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Abstract—Background. The detection of psychosocial distress is a significant communication prob-
lem in Southern Europe and other countries. Work in this area is hampered by a lack of data. Be-
cause not much is known about training aimed at improving the recognition of psychosocial disor-
ders in cancer patients, we developed a basic course model for medical oncology professionals.
Methods. A specific educational and experiential model (12 hours divided into 2 modules) involving
formal teaching (ie, journal articles, large-group presentations), practice in small groups (ie,
small-group exercises and role playing), and discussion in large groups was developed with the aim of
improving the ability of oncologists to detect emotional disturbances in cancer patients (ie, depres-
sion, anxiety, and adjustment disorders). Results. A total of 30 oncologists from 3 Southern Euro-
pean countries (Italy, Portugal, and Spain) participated in the workshop. The training course was
well accepted by most participants who expressed general satisfaction and a positive subjective per-
ception of the utility of the course for clinical practice. Of the total participants, 28 physicians
(93.3%) thought that had they been exposed to this material sooner, they would have incorporated
the techniques received in the workshop into their practices; 2 participants stated they would likely
have done so. Half of the doctors (n = 15) believed that their clinical communication techniques
were improved by participating in the workshop, and the remaining half thought that their abilities
to communicate with cancer patients had improved. Conclusions. This model is a feasible approach
for oncologists and is easily applicable to various oncology settings. Further studies will demonstrate
the effectiveness of this method for improving oncologists skills in recognizing emotional disorders
in their patients with cancer. J Cancer Educ. 2005; 20:79-84

Communicating with cancer patients and their fami-
lies is a core clinical skill in oncology.1,2 The efficacy
of several teaching models in improving the ability

of oncologists to respond to their patients’ psychological
needs, express empathy, and provide emotional support has
been shown by several studies.3-8

There are, however, a paucity of data showing the efficacy
of such courses/workshops for improving the recognition
of psychosocial disorders in cancer patients. This is an im-
portant deficit in view of the fact that 40% to 50% of cancer
patients have been found to meet the criteria for arriving at
a psychiatric diagnosis, particularly depression and anxi-
ety.9,10 Importantly, it has been shown that psychosocial
morbidity can increase the patients’ length of stay in the
hospital,11 promulgate maladaptive coping mechanisms,12

reduce quality of life13 and adherence to treatment,14 possi-
bly result in a poor response to primary chemotherapy,15 and
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exacerbate the risk of a cancer recurrence.16 Last, and per-
haps most significantly, oncologists tend to misclassify their
patients’ psychopathological symptoms,17-19 resulting in an
inadequate number of and inappropriate referrals to psy-
cho-oncology services.20

A second important issue is that assessment and recogni-
tion of psychosocial morbidity in patients with cancer is
completely lacking in the Mediterranean region. Scarce
communication with cancer patients, collusion with family
members, and paternalistic attitudes have been traditionally
the most significant problems in these countries, with nega-
tive influences on the possibility that patients’ concerns can
be elicited and addressed.21-25

The Southern European Psycho-Oncology Study (SEPOS)
was established to address the need to expand the psy-
chosocial dimensions of cancer care in a Mediterranean set-
ting. In summary, the aims of the project were to examine
the psychosocial sequelae of cancer and to determine the
recognition of these events by oncologists (phase 1, reported
elsewhere26,27), to develop and apply a training model to im-
prove the ability of oncologists to detect psychological disor-
ders in their patients (phase 2 and the subject of this article),
and to evaluate the efficacy of the training approach by reas-
sessing in the same physicians the extent of recognition of
their patients’ psychosocial problems (phase 3, to be re-
ported in a subsequent paper).

METHODS

This phase 2 project spanned a period of 2 years
(2001-2002) and took place in the hospitals of the 3 centers
participating in the study, namely, Ferrara, Italy (S. Anna
Hospital), Barcelona, Spain (Hospital Duran i Reynals,
Catalan Institute of Oncology in), and Lisbon, Portugal
(Hospital S. José in). The study was approved by the ethics
committees and/or related review boards of each hospital.
The principal investigators of each country (LG, LT, FG)
met with 1 of the authors (WB) for a 4-day intensive “Set-
ting-up the training and training the trainers” workshop in
Ferrara, Italy (October 2001; Trainer Workshop). A second
4-day meeting was organized in Barcelona, Spain to define
the material and ultimately the structure of the subsequent
dissemination workshops (March 2002).

