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Abstract

Introduction: In partnership with Cancer Council WA, the East Metropolitan Health Service in Perth, Western
Australia has developed a clinical simulation training program ‘Talking Together’ using role play scenarios with
trained actors as patients/carers. The aim of the training is to improve clinicians’ communication skills when having
challenging conversations with patients, or their carers, particularly in relation to shared decision-making for goals of
care in the event of clinical deterioration.

Methods and analysis: A multi-site, longitudinal mixed methods study will be conducted to evaluate the impact of
the communication skills training program on patient, family/carer, and clinician outcomes. Methods include online
surveys, and interviews. The study will assess outcomes in three areas: evaluation of the ‘Talking Together’
workshops and their effect on satisfaction, confidence, and integration of best practice communication skills; quality
of goals of patient care conversations from the point of view of clinicians, carers, and family/carers; and investigation
of the nursing/allied role in goals of patient care.

Ethics and dissemination: This study has received ethical approval from the Royal Perth Hospital, St John of God, and
Curtin University Human Research Ethics Committees. The outputs from this project will be a series of research
papers and conference presentations.

Strengths and limitations of this study

e The study comprises a multi-site, multi-method, longitudinal, qualitative and quantitative research design
ensuring a comprehensive evaluation of the “Talking Together” communication skills training.

e The study utilises multiple perspectives (doctors, nurses, allied health staff, patients, families/carers) to
evaluate the effectiveness of the communication skills training.

e The evaluation of the communication skills training is conducted by an independent agency.

e The study is limited to one hospital system (incorporating five hospitals) in one city.

e The researchers were unable to utilise a randomised controlled trial due to the nature of the delivery of the
communication skills training within the clinical settings.

Introduction

The primary focus of medical treatment is to provide curative or restorative care to prolong life. However, for many
patients with incurable illness, prolonged survival is not possible. For these patients a different treatment goal is
required so that unnecessary or ‘futile’ treatments which produce no benefit and reduce the patients’ quality of life
are not implemented.! Goals of care conversations are a key part of patient management which aim to identify a
patient’s values, needs and preferences; and to determine the most medically appropriate and patient-centred plan
for treatment in the event of clinical deterioration.?3

The “Goals of Patient Care” (GOPC) initiative was introduced in Western Australia (WA) in 2017 to replace ‘do not
resuscitate’ orders. The process is a conversation between the patient, their family/carer (if relevant), and their
treating doctor to develop goals about treatment choices in the event of clinical deterioration. The conversation is
based on shared decision-making principles and includes discussion of the patient’s medical condition, what
treatments might be helpful or unhelpful, patient values, preferences, and religious or spiritual considerations. The
conversation is documented and kept in the medical record.?

The main aim of goals of care conversations is to improve outcomes for patients and carers. There is evidence that
quality of life, less aggressive medical care, goal concordant care, hospital readmissions, and dying in a preferred
location are all improved when goals of care conversations are implemented. For example, Apostol, et al.* utilised a
cohort study design to examine differences in outcomes between patients who had a goals of care conversation with
those who did not. They found that patients with a goals of care conversation were less likely to receive critical care
(ventilator and/or continuous veno-venous hemofiltration dialysis (0% vs 22%, p=0.003), and more likely to be
discharged to hospice (48% vs 30%, p=0.04) than patients who had not. Wright, et al.5, in a sample of 332 patients
with advanced cancer, found that more aggressive medical care was associated with worse patient quality of life (6.4
vs 4.6; F=3.61, P=.01). They also found that end-of-life conversations were associated with lower rates of ventilation
(1.6% vs 11.0%; adjusted OR, 0.26; 95% Cl, 0.08-0.83), resuscitation (0.8% vs 6.7%; adjusted OR, 0.16; 95% Cl, 0.03-
0.80), Intensive Care Unit (ICU) admission (4.1% vs 12.4%; adjusted OR, 0.35; 95% Cl, 0.14-0.90), as well as earlier
hospice enrolment (65.6% vs 44.5%; adjusted OR, 1.65; 95% Cl, 1.04-2.63).
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Two critical factors in the success of goals of care processes are the ability of clinicians to successfully identify when
a patient is transitioning to a palliative or terminal stage, and clinician communication skills. While it is recognised
that communication skills can and should be taught, clinicians often lack access to formal training opportunities in
this area.”!? In the absence of training, evidence shows communication skills do not reliably improve with
experience.’® A lack of knowledge, experience, and confidence can in turn lead to reluctance to initiate timely GOPC
conversations. Avoiding or delaying GOPC conversations until a life-threatening crisis occurs has been associated
with poorer patient reported quality of life, more frequent hospitalisation, higher likelihood of ICU admission and
aggressive interventions, underutilisation of palliative care, and greater likelihood of a person dying in hospital.14-16
Referral to hospice, which usually results in improved outcomes for patients, will have limited benefit when patients
are transferred very late in the illness trajectory due to delayed GOPC conversations.’

Conversely, early goals of care conversations are associated with better patient outcomes. For example, Emiloju, et
al.’® found that early goals of care conversations (within 2 days of admission) were associated with decreased
admissions to critical care units (p=0.0005), and with having a palliative care consultation (p < .0001). Temel, et al.*®
assigned patients with metastatic non-small cell lung cancer to early palliative care or standard care, reporting better
quality of life and lower rates of depressive symptoms in the early palliative care group. They also reported that
despite receiving less aggressive end-of-life care, those in the early palliative care group had a significantly higher
mean survival rate (11.6 months vs 8.9 months).

Communication skills training programs have been shown to improve clinician’s ability to have goals of care
conversations. For example, Childers and Arnold?® implemented an educational intervention with 512 clinicians to
improve their ability to have goals of care conversations. Participants reported that they were more likely to hold a
goals of care conversation after completing the training. This intention translated into practice with the authors
finding that clinicians who attended the training were significantly more likely to have documented a goals of care
discussion with patients than those who had not attended the training (30.8% vs 27.2%). Programs that have shown
success in improving clinician confidence and communication skills and patient/carer satisfaction with GOPC
conversations commonly include simulation-based learning experiences where clinicians role play communication
with a simulated patient.20-24

Recognising the importance of providing training in communication skills, particularly around GOPC conversations, a
bespoke communication training program (“Talking Together”) based on best practice identified in the literature,
was developed for implementation in Western Australia. Initially, eight half-day workshops were delivered between
May and July 2020. A total of 59 doctors attended the training, 82% were registrars, primarily working in the
emergency department, acute medical unit, and ICU. The pilot project demonstrated participant satisfaction with
the training and improved confidence in engaging in GOPC conversations.?> Grant funding has been received to roll
out the communication skills training across the East Metropolitan Health Service in WA so more medical personnel
can participate. The funding will also enable the workshops to be expanded to include nursing and allied health staff.
Separate funding was received by Curtin University to conduct an independent evaluation of the communication
skills workshops.

Study Aim

The aim of this study is to determine if the implementation of the “Talking Together” clinical simulation training
program results in improved communication about goals of patient care. The study will assess outcomes in three
areas with specific aims/objectives for each component.

Part A: Evaluation of the ‘Talking Together’ Clinician Workshops

Quantify the number of workshops delivered

Quantify the number and type of staff who attend the workshops

Quantify the number of new facilitators trained and the number of workshops they deliver

Evaluate facilitator satisfaction with the facilitator training

Evaluate clinician satisfaction with the communication training

Evaluate the effect of the training on clinician self-perceived confidence in having GOPC conversations
Evaluate the effect of the training on clinician integration of best practice communication skills

Assess if clinician confidence to engage in GOPC conversations changes over time

O N A WNRE
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Part B: Quality of GOPC conversations
9. Evaluate the extent to which all elements of communication best practice are incorporated into GOPC
conversations
10. Assess clinician satisfaction with GOPC conversations
11. Assess patient satisfaction with GOPC conversations
12. Assess family/carer satisfaction with GOPC conversations

Part C: Investigation of the nursing/allied role in GOPC
13. Understand the role that nurses and allied health personnel play in GOPC conversations or implementation

Methods and Analysis

Study Design

This study uses a multi-site, multi-method, longitudinal design incorporating both quantitative and qualitative
methodologies to evaluate the effect of the “Talking Together” communication skills training on patient,
family/carer, and clinician outcomes. Figure 1 outlines the study procedures for each component.

Quantitative

Aims 1-3 and 5 will be addressed through post-test only data collection following the delivery of the workshops. Aim
6 will be addressed through a pre/post design. Aims 7 and 8 will be addressed using follow up surveys at 1 month, 3

months and 12 months following completion of the workshop. Aim 9 will be addressed using a pre-post design with

three repeated simulated communication assessments over a 12-month follow-up period.

Qualitative
Aims 4, and 10-13 will be addressed through a qualitative research design.

Setting

This study will be conducted at five metropolitan public hospitals within the East Metropolitan Health Service of
Western Australia. One is a tertiary hospital, two are general hospitals, and two are specialist hospitals. The study
will be conducted between February 2022 and June 2024.

Intervention
The clinical simulation training workshops (“Talking Together”) are aimed at improving clinicians’ communication
skills enabling them to have challenging values-based conversations with patients and carers in relation to shared
decision-making, particularly at end-of-life. The workshops achieve this by:
e Introducing an evidence-based, time efficient communication skills framework which focuses on patient
values to inform appropriate GOPC and treatment decisions,
e Using realistic scenarios and simulated patients/carers (professional actors trained to represent authentic
patients/carers with clinical problems), and
e Providing participants with the opportunity to practice their communication skills and receive real-time
feedback from experienced clinician facilitators using an evidence-based, learner-centred facilitation
methodology.
Each workshop is facilitated by a senior hospital medical consultant and a junior facilitator.

Patient and public involvement

Two consumers will be appointed to the project Steering Committee to guide decision making on the workshops and
research process. Due to administrative delays consumers were unable to be appointed in time to contribute to the
research proposal.

Sample

The expectation is that 52 workshops will be delivered across the EMHS over the three-year study period, with a
maximum of eight staff at each workshop. If all workshops are fully subscribed 416 staff will receive the
communication skills training. Additionally, two facilitator workshops will be delivered, resulting in 16 new lead
facilitators being trained by the end of the project. The study sample will be drawn from clinicians who attend the
workshops.
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Aims 1-3
All staff who attend the workshops will be included in the workshop summary statistics.

Aims 4-8
All clinicians who attend the communication skills workshops or the facilitator training workshops will be invited to
participate in the workshop evaluation component of this project.

Aim 9

Senior medical staff (registrar and above), and nurse practitioners who register to attend the workshops will be
invited to participate in an assessment of their GOPC communication skills in a simulation environment. These are
currently the only staff type permitted by hospital policies to hold GOPC conversations with patients. A systematic
sampling method will be used with every fourth senior doctor/nurse practitioner who enrols in the course invited to
participate in the communication skills evaluation.

Aims 10-12

Satisfaction with GOPC conversations will be assessed in the ward setting. Senior doctors and nurse practitioners
who attend the communication skills training, nominated patients with whom they have a GOPC conversation, and
the patients’ nominated family member/carer will be included in the sample. A systematic sampling method will be
used with every fifth senior doctor/nurse practitioner who enrols in the course invited to participate in the ward
evaluations.

Aim 13
All nursing and allied health staff who attend the GOPC workshops will be invited to participate in semi-structured
interviews.

Sample size calculation

Aims 5-8

In the pilot study of the communication skills training, 59 clinicians attended the training. Of these, 34 completed a
pre-survey of their learning needs, a response rate of 58%, and 56 completed the post surveys which assessed
changes in confidence, a response rate of 95%.2> Conservatively, if workshops are subscribed at 80% capacity (332
participants), and 60% of workshop attendees complete a pre and post survey (199 participants), this will give 80%
power to detect a small effect size (<0.2) between the two means on the confidence scale — the primary outcome
measure for the workshop evaluation. In a study by Clayton, et al.?? self-assessed confidence following
communication skills training for end-of-life conversations increased from a mean of 42.1 (SD=6.41) before the
workshop to a mean of 56.1 (SD=8.95) after the workshop. This is a large effect size (1.7). This study is therefore
adequately powered to detect a small difference in confidence following the workshop.

Aim 9
We aim to recruit 20 participants who participate in the four assessments of their communication skills over the
study period. This gives 80% power to detect a moderate difference in skills scores over time.

Aims 4 and 10-13

Interviews will be analysed within one week after they take place and themes identified. Once data ‘saturation’ or
informational redundancy is reached?®, no more interviews will be conducted. It is anticipated that the sample size
will be 10-15 participants for Aim 4, 10 — 15 participants in each category (Doctors/Nurse Practitioners, patients,
family/carers), in each time period (pre and post workshop) for Aims 10-12, and 10-15 of each category (nurses and
allied health professionals) for Aim 13.

Data collection

Aims 1-3

The number of workshops, and numbers and types of staff who attend will be obtained from the booking and
attendance records.
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Aim 4

All facilitators who attend the facilitator training will be invited to participate in a short semi-structured interview to
assess their satisfaction with the training they received. Limited demographic and other data will be collected to
describe the sample and will include date and time of interview, clinician type (consultant, RMO, registrar, nurse
practitioner), age, sex, and length of post-registration experience.

Aims 5-6

All clinicians who book to attend the ‘Talking Together’ workshops will receive an invitation to participate in the
workshop evaluation. Participants will be asked to complete the survey before they attend the workshop. Following
each workshop, clinicians will be invited to participate in the post workshop evaluation. Both surveys will be
administered via the Qualtrics platform. Participants in both the pre and post surveys will be asked to assign an ID
number to their survey. This will enable the pre and post surveys to be linked where a participant has completed
both components.

Aims 7-8

Participants will also be asked to complete a follow up survey at one, three, and 12 months following completion of
the workshop. This survey will be used to assess changes in integration of best practice communication skills and
confidence to engage in GOPC conversations over time. These surveys will be administered via the Qualtrics
platform. Participants will be requested to add the same ID number as they did in previous surveys.

Aim 9

Some senior medical staff and nurse practitioners who book to attend the ‘Talking Together’ workshops will receive
an invitation to participate in the workshop evaluation, and an invitation to participate in the communication skills
evaluation. If they agree to participate in the study, they will be recorded during simulated GOPC conversations
using simulated patients.

