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Abstract: To describe the experience of the Italian Program to Enhance Relations and Communication
Skills (PERCS-Italy) for difficult healthcare conversations. PERCS-Italy has been offered in two
different hospitals in Milan since 2008. Each workshop lasts 5 h, enrolls 10–15 interdisciplinary
participants, and is organized around simulations and debriefing of two difficult conversations.
Before and after the workshops, participants rate their preparation, communication, relational skills,
confidence, and anxiety on 5-point Likert scales. Usefulness, quality, and recommendation of the
program are also assessed. Descriptive statistics, t-tests, repeated-measures ANOVA, and Chi-square
were performed. A total of 72 workshops have been offered, involving 830 interdisciplinary partic-
ipants. Participants reported improvements in all the dimensions (p < 0.001) without differences
across the two hospitals. Nurses and other professionals reported a greater improvement in prepara-
tion, communication skills, and confidence, compared to physicians and psychosocial professionals.
Usefulness, quality, and recommendation of PERCS programs were highly rated, without differences
by discipline. PERCS-Italy proved to be adaptable to different hospital settings, public and private.
After the workshops, clinicians reported improvements in self-reported competencies when facing
difficult conversations. PERCS-Italy’s sustainability is based on the flexible format combined with a
solid learner-centered approach. Future directions include implementation of booster sessions to
maintain learning and the assessment of behavioral changes.

Keywords: bad news; clinical psychology; healthcare communication; continuing medical education;
difficult conversations; post-graduate training

1. Introduction

Conveying difficult news to patients and families is a common occurrence in clinical
practice. Communicating the onset of chronic disease or death of a loved one, approaching
families for organ donation, disclosing medical error, or communicating an implantation
failure to an infertile couple are just some of the difficult conversations that clinicians
may face in clinical practice. The manner in which these conversations are conducted
can have long-lasting effects on patients and families [1]. Several studies report that
communication skills and relational abilities of clinicians are associated with greater patient
satisfaction and adherence [2], improved health outcomes [3], decreased bereavement
burden [1], fewer malpractice claims [4], and greater positive attitude towards healthcare
organizations [5].

For clinicians, engaging in difficult conversations can represent a source of stress and
result in a range of emotions that can be taxing and fatiguing, such as fear, anxiety, blame,
impotence, and frustration [6,7]. Conducting difficult conversations requires clinicians
to have not only a solid knowledge of communication theories and skills, but also to
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cultivate relational capacities such as empathy, flexibility, self-reflection, and creativity that
are more nuanced and challenging to learn [8,9]. Browning et al. [10] highlighted how
being competent in difficult conversations is linked to developing a sense of confidence
and self-reflective capacity, appreciating the contextual uniqueness of these conversations,
being able to tolerate uncertainty and imperfection, being willing to share the moral burden
of decisions, and integrating personal authenticity with one’s professional role. Referring
to Bloom’s taxonomy, we might say that learning how to conduct difficult conversations
encompasses growth across cognitive, behavioral, and affective domains. Lipkin and
colleagues [11] highlight the importance of teaching knowledge, skills, and attitudes
simultaneously as this integrated approach likely produces better results than teaching each
in isolation. Moreover, the importance of learning and practicing difficult conversations
in interdisciplinary contexts is recognized as engendering opportunities for collaborative
relationships, resources, and perspective sharing [12].

Over the last 20 years, several postgraduate courses and continuing education pro-
grams have been developed to address difficult healthcare conversations. Many of these
educational programs have taught specific communication skills protocols and have fo-
cused on specific fields, such as oncology [13,14], palliative care [15], internal medicine [16],
and general practice [17]. Postgraduate programs typically have been developed for
physicians or residents [13,15,18] and enrolled relatively few non-physician healthcare
professionals [16]. Overall, there has been a lack of interdisciplinary pedagogical models
based on clear theoretical frameworks that can be tailored to teach a broad spectrum of
difficult conversations.

To address these needs, in 2002, the Program to Enhance Relational and Communica-
tion Skills (PERCS) was developed at Boston Children’s Hospital. The interdisciplinary
program is based on a clear theoretical framework [10] and aims to combine the teaching
of specific communication skills with the cultivation of relational attitudes. In 2008, the
PERCS-Italy program was implemented in Milan, Italy, after one of the co-authors (G.L.)
apprenticed in Boston for two years as a Fulbright Scholar to learn the model. Since then,
the program has been offered in Italy as a continuing medical education program to in-
terprofessional clinicians to teach about a wide range of difficult conversations. The aim
of this study is to describe the experience of the PERCS-Italy program and to assess the
participants’ perceived improvements of self-reported competencies.

2. Materials and Methods
2.1. The PERCS-Italy Program

In 2008, following a period of collaboration between Boston Children’s Hospital
and University of Milan, the PERCS program was adapted to the Italian context and
implemented at San Paolo Hospital, a public University hospital based in Milan [19]. Pre-
liminary data on the development of the PERCS program at San Paolo Hospital, 10 years
after its inception, are reported in a previous contribution in Italian [20]. Since 2016, the
PERCS program has also been offered at Humanitas University Hospital, a private hospital
based in Milan. In both hospitals, PERCS-Italy has been implemented with the same
educational format and length (Table 1). Based on interest and demand, we developed
several PERCS-Italy workshops addressing different clinical areas and communicative
challenges including PERCS-Emergency Medicine, PERCS-Dialysis, PERCS-Oncology,
PERCS-Informed Consent, PERCS-Medical Error, PERCS-Sexuality, PERCS-Organ Dona-
tion, PERCS-Vaccination, and PERCS-End of Life.
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Table 1. The format of the Program to Enhance Relations and Communication Skills (PERCS)-
Italy program.

