of Medicine and Health,
Research in Implementation Science and eHealth Group (RISE), Sydney, NSW
2006, Australia. *Northern Sydney Local Health District, St Leonards, NSW,
Australia. ®°University of Newcastle, School of Medicine and Public Health,
Newcastle, NSW, Australia.

Received: 19 July 2021 Accepted: 18 January 2022
Published online: 31 January 2022

References

1. Mehnert A, Hartung TJ, Friedrich M, Vehling S, Brahler E, Harter M,
Keller M, Schulz H, Wegscheider K, Weis J, Koch U, Faller H. One in two
cancer patients is significantly distressed: Prevalence and indicators of
distress. Psychooncology. 2018;27(1):75-82. https://doi.org/10.1002/pon.
4464,

2. Mitchell AJ, Chan M, Bhatti H, Halton M, Grassi L, Johansen C, et al.
Prevalence of depression, anxiety, and adjustment disorder in oncologi-
cal, haematological, and palliative-care settings: a meta-analysis of 94
interview-based studies. Lancet Oncol. 2011;12:160-74.

3. Mehnert A, Bréhler E, Faller H, Harter M, Keller M, Schulz H, et al. Four-
week prevalence of mental disorders in patients with Cancer across
major tumor entities. J Clin Oncol. 2014;32:3540-6.

20.

21.

22.

23.

24.

Page 10 of 11

Waraich P, Goldner EM, Somers JM, Hsu L. Prevalence and incidence
studies of mood disorders: a systematic review of the literature. Can J
Psychiatry. 2004;49:124-38.

Walker J, Sawhney A, Hansen CH, Symeonides S, Martin P, Murray G, et al.
Treatment of depression in people with lung cancer: a systematic review.
Lung Cancer. 2013;79(1):46-53.

Pratt LA, Druss BG, Manderscheid RW, Walker ER. Excess mortality due

to depression and anxiety in the United States: results from a nationally
representative survey. Gen Hosp Psychiatry. 2016;39:39-45.

Brown LF, Kroenke K, Theobald DE, Wu J, Tu W. The Association of Depres-
sion and Anxiety with health-related quality of life in Cancer patients with
depression and/or pain. Psycho-oncology. 2010;19:734-41.

Prieto JM, Blanch J, Atala J, Carreras E, Rovira M, Cirera E, et al. Psychiatric
morbidity and impact on hospital length of stay among hematologic
Cancer patients receiving stem-cell transplantation. J Clin Oncol.
2002;20:1907-17.

Pinquart M, Duberstein PR. Depression and cancer mortality: a meta-
analysis. Psychol Med. 2010;40:1797-810.

Dorros SM, Card NA, Segrin C, Badger TA. Interdependence in women
with breast Cancer and their partners: an inter-individual model of
distress. J Consult Clin Psychol. 2010;78:121-5.

. Faller H, Schuler M, Richard M, Heckl U, Weis J, Kiiffner R. Effects of

psycho-oncologic interventions on emotional distress and quality of life
in adult patients with Cancer: systematic review and Meta-analysis. J Clin
Oncol. 2013;31:782-93.

Li M, Fitzgerald P, Rodin G. Evidence-based treatment of depression in
patients with Cancer. J Clin Oncol. 2012;30:1187-96.

Traeger L, Greer JA, Fernandez-Robles C, Temel JS, Pirl WF. Evidence-
based treatment of anxiety in patients with Cancer. J Clin Oncol.
2012;30:1197-205.

Fallowfield L, Ratcliffe D, Jenkins V, Saul J. Psychiatric morbidity and its
recognition by doctors in patients with cancer. Br J Cancer. 2001;84:1011.
Jacobsen PB, Shibata D, Siegel EM, Lee JH, Fulp WJ, Alemany C, et al. Eval-
uating the quality of psychosocial care in outpatient medical oncology
settings using performance indicators. Psycho-oncology. 2011,20:1221-7.
Zucca A, Sanson-Fisher R, Waller A, Carey M, Fradgley E, Regan T. Medical
oncology patients: are they offered help and does it provide relief? J Pain
Symptom Manag. 2015;50:436-44.

Ryan H, Schofield P, Cockburn J, Butow P, Tattersall M, Turner J, et al. How
to recognize and manage psychological distress in cancer patients. Eur J
Cancer Care. 2005;14:7-15.

Holland J, Watson M, Dunn J. The IPOS new international standard of
quality Cancer care: integrating the psychosocial domain into routine
care. Psycho-Oncology. 2011;20:677-80.

Butow P, Price MA, Shaw JM, Turner J, Clayton JM, Grimison P, et al. Clinical
pathway for the screening, assessment and management of anxiety and
depression in adult cancer patients: Australian guidelines. Psycho-Oncol-
ogy. 2015;24:987-1001.

Shaw JM, Price MA, Clayton JM, Grimison P, Shaw T, Rankin N, et al. Devel-
oping a clinical pathway for the identification and management of anxi-
ety and depression in adult cancer patients: an online Delphi consensus
process. Support Care Cancer. 2016;24:33-41.

Mitchell AJ, Kaar S, Coggan C, Herdman J. Acceptability of common
screening methods used to detect distress and related mood disorders—
preferences of cancer specialists and non-specialists. Psycho-Oncology.
2008;17:226-36.