Then, a 2-day dissemination workshop (6 hours per day)
was organized in the local hospitals of the 3 participating
centers. The principal investigators who took part in the
“Setting up the training and training the trainers” workshop
were the facilitators for the 2-day courses, and the oncolo-
gists who took part in the overall project (2002) were the
participants/learners.

Training Model

The conceptual framework for the workshop involved
the following 3 types of learning activities: didactic (eg, slide
presentations in large group), interactive (eg, discussion of
physicians’ opinions derived from their own experiences and

video-clips stimuli), and experiential (eg, role playing). The
course was organized so that didactic sessions were always
followed by interactive sessions and by experiential sessions.
Reinforcement of desired behaviors and positive feedback
were regularly provided throughout the workshop to strength-
en the skills the doctors were learning.

At least 1 week before each of the dissemination work-
shops, a series of papers published in cancer journals and
examining key psychosocial consequences of cancer and the
role of communication skills workshops were sent via mail to
the oncologists1,28-30 (preparation phase of the workshop).

The 12 hour dissemination workshop was organized with-
in the hospital of the respective centers in a room that was
arranged so that participants were seated in a U shape to
maximize interpersonal interactions and facilitate the acces-
sibility of the presentations and formal didactics given dur-
ing the workshop. The dissemination workshop was divided
into 2 sessions presented on 2 separate days. The first session
(Module 1) dealt with basic communication techniques and
the assessment of patients’ emotions. One week later, the
second session (Module 2) dealt with assessing psychological
distress, anxiety, and depression. Each module used the same
order of events: specifically, overview presentations, demon-
stration, exercises in small groups, role playing, discussion in
large groups (Table 1).

1. Overview presentations: Large-group presentations
consisted of a series of slides showing data from the SEPOS
project. In Module 1, the most significant problems reported
by the participating physicians in communicating about and
referring cancer patients to mental health and/or psycho-on-
cology services were shown. Basic communication skills,
methods for eliciting and responding to emotions in cancer
patients, the meaning of expressed emotions, and the role of
the empathic response during the doctor-patient interaction
were also explained according to the SPIKES and CLASS
algorithms. As explained elsewhere in more detail,31 the
SPIKES and CLASS models summarize the goals and the
ways of communicating with cancer patients. SPIKES is an
acronym for the 6 steps of communication (S, getting the
SETTING right; P, assessing the patient’s PERCEPTION; I,
obtaining the patient’s INVITATION to communicate the
information; K, giving KNOWLEDGE and information to
the patient; E, EMPATHISING and EXPLORING the pa-
tient’s emotions; S, STRATEGY and SUMMARY). Like-
wise, CLASS is an acronym for the specific skills needed to
accomplish the goals of the medical encounter: C (CON-
TEXT and CONNECTION), L (LISTENING skills), A
(ADDRESSING emotions using empathic, validating, and
exploratory statements), S (management STRATEGY) and
S (SUMMARY).

In Module 2, data from the SEPOS was presented and
emphasis was given to the prevalence of psychosocial mor-
bidity and the primary concerns of cancer patients who took
part in the study, the continuum between a “normal” psy-
chological reaction and an “abnormal” psychological reac-
tion (ie, core symptoms of depression, anxiety, adjustment
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disorders, and maladaptive coping). Each 30-minute presen-
tation was followed by 15 minutes of discussion.

Scenarios were also prepared in the form of video clips.
Four of the video clips showed “poor” and “good” doctor
communication behaviors while relating with cancer pa-
tients (Module 1) and 2 were interviews with patients
with adjustment disorder and major depression, respectively
(Module 2). Each video was followed by an interactive dis-
cussion to elicit physicians’ observations on the content of
the video (eg, basic communication skills, main symptoms of
psychosocial disorders) and to reinforce and summarize what
was taught during the slide presentations.