Strategies Activities

Warm-up
Pre-test assessment

Introduction of PERCS principles
Participants introductions

Brainstorming Sharing perspectives on “what works in difficult conversations . . . ”

Didactic lecture Theoretical framework

Active learning

Simulation I with actor
Group debriefing

Simulation II with actor
Group debriefing

Cognitive integration Take-home points
Post-test assessment

Adapted from Lamiani et al. [19].

Each PERCS workshop lasts approximately 5 h and enrolls a maximum of 10–15 in-
terdisciplinary professionals, at all levels of experience. The workshops are led by a team
of two facilitators with training in clinical psychology and expertise in healthcare com-
munication and, when possible, with a professional with a medical-nursing background
(e.g., nurse, physician). The pedagogical principles of PERCS are creating safety for learn-
ing; emphasizing moral and relational dimensions of care; suspending hierarchy among
participants; valuing self-reflection; and honoring multiple perspectives [10].

The core educational elements of PERCS workshops include enactments of case sce-
narios portrayed by participants and actors and subsequent debriefings. The case scenarios
are developed with a team of clinical experts in the particular field (e.g., oncologists and
oncology nurses for PERCS-Oncology) to assure realistic representative difficult situations
for the topic of the workshop. Two of the case scenarios used in PERCS-Medical Error are
provided in Table 2 as an example. In the simulations, one or two volunteers participate
in their familiar clinical roles, as themselves, in highly realistic simulated enactments.
Generally, volunteers are asked to portray their actual disciplinary role in the simulation in
order to promote realistic and relevant learning. For this reason, professionals without a
clinical role do not typically participate in the simulations but learn from observing, offer-
ing feedback, and exchanging perspectives. The participant-volunteers are protected by
the simulated learning approach, ensuring a safe learning environment where no patients
can be inadvertently harmed. Simulations take place in a separate room and are projected
simultaneously to the other participants via an audio-video system. In contrast to the
original American PERCS workshops that employs professional actors and includes family
faculty members as core components of the programs, in the PERCS-Italy workshops
patients and family members are portrayed by clinical psychologists, who have acting
training and experience in healthcare communication.
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Table 2. Case scenarios used in the PERCS-Medical Error workshop.

Case scenario I—Massimo Pecca Case Scenario II—Lucia Molteni

Massimo Pecca is a 65-year-old man
hospitalized for a lung lobectomy due to
a tumor of the lung. After surgery, the
physician orders an infusion of morphine
for pain management at 1.0 mg/h, using
the “trailing zero”, a practice prohibited
by hospital policy. The nurse, not
accustomed to the trailing zero, reads the
order as 10 mg/h, not the intended
1 mg/h. The nurse calls the physician to
express her concern about the high dose
and asks the reason for such a high dose,
without specifically mentioning the
actual dosage. The physician replies that
the dose he ordered (1 mg/h) is
appropriate for the intervention. The
nurse then starts the infusion at 10 mg/h
precipitating a respiratory arrest and
transfer to the ICU. After admission in
the ICU, Massimo recovers completely.
The physician and the nurse meet with
the daughter, while Massimo is recovered
in the ICU, to communicate the error.

Lucia Molteni is a 41-year-old woman
who has been hospitalized for a caesarean
section. On the first post-partum day, the
physician advises a transfusion of two
bags of blood components due to blood
loss (around 900 cc) and anemia. The
patient agrees to the transfusion but asks
that the bags be covered because of an
aversion to the blood. The nurse submits
the physician’s request to the transfusion
center, where only one operator is
present. The transfusion center operator,
being the only two bags required in the
morning, delivers the bags without
checking them. The nurse having asked
for Lucia Molteni’s bags, takes the bags
without checking the name of the request
and performs the transfusion by covering
the bags as requested. After a while,
Lucia begins to feel unwell, trembles, and
sweats, and the doctor decides to
suspend the infusion. The patient
receives 1 gr of flebocortid and 1 mg of a
benzodiazepine, with an immediate
resolution of the symptoms.
Upon discarding the bag, the clinical
team realizes they have administered
blood to Lucia which is incompatible
with blood type. The patient’s change in
renal function parameters is so
compromised that it requires treatment of
two sessions of dialysis. The healthcare
team have to communicate to Lucia the
error and the new treatment required.

Adapted from Troug et al. [21].

Following each simulation, clinicians and patient-actors who took part in the en-
actment rejoin the learning group and a collective debriefing is led by the facilitators.
The debriefing is conducted according to a learner-centered approach [22]. The discussion
generated during the debriefing is therefore co-constructed by volunteering clinicians,
actors, participants and facilitators. The debriefing begins by asking the volunteering
clinicians what stood out for them and about their experiences, insights, and questions
regarding the conversation with the patient or family [10]. The debriefing then unfolds by
giving the opportunity to patient-actors [23], other participants, and facilitators to offer
constructive feedback. Workshops culminate with the sharing of “take-home messages” by
each participant and facilitator in order to summarize and promote the integration of the
learning experience.

2.2. Participants

PERCS-Italy workshops were advertised through the hospitals’ intranet and newslet-
ter. Participants enrolled voluntarily in PERCS-Italy workshops and attended workshops
at San Paolo University Hospital and Humanitas University Hospital between 2008–2020.
The PERCS workshop are open to all professionals who work at each of the two hospitals,
without any exclusion criteria. However, as the program focuses on difficult healthcare
conversations and its attendance contributes to earn continuing medical education credits,
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clinical professions might be more motivated to participate, rather than staff and adminis-
trators.

2.3. Measures

To assess the participants’ perceived improvements of self-reported competencies
and the adaptability of the PERCS-Italy program in public and private hospital settings,
all participants, across both hospital sites, were asked to complete self-reported pre- and
post-questionnaires, as developed and incorporated by the American-based authors [24].
The questionnaires were completed immediately before and immediately after the work-
shop. The pre-questionnaire included sociodemographic data such as gender, professional
discipline, and years of experience of the participants.