The simulated GOPC conversations will be conducted by the lead facilitators of the ‘Talking Together’ program and
the patient actors used in the communication skills workshops. The simulated conversations will be recorded prior to
workshop attendance and again at one month, three months and 12 months after completion of the workshop to
assess changes over time. Communication skills assessments will be limited to 20 minutes, with 10 minutes provided
at the end of each assessment for the clinician to receive feedback from the facilitator and the simulated patient (if
they request this). Limited demographic and other data will be collected to describe the sample and will include date
and time of assessment, timing of assessment (pre/post), clinician type (consultant, RMO, registrar, nurse
practitioner), age, sex, length of post-registration experience, and prior communication skills training.

Aims 10-12

Some senior medical staff and nurse practitioners who book to attend the ‘Talking Together’ workshop will receive
an invitation to participate in the workshop evaluation, and an invitation to participate in short semi-structured
interviews to discuss their satisfaction with GOPC conversations. The interviews will be scheduled as close as
possible to the time when they complete a GOPC conversations (at each of the timepoints). One interview will be
conducted prior to them attending the communication skills workshop and one interview will take place after they
attend the workshop. This will allow the clinician to be able to reflect on any changes in the way they conducted the
GOPC conversation as a result of participating in the workshop.

During both the pre and post interviews the clinician will be asked to nominate a patient with whom they had a
recent GOPC conversation and who is still on the ward. The clinician will be asked to discuss the study with the
patient and ask if they are willing to be approached by a researcher. If the patient agrees to participate in an
interview, the interview will be conducted at a time that is convenient to the patient in a quiet room on the ward.
The patient will be asked to nominate a family member/carer (if applicable) who attended the GOPC conversation. If
the family/carer agrees to participate in an interview the interview will be conducted at a time that is convenient to
the family/carer in a quiet room on the ward.

Limited demographic and other data will be collected at the time of the interviews to describe the sample and will
include date and time of interview, timing of interview (pre/post workshop), participant type (clinician, patient,
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family/carer), clinician type (doctor, nurse), age, sex, and for patients — their primary diagnosis, length of time in
hospital, and time since the GOPC conversation.

Aim 13

Nursing and allied health staff who attend the ‘Talking Together’ training will receive an invitation to participate in a
short semi-structured interview. The interview will take place one month after attendance at the workshop to allow
the clinician time to integrate the workshop training into their clinical practice. Themes that will be explored include
the role that nurses/allied health take in GOPC conversations, and how nurses/allied health professionals
incorporate the GOPC plan into their interventions. Limited demographic and other data will be collected to describe
the sample and will include date and time of interview, clinician type (nurse, allied health), age, sex, and length of
post-registration experience.

Instruments

Aim4

Facilitator satisfaction with the training will be examined using a semi-structured interview schedule developed by
the research team.

Aims 5-8
The pre-survey will consist of four sections. A demographics section, a brief questionnaire about previous experience
with GOPC conversations, a confidence questionnaire, and a communication skills questionnaire.

The post-survey will consist of five sections. A demographics questionnaire (which will be skipped for those who
completed the pre-survey), a brief questionnaire about previous experience with GOPC conversations (which will be
skipped for those who completed the pre-survey), a confidence questionnaire, a communication skills questionnaire
(which will be skipped for those who completed the pre-survey), and a workshop satisfaction questionnaire.

The follow up survey will consist of three sections. A brief survey about experience with GOPC conversations, the
confidence questionnaire, and the communication skills questionnaire. Details of the instruments used to measure
satisfaction, confidence and communication skills within the surveys are detailed below.

Participant satisfaction with the workshop content and delivery will be evaluated using a survey designed by the
research team based on the workshop content. The results from the participant satisfaction survey will be given as
feedback to the workshop delivery team on an ongoing basis so that adjustments can be made to the workshop
format to improve the presentation and workshop content. This is particularly important as the workshop will now
be delivered to nursing and allied health staff in addition to medical staff and so refinement will be required to
ensure the workshop simulations and other content are of relevance to all clinicians. Changes to the workshops will
be made at the end of each six-month period so that the changes can be tracked and any impact on the outcome
measures can be assessed.

Confidence will be measured using the ‘Self Assessed Confidence in Communication Skills Questionnaire’ developed
by Lenzi, et al.?’” and adapted for an Australian study by Clayton, et al.?3 Clayton, et al.?? reported the scale had
excellent reliability and internal consistency with a Cronbach’s alpha for the scale of 0.934. In the Clayton, et al.?
study, self-assessed confidence in communication skills significantly increased after the communication training (pre:
mean =42.1, SD = 6.41; post: mean = 56.1, SD = 8.95; Z= -3.923, P<.001), Lenzi, et al.?® used the questionnaire to
assess confidence before and after a communication skills training workshop for oncologists and found a significant
increase following the workshop (pre: mean = 59.5 SD = 14.6; post: mean =72.2,SD =14.8; t = 6.75; p < 0.001). The
tool has been adapted to suit the local context.

Integration of best practice communication will be measured using the ‘Health Professionals Communication Skills
Scale’ (HP-CSS) developed by Leal-Costa et al.?° The HP-CSS is an 18-item instrument used to evaluate the
communication skills of clinicians. It consists of four dimensions: the empathy dimension focuses on how clinicians
obtain and provide information; the informative communication dimension which focuses on active listening and
empathy; the respect dimension which focuses on the respect shown by clinicians; and the social skill/assertiveness
dimension focusing on clinician social skills and capacity for assertiveness. Exploratory and confirmatory factor
analysis was used in two samples of health professionals (n=410 and 517) to explore the psychometric properties of
the instrument. Internal consistency was reported as 0.77 for the empathy dimension, 0.78 for the informative
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communication dimension, 0.74 for the respect dimension, and 0.65 for the social skill/assertiveness dimension. The
tool has been adapted to suit the local context.

Aim 9

Communication skills will be assessed using the Mini Clinical Evaluation Exercise (Mini-CEX) assessment tool. The
Mini-CEX was developed by Nagpal et al.?* to assess communication skills for GOPC conversations following
communication skills training. The evaluation tool incorporates best practice communication skills and is adapted
from the American Academy of Hospice and Palliative Medicine and the Mini-CEX format of the American Board of
Internal Medicine. The tool has been adapted to suit the local context.

Aims 10-12
Satisfaction with communication will be examined using a semi-structured interview schedule developed by the
research team.

Aim 13
The nursing/allied health role in GOPC conversations will be assessed using a semi-structured interview schedule
developed by the research team.

Data analysis

Aim 1-3

The number and types of staff who attend the workshop and facilitator training will be reported using simple
statistics as frequencies and percentages.

Aim 4

Facilitator interviews will be transcribed verbatim. Transcripts will be read line by line. Data will be analysed using
open coding to summarise the main themes and ideas into categories. A second coder will review a sample of
interviews (two). Discrepancies in coding will be discussed until consensus is reached.

Aims 5-6

Satisfaction will be reported using simple statistics such as frequencies and percentages. Open ended questions will
be summarised narratively. The mean confidence score will be calculated for the pre and post test periods. The
difference in confidence scores pre/post the workshops will be assessed using a paired t-test. Additionally,
differences in confidence scores between types of clinicians will be assessed using ANOVA.

Aims 7-8
The difference in mean confidence scores and communication skills scores over time will be assessed using a
repeated measures ANOVA design.

Aim 9

Two raters, trained in the use of the evaluation tool will view the simulation recordings and rate the incorporation of
specific ‘best practice’ communication skills in the simulated GOPC conversation using the evaluation tool. Raters will
be blinded to the time-period of the GOPC conversations. Inter-rater reliability will be reported. Repeated measures
ANOVA will be used to assess changes in mean scores over time.

Aims 10-12

Interviews will be transcribed verbatim. Transcripts will be read line by line. Researchers who code the data will be
blind to the time period (pre or post workshop) in which the interviews took place. Data will be analysed using open
coding to summarise the main themes and ideas into categories. A second coder will review a sample of interviews
(two from each sample type — clinician, patient, family/carer). Discrepancies in the coding will be discussed until
consensus is reached. Of particular interest is any differences in themes that emerge from interviews conducted
before and after workshop attendance.

Aim 13

Interviews will be transcribed verbatim. Transcripts will be read line by line. Data will be analysed using open coding
to summarise the main themes and ideas into categories. A second coder will review a sample of interviews (two
from each sample type — nursing, allied heath). Discrepancies in coding will be discussed until consensus is reached.
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Ethical Considerations

This study has received ethical approval from the Royal Perth Hospital, St John of God, and Curtin University Human
Research Ethics Committees. The study also received governance approval from participating sites. A participant
information sheet will be provided for each element of the research study and explicit consent will be sought from
participants. The outputs from this project will be a series of research papers and conference presentations. Data
from the study will not be reused for other projects. The workshop evaluations will be given as feedback to the
workshop implementation team and will be used to improve workshop content and delivery.

Figure 1: Study Procedures Flowchart

Acknowledgments
The authors would like to thank Emily Allen for her contribution to earlier stages of this work and for assistance with
the development of the evaluation tools.

Authors’ contributions

All authors meet the four criteria for authorship.

¢ Substantial contributions to the conception or design of the work; or the acquisition, analysis, or interpretation of
data for the work; AND

¢ Drafting the work or revising it critically for important intellectual content; AND

e Final approval of the version to be published; AND

¢ Agreement to be accountable for all aspects of the work in ensuring that questions related to the accuracy or
integrity of any part of the work are appropriately investigated and resolved.

Competing interests statement
None declared

Funding statement
This work is supported by the Department of Health, Western Australia — Clinical Simulation and Training Advisory

Network Grants Program. Grant number [DoH20182655-20-15b].

Data sharing statement
No data are available

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

oNOYTULT D WN =

BMJ Open Page 10 of 13

References

1. Brimblecombe, C., Crosbie, D., Lim, W. K., & Hayes, B. (2014). The goals of patient care project: Implementing a
proactive approach to patient-centred decision-making. Internal Medicine Journal, 44(10), 961-966.
https://doi.org/10.1111/imj.12511

2.Department of Health. (2021). Goals of patient care. https://ww2.health.wa.gov.au/Articles/F_l/Goals-of-patient-
care

3. Secunda, K., Wirpsa, M. J., Neely, K. J., Szmuilowicz, E., Wood, G. J., Panozzo, E., McGrath, J., Levenson, A,,
Peterson, J., Gordon, E. J., & Kruser, J. M. (2020). Use and meaning of "Goals of Care" in the healthcare literature: A
systematic review and qualitative discourse analysis. Journal of General Internal Medicine, 35(5), 1559-1566.
https://doi.org/10.1007/s11606-019-05446-0

4. Apostol, C. C., Waldfogel, J. M., Pfoh, E. R,, List, D., Billing, L. S., Nesbit, S. A., & Dy, S. M. (2015). Association of
goals of care meetings for hospitalized cancer patients at risk for critical care with patient outcomes. Palliative
Medicine, 29(4), 386-390. https://doi.org/10.1177/0269216314560800

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., & Prigerson, H. G. (2008). Associations between end-of-life discussions, patient mental health,
medical care near death, and caregiver bereavement adjustment. JAMA, 300(14), 1665—-1673.
https://doi.org/10.1001/jama.300.14.1665

6. Thomas, R. L., Zubair, M. Y., Hayes, B., & Ashby, M. A. (2014). Goals of care: a clinical framework for limitation of
medical treatment. The Medical Journal of Australia, 201(8), 452—-455. https://doi.org/10.5694/mja14.00623

7. Barth, J., & Lannen, P. (2011). Efficacy of communication skills training courses in oncology: a systematic review
and meta-analysis. Annals of oncology: Official Journal of the European Society for Medical Oncology, 22(5), 1030—
1040. https://doi.org/10.1093/annonc/mdqg441

8. Fallowfield, L., Lipkin, M., & Hall, A. (1998). Teaching senior oncologists communication skills: results from phase |
of a comprehensive longitudinal program in the United Kingdom. Journal of Clinical Oncology: Official Journal of the
American Society of Clinical Oncology, 16(5), 1961-1968. https://doi.org/10.1200/JC0.1998.16.5.1961

9. Fujimori, M., Shirai, Y., Asai, M., Kubota, K., Katsumata, N. & Uchitomi, Y. (2014). Effect of communication skills
training program for oncologists based on patient preferences for communication when receiving bad news: a
randomized controlled trial. Journal of Clinical Oncology, 32(20), 2166-2172.