2. Demonstrations: Role playing was introduced and
explained to the participants. A simulated case was pre-
pared with the facilitators role playing and eliciting re-
sponses, feedback, and suggestions for improving the inter-
view from the participants observing the simulated case
study.

3. Exercises in small groups: Exercises for groups of 3 par-
ticipants were devised. In Module 1, the exercise consisted
of a general physician-patient interview with 1 physician
conducting the interview, a second physician role playing
the part of a patient, and a third observing the interaction
and recording the basic communication skills that he ob-
served (eg, eye contact, use of silence, open questions, elicit-
ing problems) on a specific form. The 3 roles (physician, pa-
tient, and observer) were rotated among the 3 participants.
In Module 2, the exercises in small groups of 3 participants
consisted of assessing a patient’s psychological status (ie, ma-
jor depression, adjustment disorder and/or maladaptive cop-
ing, normal sadness), again with 1 physician conducting the
interview, 1 playing the role of a patient and the third ob-
serving the interaction and using a checklist to note the pa-
tient symptoms that the interviewer identified.

4. Role playing: The physicians then engaged in active
role playing, presenting their own “difficult cases” and re-
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TABLE 1. The Structure of the Workshop

Module 1 Module 2

Basic skills Assessing psychosocial morbidity
8:30–9:10 8:30–9:10

Introduction of participants Introduction and bridge with Module 1
Define goals and objectives Define goals and objectives
Slide show (data driven form the SEPOS* with interaction) Slide show on affective disorders (anxiety, maladjustment,

depression and demoralization)
9:10–9:50 9:10–9: 50

Video demonstration (2 video clips; interactive learning with
comments)

Video demonstration (2 Video clips; interactive learning with
comments)

9:50–10:10 9:50–10:40
Basic techniques review
Demonstration with a prepared case (conductor +

co-conductor)
Comments, distribution of material (checklist)

How to assess anxiety, maladaptive coping, demoralization,
depression

Demonstration with a prepared case (conductor +
co-conductor)

Comments, distribution of material (semistructured interview)10:10–10:40
Exercise of basic skills in Groups of 3 with checklist (prepared

cases—material for the interviewee, material for the
interviewer—checklist for the observer)

10:40–11:00 10:40–11:00
Coffee break Coffee break

Advanced techniques Psychosocial interview
11:00–11:15 11.00–11:45

Dealing with emotions Exercise in groups of 3 with 3 cases (maladaptive coping,
demoralization, clinical depression; prepared cases—material
for the interviewee, material for the interviewer—checklist
for the observer)

Slide show and video demonstration (2 video clips)
11:15–11:30

Demonstration with prepared case (continuation of the
previous case) + comments

11:30–12:00
Large-group exercise (overhead sheets with cases and options

of most appropriate response)
11:45–12:00

Discussion in large group
12:00–14:00 12:00–14:00

Role playing (facilitator and volunteers) Role playing  (facilitator and volunteers)
14:00–14:30 14:00–14:30

Feedback and conclusions Feedback and conclusions
(Prompt cards: basic interview techniques, eliciting concerns,

addressing emotions)
(Prompt Card—Assessing psychosocial morbidity)

*SEPOS indicates Southern European Psycho-Oncology Study.



ceiving feedback form the small group under the guide of the
facilitator.

5. General discussion: At the end of the workshop, the
participant physicians engaged in discussion regarding the
techniques that were learned and practiced. It ended by ask-
ing participants to fill out a 1 through 5 Likert evaluation
form consisting of 3 parts: the first (6 items) dealt with the
usefulness of the training, the second (4 items) regarded the
skills of the facilitators, and the third (12 items) assessed the
usefulness of each of the individual components of the train-
ing model and the likelihood that the methods taught would
be used in daily clinical practice. Checklists and prompt
cards (eg, main criteria for evaluation of depression, anxiety,
maladaptive coping) were provided as tools for future use in
the participants’ daily hospital practices.