The self-reported questionnaires included 5-point Likert scale items assessing: (1) sense
of preparation; (2) communication skills; (3) relational abilities; (4) self-confidence; and
(5) degree of anxiety when engaging in difficult conversations. The post-questionnaire
included three additional questions inquiring about the perceived usefulness of the work-
shop (5-point Likert scale), quality of the workshop (5-point Likert scale), and participant’s
recommendation of the workshop to other colleagues (yes/no format).

2.4. Data Analysis

Participants’ socio-demographic characteristics and responses to yes/no questions
were analyzed through descriptive statistics. Frequencies were also used to describe the
participants’ perception of the usefulness and quality of the workshop. T-tests for paired
samples were conducted to examine the difference in participants’ ratings on preparation,
communication and relational skills, confidence, and anxiety before and after the work-
shops. T-test analyses were also performed on the same dimensions for the two hospitals.
Additionally, repeated-measures ANOVA (with Bonferroni post-hoc comparisons) were
used to assess differences in participants’ ratings by discipline. For this purpose, based on
the different professions and on the frequencies, participants were grouped into physicians,
nurses, psychosocial professionals (including psychologists, educators, and social workers),
and other professionals (including chaplains, physiotherapists, lab technicians, pharma-
cists, risk managers, and front-desk officers). We combined all these professionals into the
“other” category for two reasons. First, the workers included in the other category are less
exposed to a direct communication of difficult news. Second, as the number of each profes-
sion is very small, especially for chaplains, pharmacists, risk managers, and administrators,
for statistical reasons we decided to aggregate them. Chi square was conducted to assess
differences in the program’s ratings of usefulness and quality by discipline. Data were
analyzed using SPSS version 26.0 for Windows. Statistical significance was set at p < 0.05
for all comparisons.

2.5. Ethics

As the study was part of the educational program assessment, it was deemed exempt
from the San Paolo Hospital Ethical Committee as per national regulations. All participants
signed an informed consent for their data to be published for research purposes.

3. Results
3.1. Sustainability and Development of PERCS Workshops

Between 2008–2020, 72 PERCS-Italy workshops were offered (52 at San Paolo Hospital;
20 at Humanitas University Hospital). Across the two settings, different PERCS work-
shops were offered, based upon the interests of the settings, including PERCS-Emergency
Medicine (n = 7), PERCS-Dialysis (n = 8), PERCS-Oncology (n = 9), PERCS-Informed
Consent (n = 2), PERCS-Medical Error (n = 26), PERCS-Sexuality (n = 11), PERCS-Organ
Donation (n = 1), PERCS-Vaccination (n = 1), and PERCS-End of Life (n = 7). The different
PERCS workshops offered in the two hospitals are depicted in Figure 1.
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Figure 1. Program to Enhance Relations and Communication Skills-Italy (PERCS-Italy) offerings
across two hospitals.

The differences in the workshop offerings are based on the specialties present in the
two hospitals. San Paolo Hospital is a general hospital and therefore was interested in a
variety of topics. Humanitas Hospital, with a specialty cancer center, was more interested
in topics of oncology and end-of-life. Generally, PERCS was initiated because it was
congruent with the hospitals’ mission to provide high-quality patient care. Once PERCS
was initiated, new workshops were developed based on the current public-health debate
(e.g., PERCS-Vaccination), as well as the hospitals’ interests and investments (e.g., PERCS-
Organ Donation or PERCS-Medical Error). Some PERCS workshops were terminated
because all clinicians were trained, physician leadership co-facilitating the workshop
transferred to another hospital, or because interest in the topic had waned.

PERCS has been continuously supported by the two hospitals with public and private
funds. In the public hospital, as funding is limited, we offer a limited number of workshops
per year and one of the two facilitators conduct the workshops during office hours as a
part of her job description and responsibilities. In the private hospital, as the funding
is more consistent, we offer more workshops per year. An assistant serves the PERCS
program across both hospitals to coordinate email correspondence, material preparation,
questionnaire collection, and continuing medical education credits. Facilitators and actors
are the same across the two hospitals. In both hospitals, PERCS is offered free of charge to
the participants. In 2020, due to COVID-19, live-workshops were suspended. The transition
to an online format is ongoing and a new PERCS-COVID is under development.

3.2. Participants’ Characteristics

A total of 830 interdisciplinary participants enrolled in the PERCS-Italy workshops,
including 297 nurses, 269 physicians, 80 psychosocial professionals, and 171 other profes-
sionals (including chaplains, physiotherapists, lab technicians, pharmacists, risk managers,
and administrators).

Participants were predominantly female (80.7%), Italian (95.9%), with a mean age of
42 years (SD = 10.5; range: 20–68), and a mean of 16 years of experience (SD = 10.6;
range: 0–45). Socio-demographic characteristics of participants of PERCS-Italy are summarized
in Table 3, along with the participants’ distribution across the various PERCS workshops.
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Table 3. Participants’ socio-demographic characteristics and distribution across Program to Enhance Relational and
Communication Skills (PERCS) editions.

