
OCTOBER 2020, VOL. 24, NO. 5 CLINICAL JOURNAL OF ONCOLOGY NURSING 547CJON.ONS.ORG

 

C

Communication 
Skills
Use of the Interprofessional Communication Curriculum  
to address physical aspects of care

Betty Ferrell, RN, PhD, MA, FAAN, FPCN, CHPN, Haley Buller, MSHSC, and Judith A. Paice, PhD, RN

COMMUNICATION IS THE CORNERSTONE OF ONCOLOGY NURSING. Every aspect of 

cancer care, from diagnosis through treatment, remission, long-term survi-

vorship, or end-of-life care, depends on excellent communication among the 

patient, family, and all clinicians involved in care (Paice, 2019). Oncology 

nurses are a constant presence across this trajectory and in all settings of 

care. Communication about symptoms and physical status is critical, includ-

ing during follow-up care of long-term cancer survivors (Paice et al., 2016) 

and in supporting family members (McHugh & Buschman, 2016).

Effective communication is associated with patient understanding and 

adherence to the treatment regimen, respect for cultural diversity, and 

acknowledgment of psychological and spiritual concerns associated with 

serious illness. Quality communication is also associated with improved 

patient and family satisfaction with care. Palliative care as a specialty prac-

tice has made communication a concern and has prioritized communication 

training for all disciplines (Donesky et al., 2020; Pfaff & Markaki, 2017; 

Stajduhar & Dionne-Odom, 2019).

The literature has emphasized the importance of communication for 

psychosocial concerns, such as breaking bad news and listening to patients’ 

fears and concerns regarding death, grief, or family distress (Ferrell & Paice, 

2019). However, there is also increasing recognition that communication 

is important for aspects of care beyond psychosocial issues. One area that 

has received less attention is the domain of physical care. For example, 

communication skills are needed for the assessment of patients’ symptoms 

and physical concerns, including sleep, nutrition, and functional status. 

Enhancing communication skills for physical care will improve symptom 

assessment, patient education on symptom management, prevention of 

adverse events, and effective clinician understanding of the physical impact 

of illness and treatment for each patient and family. Enhanced communica-

tion skills may, ultimately, even contribute to the completion of potentially 

curative cancer treatment (Kreps & Canzona, 2016; Mazor et al., 2016). 

This article reviews essential elements of communication applied to 

physical aspects of care, with suggestions for clinical skills for nursing prac-

tice. The content is based on a National Cancer Institute (NCI)–funded 

training program initiated in 2020, the Interprofessional Communication 
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BACKGROUND: The literature has emphasized the 

importance of effective communication regarding 

psychosocial needs; however, other aspects of 

patient care, including attention to physical needs, 

are equally important.

OBJECTIVES: The aims of this article are to (a) 

describe an Interprofessional Communication 

Curriculum (ICC) in oncology, (b) detail the cur-

riculum content specifically focused on physical 

aspects of care, and (c) illustrate the importance of 

interprofessional care in oncology.

METHODS: The ICC is organized by the 8 domains 

of the National Consensus Project for Quality Pal-

liative Care and centers on communication skills 

needed in oncology clinical practice.

FINDINGS: Based on initial pilot data, oncology 

clinicians indicate a high level of satisfaction with 

the ICC. Additional future training courses sup-

ported by the National Cancer Institute will prepare 

oncology teams to enhance communication with 

patients and families.

D
ow

nl
oa

de
d 

on
 0

1-
09

-2
02

5.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

5 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



548 CLINICAL JOURNAL OF ONCOLOGY NURSING OCTOBER 2020, VOL. 24, NO. 5 CJON.ONS.ORG

COMMUNICATION SKILLS

Curriculum (ICC). Methods of teaching clinicians about better 

communication skills for physical care are described, as well as 

initial evaluation data based on pilot use of the curriculum. A case 

study is provided to illustrate the importance of effective nursing 

communication in addressing the physical needs of patients with 

cancer.

Methods

Communication to Assess and Respond to Physical Needs

The National Consensus Project for Quality Palliative Care (NCP, 

2018) created clinical practice guidelines to promote best prac-

tices for serious illnesses such as cancer. These guidelines have 

been endorsed by the Oncology Nursing Society and more than 

80 other organizations, and they encompass care of children and 

adults. The guidelines are organized according to eight domains, 

or dimensions, of care. Physical Aspects of Care is the second 

domain. Figure 1 presents this domain and the four key guidelines 

within the domain. As stated in the guidelines, communication is 

essential for “understanding of the patient goals,” and physical 

care, including symptom management, “is accomplished through 

communication, collaboration, and coordination between all pro-

fessionals” (NCP, 2018, p. 13). 