RESULTS

A total of 30 oncologists participated in the workshops (12
in Ferrara, 11 in Barcelona, 7 in Lisbon), of whom13 men
(43.3%) and 17 women (56.7%) (mean age = 42.5 ± 8.04;
range 29-58). The participants had an average of 15.6 years of
practicing medicine (SD = 7.38; range 5-30), and the demo-
graphic variables did not differ between countries. The train-
ing course was well accepted by most participants (useful = 14

[46.7%], very useful = 16 [53.3%]). The rating by the on-
cologists showed an appreciation of the training course, and
most of the responses were rated as much/very much. Details
about the results of the questionnaire rating course satisfac-
tion and its evaluation are reported in Tables 2 and 3.

After the course, 28 of the 30 participating physicians
(93.3%) believed that had the knowledge garnered from the
workshop been available to them, they would have incorpo-
rated into their practices the suggestions and methods that
they learned during the workshop. Two participants stated
they would likely have done so. Half of the physicians (n =
15) strongly believed that their clinical communication
techniques improved, whereas the remaining half thought
that their communication techniques had likely improved.

DISCUSSION

In this report, we presented the development of a training
method to increase the ability of oncologists to elicit their
patients’ concerns and to recognize symptoms of the major
psychosocial problems reported by cancer patients (ie, de-
pression, anxiety, adjustment disorders).

The primary advantage of combining a curriculum-based
approach (eg, publications, didactic lectures) with a skill-
based approach (eg, practice) was that using both methods re-
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TABLE 2. Evaluation of the Workshop

Question
Not
at all

A little Moderately Much Very Much

No. % No. % No. % No. %

Have the goals of the workshop been reached? 4 13.3 22 73.3 4 13.3
Has the structure of the workshop been adequate for the

objectives?
5 16.7 20 66.7 5 16.7

Has enough time been dedicated to the workshop? 8 26.7 9 30.0 10 33.3 3 10.0
Have the methods used in the workshop been helpful? 1 3.3 23 76.7 6 20.0
Did the cases presented reflect your clinical practice? 7 23.3 14 46.7 9 30.0
Has the workshop been relevant for your clinical
practice?

1 3.3 17 56.7 12 40

TABLE 3. Evaluation of the Usefulness of the Single Components of the Workshop

Component

Not at all
Useful A Little Useful

Moderately
Useful Useful Very Useful

No. % No. % No. % No. % No. %

Papers received before the workshop 2 6.7 1 3.3 4 13.3 17 56.7 6 20
Presentation and content of slides 1 3.3 19 63.3 10 33.3
Video material 1 3.3 1 3.3 10 33.3 18 60.0
Demonstration of role-playing 1 3.3 4 13.3 10 33.3 15 50.0
Exercises in groups 2 6.7 8 26.7 20 66.7
Roleplaying

Using roleplaying 2 6.7 12 40.0 16 53.3
Giving feedback to others 1 3.3 2 6.7 19 69.3 26.7
Receiving feedback from others 1 3.3 1 3.3 13 43.3 15 50

Discussion in large groups 3 10 5 16.7 73.3
General evaluation 14 46.7 16 53.3



inforced the participants’ learning experience. Because the
formal and didactic aspects of the course were based on cancer
literature and on data derived by a project in which the physi-
cians had personally taken part, we believe that their motiva-
tion and the attention was elevated during their training.

The training experience was limited by time available for
it, which was largely determined by the inability of the par-
ticipating physicians to leave their clinical practices for 3 to
4 days of intensive training. However, the intent of the
workshop was not to teach the entire process of patient-phy-
sician communication skills in cancer care (eg, breaking bad
news, transition from curative to palliative care, end-of-life
issues)32 but rather to improve physician recognition of the
psychosocial problems of their patients and to provide easy
guidelines for the appropriate referral of patients who do ex-
perience psychosocial difficulties. The structure of the
course involving small-group participation offered interac-
tive and practice opportunities that were designed to bal-
ance the constraints of time. However, some physicians
wanted the course to be longer and believed that an extra
module should be developed to explore the course topics in
depth. Acting on this suggestion, new modules are being de-
veloped to assist future course participants in recognizing,
treating, and referring patients demonstrating other psycho-
social problems (eg, delirium, dysfunctional family dynamics).