10. Granek, L., Krzyzanowska, M. K., Tozer, R., & Mazzotta, P. (2013). Oncologists' strategies and barriers to effective
communication about the end of life. Journal of Oncology Practice, 9(4), e129—e135.
https://doi.org/10.1200/JOP.2012.000800

11. Orlander, J. D., Fincke, B. G., Hermanns, D., & Johnson, G. A. (2002). Medical residents' first clearly remembered
experiences of giving bad news. Journal of General Internal Medicine, 17(11), 825-831.
https://doi.org/10.1046/j.1525-1497.2002.10915.x

12. Wilkinson, S., Perry, R., Blanchard, K., & Linsell, L. (2008). Effectiveness of a three-day communication skills
course in changing nurses' communication skills with cancer/palliative care patients: a randomised controlled trial.
Palliative Medicine, 22(4), 365—375. https://doi.org/10.1177/0269216308090770

13. Cantwell, B. M., & Ramirez, A. J. (1997). Doctor-patient communication: a study of junior house officers. Medical
Education, 31(1), 17-21. https://doi.org/10.1111/.1365-2923.1997.tb00037.x

14. Dunlay, S. M., & Strand, J. J. (2016). How to discuss goals of care with patients. Trends in Cardiovascular
Medicine, 26(1), 36-43. https://doi.org/10.1016/j.tcm.2015.03.018

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

Page 11 of 13 BMJ Open

oNOYTULT D WN =

15. Gieniusz, M., Nunes, R., Saha, V., Renson, A., Schubert, F. D., & Carey, J. (2018). Earlier goals of care discussions in
hospitalized terminally ill patients and the quality of end-of-life care: A retrospective study. The American Journal of
Hospice & Palliative Care, 35(1), 21-27. https://doi.org/10.1177/1049909116682470

16. Unroe, K. T., Greiner, M. A., Hernandez, A. F., Whellan, D. J., Kaul, P., Schulman, K. A., Peterson, E. D., & Curtis, L.
H. (2011). Resource use in the last 6 months of life among medicare beneficiaries with heart failure, 2000-2007.
Archives of Internal Medicine, 171(3), 196—203. https://doi.org/10.1001/archinternmed.2010.371

17. Bernacki, R. E., Block, S. D., & American College of Physicians High Value Care Task Force (2014). Communication
about serious illness care goals: a review and synthesis of best practices. JAMA Internal Medicine, 174(12), 1994—
2003. https://doi.org/10.1001/jamainternmed.2014.5271

18. Emiloju, O. E., Djibo, D., & Ford, J. G. (2020). Association between the timing of goals-of-care discussion and
hospitalization outcomes in patients with metastatic cancer. The American Journal of Hospice & Palliative Care,
37(6), 433-438. https://doi.org/10.1177/1049909119882891

19. Temel, J. S., Greer, J. A., Muzikansky, A., Gallagher, E. R., Admane, S., Jackson, V. A., Dahlin, C. M., Blinderman, C.
D., Jacobsen, J., Pirl, W. F., Billings, J. A., & Lynch, T. J. (2010). Early palliative care for patients with metastatic non-
small-cell lung cancer. The New England Journal of Medicine, 363(8), 733—-742.
https://doi.org/10.1056/NEJM0a1000678

20. Childers, J. W., & Arnold, R. M. (2018). Expanding goals of care conversations across a health system: The
mapping the future program. Journal of Pain and Symptom Management, 56(4), 637-644.
https://doi.org/10.1016/j.jpainsymman.2018.07.013

21. Bickell, N. A., Back, A. L., Adelson, K., Gonsky, J. P., Egorova, N., Pintova, S., Lin, J. J., Kozuch, P., Bagiella, E., &
Smith, C. B. (2020). Effects of a communication intervention randomized controlled trial to enable goals-of-care
discussions. JCO Oncology Practice, 16(9), e1015-e1028. https://doi.org/10.1200/0P.20.00040

22. Cannone, D., Atlas, M., Fornari, A., Barilla-LaBarca, M. L., & Hoffman, M. (2019). Delivering challenging news: An
illness-trajectory communication curriculum for multispecialty oncology residents and fellows. MedEdPORTAL: The
Journal of Teaching and Learning Resources, 15, 10819. https://doi.org/10.15766/mep_2374-8265.10819

23. Clayton, J. M., Butow, P. N., Waters, A., Laidsaar-Powell, R. C., O'Brien, A., Boyle, F., Back, A. L., Arnold, R. M.,
Tulsky, J. A., & Tattersall, M. H. (2013). Evaluation of a novel individualised communication-skills training
intervention to improve doctors' confidence and skills in end-of-life communication. Palliative Medicine, 27(3), 236—
243. https://doi.org/10.1177/0269216312449683

24. Nagpal, V., Philbin, M., Yazdani, M., Veerreddy, P., Fish, D., & Reidy, J. (2021). Effective Goals-of-Care
Conversations: From Skills Training to Bedside. MedEdPORTAL: The Journal of Teaching and Learning Resources, 17,
11122. https://doi.org/10.15766/mep_2374-8265.11122

25. Royal Perth Bentley Group. (2020). Evaluation report: A pilot of simulated patient care conversations: A goals of
patient care workshop.

26. Sandelowski M. (1995). Sample size in qualitative research. Research in Nursing & Health, 18(2), 179-183.
https://doi.org/10.1002/nur.4770180211

27. Lenzi, R., Baile, W. F., Berek, J., Back, A., Buckman, R., Cohen, L., & Parker, P. A. (2005). Design, conduct and
evaluation of a communication course for oncology fellows. Journal of Cancer Education, 20(3), 143—149.
https://doi.org/10.1207/s15430154jce2003_7

28. Lenzi, R., Baile, W. F., Costantini, A., Grassi, L., & Parker, P. A. (2011). Communication training in oncology: results

of intensive communication workshops for Italian oncologists. European Journal of Cancer Care, 20(2), 196-203.
https://doi.org/10.1111/j.1365-2354.2010.01189.x

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

oNOYTULT D WN =

BMJ Open Page 12 of 13
29. Leal-Costa, C., Tirado-Gonzalez, S., Rodriguez-Marin, J., & Vander-Hofstadt-Roman, C. J. (2016). Psychometric

properties of the Health Professionals Communication Skills Scale (HP-CSS). International Journal of Clinical and
Health Psychology, 16(1), 76—86. https://doi.org/10.1016/j.ijchp.2015.04.001

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

Page 13 of 13

oNOYTULT D WN =

BMJ Open

AIMS 5-8

AIMS 9-10

AIMS 5-8

AIMS 5-8

Allied Health Practitioners

Figure 1: Study Procedures Flowchart

271x173mm (300 x 300 DPI)

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

‘ybuAdoo Aq parosroid 1sanb Aq 120z ‘0z 1Mdy uo ywod fwg uadolway/:dny wouy papeojumoq "Z2z0oz 1shBny € uo 92zZ090-TzZ0z-uadolwag/osTT 0T Se paysiignd 1say :uado cNg


http://bmjopen.bmj.com/

BMJ Open

BM) Open

Evaluation of the ‘Talking Together’ simulation
communication training for ‘goals of patient care’
conversations - a mixed methods study

Journal:

BMJ Open

Manuscript ID

bmjopen-2021-060226.R1

Article Type:

Protocol

Date Submitted by the
Author:

17-May-2022

Complete List of Authors:

Brown, Janie; Curtin University of Technology Faculty of Health Sciences,
Nursing & Midwifery

Myers, Helen; Curtin University, School of Nursing

Eng, Derek; Royal Perth Hospital, Palliative Care

Kilshaw, Lucy; Royal Perth Hospital, Aged Care

Abraham, Jillian; East Metropolitan Health Service, East Metropolitan
Health Service Executive

Buchanan, Grace; Cancer Council Western Australia

Eggimann, Liz; Cancer Council Western Australia

Kelly, Michelle; Curtin University, School of Nursing, Midwifery &
Paramedicine

<b>Primary Subject
Heading</b>:

Medical education and training

Secondary Subject Heading:

Medical education and training

Keywords:

MEDICAL EDUCATION & TRAINING, QUALITATIVE RESEARCH,
PALLIATIVE CARE

<

o

{OLARONE™
Manuscripts

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

yBuAdoo Aq parosiold 1senb AQg +Z0z ‘0z Iudy uo jwod g uadolway/:dny woly pspeojumod "2z0z 1snbny € uo 922090-TZ0zZ-uadolwag/9eTT 0T Se paysiignd 1s1y :uado (NG


http://bmjopen.bmj.com/

Page 1 of 21 BMJ Open

oNOYTULT D WN =

Title Page

Title

Evaluation of the ‘Talking Together’ simulation communication training for ‘goals of patient care’ conversations —a

mixed methods study

Authors

Dr Janie Brown

Senior Lecturer, Curtin School of Nursing, Perth, Australia & Senior Research Fellow, St John of God Hospital,
Midland, Perth, Australia

Ms Helen Myers
Research Assistant, Curtin School of Nursing, Curtin University, Perth, Australia

Dr Derek Eng
Palliative Care Physician, Head of Department, Royal Perth Bentley Group, Perth, Australia

Dr Lucy Kilshaw
Consultant Geriatrician, Royal Perth Bentley Group, Perth, Australia

Ms Jillian Abraham
Coordinator Planning, Innovation and Commissioning, East Metropolitan Health Service, Perth, Australia

Grace Buchanan
Manager, Palliative and Supportive Care Education, Cancer Council WA, Perth, Australia

Liz Eggimann
Palliative and Supportive Care Education Communications & McLarty Coordinator, Cancer Council WA, Perth,
Australia

Associate Professor Michelle Kelly
Interim Deputy Head of School, Curtin School of Nursing, Curtin University, Perth, Australia

Corresponding Author:

Dr Janie Brown,

Address: Curtin University, Kent St, Bentley, Western Australia, Australia, 6102
Email: janie.brown@curtin.edu.au

Phone: 08 9266 2213

Fax: Not applicable

Keywords
Clinical deterioration; communication; decision-making,; goals; simulation training

Word count
4107

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

oNOYTULT D WN =

BMJ Open Page 2 of 21

Abstract

Introduction: In partnership with Cancer Council WA, the East Metropolitan Health Service in Perth, Western
Australia has developed a clinical simulation training program ‘Talking Together’ using role play scenarios with
trained actors as patients/carers. The aim of the training is to improve clinicians’ communication skills when having
challenging conversations with patients, or their carers, in relation to goals of care in the event of clinical
deterioration.

Methods and analysis: A multi-site, longitudinal mixed methods study will be conducted to evaluate the impact of
the communication skills training program on patient, family/carer, and clinician outcomes. Methods include online
surveys, and interviews. The study will assess outcomes in three areas: evaluation of the ‘Talking Together’
workshops and their effect on satisfaction, confidence, and integration of best practice communication skills; quality
of goals of patient care conversations from the point of view of clinicians, carers, and family/carers; and investigation
of the nursing/allied role in goals of patient care.

Ethics and dissemination: This study has received ethical approval from the Royal Perth Hospital, St John of God, and
Curtin University Human Research Ethics Committees. The outputs from this project will be a series of research
papers and conference presentations.

Strengths and limitations of this study

o The study comprises a multi-site, multi-method, longitudinal, qualitative, and quantitative research design
ensuring a comprehensive evaluation of the “Talking Together” communication skills training.

e The study utilises multiple perspectives (doctors, nurses, allied health, patients, families/carers) to evaluate
the effectiveness of the communication skills training.

e The evaluation of the communication skills training is conducted by an independent agency.

e The study is limited to one hospital system (incorporating five hospitals) in one city.

e The researchers were unable to utilise a randomised controlled trial due to the nature of the delivery of the
communication skills training within the clinical settings.

Introduction

The primary focus of medical treatment is to provide curative or restorative care to prolong life. However, for many
patients with incurable illness, prolonged survival is not possible. For these patients a different treatment goal is
required so that unnecessary or ‘futile’ treatments which produce no benefit and reduce the patients’ quality of life
are not implemented.! Goals of care conversations are a key part of patient management which aim to identify a
patient’s values, needs and preferences; and to determine the most medically appropriate and patient-centred plan
for treatment in the event of clinical deterioration.?3

The “Goals of Patient Care” (GOPC) initiative was introduced in Western Australia (WA) in 2017 to replace ‘do not
resuscitate’ orders. The process is a conversation between the patient, their family/carer (if relevant), and their
treating doctor to develop goals about treatment choices in the event of clinical deterioration. The conversation
includes discussion of the patient’s medical condition, what treatments might be helpful or unhelpful, patient values,
preferences, and religious or spiritual considerations. The conversation is documented and kept in the medical
record.?

The main aim of goals of care conversations is to improve outcomes for patients and carers. There is evidence that
quality of life, less aggressive medical care, goal concordant care, hospital readmissions, and dying in a preferred
location are all improved when goals of care conversations are implemented. For example, Apostol, et al.* utilised a
cohort study design to examine differences in outcomes between patients who had a goals of care conversation with
those who did not. They found that patients with a goals of care conversation were less likely to receive critical care
(ventilator and/or continuous veno-venous hemofiltration dialysis (0% vs 22%, p=0.003), and more likely to be
discharged to hospice (48% vs 30%, p=0.04) than patients who had not. Wright, et al.5, in a sample of 332 patients
with advanced cancer, found that more aggressive medical care was associated with worse patient quality of life (6.4
vs 4.6; F=3.61, P=.01). They also found that end-of-life conversations were associated with lower rates of ventilation
(1.6% vs 11.0%; adjusted OR, 0.26; 95% Cl, 0.08-0.83), resuscitation (0.8% vs 6.7%; adjusted OR, 0.16; 95% Cl, 0.03-
0.80), Intensive Care Unit (ICU) admission (4.1% vs 12.4%; adjusted OR, 0.35; 95% Cl, 0.14-0.90), as well as earlier
hospice enrolment (65.6% vs 44.5%; adjusted OR, 1.65; 95% Cl, 1.04-2.63).
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Two critical factors in the success of goals of care processes are the ability of clinicians to successfully identify when
a patient is transitioning to a palliative or terminal stage, and clinician communication skills. While it is recognised
that communication skills can and should be taught, clinicians often lack access to formal training opportunities in
this area.”!? In the absence of training, evidence shows communication skills do not reliably improve with
experience.’® A lack of knowledge, experience, and confidence can in turn lead to reluctance to initiate timely GOPC
conversations. Avoiding or delaying GOPC conversations until a life-threatening crisis occurs has been associated
with poorer patient reported quality of life, more frequent hospitalisation, higher likelihood of ICU admission and
aggressive interventions, underutilisation of palliative care, and greater likelihood of a person dying in hospital.14-16
Referral to hospice, which usually results in improved outcomes for patients, will have limited benefit when patients
are transferred very late in the illness trajectory due to delayed GOPC conversations.’

Conversely, early goals of care conversations are associated with better patient outcomes. For example, Emiloju, et
al.’® found that early goals of care conversations (within 2 days of admission) were associated with decreased
admissions to critical care units (p=0.0005), and with having a palliative care consultation (p < .0001). Temel, et al.*®
assigned patients with metastatic non-small cell lung cancer to early palliative care or standard care, reporting better
quality of life and lower rates of depressive symptoms in the early palliative care group. They also reported that
despite receiving less aggressive end-of-life care, those in the early palliative care group had a significantly higher
mean survival rate (11.6 months vs 8.9 months).

Communication skills training programs have been shown to improve clinician’s ability to have goals of care
conversations. For example, Childers and Arnold?® implemented an educational intervention with 512 clinicians to
improve their ability to have goals of care conversations. Participants reported that they were more likely to hold a
goals of care conversation after completing the training. This intention translated into practice with the authors
finding that clinicians who attended the training were significantly more likely to have documented a goals of care
discussion with patients than those who had not attended the training (30.8% vs 27.2%). Programs that have shown
success in improving clinician confidence and communication skills and patient/carer satisfaction with GOPC
conversations commonly include simulation-based learning experiences where clinicians role play communication
with a simulated patient.20-24

Recognising the importance of providing training in communication skills, particularly around GOPC conversations, a
bespoke communication training program (“Talking Together”) based on best practice identified in the literature?>-26,
was developed for implementation in Western Australia. Initially, eight half-day workshops were delivered between
May and July 2020. A total of 59 doctors attended the training, 82% were registrars, primarily working in the
emergency department, acute medical unit, and ICU. The pilot project demonstrated participant satisfaction with
the training and improved confidence in engaging in GOPC conversations.?” Grant funding has been received to roll
out the communication skills training across the East Metropolitan Health Service in WA so more medical personnel
can participate. The funding will also enable the workshops to be expanded to include nursing and allied health
clinicians. Separate funding was received by Curtin University to conduct an independent evaluation of the
communication skills workshops.