Each of the four clinical practice guidelines for domain 2 

describes the importance of communication in physical care. 

Physical concerns are closely intertwined with emotional, spiri-

tual, religious, and cultural factors, which further emphasizes the 

need for communication. Physical symptoms common in cancer, 

such as nausea, dyspnea, and fatigue, are complex problems with 

intense emotional components and meanings (Collett & Chow, 

2019; Donesky, 2019; Mooney et al., 2019; O’Neil-Page et al., 

2019). Assessment of these symptoms requires physical examina-

tion and evaluation and also includes exploring the meaning of 

the symptom and its impact on quality of life.

The NCP guidelines also emphasize communication between 

professionals. For example, nurses routinely assess patient prob-

lems, such as pain, but then must accurately and effectively 

communicate that assessment to other providers to facilitate 

symptom management decisions (Institute for Healthcare 

Improvement, n.d.; Lovell & Boyle, 2017). Nurses assess the cul-

tural or spiritual aspects of symptoms to best communicate with 

interprofessional colleagues in social work or chaplaincy and to 

facilitate the effective transfer of patients across settings of care 

(Agency for Healthcare Research and Quality [AHRQ], 2020; 

Collett & Chow, 2019). 

The field of health communication has developed key prin-

ciples for communication in illnesses such as cancer. Table 1 

presents some of these key communication principles applied 

to physical care, as well as examples of useful language for clini-

cians. These communication principles are similar to many basic 

patient teaching principles familiar to oncology nurses, such 

as  using both written and verbal communication, prioritizing 

patient needs, and recognizing the sensitivity of many issues 

common in patient interactions. Use of structured symptom 

assessment tools can also be helpful to guide conversations 

FIGURE 1.

NATIONAL CONSENSUS PROJECT  

FOR QUALITY PALLIATIVE CARE  

CLINICAL PRACTICE GUIDELINES: DOMAIN 2

DOMAIN 2: PHYSICAL ASPECTS OF CARE

Physical care of seriously ill patients begins with an understanding of the patient 

goals in the context of their physical, functional, emotional, and spiritual well- 

being. The assessment and care plan focus on relieving symptoms and improv-

ing or maintaining functional status and quality of life. The management of 

symptoms encompasses pharmacological, non-pharmacological, interventional, 

behavioral, and complementary treatments. Physical care, acute and chronic 

symptom management across all care settings is accomplished through com-

munication, collaboration, and coordination between all professionals involved 

in the patients’ care, including primary and specialty care providers.

GUIDELINE 2.1: GLOBAL

The palliative care interdisciplinary team (IDT) endeavors to relieve suffering 

and improve quality of life, as defined by the patient and family, through the 

safe and timely reduction of the physical symptoms and functional impair-

ment associated with serious illness.

GUIDELINE 2.2: SCREENING AND ASSESSMENT

The IDT assesses physical symptoms and their impact on well-being, quality 

of life, and functional status.

GUIDELINE 2.3: TREATMENT

Interdisciplinary care plans to address physical symptoms, maximize 

functional status, and enhance quality of life are developed in the context of 

the patient’s goals of care, disease, prognosis, functional limitations, culture, 

and care setting. An essential component of palliative care is ongoing 

management of physical symptoms, anticipating changes in health status, 

and monitoring of potential risk factors associated with the disease and side 

effects due to treatment regimens.

GUIDELINE 2.4: ONGOING CARE

The palliative care team provides written and verbal recommendations for 

monitoring and managing physical symptoms.

CLINICAL IMPLICATIONS

In all care settings, palliative care seeks to improve physical comfort and 

optimal functional status. Physical concerns, including ongoing access to med-

ications, can be exacerbated as patients transfer across settings of care. Services 

align with the goals, needs, culture, ages, and developmental status of the 

patient and family. Expert symptom management focuses not only on physical 

factors but also emotional, spiritual, religious, and cultural factors, which set 

the foundation of palliative care and promote comfort and quality of life.

Note. From National Consensus Project for Quality Palliative Care. Clinical Practice 

Guidelines for Quality Palliative Care, 4th edition. Richmond, VA: National Coalition 

for Hospice and Palliative Care; 2018. https://www.nationalcoalitionhpc.org/ncp. 