Absolom K, Holch P, Pini S, Hill K, Liu A, Sharpe M, et al. NCRI COMPASS
supportive and palliative care research collaborative the detection and
management of emotional distress in cancer patients: the views of
health-care professionals. Psycho-Oncology. 2011;20:601-8.

Rankin NM, Butow PN, Thein T, Robinson T, Shaw JM, Price MA, et al.
Everybody wants it done but nobody wants to do it: an exploration of
the barrier and enablers of critical components towards creating a clini-
cal pathway for anxiety and depression in cancer. BMC Health Serv Res.
2015;15:1-8.

Brown RF, Bylund CL, Kline N, De La Cruz A, Solan J, Kelvin J, et al. Identify-
ing and responding to depression in adult cancer patients: evaluating the
efficacy of a pilot communication skills training program for oncology
nurses. Cancer Nurs. 2009;32:E1-7.


https://doi.org/10.1002/pon.4464
https://doi.org/10.1002/pon.4464

Shaw et al. BMC Health Services Research (2022) 22:132

25. Smidt A, Balandin S, Sigafoos J, Reed VA. The Kirkpatrick model: a use-
ful tool for evaluating training outcomes. J Intellect Develop Disabil.
2009;34:266-74.

26. Hsieh H-F, Shannon SE. Three approaches to qualitative content analysis.
Qual Health Res. 2005;15:1277-88.

27. Thomas J, Harden A. Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Med Res Methodol. 2008;8:45.

28. Stiefel F, Barth J, Bensing J, Fallowfield L, Jost L, Razavi D, et al. Communi-
cation skills training in oncology: a position paper based on a consensus
meeting among European experts in 2009. Ann Oncol. 2010;21:204-7.

29. Fallowfield L, Jenkins V. Effective communication skills are the key to
good cancer care. Eur J Cancer. 1999;35:1592-7.

30. Fallowfield L, Jenkins V, Farewell V, Solis-Trapala I. Enduring impact of
communication skills training: results of a 12-month follow-up. Br J
Cancer. 2003;89:1445-9.

31. Dilworth S, Higgins |, Parker V, Kelly B, Turner J. Patient and health profes-
sional’s perceived barriers to the delivery of psychosocial care to adults
with cancer: a systematic review. Psycho-Oncology. 2014,23:601-12.

32. Back AL, Arnold RM, Baile WF, Tulsky JA, Fryer-Edwards K. Approach-
ing difficult communication tasks in Oncology1. CA Cancer J Clin.
2005;55:164-77.

33. Banerjee SC, Manna R, Coyle N, Penn S, Gallegos TE, Zaider T, et al. The
implementation and evaluation of a communication skills training pro-
gram for oncology nurses. Transl Behav Med. 2017,7:615-23.

34, Bylund CL, Brown RF, Bialer PA, Levin TT, Lubrano di Ciccone B, Kissane
DW. Developing and implementing an advanced communication train-
ing program in oncology at a comprehensive cancer center. J Cancer
Educ. 2011;26:604-11.

35. Barth J, Lannen P Efficacy of communication skills training courses
in oncology: a systematic review and meta-analysis. Ann Oncol.
2011,22:1030-40.

36. Mcleod DL, Morck AC, Curran JA. A pan-Canadian web-based education
program to support screening for distress: evaluation of outcomes. Palliat
Support Care. 2014;12:15.

37. Coventry TH, Maslin-Prothero SE, Smith G. Organizational impact of nurse
supply and workload on nurses continuing professional development
opportunities: an integrative review. J Advanc Nurs. 2015;71:2715-27.

38. Visser A, Wysmans M. Improving patient education by an in-service
communication training for health care providers at a cancer ward:
communication climate, patient satisfaction and the need of lasting
implementation. Patient Educ Couns. 2010;78:402-8.

39. Childs S, Blenkinsopp E, Hall A, Walton G. Effective e-learning for health
professionals and students—barriers and their solutions. A systematic
review of the literature—findings from the HeXL project. Health Info Libr
1.2005;22:20-32.

40. Pelayo-Alvarez M, Perez-Hoyos S, Agra-Varela Y. Clinical effectiveness of
online training in palliative care of primary care physicians. J Palliat Med.
2013;16:1188-96.

41. Berg MN, Ngune |, Schofield P, Grech L, Juraskova |, Strasser M, et al. Effec-
tiveness of online communication skills training for cancer and palliative
care health professionals: a systematic review. Psycho-Oncology. https://
doi.org/10.1002/pon.5702.

42. Bultz B, Butow P Handbook of communication in oncology and palliative
care: Oxford University Press; 2011.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 11 of 11

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions . BMC



https://doi.org/10.1002/pon.5702
https://doi.org/10.1002/pon.5702

	Development, acceptability and uptake of an on-line communication skills education program targeting challenging conversations for oncology health professionals related to identifying and responding to anxiety and depression
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 
	Trial registration: 

	Introduction
	Methods
	Stage 1 development of the online training content using an iterative design methodology
	Stage 2: pilot-testing of the on-line training – pre-post simulation study
	Design
	Participants
	Procedures
	Medical scenarios and training of actors
	Measures
	Data analysis

	Stage 3: real world acceptability – uptake into clinical practice
	Participants
	Measures
	Data analysis


	Results
	Pilot-testing of the on-line training – pre-post simulation study
	Assessing the effects of training
	Confidence ratings
	Acceptability

	Real world acceptability – uptake into clinical practice
	Confidence ratings
	Acceptability


	Discussion
	Conclusions
	Acknowledgements
	References