The primary limitation of this study is the sample size.
More data are thus needed to fully evaluate the efficacy of
single components of the workshop both for reaching the
goals set for the workshop and the persistence of the tech-
niques learned during the workshop.33 Second, larger num-
bers might permit us to verify possible differences in the re-
ception of the workshop material and the efficacy of the
method according to the stage of cancer (ie, assessing depres-
sion in patients in different phases of illness) and the context
where oncologists work (ie, geographic regions, outpatient
vs. inpatient units, hospice).

In summary, the satisfaction reported by the physicians in
this preliminary analysis along with the success of the work-
shop’s uncomplicated structure support the notion that basic
training models can be implemented and applied in oncol-
ogy, augmenting an improvement in the quality of the psy-
chosocial care and emotional support given to patients with
cancer.

ACKNOWLEDGMENTS

The Southern European Psycho-Ontology Study Group participating in
the project was formed by the following persons: Paola Zanotti (Switzer-
land); Maria Francisca Hollenstein, Jorge Maté (Spain); Katia Magnani,
PhD, Elena Rossi, PhD, Silvana Sabato, PhD, Giulia Tralli, PhD (Italy);
Cidália Ventura, Cristina Martins, Sónia Cunha, and Rute Pires (Portugal).

References

1. Maguire P. Improving communication with cancer patients. Eur J
Cancer. 1999;35:1415-1422.

2. Fallowfield L, Jenkins V. Communicating sad, bad, and difficult news
in medicine. Lancet [serial online]. 2004;363:312-319. Available at:
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=

pubmed&dopt=Abstract&list_uids=14751707. Accessed January 8,
2005.

3. Razavi D, Delvaux N, Marchal S, Bredart A, Farvacques C, Paesmans
M. The effects of a 24-h psychological training program on attitudes,
communication skill and occupational stress in oncology: a random-
ised study. Eur J Cancer. 1993;29A:1858-1863.

4. Maguire P, Booth K, Elliott C, Jones B. Helping health professionals
involved in cancer care acquire key interviewing skills—the impact
of workshops. Eur J Cancer. 1996;32a:1486-1489.

5. Baile W, Lenzi R, Kudelka AP, Maguire P, Novack D, Goldstein
MG. Improving physician-patient communication in cancer care:
outcome of a workshop for oncologists. J Cancer Educ. 1997;12:
166-173.

6. Fallowfield L, Jenkins V, Farewell V, Saul J, Duffy A, Eves R. Efficacy
of cancer research in communication skills training model of on-
cologists: a randomised control trial. Lancet [serial online]. 2002;359:
650-656. Available at: http://www.ncbi.nlm.nih.gov:80/entrez/query.
fcgi?cmd=Retrieve&db=PubMed&list_uids=11879860&dopt=Abstract.
Accessed September 12, 2004.

7. Baile W, Kudelka AP, Beale EA, et al. Communication skills in on-
cology: description and preliminary outcomes of workshops on break-
ing bad news and managing patient reactions to illness. Cancer.
1999;86:887-897.

8. Fujimori M, Oba A, Koike M, et al. Communication skills training
for Japanese oncologists on how to break bad news. J Cancer Educ.
2003;18:194-201 [serial online]. Available at: http://www.ncbi.nlm.
nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=
14766329&dopt=Abstract. Accessed October 9, 2004.

9. McDaniel JS, Mussuelman DL, Porter MR, et al. Depression in pa-
tients with cancer. Arch Gen Psychiatry. 1995;52:89-99.

10. Sellick SM, Crooks DL. Depression and cancer: an appraisal of the
literature for prevalence, detection, and practice guideline devel-
opment for psychosocial interventions. Psychooncology. 1999;8:
315-333.

11. Prieto JM, Blanch J, Atala J, et al. Psychiatric morbidity and impact
on hospital length of stay among hematologic cancer patients receiv-
ing stem-cell transplantation. J Clin Oncol. 2002;20:1907-1917.

12. Grassi L, Rosti G, Lasalvia A, Marangolo M. Psychosocial variables
associated with mental adjustment to cancer. Psychooncology.
1993,2:11-20.

13. Parker PA, Baile WF, de Moor C, Cohen L. Psychosocial and demo-
graphic predictors of quality of life in a large sample of cancer patients.
Psychooncology [serial online]. 2003;12:183-193. Available at: http://
www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=
PubMed&list_uids=12619150&dopt=Abstract. Accessed September
12, 2004.