Used with permission.
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and consistently assess symptoms (Ferrell & Paice, 2019; Hui 

& Bruera, 2017).

Communication is particularly important for patients who 

may have limited health literacy, including patients for whom 

English is a second language, patients with hearing impedi-

ments (AHRQ, 2020), and patients with low health literacy 

levels (Thomas & Malhi, 2017). Terms that are commonly used 

in discussing symptoms may seem standard to clinicians but 

may be unfamiliar to patients. It is important for clinicians to 

recognize that low health literacy can impair a patient’s ability 

to understand and follow medical advice. Low health literacy 

is not always associated with low literacy. Although a patient 

may be literate, this does not mean that they can understand 

or articulate medical information to the level that it is com-

municated between clinicians. Applying communication skills, 

such as using plain language and asking patients to explain 

what they know or what they understand, can help clinicians 

minimize miscommunication when interacting with patients 

(Christensen, 2016; MacLeod et al., 2017).

One of the most common fears among patients with cancer 

and their family members is loss of control (Donesky, 2019). 

This is particularly true when patients are in the home setting 

and are managing complex cancer treatments and symptom reg-

imens with the help of family members (Donesky, 2019; Hui & 

Bruera, 2017). Lack of familiarity with medications, procedures, 

hygiene, and other physical needs compounds feelings of stress. 

Uncontrolled symptoms, including profound fatigue, nausea, 

constipation, loss of bowel or bladder control, and dyspnea, can 

be major factors in the development or worsening of psycholog-

ical symptoms, such as anxiety or depression. Providing optimum 

assessment and symptom management can improve patients’ 

sense of control because they will have a greater understanding 

of their symptoms and treatment options. Patients with mild or 

moderate symptoms may fear that symptoms will become worse 

or uncontrollable, and these fears may greatly increase suffering 

(Paice, 2019). 

Interprofessional Communication Curriculum

The ICC is an NCI-funded professional training program that 

focuses on communication training in oncology. It is a three-

day, in-person train-the-trainer program designed for healthcare 

professional teams in three oncology disciplines: nursing, social 

work, and chaplaincy. Professionals from these disciplines are 

critical to providing psychosocial and physical support in cancer 

centers and are role models of the best care available for patients. 

Each participating team consists of two clinicians from different 

disciplines (e.g., nurse and chaplain, social worker and nurse). 

Based on results from pilot testing, these three disciplines involve 

similar needs and competencies. 

The ICC focuses on communication skills needed in oncology 

clinical practice. Using a goal-directed method of teaching, the 

curriculum places significant importance on providing nurses, 

social workers, and chaplains with the skills and tools necessary 

to enact skills-based trainings at their home institutions. Tools 

used in the course include role-play, case studies, and guides for 

family conferences and patient communication. Course faculty 

TABLE 1.

KEY COMMUNICATION PRINCIPLES AND EXAMPLES IN PHYSICAL CARE

PRINCIPLE EXAMPLE

Reinforce verbal instruction with written 
information.

“Because you have just received some pretty complicated information about treating your difficulty breathing, I 
will give you a written plan of care that you can take home with you.”

Explain the reason for symptom assessment or 
physical care.

“Assessing pain thoroughly is essential in promoting quality of life for our patients. That is why we want to know a 
lot about your pain and how it is affecting you.”

Focus on prevention of physical problems and 
symptoms.

“Fear of constipation should never prevent people from taking pain medication, so we always want to prevent 
constipation. We want your constipation to be well controlled so you can keep taking your pain medications.”

Prioritize patient teaching based on the patient’s 
priorities.

“There are a lot of things we can do to address these symptoms, but we cannot do everything at once. Which 
symptom is the worst or the one affecting your life the most?”

Obtain patient permission to discuss symptoms, 
especially those related to sensitive topics.

“I would like to offer some ideas about how we might better treat your problems with vaginal discomfort. Would 
that be OK?”

Enlist interprofessional colleagues to support 
physical care.

“This is a team effort. I’m going to make some adjustments to your medications, but I sense that there is a lot going 
on for you right now that is also affecting your anxiety. I’m going to ask Nancy, the social worker, to also come by to 
see if she might be able to support you as you deal with the family concerns you have discussed with me.”

Apply teach-back principles, particularly for 
patients with low health literacy levels.

“We have gone over a lot of things today about your problems with constipation. Can you summarize what you 
understand you need to do to better manage your constipation?”
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are senior leaders from the three disciplines, with expertise in 

communication. The NCP’s (2018) eight domains for quality pal-

liative care form an evidence base for the curriculum.