Study Aim

The aim of this study is to determine if the implementation of the “Talking Together” clinical simulation training
program results in improved communication about goals of patient care. The study will assess outcomes in three
areas with specific aims/objectives for each component.

Part A: Evaluation of the ‘Talking Together’ Clinician Workshops

Quantify the number of workshops delivered

Quantify the number and type of clinician who attend the workshops

Quantify the number of new facilitators trained and the number of workshops they deliver

Evaluate facilitator satisfaction with the facilitator training

Evaluate clinician satisfaction with the communication training

Evaluate the effect of the training on clinician self-perceived confidence in having GOPC conversations
Evaluate the effect of the training on clinician integration of best practice communication skills

Assess if clinician confidence to engage in GOPC conversations changes over time

O N A WNRE
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Part B: Quality of GOPC conversations
9. Evaluate the extent to which all elements of communication best practice are incorporated into GOPC
conversations
10. Assess clinician satisfaction with GOPC conversations
11. Assess patient satisfaction with GOPC conversations
12. Assess family/carer satisfaction with GOPC conversations

Part C: Investigation of the nursing/allied role in GOPC
13. Understand the role that nurses and allied health personnel play in GOPC conversations or implementation

Methods and Analysis

Study Design

This study uses a multi-site, multi-method, longitudinal design incorporating both quantitative and qualitative
methodologies to evaluate the effect of the “Talking Together” communication skills training on patient,
family/carer, and clinician outcomes. Figure 1 outlines the study procedures for each component.

Quantitative

Aims 1-3 and 5 will be addressed through post-test only data collection following the delivery of the workshops. Aim
6 will be addressed through a pre/post design. Aims 7 and 8 will be addressed using follow up surveys at 1 month, 3

months and 12 months following completion of the workshop. Aim 9 will be addressed using a pre-post design with

three repeated simulated communication assessments over a 12-month follow-up period.

Qualitative
Aims 4, and 10-13 will be addressed through a qualitative research design.

Setting

This study will be conducted at five metropolitan public hospitals within the East Metropolitan Health Service of
Western Australia. One is a tertiary hospital, two are general hospitals, and two are specialist hospitals. The study
will be conducted between February 2022 and June 2024.

Intervention
The clinical simulation training workshops (“Talking Together”) are aimed at improving clinicians’ communication
skills enabling them to have challenging values-based conversations with patients and carers in relation to goals of
care, particularly at end-of-life. The workshops achieve this by:
e Introducing an evidence-based, time efficient communication skills framework which focuses on patient
values to inform appropriate GOPC and treatment decisions,
e Using realistic scenarios and simulated patients/carers (professional actors trained to represent authentic
patients/carers with clinical problems), and
e Providing participants with the opportunity to practice their communication skills and receive real-time
feedback from experienced clinician facilitators using an evidence-based, learner-centred facilitation
methodology.
Each workshop is facilitated by a senior hospital medical consultant and a junior facilitator.

Patient and public involvement

Two consumer representatives have been appointed to the project Steering Committee to guide decision making on
the workshops and research process. Due to administrative delays consumers were unable to be appointed in time
to contribute to the research proposal. The consumer representatives will have an ongoing role in contributing to
project administration, data analysis, and dissemination plans. Involvement will be guided by the Australian National
Health and Medical Council Consumer Involvement Statement.?8

Part A: Evaluation of the ‘Talking Together’ Clinician Workshops

Sample
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The expectation is that 52 workshops will be delivered across the EMHS over the three-year study period, with a
maximum of eight clinicians at each workshop. If all workshops are fully subscribed 416 clinicians will receive the
communication skills training. Additionally, two facilitator workshops will be delivered, resulting in 16 new lead
facilitators being trained by the end of the project. The study sample will be drawn from clinicians who attend the
workshops.

Aims 1-3
All clinicians who attend the workshops will be included in the workshop summary statistics.

Aims 4-8
All clinicians who attend the communication skills workshops or the facilitator training workshops will be invited to
participate in the workshop evaluation component of this project.

Sample size calculation

Aim 4

Interviews will be analysed within one week after they take place and themes identified. Once data ‘saturation’ or
informational redundancy is reached?®, no more interviews will be conducted. It is anticipated that the sample size
will be 10-15 participants.

Aims 5-8

In the pilot study of the communication skills training, 59 clinicians attended the training. Of these, 34 completed a
pre-survey of their learning needs, a response rate of 58%, and 56 completed the post surveys which assessed
changes in confidence, a response rate of 95%.2” Conservatively, if workshops are subscribed at 80% capacity (332
participants), and 60% of workshop attendees complete a pre and post survey (199 participants), this will give 80%
power to detect a small effect size (<0.2) between the two means on the confidence scale — the primary outcome
measure for the workshop evaluation. In a study by Clayton, et al.?? self-assessed confidence following
communication skills training for end-of-life conversations increased from a mean of 42.1 (SD=6.41) before the
workshop to a mean of 56.1 (SD=8.95) after the workshop. This is a large effect size (1.7). This study is therefore
adequately powered to detect a small difference in confidence following the workshop.

Data collection

Aims 1-3
The number of workshops, and numbers and types of clinicians who attend will be obtained from the booking and
attendance records.

Aim 4

All facilitators who attend the facilitator training will be invited to participate in a short semi-structured interview to
assess their satisfaction with the training they received. Limited demographic and other data will be collected to
describe the sample and will include date and time of interview, clinician type (consultant, RMO, registrar, nurse
practitioner), age, sex, and length of post-registration experience.

Aims 5-6

All clinicians who book to attend the ‘Talking Together’ workshops will receive an invitation to participate in the
workshop evaluation (Supplementary File 1). Participants will be asked to complete the survey before they attend
the workshop. Following each workshop, clinicians will be invited to participate in the post workshop evaluation.
Both surveys will be administered via the Qualtrics platform. Participants in both the pre and post surveys will be
asked to assign an ID number to their survey. This will enable the pre and post surveys to be linked where a
participant has completed both components.

Aims 7-8

Participants will also be asked to complete a follow up survey at one, three, and 12 months following completion of
the workshop. This survey will be used to assess changes in integration of best practice communication skills and
confidence to engage in GOPC conversations over time. These surveys will be administered via the Qualtrics
platform. Participants will be requested to add the same ID number as they did in previous surveys.
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Instruments

Aim 4
Facilitator satisfaction with the training will be examined using a semi-structured interview schedule developed by
the research team.

Aims 5-8
The pre-survey will consist of four sections. A demographics section, a brief questionnaire about previous experience
with GOPC conversations, a confidence questionnaire, and a communication skills questionnaire.

The post-survey will consist of five sections. A demographics questionnaire (which will be skipped for those who
completed the pre-survey), a brief questionnaire about previous experience with GOPC conversations (which will be
skipped for those who completed the pre-survey), a confidence questionnaire, a communication skills questionnaire
(which will be skipped for those who completed the pre-survey), and a workshop satisfaction questionnaire.

The follow up survey will consist of three sections. A brief survey about experience with GOPC conversations, the
confidence questionnaire, and the communication skills questionnaire. Details of the instruments used to measure
satisfaction, confidence and communication skills within the surveys are detailed below.

Participant satisfaction with the workshop content and delivery will be evaluated using a survey designed by the
research team based on the workshop content. The results from the participant satisfaction survey will be given as
feedback to the workshop delivery team on an ongoing basis so that adjustments can be made to the workshop
format to improve the presentation and workshop content. This is particularly important as the workshop will now
be delivered to nursing and allied health clinicians in addition to medical clinicians and so refinement will be required
to ensure the workshop simulations and other content are of relevance to all clinicians. Changes to the workshops
will be made at the end of each six-month period so that the changes can be tracked and any impact on the outcome
measures can be assessed.

Confidence will be measured using the ‘Self Assessed Confidence in Communication Skills Questionnaire’ developed
by Lenzi, et al.3% and adapted for an Australian study by Clayton, et al.?? Clayton, et al.?? reported the scale had
excellent reliability and internal consistency with a Cronbach’s alpha for the scale of 0.934. In the Clayton, et al.?
study, self-assessed confidence in communication skills significantly increased after the communication training (pre:
mean =42.1, SD = 6.41; post: mean = 56.1, SD = 8.95; Z= -3.923, P<.001), Lenzi, et al.3! used the questionnaire to
assess confidence before and after a communication skills training workshop for oncologists and found a significant
increase following the workshop (pre: mean = 59.5 SD = 14.6; post: mean =72.2,SD =14.8;t =6.75; p < 0.001). The
tool has been adapted to suit the local context.

Integration of best practice communication will be measured using the ‘Health Professionals Communication Skills
Scale’ (HP-CSS) developed by Leal-Costa et al.32 The HP-CSS is an 18-item instrument used to evaluate the
communication skills of clinicians. It consists of four dimensions: the empathy dimension focuses on how clinicians
obtain and provide information; the informative communication dimension which focuses on active listening and
empathy; the respect dimension which focuses on the respect shown by clinicians; and the social skill/assertiveness
dimension focusing on clinician social skills and capacity for assertiveness. Exploratory and confirmatory factor
analysis was used in two samples of health professionals (n=410 and 517) to explore the psychometric properties of
the instrument. Internal consistency was reported as 0.77 for the empathy dimension, 0.78 for the informative
communication dimension, 0.74 for the respect dimension, and 0.65 for the social skill/assertiveness dimension. The
tool has been adapted to suit the local context.

Data analysis

Aim 1-3
The number and types of clinicians who attend the workshop and facilitator training will be reported using simple
statistics as frequencies and percentages.
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Aim 4

Facilitator interviews will be transcribed verbatim. Transcripts will be read line by line. Data will be analysed using
open coding to summarise the main themes and ideas into categories. A second coder will review a sample of
interviews (two). Discrepancies in coding will be discussed until consensus is reached.

Aims 5-6

Satisfaction will be reported using simple statistics such as frequencies and percentages. Open ended questions will
be summarised narratively. The mean confidence score will be calculated for the pre and post test periods. The
difference in confidence scores pre/post the workshops will be assessed using a paired t-test. Additionally,
differences in confidence scores between types of clinicians will be assessed using ANOVA.

Aims 7-8
The difference in mean confidence scores and communication skills scores over time will be assessed using a

repeated measures ANOVA design.

Part B: Quality of GOPC conversations

Sample

Aim 9

Senior medical clinicians (registrar and above), and nurse practitioners who register to attend the workshops will be
invited to participate in an assessment of their GOPC communication skills in a simulation environment. These are
currently the only clinicians permitted by hospital policies to hold GOPC conversations with patients. A systematic
sampling method will be used with every fourth senior doctor/nurse practitioner who enrols in the course invited to
participate in the communication skills evaluation.

Aims 10-12

Satisfaction with GOPC conversations will be assessed in the ward setting. Senior doctors and nurse practitioners
who attend the communication skills training, nominated patients with whom they have a GOPC conversation, and
the patients’ nominated family member/carer will be included in the sample. A systematic sampling method will be
used with every fifth senior doctor/nurse practitioner who enrols in the course invited to participate in the ward
evaluations.

Sample size calculation

Aim 9

We aim to recruit 20 participants who participate in the four assessments of their communication skills over the
study period. This gives 80% power to detect a moderate difference (effect size of 0.5)in skills scores over time and
allows for a 50% non-completion rate (G*Power, version 3.1.9.7 repeated measures ANOVA).

Aims 10-12

Interviews will be analysed within one week after they take place and themes identified. Once data ‘saturation’ or
informational redundancy is reached?®, no more interviews will be conducted. It is anticipated that the sample size
will be 10 — 15 participants in each category (Doctors/Nurse Practitioners, patients, family/carers), in each time
period (pre and post workshop).

Data collection

Aim 9

Some senior medical clinicians and nurse practitioners who book to attend the ‘Talking Together’ workshops will
receive an invitation to participate in the workshop evaluation, and an invitation to participate in the communication
skills evaluation. If they agree to participate in the study, they will be recorded during simulated GOPC conversations
using simulated patients.

The simulated GOPC conversations will be conducted by the lead facilitators of the ‘Talking Together’ program and
the patient actors used in the communication skills workshops. The simulated conversations will be recorded prior to
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workshop attendance and again at one month, three months and 12 months after completion of the workshop to

assess changes over time. Communication skills assessments will be limited to 20 minutes, with 10 minutes provided

at the end of each assessment for the clinician to receive feedback from the facilitator and the simulated patient (if

they request this). Limited demographic and other data will be collected to describe the sample and will include date

and time of assessment, timing of assessment (pre/post), clinician type (consultant, RMO, registrar, nurse
practitioner), age, sex, length of post-registration experience, and prior communication skills training.

Aims 10-12
Some senior medical clinicians and nurse practitioners who book to attend the ‘Talking Together’ workshop will
receive an invitation to participate in the workshop evaluation, and an invitation to participate in short semi-

structured interviews to discuss their satisfaction with GOPC conversations. The interviews will be scheduled as close

as possible to the time when they complete a GOPC conversations (at each of the timepoints). One interview will be
conducted prior to them attending the communication skills workshop and one interview will take place after they
attend the workshop. This will allow the clinician to be able to reflect on any changes in the way they conducted the
GOPC conversation as a result of participating in the workshop.

During both the pre and post interviews the clinician will be asked to nominate a patient with whom they had a
recent GOPC conversation and who is still on the ward. The clinician will be asked to discuss the study with the
patient and ask if they are willing to be approached by a researcher. If the patient agrees to participate in an
interview, the interview will be conducted at a time that is convenient to the patient in a quiet room on the ward.

The patient will be asked to nominate a family member/carer (if applicable) who attended the GOPC conversation. If

the family/carer agrees to participate in an interview the interview will be conducted at a time that is convenient to
the family/carer in a quiet room on the ward.

Limited demographic and other data will be collected at the time of the interviews to describe the sample and will
include date and time of interview, timing of interview (pre/post workshop), participant type (clinician, patient,
family/carer), clinician type (doctor, nurse), age, sex, and for patients — their primary diagnosis, length of time in
hospital, and time since the GOPC conversation.