Characteristics Total Participants
(n = 830)

San Paolo University
Hospital (n = 602)

Humanitas University
Hospital (n = 228)

Discipline, N (%)
Nurses
Physicians
Psychosocial professionals a

Other professionals b

Valid N

297 (37)
269 (33)
80 (10)

171 (20)
807 (100)

200 (34)
195 (33)
71 (12)

118 (20)
584 (100)

97 (44)
74 (33)

9 (4)
43 (19)

223 (100)

Years of experience, mean (sd), range 15.8 (10.6), 0–45 16.1 (11), 0–45 15.0 (9.3), 1–40

Age, mean (sd), range 41.6 (10.5), 20–68 42 (10.7), 20–66 40.1 (9.7), 22–68

Gender, N (%)
Female
Valid N

647(81)
802 (100)

458 (79)
580 (100)

189 (85)
222 (100)

Ethnicity, N (%)
Italians
Valid N

768 (96)
801 (100)

567 (98)
579 (100)

201 (91)
222 (100)

Previous learning experience in
communication, N (%)
None
Coursework
Practical experience
Residency
Continuing education
Other
Multiple choice of above
Valid N

299 (36)
45 (5.4)

165 (19.9)
66 (7.9)
74 (8.9)
56 (6.7)

125 (15.1)
830 (100)

220 (36.6)
29 (4.8)

109 (18.1)
41 (6.8)
46 (7.6)
32 (5.3)

125 (20.8)
602 (100)

79 (34.6)
16 (7)

56 (24.6)
25 (11)

28 (12.3)
24 (10.5)

0 (0)
228 (100)

Mentor/role model, N (%)
Yes
Valid N

260 (33)
784 (100)

184 (33)
566 (100)

76 (35)
218 (100)

Type of PERCS, N (%)
PERCS-Emergency Medicine
PERCS-Dialysis
PERCS-Oncology
PERCS-Informed Consent
PERCS-Medical Error
PERCS-Sexuality
PERCS-Organ Donation
PERCS-Vaccination
PERCS-End of Life
Valid N

86 (11)
84 (10)
99 (12)
24 (3)

309 (37)
127 (15)

16 (2)
10 (1)
75 (9)

830 (100)

86 (14)
84 (14)
37 (6)
24 (4)

218 (36)
127 (21)

16 (3)
10 (2)

-
602 (100)

-
-

62 (27)
-

91 (40)
-
-
-

75 (33)
228 (100)

a This category includes psychologists, educators, and social workers; b This category includes chaplains, physiotherapists, lab technicians,
pharmacists, risk managers, and administrators.

3.3. Perceived Improvements after PERCS Workshops

On pre-post questionnaires, participants reported a significant improvement in prepa-
ration, communication skills, relational skills, self-confidence, and anxiety (Table 4). Im-
provement in all the dimensions was observed in both hospitals, without differences.



Int. J. Environ. Res. Public Health 2021, 18, 439 8 of 14

Table 4. Participants’ perceived improvements of preparation, communication skills, ability to develop and maintain relationships,
confidence, and anxiety after the Program to Enhance Relations and Communication Skills-Italy (PERCS-Italy) workshops.

Dimensions Baseline
Mean (sd)

Post-Test
Mean (sd)

Paired-Sample
t-Test Cohen’s d 95% Confidence

Interval

Preparation
Communication

Relationship
Confidence

Anxiety

2.60 (0.93)
2.80 (0.84)
3.14 (0.89)
2.72 (0.88)
3.06 (1.00)

3.33 (0.73)
3.35 (0.73)
3.47 (0.72)
3.37 (0.75)
2.77 (0.85)

−23.74 *
−19.22 *
−10.72 *
−22.49 *

8.84 *

−0.87
−0.71
−0.40
−0.83
0.33

−0.80–−0.68
−0.61–−0.50
−0.38–−0.26
−0.71–−0.60

0.22–0.35

*p < 0.001.

Repeated-measures ANOVA showed no differences among participants’ ratings of
relational skills (F(3) = 2.27, p = 0.079) and anxiety (F(3) = 1.18, p = 0.317) by discipline.
However, repeated-measures ANOVA revealed significant differences by discipline re-
garding preparation (F(3) = 3.37, p = 0.018), communication skills (F(3) = 5.88, p = 0.001),
and confidence (F(3) = 4.25, p = 0.006). The Bonferroni’s post-hoc tests showed greater
improvements for nurses and other professionals as these participants reported lower
baseline self-assessment of these skills and this had greater opportunity for improvement.
The baseline and post-test mean scores for each discipline are reported in Table 5.

The majority of participants (92.2%) responded that PERCS-Italy workshops were
useful or very useful and 84.4% assessed the quality as very good or excellent. Almost all
participants (99.2%) would recommend the workshop to other colleagues. No differences
were found in the participants’ ratings of usefulness, quality, or recommendation of the
program by discipline (Table 6).
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Table 5. Participants’ perceived improvements after PERCS-Italy workshops by discipline.

Discipline
Preparation Communication Skills Relationship Confidence Anxiety

Baseline
Mean (sd)

Post-Test
Mean (sd) F Baseline

Mean (sd)
Post-Test
Mean (sd) F Baseline

Mean (sd)
Post-Test
Mean (sd) F Baseline

Mean (sd)
Post-Test
Mean (sd) F Baseline

Mean (sd)
Post-Test
Mean (sd) F

4.23 * 5.89 ** 2.27 3.37 * 1.18

Physicians 2.83
(0.95)

3.52
(0.68)

3.10
(0.79)

3.50
(0.68)

3.36
(0.79)

3.57
(0.66)

2.96
(0.88)

3.52
(0.76)

2.93
(0.99)

2.69
(0.85)

Nurses 2.59
(0.81)

3.22
(0.68)

2.70
(0.78)

3.29
(0.71)

3.02
(0.84)

3.41
(0.68)

2.67
(0.81)

3.32
(0.69)

3.10
(0.97)

2.85
(0.83)

Psychosocial
profession-

als

2.73
(0.99)

3.51
(0.68)

2.94
(0.90)

3.39
(0.70)

3.26
(0.93)

3.54
(0.71)

2.81
(0.91)

3.39
(0.68)

3.03
(0.98)

2.64
(0.87)

Others 2.17
(0.96)

3.15
(0.86)

2.37
(0.87)

3.15
(0.83)

2.90
(1.07)

3.31
(0.89)

2.33
(0.91)

3.21
(0.80)

3.19
(1.04)

2.78
(0.91)

Total 2.60
(0.93)

3.34
(0.73)

2.80
(0.86)

3.34
(0.73)

3.14
(0.90)

3.46
(0.73)

2.72
(0.89)

3.37
(0.74)

3.05
(0.99)

2.76
(0.86)

* p < 0.05; ** p < 0.001.
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Table 6. Participants’ ratings of usefulness, quality, and recommendation of the program by discipline.