Participating interprofessional faculty members use a variety 

of teaching methods, including lectures with evidence-based 

information, discussion sessions, and small-group exercises. To 

promote further distribution of the educational materials, par-

ticipants are provided with multiple learning resources, such as 

lecture notes, slides, and activities for use in training colleagues 

at their home institutions, in addition to information facili-

tating best teaching practices and advice. This training primarily 

prepares participants to serve as competent communication 

trainers at their respective institutions; it also readies them to 

act as clinical resources to address common patient concerns 

(e.g., symptom assessment and management, spiritual and cul-

tural needs); offer psychosocial support to colleagues and to 

patients and their families; and facilitate interprofessional family 

meetings. In addition, the training highlights the specific com-

munication skills needed to provide exceptional physical care. 

There will be five training courses each year, with the first sched-

uled for January 27, 2021. The NCI training grant pays for course 

registration, a travel stipend, and all teaching materials. Figure 2 

describes communication teaching strategies used in the ICC to 

support communication in physical care (Back & Arnold, 2013; 

Baile et al., 2000; Curtis & White, 2008; Institute for Healthcare 

Improvement, n.d.; Regents of the University of California, 2017). 

Figure 3 presents the three-day course agenda.

Prior to workshop acceptance, participants are required to 

submit letters from their supervisors or leadership to support 

their attendance at the in-person training. In addition, each team 

of two is required to identify written goals for implementing com-

munication skills training at their own institutions. Postcourse 

follow-up evaluations concerning goal achievement are conducted 

at 6 and 12 months to determine barriers, successes, and solutions 

to problems.

An online version of the ICC enhances the in-person cur-

riculum. Access to the online learning modules is provided to 

course participants prior to the in-person training, and partici-

pants are required to review all online modules before the course 

FIGURE 2.

PALLIATIVE CARE COMMUNICATION PRINCIPLES AND CORRESPONDING ICC TEACHING STRATEGIES

EMPATHIC COMMUNICATION IN ASSESSING PHYSICAL PROBLEMS

 ɔ In dyads, engage in 3 role-plays of 5–10 minutes each using the SBAR 

(situation, background, assessment, recommendation) tool (Institute for 

Healthcare Improvement, n.d.) covering the following topics: pain assess-

ments, educating patients, communicating symptoms to team, and shared 

decision making. 

 ɔ Spend 10 minutes journaling, describing a recent pain and symptom man-

agement conversation with a patient to reflect on how patients’ emotions 

concerning illness and treatment affect their physical symptoms. 

 ɔ Watch a video of a nurse doing a symptom assessment; this shows how 

specific empathetic communication skills can be used to assess physical 

problems. 

 ɔ In dyads, engage in a role-play of 5–8 minutes to practice using the NURSE 

(naming, understanding, respecting, supporting, exploring) tool (Back & 

Arnold, 2013).

LISTENING

 ɔ In dyads, have 1 participant listen while the other speaks about a symptom to 

practice active listening skills. 

 ɔ Watch a video of a vignette that demonstrates the importance of active 

listening when having a conversation with patients about physical concerns. 

 ɔ In dyads, engage in role-plays of 5–10 minutes using the SPIKES (setting, 

perception, invitation or information, knowledge, empathy, summarize or 

strategize) protocol (Baile et al., 2000).

COMMUNICATION COACHING

 ɔ In dyads, engage in a 5-minute role-play to practice using the COACH 

roadmap steps (listen to the issue, emphasize with colleagues, ask what 

went well, brainstorm a skill for them to try, tailor the skill to them, end with 

positive reinforcement) (Regents of the University of California, 2017) to help 

colleagues have difficult conversations with patients and families related to 

assessing physical problems. 

FAMILY AND SPIRITUAL CONNECTION

 ɔ In groups of 4–5, engage in role-play using recommendations for family 

meetings and the VALUE (value, acknowledge, listen, understand, elicit) tool 

(Curtis & White, 2008) to practice conducting family meetings. 

 ɔ In dyads, use prompts and the quality-of-life model (Ferrell et al., 2018) to con-

duct a 5- to 10-minute interview assessing caregivers’ quality-of-life needs. 

 ɔ Take part in a 10-minute mindfulness reflection in spirituality journaling 

activity and a group discussion on participants’ own spirituality. 