Instruments

Aim 9

Communication skills will be assessed using the Mini Clinical Evaluation Exercise (Mini-CEX) assessment tool. The
Mini-CEX was developed by Nagpal et al.?* to assess communication skills for GOPC conversations following
communication skills training. The evaluation tool incorporates best practice communication skills and is adapted
from the American Academy of Hospice and Palliative Medicine and the Mini-CEX format of the American Board of
Internal Medicine. The tool has been adapted to suit the local context. See Supplementary File 2.

Aims 10-12
Satisfaction with communication will be examined using a semi-structured interview schedule developed by the

research team.

Part C: Investigation of the nursing/allied health role in GOPC

Sample

Aim 13
All nursing and allied health clinicians who attend the GOPC workshops will be invited to participate in semi-
structured interviews.

Sample size calculation
Aim 13
Interviews will be analysed within one week after they take place and themes identified. Once data ‘saturation’ or

informational redundancy is reached?®, no more interviews will be conducted. It is anticipated that the sample size
will be 10-15 of each category (nurses and allied health professionals).
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Data collection

Aim 13

Nursing and allied health clinicians who attend the ‘Talking Together’ training will receive an invitation to participate
in a short semi-structured interview. The interview will take place one month after attendance at the workshop to
allow the clinician time to integrate the workshop training into their clinical practice. Themes that will be explored
include the role that nurses/allied health take in GOPC conversations, and how nurses/allied health professionals
incorporate the GOPC plan into their interventions. Limited demographic and other data will be collected to describe
the sample and will include date and time of interview, clinician type (nurse, allied health), age, sex, and length of
post-registration experience.

Instruments

Aim 13
The nursing/allied health role in GOPC conversations will be assessed using a semi-structured interview schedule
developed by the research team.

Data analysis

Aim 13

Interviews will be transcribed verbatim. Transcripts will be read line by line. Data will be analysed using open coding
to summarise the main themes and ideas into categories. A second coder will review a sample of interviews (two
from each sample type — nursing, allied heath). Discrepancies in coding will be discussed until consensus is reached.

Ethical Considerations

This study has received ethical approval from the Royal Perth Hospital, St John of God, and Curtin University Human
Research Ethics Committees. The study also received governance approval from participating sites. A participant
information sheet will be provided for each element of the research study and explicit consent will be sought from
participants. The outputs from this project will be a series of research papers and conference presentations. Data
from the study will not be reused for other projects. The workshop evaluations will be given as feedback to the
workshop implementation team and will be used to improve workshop content and delivery.

Figure 1: Study Procedures Flowchart
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Talking Together — Post-workshop survey

Thank you for agreeing to participate in this evaluation of the ‘Talking Together’ communication training. The
evaluation includes a survey which will be given to you at five timepoints - before you attend the workshop, after
you attend the workshop, and at one month, three months and twelve months after completing the workshop. You
can choose to participate in all, some, or none of these surveys. This is the post-workshop survey, to complete
immediately after attending the workshop. There are five sections. The first asks about you, the second asks about
your experience of holding ‘goals of patient care’ conversations, the third asks you to rate your confidence in having
‘goals of patient care’ conversations, the fourth asks about your implementation of communication skills, and the
fifth asks about your satisfaction with the workshop. If you completed the pre-survey the first, second and fourth
sections will be skipped. Please tick the box to indicate your consent to participate in the project.

| have received information regarding this research and had an opportunity to ask questions. | believe |
understand the purpose, extent, and possible risks of my involvement in this project, and | voluntarily
consent to take part.

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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1. Respondent ID

1

g Please use the same respondent ID for the pre-workshop, post-workshop and follow-up surveys. This will allow us
4 to compare responses and you will only need to answer the demographic questions once.

5

6 Please use the first 3 letters of your birth month, the last three letters of your first pet’s name, and your favourite
; number e.g. MARXER6

9

10  Section 1: About you (skipped for those who completed the pre-survey)

12 2. What workshop did you attend?

13 e Date xxx

1;' e Date xxx

16 e Date xxx

17

18 3. How would you describe your gender?
19 e Male

20 e Female

;; e Other

23 e Prefer not to say

24

25 4. Whatis your age?

26

27 5. What is your health discipline?

28 e Medical

29 e Nursing

i e Allied Health

32

33 6. If medical, what is your current role?
34 e Consultant

35 e Registrar

36 e RMO

;; e Intern

39

40 7. Ifnursing, what is your current role?
41 e Nurse Practitioner

42 e Clinical Nurse Specialist / Clinical Nurse Manager
43 e Clinical Nurse

44 e Registered Nurse

22 e Enrolled Nurse

47

48 . .

49 8. If allied health, what is your current role?
50 e Social Worker

51 e Physiotherapist

52 e Occupational Therapist

53 e Dietitian

>4 e Speech Pathologist

gg e QOther - Please specify?

57

58 9. Whatis your highest educational qualification?
59

60 10. How many years of clinical experience do you have?
Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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11. What site do you currently work at?
e Royal Perth
e Bentley
e Armadale
e Kalamunda
e St John of God Midland

12. What area do you currently work in?
e Medical
e Surgical
e Emergency and Clinical Support Services
e Other, please specify?

13. If medical, please indicate which areas you work in (select all that apply)?
e Aged Care
e C(linical Pharmacology
e Gastroenterology/Hepatology
e Haematology
e Neurology

Rheumatology

Palliative Care

Rehabilitation

e Respiratory

e Cardiology

e Endocrinology

e General Medicine

e |Immunology

e Oncology
e Radiation Oncology
e Renal

e Other, please specify

14. If surgical, please indicate which areas you work in (select all that apply)?
e Cardiothoracic/Thoracic
e General Surgery
e Gynaecology
e Orthopaedics
e Neurosurgery
e Endocrine
e Neurology
e Vascular
e Trauma
e Other, please specify

15. If emergency and clinical support services, please indicate which areas you work in (select all that apply)?
e Anaesthetics
e Coronary Care Unit
e Emergency
e Intensive Care
e Pain Medicine
e Other, please specify

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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Section 2: Experience with “Goals of Patient Care” discussions (skipped for those who completed the pre-survey)

16. What support or training have you previously received regarding your communication skills?
e | have not received any previous communication skills training
e During undergraduate study
e Post-graduation (including CPD, targeted training etc.), please provide brief details of any training
undertaken post-graduation

17. What do you consider to be a “Goals of Patient Care” conversation?

18. How often do you conduct “Goals of Patient Care” conversations in your current practice?
e Daily/every shift
e 2-3times per week
e 2-3times per month
e 2-3times peryear
e Never

19. How much time would you spend on average during a “Goals of Patient Care” discussion with a patient?
e Lessthan 5 minutes
e 5-10 minutes
e 10-20 minutes

More than 30 minutes

20. Have other disciplines been involved in these “Goals of Patient Care” conversations?
e Yes
e No

21. Please indicate which other disciplines were involved:
e Nursing
o Allied Health
e Specialist Palliative Care
e Other (please specify)

22. How often do you encounter differences in opinions between patient/carer/family and the team’s
recommendation regarding “Goals of Patient Care”?

o Always

e Often

e Sometimes
e Rarely

e Never

23. What would you consider are the main challenges associated with having “Goals of Patient Care” conversations?

24. Please list two areas of communication that you believe are your strengths and two areas that you feel you could
improve further:
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Section 3: Confidence with “Goals of Patient Care” discussions

Please rate each item according to how confident you feel about discussing these topics with patients and/or
families/carers during “Goals of Patient Care” conversations.
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Not at all
confident

Slightly
confident

Somewhat
confident

Moderately
confident

Very
confident

25. Give bad news to a patient about his
or herillness?

26. Obtain a patient’s and/or
carer’s/family’s perspective of a
patient’s illness?

27. Express empathy?

28. Elicit a patient’s information needs
regarding their illness and prognosis?

29. Discuss life expectancy or
prognosis?

30. Discuss potential future symptoms?

31. Elicit a patient’s fears about their
health and healthcare?

32. Elicit a patient’s hopes for their
health and healthcare?

33. Obtain a comprehensive map of
values and goals from a patient and/or
carer/family

34. Discuss appropriate medical
treatment options in the event of
patient deterioration?

35. Discuss treatments that do/do not
align with a patient’s values and goals

36. Discuss and document treatment
ceilings or limitations (eg. no-CPR, no
ICU) with a patient?

37. Discuss and document treatment
ceilings or limitations (eg. no-CPR, no
ICU) with a family member?

38. Handle differing expectations
between the treating team and the
patient/carer/family

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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Section 4: Communication skills (skipped for those who completed the pre-survey)

Please rate each item according to how you currently communicate with patients.

Almost
never

Onceina
while

Sometimes

Normally

Very
Often

Many
times

40. | respect the right of patients to
express themselves freely

41. | explore the emotions of my
patients

42. | respect the autonomy and
freedom of patients

43. When the patient speaks, | show
interest through body gestures
(nodding, eye contact, smiles, ...)

44. | provide information to patients
(whenever my professional
competency permits me) about
what concerns them

45. | listen to patients without
prejudice, regardless of their
physical appearance, mannerisms,
form of expression, ...

46. | express my opinions and
desires clearly to patients

47. When | give information, | use
silence to allow the patient to
assimilate what | am saying

48. When | give information to
patients, | do so in understandable
terms

49. When a patient does something
that does not seem right, | express
my disagreement or discomfort

50. | dedicate time to listen and try
to understand the needs of patients

51. I try to understand the feelings
of my patient

52. When | interact with patients, |
express my opinions clearly and
firmly

53. | believe that the patient is
entitled to receive health
information

54. | feel that | respect the needs of
patients

55. | find it difficult to make
requests of patients

56. | make sure that patients have
comprehended the information
provided

57. I find it difficult to ask for
information from patients

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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Section 5: Satisfaction with the ‘Talking Together’ communication skills workshop

Strongly | Disagree | Neither | Agree Strongly | Not

disagree agree Agree applicab
nor le
disagree

58. The pre-workshop video was helpful in
preparing me for this workshop

59. The workshop briefing provided me with
a clear understanding of communication
theory and frameworks

60. Using trained actors to rehearse GOPC
conversations was an effective simulation
experience for me

61. Receiving feedback from the simulated
patient during the simulation added value

62. Receiving feedback from the facilitators
during the simulation added value

63. The workshop provided a protected and

supportive learning environment

64. What changes to your “Goals of Patient Care” conversations will you make based on what you have learnt
during this workshop?

65. Do you see broader applications of the communication framework beyond “Goals of Patient Care”?
e Yes
e No
o |[f yes, please provide a brief outline

66. Do you have any suggestions or comments to improve the workshop?
67. Are there any supports you would like post-training (for example cheat sheets, simulated scenario videos, virtual

community of practice, further workshops)? Please describe any supports and your preferred format for these
supports.

68. Would you recommend this workshop to your colleagues?
e Yes
e No

69. We would appreciate a comment about this workshop that you would be happy for us to use for promotional
purposes.
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59

Communication Skills Evaluation

Mini CEX for “Goals of Patient Care” conversation

Please assess the skills below using the following marks:
“Yes” = Done (stands for score of 2), “PD” = Partially done (stands for score of 1), “No” = did not do (stands for score of 0)

1. Summarizes the discussion

2. Reviews next steps of care

3. Screens for questions or concerns

L0

Content of the Encounter: Yes PD No
1. Greets patient and family and introduces self and team [ ] [ | [ |
2. Explains the purpose of the meeting [ ] [ ] [ ]
3. Asks patient and family to describe their understanding of the patient’s illness : : :
4. Describes the current medical condition succinctly without jargon : : :
5. Offers an opportunity for both the patient and family to ask questions; responds appropriately [ ] [ ] [ ]
6. Explores patient’s values and priorities [ ] [ ] [ ]
7. Clearly discusses clinical concerns and imperatives and describes care options [ ] [ ] [ ]
8. Develops a plan of care based on shared priorities, and makes recommendation (if appropriate) [ ] [ ] [ |
Interpersonal skills of the Encounter: Yes PD No
1. Maintains an open posture : : :
2. Assures respect and concern eg: comfort, listening and acknowledgement, and privacy : : :
3. Assumes comfortable inter-personal distance : : :
4. Uses silence at appropriate times and allows the patient/family to express concerns or reflect [ ] [ ] [ ]
5. Recognizes and responds to emotion using more than one NURSES skill [ ] [ ] [ ]
Ending the Encounter: Yes | PD No
1] [
1] [
L1 [

Comments:
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Abstract

Introduction: In partnership with Cancer Council WA, the East Metropolitan Health Service in Perth, Western
Australia has developed a clinical simulation training program ‘Talking Together’ using role play scenarios with
trained actors as patients/carers. The aim of the training is to improve clinicians’ communication skills when having
challenging conversations with patients, or their carers, in relation to goals of care in the event of clinical
deterioration.

Methods and analysis: A multi-site, longitudinal mixed methods study will be conducted to evaluate the impact of
the communication skills training program on patient, family/carer, and clinician outcomes. Methods include online
surveys, and interviews. The study will assess outcomes in three areas: evaluation of the ‘Talking Together’
workshops and their effect on satisfaction, confidence, and integration of best practice communication skills; quality
of goals of patient care conversations from the point of view of clinicians, carers, and family/carers; and investigation
of the nursing/allied role in goals of patient care.

Ethics and dissemination: This study has received ethical approval from the Royal Perth Hospital, St John of God, and
Curtin University Human Research Ethics Committees. The outputs from this project will be a series of research
papers and conference presentations.

Strengths and limitations of this study

o The study comprises a multi-site, multi-method, longitudinal, qualitative, and quantitative research design
ensuring a comprehensive evaluation of the “Talking Together” communication skills training.

e The study utilises multiple perspectives (doctors, nurses, allied health, patients, families/carers) to evaluate
the effectiveness of the communication skills training.

e The evaluation of the communication skills training is conducted by an independent agency.

e The study is limited to one hospital system (incorporating five hospitals) in one city.

e The researchers were unable to utilise a randomised controlled trial due to the nature of the delivery of the
communication skills training within the clinical settings.