Partecipants’ Satisfaction Physicians Nurses Psychosocial
Professionals a Others b X2 p

Usefulness of the program, % 18.37 0.244
Not at all/little
Somewhat
Quite/very useful

0.8
11

88.2

0
4.9
95.1

0
4.1

95.9

0.6
6

93.4

Quality of the program, % 14.61 0.263
Poor/fair
Good
Very good/excellent

1.6
20

78.4

0.7
11.5
87.8

1.4
17.8
80.8

0.7
10.1
89.2

Recommendation of the program, % 4.85 0.563
Yes 98.4 99.6 98.6 100

a This category includes psychologists, educators, and social workers; b This category includes chaplains, physiotherapists, lab technicians,
pharmacists, risk managers, and administrators.

4. Discussion

PERCS-Italy improved participants’ self-perceived preparation, communication and
relational skills, confidence, and anxiety when facing difficult conversations [19]. The find-
ings of PERCS-Italy efficacy do not differ across the two hospitals, thus suggesting its
transferability and efficacy across different hospital settings. These data are remarkably con-
sistent with the results of the American-based PERCS [24–29], suggesting the cross-cultural
veracity and utility of the educational paradigm across multiple healthcare subspecialties.

After the workshops, nurses and other professionals reported a greater improvement
in preparation, communication, and confidence compared to physicians and psychosocial
professionals. It is possible that nurses and other professionals have had less exposure
and opportunity for educational advancement in this area compared to physicians and
psychosocial professionals who are typically involved in communication of difficult news
and, therefore, may already feel somewhat prepared, confident, and skilled in such con-
versations. In addition, it is likely that nurses and other professionals, by reporting lower
baseline assessment of these skills compared to physicians and psychosocial professional,
presented greater room for improvement. Interestingly, no difference was found across
disciplines with respect to the improvements in relational attitudes and anxiety. It is possi-
ble that these dimensions, traditionally neglected by healthcare training but central in the
PERCS program, are particularly amenable to greater learning across professions. PERCS
utility, quality, and worthiness of recommendation were recognized by most participants,
with no differences across discipline.

It is possible that the self-perceived improvements as a result of the workshops rest
with the innovative features of PERCS pedagogy. PERCS pedagogy aims to integrate
the teaching of specific knowledge with the promotion of communication and relational
abilities, self-reflection, and self-awareness. Adoption of learner-centered facilitation dur-
ing the workshops, interdisciplinary participation, and use of experiential methodologies
encouraged participants to emotionally engage in the learning, appreciate teamwork, and
to feel safe so as to step into the learning authentically. Other effective healthcare communi-
cation training, in contrast to PERCS, focuses on teaching specific protocols and behaviors.
These include Oncotalk [14], a four-day workshop structured around small-group skill
practice with simulated patients for medical oncology residents, and Codetalk [16], an ex-
periential communication skills workshop developed for internal medicine trainees and
nurse practitioner students with the aim to improve their ability to communicate bad news
and express empathy. However, similar to Lipkin’s model of faculty training [11], PERCS
embraces the principles of learner-centered (or self-directed) learning and the focus on core
human values, such as unconditional positive regard for others and attention to affect [30].
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Compared to other postgraduate training programs, which have been implemented in
specific clinical settings such as oncology [13] or palliative care [15], the PERCS model has
been adapted for interdisciplinary clinicians across a broad array of difficult conversations.
PERCS has a standardized approach incorporating simulation-based experiential learning
yet is flexible enough to accommodate a range of clinical contexts and types of challenging
conversations. Moreover, PERCS is intentionally designed as interdisciplinary to promote
appreciation of multiple perspectives, learning from others, and teamwork [12].

Another characteristic feature of the PERCS model is the construction of a learner-
centered, respectful experience, which can serve as a model for a patient- and family-
centered practice [10]. The connection of PERCS programs within the wider paradigm of
patient-centered care might contribute to preserve the balancing between the two most
important advantages of PERCS: its codified format and its flexible adaptability to different
contexts. Within the panorama of medical education, this connection might highlight
the importance for clinicians of tailoring standardized protocols to specific situations and
adopting a personalized approach to care.

Importantly, PERCS is not a highly directive or expert-driven model but rather is
open and responsive to the participants’ insights, pre-existing knowledge and relational
abilities, contributions, and experiences, which co-construct the learning [10]. During the
debriefings, PERCS facilitators have objectives for the discussion but these are held in
unison with the unique needs of the learning group as they arise from the experiential case
scenarios. For these reasons, PERCS debriefings can and sometimes do unfold in unex-
pected ways, reflecting the unique needs of participants and the patient-actors’ feedback.
Facilitators are respectful of the dynamics that occur in the simulations between learners
and patient-actors, using these as a springboard to integrate knowledge and sensibilities
from the broader literature and field. In this way, PERCS facilitators model for clinicians a
flexible and adaptive relational style and help clinicians to develop a relational perspective
that considers the point of view of the patient, family members, and other colleagues.
By including actors as co-facilitators during debriefings, the patient and family perspec-
tives are prioritized and represented, and the feedback is reported as a trustworthy lived
experience, not merely theoretical. A recent study reported that learners identified authen-
ticity, feedback from actors, patient/family perspectives, emotion, and improvisation as
key educational elements of PERCS programs [23].