ICC—Interprofessional Communication Curriculum

“All aspects of patient 
care can be improved 
through attention to 
communication.”
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starts. The online version includes six modules adapted from the 

in-person curriculum.

Evaluation

The ICC evolved from a course focused primarily on nurses and 

was expanded for an interprofessional audience. Pilot course 

evaluation data identified strengths of the curriculum and its 

acceptability for education in various clinical settings. A course 

convened in January 2018 for clinicians in California involved 

46 participants (23 dyads consisting of nurses, physicians, social 

workers, and chaplains) from 26 institutions. In the postcourse 

evaluation, participants reported high satisfaction (score of 4.8 

on a scale of 1 [lowest rating] to 5 [highest rating] for meeting 

participants’ expectations). Using a scale of 1 (lowest rating) to 

10 (highest rating), teams gave the psychosocial skills of staff at 

their own institutions a mean score of 6.7; there was strong agree-

ment that education was needed to improve staff communication 

skills. 

At nine months after the course, the teams reported having 

trained 1,246 clinicians in their settings and having made institu-

tional changes, such as improving processes for family conferences 

and developing communication tools for clinicians in areas such 

as advance care planning and bereavement support (Ferrell et al., 

2019). The curriculum has also been used in courses focused pri-

marily on nurses. Each of the eight domains in the curricula was 

rated at 4.7 or higher on a scale ranging from 1 (lowest rating) 

to 5 (highest rating); participants rated each domain to indicate 

its usefulness to their practice. In addition, participants reported 

that they valued the course’s diverse educational experiences, 

such as role-play, video-recorded communication scenarios, lec-

tures, and interactive learning.

The five national trainings will include 6- and 12-month post-

course evaluations of goals for implementing the curriculum. 

This will include assessment of practice changes, such as strat-

egies to improve patient education and family conferencing, and 

self-evaluation of improved communication skills. 

Case Study

Effective Communication to Meet Physical Needs

M.A. is a nurse practitioner in a medical oncology clinic who is 

seeing G.E., a 55-year-old woman who has recently completed ini-

tial chemotherapy for stage IV lung cancer. Through the clinic 

visit and physical examination, M.A. notices that G.E. seems anx-

ious and that she appears to have worsening dyspnea. 

After completing G.E.’s examination and entering clinic 

notes into the bedside computer, M.A. moves her cell phone to 

silent mode, sits next to G.E., and asks if they could spend a few 

moments talking about G.E.’s symptoms. M.A. begins by stating, 

“I am a little worried about you. It seems like you are maybe 

having a little more trouble catching your breath. Can you tell me 

how things are really going for you?” M.A. focuses on being very 

attentive to G.E., making eye contact, being comfortable with 

silence, and listening intently. 

G.E. admits that she is having trouble catching her breath, and 

this worries her because she is hopeful she may be able to enter 

a clinical trial and does not want the oncologist to think her con-

dition is getting worse. M.A. asks, “How is this trouble with your 

breathing affecting you? Your quality of life?” G.E. explains that 

she is not able to “do her chores,” like cooking or helping with 

her grandchildren. 

M.A. is silent, because she senses there are other concerns, 

and G.E. then says, “I don’t feel useful if I cannot take care of 

my home or my grandchildren.” M.A. acknowledges those feel-

ings as common, suggesting that better control of the dyspnea 

may help with her feelings of usefulness to her family. M.A. 

FIGURE 3.

ICC TRAINING AGENDA

DAY 1

 ɔ Welcome, overview of course, discussion of the need for interprofessional 

communication training in oncology

 ɔ National Consensus Project for Quality Palliative Care guidelines as a 

framework for interprofessional communication; domain 1: Structure and 

Processes of Care

 ɔ Domain 2: Physical Aspects of Care

 ɔ Lab session: communication skills for domain 2

 ɔ Domain 3: Psychological and Psychiatric Aspects of Care

 ɔ Lab session: communication skills for domain 3

 ɔ Domain 4: Social Aspects of Care

 ɔ Lab session: communication skills for domain 4

 ɔ Dismissal/evaluations

DAY 2

 ɔ Welcome

 ɔ Domain 5: Spiritual, Religious, and Existential Aspects of Care

 ɔ Domain 6: Cultural Aspects of Care

 ɔ Lab session: communication skills for domains 5 and 6

 ɔ Domain 7: Care of the Patient Nearing the End of Life

 ɔ Lab session: communication skills for domain 7

 ɔ Domain 8: Ethical and Legal Aspects of Care

 ɔ Responsible conduct of research

 ɔ Quality improvement strategies and measuring outcomes of improved 

communication

DAY 3

 ɔ Welcome

 ɔ Implementation of communication skills into practice

 ɔ Lab session: implementation of communication skills into practice

 ɔ Presentation of team goals

 ɔ Summary, evaluations, and next steps

ICC—Interprofessional Communication Curriculum; lab—laboratory
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also makes a mental note to ask the social worker if there are 

resources available to validate G.E.’s usefulness to her family 

throughout her life. 