Introduction

The primary focus of medical treatment is to provide curative or restorative care to prolong life. However, for many
patients with incurable illness, prolonged survival is not possible. For these patients a different treatment goal is
required so that unnecessary or ‘futile’ treatments which produce no benefit and reduce the patients’ quality of life
are not implemented.! Goals of care conversations are a key part of patient management which aim to identify a
patient’s values, needs and preferences; and to determine the most medically appropriate and patient-centred plan
for treatment in the event of clinical deterioration.?3

The “Goals of Patient Care” (GOPC) initiative was introduced in Western Australia (WA) in 2017 to replace ‘do not
resuscitate’ orders. The process is a conversation between the patient, their family/carer (if relevant), and their
treating doctor to develop goals about treatment choices in the event of clinical deterioration. The conversation
includes discussion of the patient’s medical condition, what treatments might be helpful or unhelpful, patient values,
preferences, and religious or spiritual considerations. The conversation is documented and kept in the medical
record.?

The main aim of goals of care conversations is to improve outcomes for patients and carers. There is evidence that
quality of life, less aggressive medical care, goal concordant care, hospital readmissions, and dying in a preferred
location are all improved when goals of care conversations are implemented. For example, Apostol, et al.* utilised a
cohort study design to examine differences in outcomes between patients who had a goals of care conversation with
those who did not. They found that patients with a goals of care conversation were less likely to receive critical care
(ventilator and/or continuous veno-venous hemofiltration dialysis (0% vs 22%, p=0.003), and more likely to be
discharged to hospice (48% vs 30%, p=0.04) than patients who had not. Wright, et al.5, in a sample of 332 patients
with advanced cancer, found that more aggressive medical care was associated with worse patient quality of life (6.4
vs 4.6; F=3.61, P=.01). They also found that end-of-life conversations were associated with lower rates of ventilation
(1.6% vs 11.0%; adjusted OR, 0.26; 95% Cl, 0.08-0.83), resuscitation (0.8% vs 6.7%; adjusted OR, 0.16; 95% Cl, 0.03-
0.80), Intensive Care Unit (ICU) admission (4.1% vs 12.4%; adjusted OR, 0.35; 95% Cl, 0.14-0.90), as well as earlier
hospice enrolment (65.6% vs 44.5%; adjusted OR, 1.65; 95% Cl, 1.04-2.63).
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Two critical factors in the success of goals of care processes are the ability of clinicians to successfully identify when
a patient is transitioning to a palliative or terminal stage, and clinician communication skills. While it is recognised
that communication skills can and should be taught, clinicians often lack access to formal training opportunities in
this area.”!? In the absence of training, evidence shows communication skills do not reliably improve with
experience.’® A lack of knowledge, experience, and confidence can in turn lead to reluctance to initiate timely GOPC
conversations. Avoiding or delaying GOPC conversations until a life-threatening crisis occurs has been associated
with poorer patient reported quality of life, more frequent hospitalisation, higher likelihood of ICU admission and
aggressive interventions, underutilisation of palliative care, and greater likelihood of a person dying in hospital.14-16
Referral to hospice, which usually results in improved outcomes for patients, will have limited benefit when patients
are transferred very late in the illness trajectory due to delayed GOPC conversations.’

Conversely, early goals of care conversations are associated with better patient outcomes. For example, Emiloju, et
al.’® found that early goals of care conversations (within 2 days of admission) were associated with decreased
admissions to critical care units (p=0.0005), and with having a palliative care consultation (p < .0001). Temel, et al.*®
assigned patients with metastatic non-small cell lung cancer to early palliative care or standard care, reporting better
quality of life and lower rates of depressive symptoms in the early palliative care group. They also reported that
despite receiving less aggressive end-of-life care, those in the early palliative care group had a significantly higher
mean survival rate (11.6 months vs 8.9 months).

Communication skills training programs have been shown to improve clinician’s ability to have goals of care
conversations. For example, Childers and Arnold?® implemented an educational intervention with 512 clinicians to
improve their ability to have goals of care conversations. Participants reported that they were more likely to hold a
goals of care conversation after completing the training. This intention translated into practice with the authors
finding that clinicians who attended the training were significantly more likely to have documented a goals of care
discussion with patients than those who had not attended the training (30.8% vs 27.2%). Programs that have shown
success in improving clinician confidence and communication skills and patient/carer satisfaction with GOPC
conversations commonly include simulation-based learning experiences where clinicians role play communication
with a simulated patient.20-24

Recognising the importance of providing training in communication skills, particularly around GOPC conversations, a
bespoke communication training program (“Talking Together”) based on best practice identified in the literature?>-26,
was developed for implementation in Western Australia. Initially, eight half-day workshops were delivered between
May and July 2020. A total of 59 doctors attended the training, 82% were registrars, primarily working in the
emergency department, acute medical unit, and ICU. The pilot project demonstrated participant satisfaction with
the training and improved confidence in engaging in GOPC conversations.?” Grant funding has been received to roll
out the communication skills training across the East Metropolitan Health Service in WA so more medical personnel
can participate. The funding will also enable the workshops to be expanded to include nursing and allied health
clinicians. Separate funding was received by Curtin University to conduct an independent evaluation of the
communication skills workshops. Although previous studies have assessed the effectiveness of communication skills
training based on clinician self-report or documentation assessment, this study will add to the literature by assessing
changes in clinician communication skills in a simulation environment.

Study Aim

The aim of this study is to determine if the implementation of the “Talking Together” clinical simulation training
program results in improved communication about goals of patient care. The study will assess outcomes in three
areas with specific aims/objectives for each component.

Part A: Evaluation of the ‘Talking Together’ Clinician Workshops

Quantify the number of workshops delivered

Quantify the number and type of clinician who attend the workshops

Quantify the number of new facilitators trained and the number of workshops they deliver

Evaluate facilitator satisfaction with the facilitator training

Evaluate clinician satisfaction with the communication training

Evaluate the effect of the training on clinician self-perceived confidence in having GOPC conversations
Evaluate the effect of the training on clinician integration of best practice communication skills

Assess if clinician confidence to engage in GOPC conversations changes over time

O N AWNRE
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Part B: Quality of GOPC conversations
9. Evaluate the extent to which all elements of communication best practice are incorporated into GOPC
conversations
10. Assess clinician satisfaction with GOPC conversations
11. Assess patient satisfaction with GOPC conversations
12. Assess family/carer satisfaction with GOPC conversations

Part C: Investigation of the nursing/allied role in GOPC
13. Understand the role that nurses and allied health personnel play in GOPC conversations or implementation

Methods and Analysis

Study Design

This study uses a multi-site, multi-method, longitudinal design incorporating both quantitative and qualitative
methodologies to evaluate the effect of the “Talking Together” communication skills training on patient,
family/carer, and clinician outcomes. Figure 1 outlines the study procedures for each component.

Quantitative

Aims 1-3 and 5 will be addressed through post-test only data collection following the delivery of the workshops. Aim
6 will be addressed through a pre/post design. Aims 7 and 8 will be addressed using follow up surveys at 1 month, 3

months and 12 months following completion of the workshop. Aim 9 will be addressed using a pre-post design with

three repeated simulated communication assessments over a 12-month follow-up period.

Qualitative
Aims 4, and 10-13 will be addressed through a qualitative research design.

Setting

This study will be conducted at five metropolitan public hospitals within the East Metropolitan Health Service of
Western Australia. One is a tertiary hospital, two are general hospitals, and two are specialist hospitals. The study
will be conducted between February 2022 and June 2024.

Intervention
The clinical simulation training workshops (“Talking Together”) are aimed at improving clinicians’ communication
skills enabling them to have challenging values-based conversations with patients and carers in relation to goals of
care, particularly at end-of-life. The workshops achieve this by:
e Introducing an evidence-based, time efficient communication skills framework which focuses on patient
values to inform appropriate GOPC and treatment decisions,
e Using realistic scenarios and simulated patients/carers (professional actors trained to represent authentic
patients/carers with clinical problems), and
e Providing participants with the opportunity to practice their communication skills and receive real-time
feedback from experienced clinician facilitators using an evidence-based, learner-centred facilitation
methodology.
Each workshop is facilitated by a senior hospital medical consultant and a junior facilitator.

Patient and public involvement

Two consumer representatives have been appointed to the project Steering Committee to guide decision making on
the workshops and research process. Due to administrative delays consumers were unable to be appointed in time
to contribute to the research proposal. The consumer representatives will have an ongoing role in contributing to
project administration, data analysis, and dissemination plans. Involvement will be guided by the Australian National
Health and Medical Council Consumer Involvement Statement.?8

Part A: Evaluation of the ‘Talking Together’ Clinician Workshops

Sample
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The expectation is that 52 workshops will be delivered across the EMHS over the three-year study period, with a
maximum of eight clinicians at each workshop. If all workshops are fully subscribed 416 clinicians will receive the
communication skills training. Additionally, two facilitator workshops will be delivered, resulting in 16 new lead
facilitators being trained by the end of the project. The study sample will be drawn from clinicians who attend the
workshops.

Aims 1-3
All clinicians who attend the workshops will be included in the workshop summary statistics.

Aims 4-8
All clinicians who attend the communication skills workshops or the facilitator training workshops will be invited to
participate in the workshop evaluation component of this project.

Sample size calculation

Aim 4

Interviews will be analysed within one week after they take place and themes identified. Once data ‘saturation’ or
informational redundancy is reached?®, no more interviews will be conducted. It is anticipated that the sample size
will be 10-15 participants.

Aims 5-8

In the pilot study of the communication skills training, 59 clinicians attended the training. Of these, 34 completed a
pre-survey of their learning needs, a response rate of 58%, and 56 completed the post surveys which assessed
changes in confidence, a response rate of 95%.2” Conservatively, if workshops are subscribed at 80% capacity (332
participants), and 60% of workshop attendees complete a pre and post survey (199 participants), this will give 80%
power to detect a small effect size (<0.2) between the two means on the confidence scale — the primary outcome
measure for the workshop evaluation. In a study by Clayton, et al.?? self-assessed confidence following
communication skills training for end-of-life conversations increased from a mean of 42.1 (SD=6.41) before the
workshop to a mean of 56.1 (SD=8.95) after the workshop. This is a large effect size (1.7). This study is therefore
adequately powered to detect a small difference in confidence following the workshop.

Data collection

Aims 1-3
The number of workshops, and numbers and types of clinicians who attend will be obtained from the booking and
attendance records.

Aim 4

All facilitators who attend the facilitator training will be invited to participate in a short semi-structured interview to
assess their satisfaction with the training they received. Limited demographic and other data will be collected to
describe the sample and will include date and time of interview, clinician type (consultant, RMO, registrar, nurse
practitioner), age, sex, and length of post-registration experience.

Aims 5-6

All clinicians who book to attend the ‘Talking Together’ workshops will receive an invitation to participate in the
workshop evaluation (Supplementary File 1). Participants will be asked to complete the survey before they attend
the workshop. Following each workshop, clinicians will be invited to participate in the post workshop evaluation.
Both surveys will be administered via the Qualtrics platform. Participants in both the pre and post surveys will be
asked to assign an ID number to their survey. This will enable the pre and post surveys to be linked where a
participant has completed both components.

Aims 7-8

Participants will also be asked to complete a follow up survey at one, three, and 12 months following completion of
the workshop. This survey will be used to assess changes in integration of best practice communication skills and
confidence to engage in GOPC conversations over time. These surveys will be administered via the Qualtrics
platform. Participants will be requested to add the same ID number as they did in previous surveys.
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Instruments

Aim 4
Facilitator satisfaction with the training will be examined using a semi-structured interview schedule developed by
the research team.

Aims 5-8
The pre-survey will consist of four sections. A demographics section, a brief questionnaire about previous experience
with GOPC conversations, a confidence questionnaire, and a communication skills questionnaire.

The post-survey will consist of five sections. A demographics questionnaire (which will be skipped for those who
completed the pre-survey), a brief questionnaire about previous experience with GOPC conversations (which will be
skipped for those who completed the pre-survey), a confidence questionnaire, a communication skills questionnaire
(which will be skipped for those who completed the pre-survey), and a workshop satisfaction questionnaire.

The follow up survey will consist of three sections. A brief survey about experience with GOPC conversations, the
confidence questionnaire, and the communication skills questionnaire. Details of the instruments used to measure
satisfaction, confidence and communication skills within the surveys are detailed below.

Participant satisfaction with the workshop content and delivery will be evaluated using a survey designed by the
research team based on the workshop content. The results from the participant satisfaction survey will be given as
feedback to the workshop delivery team on an ongoing basis so that adjustments can be made to the workshop
format to improve the presentation and workshop content. This is particularly important as the workshop will now
be delivered to nursing and allied health clinicians in addition to medical clinicians and so refinement will be required
to ensure the workshop simulations and other content are of relevance to all clinicians. Changes to the workshops
will be made at the end of each six-month period so that the changes can be tracked and any impact on the outcome
measures can be assessed.

Confidence will be measured using the ‘Self Assessed Confidence in Communication Skills Questionnaire’ developed
by Lenzi, et al.3% and adapted for an Australian study by Clayton, et al.?? Clayton, et al.?? reported the scale had
excellent reliability and internal consistency with a Cronbach’s alpha for the scale of 0.934. In the Clayton, et al.?
study, self-assessed confidence in communication skills significantly increased after the communication training (pre:
mean =42.1, SD = 6.41; post: mean = 56.1, SD = 8.95; Z= -3.923, P<.001), Lenzi, et al.3! used the questionnaire to
assess confidence before and after a communication skills training workshop for oncologists and found a significant
increase following the workshop (pre: mean = 59.5 SD = 14.6; post: mean =72.2,SD =14.8;t =6.75; p < 0.001). The
tool has been adapted to suit the local context.

Integration of best practice communication will be measured using the ‘Health Professionals Communication Skills
Scale’ (HP-CSS) developed by Leal-Costa et al.32 The HP-CSS is an 18-item instrument used to evaluate the
communication skills of clinicians. It consists of four dimensions: the empathy dimension focuses on how clinicians
obtain and provide information; the informative communication dimension which focuses on active listening and
empathy; the respect dimension which focuses on the respect shown by clinicians; and the social skill/assertiveness
dimension focusing on clinician social skills and capacity for assertiveness. Exploratory and confirmatory factor
analysis was used in two samples of health professionals (n=410 and 517) to explore the psychometric properties of
the instrument. Internal consistency was reported as 0.77 for the empathy dimension, 0.78 for the informative
communication dimension, 0.74 for the respect dimension, and 0.65 for the social skill/assertiveness dimension. The
tool has been adapted to suit the local context.