Considering the experience of PERCS-Italy over these 12 years, some critical issues
emerge that are related to the evaluation of the program in terms of participants’ actual
behavioral change, assessment of long-lasting effects of training, and representativeness of
the findings. Lack of resources and the challenge of identifying adequate psychometrically
validated measures prevented us from implementing follow-ups and assessing actual
behavioral change. The current results of the PERCS-Italy program are based on self-
reported perception of improvement and, therefore, reflect perceived attitudinal changes
and skills, but not necessarily actual improvements in clinical practice. The effect of
the training on participants’ actual behavior has been investigated through follow-up
narratives by US colleagues [25,26,31]. Research projects aimed at assessing the influence
of PERCS workshops on communication and relational skills, actual interactions with
patients, and patient outcomes should be implemented and systematically evaluated [16].
Moreover, there is a lack of data on PERCS-Italy regarding the participants’ self-reported
competencies at follow-ups. The study of Meyer et al. [25] and Thiel et al. [31] are two
studies assessing the long-term improvements of PERCS training, albeit through narrative
self-reports. Finally, there is the issue regarding the external validity of the evaluation
findings. PERCS participants, including those who attended the PERCS-Italy workshops,
typically enroll on a volunteer basis and, thus, there might be some selection bias in
who attends the program and the sample might not be representative of the population.
The findings regarding the appreciation and self-reported improvements of the program
might have been positively influenced by the motivation and sensibility of the participants
who value communication and relational learning relative to difficult conversations.
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Efforts to improve the evaluative rigor of PERCS-Italy are needed. These should
include measures of actual individual, team, and organizational communicative and be-
havioral change, as well as the impact on patients’ and families’ perceptions of PERCS
training [32]. Future developments of the program might include incorporation of ongo-
ing unit-based educational rounds to consolidate the learning, as has been reported in a
sample of over 1000 PERCS learners to support clinicians’ ability to navigate workplace
communication challenges while promoting interprofessional teamwork and self-care [33].
To date, the PERCS-Italy has retained the original one-day format, with the possibility for
participants to re-attend workshops or to enroll in different PERCS programs, but without
opportunities for ongoing or advanced-level training. Initiatives aimed at offering training
opportunities after and beyond traditional day-long workshops should be pursued in order
to support and consolidate the learning process. To advance our PERCS-Italy program,
we could imagine the implementation of ongoing educational, supportive rounds based on
actual difficult cases brought by participants aimed to facilitate the transfer of skills into
actual practice. Future directions might also include the launching and evaluation of an
online PERCS format to promote inclusiveness, reach a greater number of clinicians, and
adapt to the social distancing inherent in the COVID-19 pandemic.

5. Conclusions

From its first implementation in 2008, the PERCS-Italy program has continuously
expanded its educational offerings to be responsive to the various clinical needs of the
Italian healthcare context. The study involved a total of 830 clinicians from two hospitals
who, after the workshop, reported improved preparation, communication-relational skills,
self-confidence and decreased anxiety in dealing with difficult conversations. The data col-
lected during these first twelve years of activity are indicative of the educational relevance
and role assumed by the PERCS-Italy program.

Author Contributions: Conceptualization, L.B., E.C.M., E.V., and G.L.; data curation, L.B., P.A.,
and G.L.; formal analysis, L.B., R.O., and G.L.; project administration, E.V. and G.L.; supervision,
E.C.M. and E.V.; writing—original draft preparation, L.B., R.O., and G.L.; writing—review and
editing L.B., E.C.M., R.O., E.V., and G.L. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no specific grant from any funding agency in the public, commercial,
or not-for-profit sectors.

Institutional Review Board Statement: As the study was part of the educational program assess-
ment, it was deemed exempt from the San Paolo Hospital Ethical Committee as per national regula-
tions. All partici-pants signed an informed consent for their data to be published for research pur-
poses.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to restrictions regarding the Ethical
Committee Institution.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Lautrette, A.; Darmon, M.; Megarbane, B.; Joly, L.M.; Chevret, S.; Adrie, C.; Barnoud, D.; Bleichner, G.; Bruel, C.; Choukroun, G.; et al.

A Communication Strategy and Brochure for Relatives of Patients Dying in the ICU. N. Engl. J. Med. 2007, 356, 469–478. [CrossRef]
[PubMed]

2. Mack, J.W.; Hilden, J.M.; Watterson, J.; Moore, C.; Turner, B.; Grier, H.E.; Weeks, J.C.; Wolfe, J. Parent and physician perspectives
on quality of care at the end of life in children with cancer. J. Clin. Oncol. 2005, 23, 9155–9161. [CrossRef] [PubMed]

3. Del Canale, S.; Louis, D.Z.; Maio, V.; Wang, X.; Rossi, G.; Hojat, M.; Gonnella, J.S. The Relationship Between Physician Empathy
and Disease Complications: An Empirical Study of Primary Care Physicians and Their Diabetic Patients in Parma, Italy. Acad. Med.
2012, 87, 1243–1249. [CrossRef] [PubMed]

http://doi.org/10.1056/NEJMoa063446
http://www.ncbi.nlm.nih.gov/pubmed/17267907
http://doi.org/10.1200/JCO.2005.04.010
http://www.ncbi.nlm.nih.gov/pubmed/16172457
http://doi.org/10.1097/ACM.0b013e3182628fbf
http://www.ncbi.nlm.nih.gov/pubmed/22836852