M.A. expresses her understanding of G.E.’s concerns and 

assures her that these symptoms are important and that focusing 

on her quality of life is a priority. She reinforces that the entire 

team wants to help G.E. gain control of her symptoms so she 

can receive all available treatments. M.A. reviews basic teaching 

about dyspnea, including demonstrating the use of breathing 

techniques, explaining the need to report fever or cough, and 

discussing the medications she has prescribed to treat the dys-

pnea but that G.E. has not yet tried, including an inhaler. M.A. 

explores barriers to using these medications and learns that G.E. 

was never instructed on how to use the inhaler and that she was 

saving it “for emergencies.” 

She then tells G.E. that she would like to talk with the oncology 

team about their conversation and will follow up with a telephone 

call. M.A. gives G.E. a written summary of the key points of their 

conversation and reinforces that helping with her symptoms is 

one of the most important parts of her cancer care. She also asks, 

“What questions do you have about the things we have talked 

about today?” 

Case Discussion

Many aspects of effective communication are illustrated in 

this case study, including attentive listening, exploration of the 

patient’s experience and perspectives, and use of nonverbal 

communication. M.A. also employs open-ended questions and 

assesses G.E.’s goals for her care. In addition, she uses a written 

summary of her teaching and ends with an invitation for G.E. to 

express other concerns.

Implications for Nursing

Communication has long been and will remain at the core of 

oncology care. When clinicians are well trained in communication 

skills, excellent communication between patients and providers 

is possible. All aspects of patient care, including physical needs 

and symptom management, can be improved through attention 

to communication.

Conclusion

Communication skills will continue to be essential for pro-

fessional practice in oncology and will become even more 

important given the demands of a burdened healthcare system. 

Communication training can provide clinicians with the neces-

sary communication skills to effectively engage in conversations 

regarding symptom management and the physical needs of 

patients. The ICC can equip clinicians with the tools needed to 

serve as clinical resources and to help them address common 

patient concerns related to communication. Ultimately, the 

ICC will prepare nurses, social workers, and chaplains in adult 

oncology practice to serve as competent communicators at their 

institutions.
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IMPLICATIONS FOR PRACTICE

 ɔ Pursue excellent communication in all aspects of oncology care.

 ɔ Develop communication skills, which are essential for optimum 

assessment of physical needs, including symptom management.

 ɔ Integrate communication strategies, including nonverbal commu-

nication and attention to literacy, in physical care.

COMMUNICATION SKILLS
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PROFESSIONAL DEVELOPMENT ACTIVITY

EARN 0.5 CONTACT HOURS

ONS members can earn free nursing continuing professional development 

(NCPD) for reading this article and completing an evaluation online. To 

do so, visit cjon.ons.org/ncpd to link to this article and then access its 

evaluation link after logging in.

 

Certified nurses can claim no more than 0.5 total ILNA points for this 

program. Up to 0.5 ILNA points may be applied to Professional Practice 

OR Oncology Nursing Practice. See www.oncc.org for complete details on 

certification.

QUESTIONS FOR DISCUSSION

USE THIS ARTICLE FOR JOURNAL CLUB

Journal club programs can help to increase your ability to evaluate the 

literature and translate those research findings to clinical practice, educa-

tion, administration, and research. Use the following questions to start the 

discussion at your next journal club meeting.

 ɔ Based on the Interprofessional Communication Curriculum, which 

clinical communication skills do you want to improve (e.g., attentive 

listening, exploration of the patient’s experience and perspectives, use 

of nonverbal communication, the asking of open-ended questions)?

 ɔ When communicating with patients with low health literacy, what terms 

associated with symptom management could you change so that they 

are less technical and more understandable to the patient?

 ɔ When would you call in interprofessional colleagues to support com-

munication with patients and their caregivers? 

Visit http://bit.ly/1vUqbVj for details on creating and participating in a jour-

nal club. Photocopying of this article for discussion purposes is permitted.
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