Data analysis

Aim 1-3
The number and types of clinicians who attend the workshop and facilitator training will be reported using simple
statistics as frequencies and percentages.
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Aim 4

Facilitator interviews will be transcribed verbatim. Transcripts will be read line by line. Data will be analysed using
open coding to summarise the main themes and ideas into categories. A second coder will review a sample of
interviews (two). Discrepancies in coding will be discussed until consensus is reached.

Aims 5-6

Satisfaction will be reported using simple statistics such as frequencies and percentages. Open ended questions will
be summarised narratively. The mean confidence score will be calculated for the pre and post test periods. The
difference in confidence scores pre/post the workshops will be assessed using a paired t-test. Additionally,
differences in confidence scores between types of clinicians will be assessed using ANOVA.

Aims 7-8
The difference in mean confidence scores and communication skills scores over time will be assessed using a

repeated measures ANOVA design.

Part B: Quality of GOPC conversations

Sample

Aim 9

Senior medical clinicians (registrar and above), and nurse practitioners who register to attend the workshops will be
invited to participate in an assessment of their GOPC communication skills in a simulation environment. These are
currently the only clinicians permitted by hospital policies to hold GOPC conversations with patients. A systematic
sampling method will be used with every fourth senior doctor/nurse practitioner who enrols in the course invited to
participate in the communication skills evaluation.

Aims 10-12

Satisfaction with GOPC conversations will be assessed in the ward setting. Senior doctors and nurse practitioners
who attend the communication skills training, nominated patients with whom they have a GOPC conversation, and
the patients’ nominated family member/carer will be included in the sample. A systematic sampling method will be
used with every fifth senior doctor/nurse practitioner who enrols in the course invited to participate in the ward
evaluations. There are no inclusion or exclusion criteria for patients, besides having a recent goals of care
conversation with the consenting clinician. Clinical deterioration and transition points, such as entry to palliative or
terminal care phases, are common reasons for these conversations.

Sample size calculation

Aim 9

We aim to recruit 20 participants who participate in the four assessments of their communication skills over the
study period. This gives 80% power to detect a moderate difference (effect size of 0.5)in skills scores over time and
allows for a 50% non-completion rate (G*Power, version 3.1.9.7 repeated measures ANOVA).

Aims 10-12

Interviews will be analysed within one week after they take place and themes identified. Once data ‘saturation’ or
informational redundancy is reached??, no more interviews will be conducted. It is anticipated that the sample size
will be 10 — 15 participants in each category (Doctors/Nurse Practitioners, patients, family/carers), in each time
period (pre and post workshop).

Data collection

Aim 9

Some senior medical clinicians and nurse practitioners who book to attend the ‘Talking Together’ workshops will
receive an invitation to participate in the workshop evaluation, and an invitation to participate in the communication
skills evaluation. If they agree to participate in the study, they will be recorded during simulated GOPC conversations
using simulated patients.
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The simulated GOPC conversations will be conducted by the lead facilitators of the ‘Talking Together’ program and
the patient actors used in the communication skills workshops. The simulated conversations will be recorded prior to
workshop attendance and again at one month, three months and 12 months after completion of the workshop to
assess changes over time. Communication skills assessments will be limited to 20 minutes, with 10 minutes provided
at the end of each assessment for the clinician to receive feedback from the facilitator and the simulated patient (if
they request this). Limited demographic and other data will be collected to describe the sample and will include date
and time of assessment, timing of assessment (pre/post), clinician type (consultant, RMO, registrar, nurse
practitioner), age, sex, length of post-registration experience, and prior communication skills training.

Aims 10-12

Some senior medical clinicians and nurse practitioners who book to attend the ‘Talking Together’ workshop will
receive an invitation to participate in the workshop evaluation, and an invitation to participate in short semi-
structured interviews to discuss their satisfaction with GOPC conversations. The interviews will be scheduled as close
as possible to the time when they complete a GOPC conversations (at each of the timepoints). One interview will be
conducted prior to them attending the communication skills workshop and one interview will take place after they
attend the workshop. This will allow the clinician to be able to reflect on any changes in the way they conducted the
GOPC conversation as a result of participating in the workshop.

During both the pre and post interviews the clinician will be asked to nominate a patient with whom they had a
recent GOPC conversation and who is still on the ward. The clinician will be asked to discuss the study with the
patient and ask if they are willing to be approached by a researcher. If the patient agrees to participate in an
interview, the interview will be conducted at a time that is convenient to the patient in a quiet room on the ward.
The patient will be asked to nominate a family member/carer (if applicable) who attended the GOPC conversation. If
the family/carer agrees to participate in an interview the interview will be conducted at a time that is convenient to
the family/carer in a quiet room on the ward.

Limited demographic and other data will be collected at the time of the interviews to describe the sample and will
include date and time of interview, timing of interview (pre/post workshop), participant type (clinician, patient,
family/carer), clinician type (doctor, nurse), age, sex, and for patients — their primary diagnosis, length of time in
hospital, and time since the GOPC conversation.

Instruments

Aim 9

Communication skills will be assessed using the Mini Clinical Evaluation Exercise (Mini-CEX) assessment tool. The
Mini-CEX was developed by Nagpal et al.?* to assess communication skills for GOPC conversations following
communication skills training. The evaluation tool incorporates best practice communication skills and is adapted
from the American Academy of Hospice and Palliative Medicine and the Mini-CEX format of the American Board of
Internal Medicine. The tool has been adapted to suit the local context. See Supplementary File 2.

Aims 10-12
Satisfaction with communication will be examined using a semi-structured interview schedule developed by the

research team.

Part C: Investigation of the nursing/allied health role in GOPC

Sample

Aim 13

All nursing and allied health clinicians who attend the GOPC workshops will be invited to participate in semi-
structured interviews. The aim of the interviews with nurses/allied health clinicians is to understand what role they
play in GOPC conversations as well as how they implement the decisions made in GOPC conversations into their
clinical practice. While they are not currently authorised to lead GOPC conversations they may still attend these
conversations and play a role in them.

Sample size calculation
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Aim 13

Interviews will be analysed within one week after they take place and themes identified. Once data ‘saturation’ or
informational redundancy is reached??, no more interviews will be conducted. It is anticipated that the sample size
will be 10-15 of each category (nurses and allied health professionals).

Data collection

Aim 13

Nursing and allied health clinicians who attend the ‘Talking Together’ training will receive an invitation to participate
in a short semi-structured interview. The interview will take place one month after attendance at the workshop to
allow the clinician time to integrate the workshop training into their clinical practice. Themes that will be explored
include the role that nurses/allied health take in GOPC conversations, and how nurses/allied health professionals
incorporate the GOPC plan into their interventions. Limited demographic and other data will be collected to describe
the sample and will include date and time of interview, clinician type (nurse, allied health), age, sex, and length of
post-registration experience.

Instruments

Aim 13
The nursing/allied health role in GOPC conversations will be assessed using a semi-structured interview schedule
developed by the research team.

Data analysis

Aim 13

Interviews will be transcribed verbatim. Transcripts will be read line by line. Data will be analysed using open coding
to summarise the main themes and ideas into categories. A second coder will review a sample of interviews (two
from each sample type — nursing, allied heath). Discrepancies in coding will be discussed until consensus is reached.

Ethical Considerations

This study has received ethical approval from the Royal Perth Hospital, St John of God, and Curtin University Human
Research Ethics Committees. The study also received governance approval from participating sites. A participant
information sheet will be provided for each element of the research study and explicit consent will be sought from
participants. The outputs from this project will be a series of research papers and conference presentations. Data
from the study will not be reused for other projects. The workshop evaluations will be given as feedback to the
workshop implementation team and will be used to improve workshop content and delivery.

Figure 1: Study Procedures Flowchart

Acknowledgments
The authors would like to thank Emily Allen for her contribution to earlier stages of this work and for assistance with
the development of the evaluation tools.

Authors’ contributions
All authors contributed to the design of the protocol. JB, DE, LK, GB, MK, and JA initiated the project. The protocol
was drafted by HM and refined by JB, DE, LK, GB, JA, MK, and LE. HM drafted the manuscript. All authors contributed

to the manuscript and read and approved the final manuscript.

Competing interests statement
None declared

Funding statement

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

oNOYTULT D WN =

BMJ Open Page 10 of 22

This work is supported by the Department of Health, Western Australia — Clinical Simulation and Training Advisory
Network Grants Program. Grant number [DoH20182655-20-15b].

Data sharing statement
No data are available

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

Page 11 of 22 BMJ Open

oNOYTULT D WN =

References

1. Brimblecombe, C., Crosbie, D., Lim, W. K., & Hayes, B. (2014). The goals of patient care project: Implementing a
proactive approach to patient-centred decision-making. Internal Medicine Journal, 44(10), 961-966.
https://doi.org/10.1111/imj.12511

2.Department of Health. (2021). Goals of patient care. https://ww2.health.wa.gov.au/Articles/F_l/Goals-of-patient-
care

3. Secunda, K., Wirpsa, M. J., Neely, K. J., Szmuilowicz, E., Wood, G. J., Panozzo, E., McGrath, J., Levenson, A,,
Peterson, J., Gordon, E. J., & Kruser, J. M. (2020). Use and meaning of "Goals of Care" in the healthcare literature: A
systematic review and qualitative discourse analysis. Journal of General Internal Medicine, 35(5), 1559-1566.
https://doi.org/10.1007/s11606-019-05446-0

4. Apostol, C. C., Waldfogel, J. M., Pfoh, E. R,, List, D., Billing, L. S., Nesbit, S. A., & Dy, S. M. (2015). Association of
goals of care meetings for hospitalized cancer patients at risk for critical care with patient outcomes. Palliative
Medicine, 29(4), 386-390. https://doi.org/10.1177/0269216314560800

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., & Prigerson, H. G. (2008). Associations between end-of-life discussions, patient mental health,
medical care near death, and caregiver bereavement adjustment. JAMA, 300(14), 1665—-1673.
https://doi.org/10.1001/jama.300.14.1665

6. Thomas, R. L., Zubair, M. Y., Hayes, B., & Ashby, M. A. (2014). Goals of care: a clinical framework for limitation of
medical treatment. The Medical Journal of Australia, 201(8), 452—-455. https://doi.org/10.5694/mja14.00623

7. Barth, J., & Lannen, P. (2011). Efficacy of communication skills training courses in oncology: a systematic review
and meta-analysis. Annals of oncology: Official Journal of the European Society for Medical Oncology, 22(5), 1030—
1040. https://doi.org/10.1093/annonc/mdqg441

8. Fallowfield, L., Lipkin, M., & Hall, A. (1998). Teaching senior oncologists communication skills: results from phase |
of a comprehensive longitudinal program in the United Kingdom. Journal of Clinical Oncology: Official Journal of the
American Society of Clinical Oncology, 16(5), 1961-1968. https://doi.org/10.1200/JC0.1998.16.5.1961

9. Fujimori, M., Shirai, Y., Asai, M., Kubota, K., Katsumata, N. & Uchitomi, Y. (2014). Effect of communication skills
training program for oncologists based on patient preferences for communication when receiving bad news: a
randomized controlled trial. Journal of Clinical Oncology, 32(20), 2166-2172.

10. Granek, L., Krzyzanowska, M. K., Tozer, R., & Mazzotta, P. (2013). Oncologists' strategies and barriers to effective
communication about the end of life. Journal of Oncology Practice, 9(4), e129—e135.
https://doi.org/10.1200/JOP.2012.000800

11. Orlander, J. D., Fincke, B. G., Hermanns, D., & Johnson, G. A. (2002). Medical residents' first clearly remembered
experiences of giving bad news. Journal of General Internal Medicine, 17(11), 825-831.
https://doi.org/10.1046/j.1525-1497.2002.10915.x

12. Wilkinson, S., Perry, R., Blanchard, K., & Linsell, L. (2008). Effectiveness of a three-day communication skills
course in changing nurses' communication skills with cancer/palliative care patients: a randomised controlled trial.
Palliative Medicine, 22(4), 365—375. https://doi.org/10.1177/0269216308090770

13. Cantwell, B. M., & Ramirez, A. J. (1997). Doctor-patient communication: a study of junior house officers. Medical
Education, 31(1), 17-21. https://doi.org/10.1111/.1365-2923.1997.tb00037.x

14. Dunlay, S. M., & Strand, J. J. (2016). How to discuss goals of care with patients. Trends in Cardiovascular
Medicine, 26(1), 36-43. https://doi.org/10.1016/j.tcm.2015.03.018

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

oNOYTULT D WN =

BMJ Open Page 12 of 22

15. Gieniusz, M., Nunes, R., Saha, V., Renson, A., Schubert, F. D., & Carey, J. (2018). Earlier goals of care discussions in
hospitalized terminally ill patients and the quality of end-of-life care: A retrospective study. The American Journal of
Hospice & Palliative Care, 35(1), 21-27. https://doi.org/10.1177/1049909116682470

16. Unroe, K. T., Greiner, M. A., Hernandez, A. F., Whellan, D. J., Kaul, P., Schulman, K. A., Peterson, E. D., & Curtis, L.
H. (2011). Resource use in the last 6 months of life among medicare beneficiaries with heart failure, 2000-2007.
Archives of Internal Medicine, 171(3), 196—203. https://doi.org/10.1001/archinternmed.2010.371

17. Bernacki, R. E., Block, S. D., & American College of Physicians High Value Care Task Force (2014). Communication
about serious illness care goals: a review and synthesis of best practices. JAMA Internal Medicine, 174(12), 1994—
2003. https://doi.org/10.1001/jamainternmed.2014.5271

18. Emiloju, O. E., Djibo, D., & Ford, J. G. (2020). Association between the timing of goals-of-care discussion and
hospitalization outcomes in patients with metastatic cancer. The American Journal of Hospice & Palliative Care,
37(6), 433-438. https://doi.org/10.1177/1049909119882891

19. Temel, J. S., Greer, J. A., Muzikansky, A., Gallagher, E. R., Admane, S., Jackson, V. A., Dahlin, C. M., Blinderman, C.
D., Jacobsen, J., Pirl, W. F., Billings, J. A., & Lynch, T. J. (2010). Early palliative care for patients with metastatic non-
small-cell lung cancer. The New England Journal of Medicine, 363(8), 733—-742.
https://doi.org/10.1056/NEJM0a1000678