Int. J. Environ. Res. Public Health 2021, 18, 439 13 of 14

4. Levinson, W.; Roter, D.L.; Mullooly, J.P.; Dull, V.T.; Frankel, R.M. Physician-patient communication: The relationship with
malpractice claims among primary care physicians and surgeons. JAMA 1997, 277, 553–559. [CrossRef] [PubMed]

5. Wright, A.A.; Zhang, B.; Ray, A.; Mack, J.W.; Trice, E.; Balboni, T.; Mitchell, S.L.; Jackson, V.A.; Block, S.D.; Maciejewski, P.K.;
et al. Associations between end-of-life discussions, patient mental health, medical care near death, and caregiver bereavement
adjustment. JAMA 2008, 300, 1665–1673. [CrossRef] [PubMed]

6. Meier, D.E.; Back, A.L.; Morrison, R.S. The inner life of physicians and care of the seriously ill. JAMA 2001, 286, 3007–3014. [CrossRef]
7. Martin, E.B.; Mazzola, N.M.; Brandano, J.; Luff, D.; Zurakowski, D.; Meyer, E.C. Clinicians’ recognition and management of

emotions during difficult healthcare conversations. Patient Educ. Couns. 2015, 98, 1248–1254. [CrossRef]
8. Lamiani, G.; Barello, S.; Browning, D.M.; Vegni, E.; Meyer, E.C. Uncovering and validating clinicians’ experiential knowledge

when facing difficult conversations: A cross-cultural perspective. Patient Educ. Couns. 2012, 87, 307–312. [CrossRef]
9. Salmon, P.; Young, B. Creativity in clinical communication: From communication skills to skilled communication. Med. Educ.

2011, 45, 217–226. [CrossRef]
10. Browning, D.M.; Meyer, E.C.; Truog, R.D.; Solomon, M.Z. Difficult conversations in health care: Cultivating relational learning to

address the hidden curriculum. Acad. Med. 2007, 82, 905–913. [CrossRef]
11. Lipkin, M.; Kaplan, C.; Clark, W.; Novack, D.H. Teaching Medical Interviewing: The Lipkin Model. In The Medical Interview;

Lipkin, M., Putnam, S.M., Lazare, A., Carroll, J.G., Frankel, R.M., Eds.; Frontiers of Primary Care: New York, NY, USA, 1995; pp.
422–435.

12. Bell, S.K.; Langer, T.; Luff, D.; Rider, E.A.; Brandano, J.; Meyer, E.C. Interprofessional Learning to Improve Communication in
Challenging Healthcare Conversations: What Clinicians Learn From Each Other. J. Contin. Educ. Health Prof. 2019, 39, 201–209.
[CrossRef] [PubMed]

13. Fallowfield, L.; Lipkin, M.; Hall, A. Teaching senior oncologists communication skills: Results from phase I of a comprehensive
longitudinal program in the United Kingdom. J. Clin. Oncol. 1998, 16, 1961–1968. [CrossRef] [PubMed]

14. Back, A.L.; Arnold, R.M.; Baile, W.F.; Fryer-Edwards, K.A.; Stewart, C.A.; Barley, G.E.; Gooley, T.A.; Tulsky, J.A. Efficacy of
communication skills training for giving bad news and discussing transitions to palliative care. Arch. Intern. Med. 2007,
167, 453–460. [CrossRef]

15. Baile, W.F.; De Panfilis, L.; Tanzi, S.; Moroni, M.; Walters, R.; Biasco, G. Using sociodrama and psychodrama to teach communica-
tion in end-of-life care. J. Palliat. Med. 2012, 15, 1006–1010. [CrossRef] [PubMed]

16. Bays, A.M.; Engelberg, R.A.; Back, A.L.; Ford, D.W.; Downey, L.; Shannon, S.E.; Doorenbos, A.Z.; Edlund, B.; Christianson, P.;
Arnold, R.W.; et al. Interprofessional communication skills training for serious illness: Evaluation of a small-group, simulated
patient intervention. J. Palliat. Med. 2014, 17, 159–166. [CrossRef] [PubMed]

17. Kramer, A.W.M.; Düsman, H.; Tan, L.H.C.; Jansen, J.J.M.; Grol, R.P.T.M.; Van Der Vleuten, C.P.M. Acquisition of communication
skills in postgraduate training for general practice. Med. Educ. 2004, 38, 158–167. [CrossRef]

18. Hulsman, R.L.; Ros, W.J.G.; Winnubst, J.A.M.; Bensing, J.M. Teaching clinically experienced physicians communication skills.
A review of evaluation studies. Med. Educ. 1999, 33, 655–668. [CrossRef]

19. Lamiani, G.; Meyer, E.C.; Leone, D.; Vegni, E.; Browning, D.M.; Rider, E.A.; Truog, R.D.; Moja, E. A Cross-cultural adaptation of
an innovative approach to learning about difficult conversations in healthcare. Med. Teach. 2011, 33, e57–e64. [CrossRef]

20. Oteri, R.; Borghi, L.; Leone, D.; Vegni, E.; Lamiani, G. The experience of the Program to Enhance Relational and Communication
Skills 10 years after its inception in Italy. Recenti. Prog. Med. 2020, 111, 142–148.

21. Truog, R.D.; Browning, D.M.; Johnson, J.A.; Gallagher, T.H.; Leape, L. Talking with Patients and Families about Medical Error: A
Guide for Education and Practice; Johns Hopkins University Press: Washington, DC, USA, 2011.

22. Rogers, C. The facilitation of significant learning. In Contemporary Theories of Instruction; Siegel, L., Ed.; Chandler: San Fran-
cisco, CA, USA, 1967.

23. Bell, S.K.; Pascucci, R.; Fancy, K.; Coleman, K.; Zurakowski, D.; Meyer, E.C. The educational value of improvisational actors to
teach communication and relational skills: Perspectives of interprofessional learners, faculty, and actors. Patient Educ. Couns.
2014, 96, 381–388. [CrossRef]

24. Meyer, E.C.; Sellers, D.E.; Browning, D.M.; McGuffie, K.; Solomon, M.Z.; Truog, R.D. Difficult conversations: Improving
communication skills and relational abilities in health care. Pediatr. Crit. Care Med. 2009, 10, 352–359. [CrossRef] [PubMed]

25. Meyer, E.C.; Brodsky, D.; Hansen, A.R.; Lamiani, G.; Sellers, D.E.; Browning, D.M. An interdisciplinary, family-focused approach
to relational learning in neonatal intensive care. J. Perinatol. 2011, 31, 212–219. [CrossRef] [PubMed]

26. Robinson, M.R.; Thiel, M.M.; Shirkey, K.; Zurakowski, D.; Meyer, E.C. Efficacy of training interprofessional spiritual care
generalists. J. Palliat. Med. 2016, 19, 814–821. [CrossRef] [PubMed]

27. Brown, S.D.; Callahan, M.J.; Browning, D.M.; Lebowitz, R.L.; Bell, S.K.; Jang, J.; Meyer, E.C. Radiology trainees’ comfort with
difficult conversations and attitudes about error disclosure: Effect of a communication skills workshop. J. Am. Coll. Radiol. 2014,
11, 781–787. [CrossRef]

28. Luff, D.; Fernandes, S.; Soman, A.; Meyer, E.C.; Brown, S.D. The influence of communication and relational education on
radiologists’ early posttraining practice. J. Am. Coll. Radiol. 2016, 13, 445–448. [CrossRef]

29. Mishra, A.; Browning, D.; Haviland, M.J.; Jackson, M.L.; Luff, D.; Meyer, E.C.; Talcott, K.; Kloek, C.E. Communication skills training in
ophthalmology: Results of a needs assessment and pilot training program. J. Surg. Educ. 2018, 75, 417–426. [CrossRef] [PubMed]

30. Rogers, R.W. Attitude change and information integration in fear appeals. Psychol. Rep. 1985, 56, 179–182. [CrossRef]

http://doi.org/10.1001/jama.1997.03540310051034
http://www.ncbi.nlm.nih.gov/pubmed/9032162
http://doi.org/10.1001/jama.300.14.1665
http://www.ncbi.nlm.nih.gov/pubmed/18840840
http://doi.org/10.1001/jama.286.23.3007
http://doi.org/10.1016/j.pec.2015.07.031
http://doi.org/10.1016/j.pec.2011.11.012
http://doi.org/10.1111/j.1365-2923.2010.03801.x
http://doi.org/10.1097/ACM.0b013e31812f77b9
http://doi.org/10.1097/CEH.0000000000000259
http://www.ncbi.nlm.nih.gov/pubmed/31306279
http://doi.org/10.1200/JCO.1998.16.5.1961
http://www.ncbi.nlm.nih.gov/pubmed/9586916
http://doi.org/10.1001/archinte.167.5.453
http://doi.org/10.1089/jpm.2012.0030
http://www.ncbi.nlm.nih.gov/pubmed/22799884
http://doi.org/10.1089/jpm.2013.0318
http://www.ncbi.nlm.nih.gov/pubmed/24180700
http://doi.org/10.1111/j.1365-2923.2004.01747.x
http://doi.org/10.1046/j.1365-2923.1999.00519.x
http://doi.org/10.3109/0142159X.2011.534207
http://doi.org/10.1016/j.pec.2014.07.001
http://doi.org/10.1097/PCC.0b013e3181a3183a
http://www.ncbi.nlm.nih.gov/pubmed/19325506
http://doi.org/10.1038/jp.2010.109
http://www.ncbi.nlm.nih.gov/pubmed/20706191
http://doi.org/10.1089/jpm.2015.0373
http://www.ncbi.nlm.nih.gov/pubmed/27115716
http://doi.org/10.1016/j.jacr.2014.01.018
http://doi.org/10.1016/j.jacr.2015.11.026
http://doi.org/10.1016/j.jsurg.2017.08.011
http://www.ncbi.nlm.nih.gov/pubmed/28870710
http://doi.org/10.2466/pr0.1985.56.1.179


Int. J. Environ. Res. Public Health 2021, 18, 439 14 of 14

31. Thiel, M.M.; Luff, D.; Kerr, E.E.; Robinson, M.R.; Meyer, E.C. Healthcare professionals’ reflections on their learning as spiritual
generalists and integration into practice. J. Contin. Educ. Health Prof. 2020, 40, 228–234. [PubMed]

32. Sullivan, A.M.; Rock, L.K.; Gadmer, N.M.; Norwich, D.E.; Schwartzstein, R.M. The Impact of Resident Training on Communication
with Families in the Intensive Care Unit. Resident and Family Outcomes. Ann Am Thorac Soc. 2016, 13, 512–521.

33. Rachwal, C.M.; Langer, T.; Trainor, B.P.; Bell, M.A.; Browning, D.M.; Meyer, E.C. Navigating communication challenges in clinical
practice: A new approach to team education. Crit. Care Nurse 2018, 38, 15–22. [CrossRef]

http://www.ncbi.nlm.nih.gov/pubmed/33284173
http://doi.org/10.4037/ccn2018748

	Introduction 
	Materials and Methods 
	The PERCS-Italy Program 
	Participants 
	Measures 
	Data Analysis 
	Ethics 

	Results 
	Sustainability and Development of PERCS Workshops 
	Participants’ Characteristics 
	Perceived Improvements after PERCS Workshops 

	Discussion 
	Conclusions 
	References