20. Childers, J. W., & Arnold, R. M. (2018). Expanding goals of care conversations across a health system: The
mapping the future program. Journal of Pain and Symptom Management, 56(4), 637-644.
https://doi.org/10.1016/j.jpainsymman.2018.07.013

21. Bickell, N. A., Back, A. L., Adelson, K., Gonsky, J. P., Egorova, N., Pintova, S., Lin, J. J., Kozuch, P., Bagiella, E., &
Smith, C. B. (2020). Effects of a communication intervention randomized controlled trial to enable goals-of-care
discussions. JCO Oncology Practice, 16(9), e1015-e1028. https://doi.org/10.1200/0P.20.00040

22. Cannone, D., Atlas, M., Fornari, A., Barilla-LaBarca, M. L., & Hoffman, M. (2019). Delivering challenging news: An
illness-trajectory communication curriculum for multispecialty oncology residents and fellows. MedEdPORTAL: The
Journal of Teaching and Learning Resources, 15, 10819. https://doi.org/10.15766/mep_2374-8265.10819

23. Clayton, J. M., Butow, P. N., Waters, A., Laidsaar-Powell, R. C., O'Brien, A., Boyle, F., Back, A. L., Arnold, R. M.,
Tulsky, J. A., & Tattersall, M. H. (2013). Evaluation of a novel individualised communication-skills training
intervention to improve doctors' confidence and skills in end-of-life communication. Palliative Medicine, 27(3), 236—
243. https://doi.org/10.1177/0269216312449683

24. Nagpal, V., Philbin, M., Yazdani, M., Veerreddy, P., Fish, D., & Reidy, J. (2021). Effective Goals-of-Care
Conversations: From Skills Training to Bedside. MedEdPORTAL: The Journal of Teaching and Learning Resources, 17,
11122. https://doi.org/10.15766/mep_2374-8265.11122

25. Childers, J. W., Back, A. L., Tulsky, J. A., & Arnold, R. M. (2017). REMAP: A framework for goals of care
conversations. Journal of Oncology Practice, 13(10), e844—e850. https://doi.org/10.1200/J0P.2016.018796

26. Whitaker P. (2021). Ticking the ICE box: the future of doctor-patient communication in a post-covid world. BMJ,
373, n870. https://doi.org/10.1136/bmj.n870

27. Royal Perth Bentley Group. (2020). Evaluation report: A pilot of simulated patient care conversations: A goals of
patient care workshop.

28. National Health and Medical Research Council. (2016). Statement on consumer and community involvement in
health and medical research. https://www.nhmrc.gov.au/file/5091/download?token=c4S6ZKnw

29. Sandelowski M. (1995). Sample size in qualitative research. Research in Nursing & Health, 18(2), 179-183.
https://doi.org/10.1002/nur.4770180211

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

Page 13 of 22 BMJ Open

oNOYTULT D WN =

30. Lenzi, R., Baile, W. F., Berek, J., Back, A., Buckman, R., Cohen, L., & Parker, P. A. (2005). Design, conduct and
evaluation of a communication course for oncology fellows. Journal of Cancer Education, 20(3), 143—-149.
https://doi.org/10.1207/s15430154jce2003_7

31. Lenzi, R., Baile, W. F., Costantini, A., Grassi, L., & Parker, P. A. (2011). Communication training in oncology: results
of intensive communication workshops for Italian oncologists. European Journal of Cancer Care, 20(2), 196—-203.
https://doi.org/10.1111/j.1365-2354.2010.01189.x

32. Leal-Costa, C., Tirado-Gonzalez, S., Rodriguez-Marin, J., & Vander-Hofstadt-Roman, C. J. (2016). Psychometric

properties of the Health Professionals Communication Skills Scale (HP-CSS). International Journal of Clinical and
Health Psychology, 16(1), 76—86. https://doi.org/10.1016/j.ijchp.2015.04.001

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

oNOYTULT D WN =

BMJ Open

AIMS 5-8

AIMS 9-10

AIMS 5-8

AIMS 5-8

Allied Health Practitioners

Figure 1: Study Procedures Flowchart

271x174mm (330 x 330 DPI)

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

Page 14 of 22

‘ybuAdoo Aq parosroid 1sanb Aq 120z ‘0z 1Mdy uo ywod fwg uadolway/:dny wouy papeojumoq "Z2z0oz 1shBny € uo 92zZ090-TzZ0z-uadolwag/osTT 0T Se paysiignd 1say :uado cNg


http://bmjopen.bmj.com/

Page 15 of 22 BMJ Open

oNOYTULT D WN =

Talking Together — Post-workshop survey

Thank you for agreeing to participate in this evaluation of the ‘Talking Together’ communication training. The
evaluation includes a survey which will be given to you at five timepoints - before you attend the workshop, after
you attend the workshop, and at one month, three months and twelve months after completing the workshop. You
can choose to participate in all, some, or none of these surveys. This is the post-workshop survey, to complete
immediately after attending the workshop. There are five sections. The first asks about you, the second asks about
your experience of holding ‘goals of patient care’ conversations, the third asks you to rate your confidence in having
‘goals of patient care’ conversations, the fourth asks about your implementation of communication skills, and the
fifth asks about your satisfaction with the workshop. If you completed the pre-survey the first, second and fourth
sections will be skipped. Please tick the box to indicate your consent to participate in the project.

| have received information regarding this research and had an opportunity to ask questions. | believe |
understand the purpose, extent, and possible risks of my involvement in this project, and | voluntarily
consent to take part.

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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1. Respondent ID

Please use the same respondent ID for the pre-workshop, post-workshop and follow-up surveys. This will allow us
to compare responses and you will only need to answer the demographic questions once.

Please use the first 3 letters of your birth month, the last three letters of your first pet’s name, and your favourite
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number e.g. MARXER6

Section 1: About you (skipped for those who completed the pre-survey)

2. What workshop did you attend?
e Date xxx
e Date xxx
e Date xxx

3. How would you describe your gender?

e Male
e Female
e Other

e Prefer not to say
4. What is your age?

5. What is your health discipline?
e Medical
e Nursing
e Allied Health

6. If medical, what is your current role?
e Consultant
e Registrar
e RMO
e Intern

7. If nursing, what is your current role?
e Nurse Practitioner
e Clinical Nurse Specialist / Clinical Nurse Manager
e Clinical Nurse
e Registered Nurse
e Enrolled Nurse

8. If allied health, what is your current role?
e Social Worker
e Physiotherapist
e Occupational Therapist
e Dietitian
e Speech Pathologist
e Other - Please specify?

9. What is your highest educational qualification?

10. How many years of clinical experience do you have?

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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; 11. What site do you currently work at?
3 e Royal Perth

4 e Bentley

5 e Armadale

6 e Kalamunda

; e StJohn of God Midland

?O 12. What area do you currently work in?
1 e Medical

12 e Surgical

13 e Emergency and Clinical Support Services
12 e Other, please specify?

1? 13. If medical, please indicate which areas you work in (select all that apply)?
18 e Aged Care

19 e Clinical Pharmacology

20 e Gastroenterology/Hepatology
21 e Haematology

22 e Neurology

;i e Rheumatology

25 e Palliative Care

26 e Rehabilitation

27 e Respiratory

28 e Cardiology

29 e Endocrinology

;? e General Medicine

32 e Immunology

33 e Oncology

34 e Radiation Oncology

35 e Renal

;? e Other, please specify

;S 14. If surgical, please indicate which areas you work in (select all that apply)?
40 e Cardiothoracic/Thoracic

41 e General Surgery

42 e Gynaecology

43 e Orthopaedics

44 e Neurosurgery

22 e Endocrine

47 e Neurology

48 e Vascular

49 e Trauma

g? e Other, please specify

gg 15. If emergency and clinical support services, please indicate which areas you work in (select all that apply)?
54 e Anaesthetics

55 e Coronary Care Unit

56 e Emergency

57 e Intensive Care

58 e Pain Medicine

Zg e Other, please specify

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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Section 2: Experience with “Goals of Patient Care” discussions (skipped for those who completed the pre-survey)

16. What support or training have you previously received regarding your communication skills?
e | have not received any previous communication skills training
e During undergraduate study
e Post-graduation (including CPD, targeted training etc.), please provide brief details of any training
undertaken post-graduation

17. What do you consider to be a “Goals of Patient Care” conversation?

18. How often do you conduct “Goals of Patient Care” conversations in your current practice?
e Daily/every shift
e 2-3times per week
e 2-3times per month
e 2-3times peryear
e Never

19. How much time would you spend on average during a “Goals of Patient Care” discussion with a patient?
e Lessthan 5 minutes

5-10 minutes

10-20 minutes

More than 30 minutes

20. Have other disciplines been involved in these “Goals of Patient Care” conversations?
e Yes
e No

21. Please indicate which other disciplines were involved:
e Nursing
e Allied Health
e Specialist Palliative Care
e Other (please specify)

22. How often do you encounter differences in opinions between patient/carer/family and the team’s
recommendation regarding “Goals of Patient Care”?

e Always

e Often

e Sometimes
e Rarely

e Never

23. What would you consider are the main challenges associated with having “Goals of Patient Care” conversations?

24. Please list two areas of communication that you believe are your strengths and two areas that you feel you could
improve further:

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021
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Section 3: Confidence with “Goals of Patient Care” discussions

Please rate each item according to how confident you feel about discussing these topics with patients and/or
families/carers during “Goals of Patient Care” conversations.

Not at all
confident

Slightly
confident

Somewhat
confident

Moderately
confident

Very
confident

25. Give bad news to a patient about his
or her illness?

26. Obtain a patient’s and/or
carer’s/family’s perspective of a
patient’s illness?

27. Express empathy?

28. Elicit a patient’s information needs
regarding their illness and prognosis?

29. Discuss life expectancy or
prognosis?

30. Discuss potential future symptoms?

31. Elicit a patient’s fears about their
health and healthcare?

32. Elicit a patient’s hopes for their
health and healthcare?

33. Obtain a comprehensive map of
values and goals from a patient and/or
carer/family

34. Discuss appropriate medical
treatment options in the event of
patient deterioration?

35. Discuss treatments that do/do not
align with a patient’s values and goals

36. Discuss and document treatment
ceilings or limitations (eg. no-CPR, no
ICU) with a patient?

37. Discuss and document treatment
ceilings or limitations (eg. no-CPR, no
ICU) with a family member?

38. Handle differing expectations
between the treating team and the
patient/carer/family

Talking Together Evaluation - Document 9 — Post-workshop survey V2 26102021

39. Do you have any comments about your confidence to engage in goals of patient care discussions?
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Section 4: Communication skills (skipped for those who completed the pre-survey)

Please rate each item according to how you currently communicate with patients.

Page 20 of 22

Almost
never

Onceina
while

Sometimes

Normally

Very
Often

Many
times

40. | respect the right of patients to
express themselves freely

41. | explore the emotions of my
patients

42. | respect the autonomy and
freedom of patients

43. When the patient speaks, | show
interest through body gestures
(nodding, eye contact, smiles, ...)

44. | provide information to patients
(whenever my professional
competency permits me) about
what concerns them

45. | listen to patients without
prejudice, regardless of their
physical appearance, mannerisms,
form of expression, ...

46. | express my opinions and
desires clearly to patients

47. When | give information, | use
silence to allow the patient to
assimilate what | am saying

48. When | give information to
patients, | do so in understandable
terms

49. When a patient does something
that does not seem right, | express
my disagreement or discomfort

50. | dedicate time to listen and try
to understand the needs of patients

51. | try to understand the feelings
of my patient

52. When | interact with patients, |
express my opinions clearly and
firmly

53. | believe that the patient is
entitled to receive health
information

54. | feel that | respect the needs of
patients

55. | find it difficult to make
requests of patients

56. | make sure that patients have
comprehended the information
provided

57. | find it difficult to ask for
information from patients
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Section 5: Satisfaction with the ‘Talking Together’ communication skills workshop

Strongly | Disagree | Neither | Agree Strongly | Not

disagree agree Agree applicab
nor le
disagree

58. The pre-workshop video was helpful in
preparing me for this workshop

59. The workshop briefing provided me with
a clear understanding of communication
theory and frameworks

60. Using trained actors to rehearse GOPC
conversations was an effective simulation
experience for me

61. Receiving feedback from the simulated
patient during the simulation added value
62. Receiving feedback from the facilitators
during the simulation added value

63. The workshop provided a protected and
supportive learning environment

64. What changes to your “Goals of Patient Care” conversations will you make based on what you have learnt
during this workshop?

65. Do you see broader applications of the communication framework beyond “Goals of Patient Care”?
e Yes
e No
e If yes, please provide a brief outline

66. Do you have any suggestions or comments to improve the workshop?
67. Are there any supports you would like post-training (for example cheat sheets, simulated scenario videos, virtual

community of practice, further workshops)? Please describe any supports and your preferred format for these
supports.

68. Would you recommend this workshop to your colleagues?
e Yes
e No

69. We would appreciate a comment about this workshop that you would be happy for us to use for promotional
purposes.
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Mini CEX for “Goals of Patient Care” conversation

Please assess the skills below using the following marks:
“Yes” = Done (stands for score of 2), “PD” = Partially done (stands for score of 1), “No” = did not do (stands for score of 0)

Content of the Encounter: Yes PD No
1. Greets patient and family and introduces self and team [ ] [ ] [ |
2. Explains the purpose of the meeting : : :
3. Asks patient and family to describe their understanding of the patient’s illness : : :
4. Describes the current medical condition succinctly without jargon : : :
5. Offers an opportunity for both the patient and family to ask questions; responds appropriately [] [] []
6. Explores patient’s values and priorities L] L] L]
7. Clearly discusses clinical concerns and imperatives and describes care options [] [ [
8. Develops a plan of care based on shared priorities, and makes recommendation (if appropriate) |:| |:| |:|
Interpersonal skills of the Encounter: Yes PD o
1. Maintains an open posture : : :
2. Assures respect and concern eg: comfort, listening and acknowledgement, and privacy [ ] [ ] [ ]
3. Assumes comfortable inter-personal distance [ ] [ ] [ ]
4. Uses silence at appropriate times and allows the patient/family to express concerns or reflect [ ] [ ] [ ]
5. Recognizes and responds to emotion using more than one NURSES skill [ ] [ ] [ ]
Ending the Encounter: Yes PD No
1. Summarizes the discussion [ | [ | [ ]
2. Reviews next steps of care : : :
3. Screens for questions or concerns : : :
Comments:
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