14. DiMatteo MR, Lepper HS, Croghan TW. Depression is a risk factor
for non-compliance with medical treatment: meta-analysis of the ef-
fects of anxiety and depression on patient adherence. Arch Intern
Med. 2000;160: 2101-2117.

15. Walker LG, Heys SD, Walker MB, et al. Psychological factors can
predict the response to primary chemotherapy in patients with locally
advanced breast cancer. Eur J Cancer. 1999;35:1783-1788.

16. Watson M, Haviland JS, Greer S, Davidson J, Bliss JM. Influence of
psychological response on survival in breast cancer: a population-
based cohort study. Lancet. 1999;354:1331-1336.

17. Passik SD, Dugan W, McDonald MV, Rosenfeld B, Theobald DE,
Edgerton S. Oncologists’ recognition of depression in their patients
with cancer. J Clin Oncol. 1998;16:1594-1600.

18. Fallowfield L, Ratcliffe D, Jenkins V, Saul J. Psychiatric morbidity and
its recognition by doctors in patients with cancer. Br J Cancer.
2001;84:1001-1015.

19. Söllner W, DeVries A, Steixner E, et al. How successful are oncol-
ogists in identifying patient distress, perceived social support, and
need for psychosocial counseling? Br J Cancer. 2001,84:179-185.

20. Grassi L, Gritti P, Rigatelli M, Gala C. Psychosocial problems second-
ary to cancer: an Italian multicenter survey of consultation-liaison
psychiatry in oncology. Eur J Cancer. 2000;36:579-585.

Journal of Cancer Education 2005, Volume 20, Number 2 83



21. Estapé J, Palombo H, Hern·ndez E, et al. Cancer diagnosis disclosure
in a Spanish hospital. Ann Oncol. 1992;3:451-454.

22. Arraras JI, Illarramendi JJ, Valerdi JJ, James S. Truth-telling to the pa-
tient in advanced cancer: family information filtering and prospect
for change. Psychooncology. 1995;4:191-196.

23. Mystadikou K, Liossi C, Vlachos L, Papadimitroiu J. Disclosure of di-
agnostic information to cancer patients in Greece. Palliat Med.
1996;10:195-200.

24. Grassi L, Giraldi T, Messina EG, Magnani K, Valle E, Cartei G. Physi-
cians’ attitudes and problems in truth-telling to cancer patients. Sup-
port Care Cancer [serial online]. 2000;8:40-45. Available at: http://
www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=
PubMed& list_uids=10650896&dopt=Abstract. Accessed Septem-
ber 12, 2004.

25. Lavrentiadis G, Manos N, Chistakis J, Semeglou C. The Greek can-
cer patient’s knowledge and attitudes towards his diagnosis and prog-
nosis. Psychother Psychosom. 1988;49:171-178.

26. Grassi L, Sabato S, Rossi E, Travado L, Gil F, and the SEPOS Group.
Psychosocial morbidity and its correlates in cancer patients of the
Mediterranean area: preliminary findings from the Southern Euro-
pean Psycho-Oncology Study (SEPOS). J Affect Disord. 2004;83:
243-248.

27. Gil F, Grassi L, Travado L, Tomamichel M, Gonzalez J, Grassi L. Use
of distress and depression thermometers to measure psychosocial

morbidity among southern European cancer patients. Supp Care
Cancer. In press.

28. World Health Organization: Communicating Bad News—Behav-
ioural Science Learning Modules. Geneva, Switzerland: WHO Divi-
sion of Mental Health; 1993.

29. Fallowfield L, Lipkin M, Hall A. Teaching senior oncologists commu-
nication skills: results from phase I of a comprehensive longitudinal
program in the United Kingdom. J Clin Oncol. 1998;16:1961-1968.

30. Maguire P, Faulkner A, Booth K, Elliott C, Hillier V. Helping cancer
patients disclose their concerns. Eur J Cancer. 1996;32A:78-81.

31. Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP.
SPIKES—a six-step protocol for delivering bad news: application to
the patient with cancer. Oncologist [serial online]. 2000;5:302-311.
Available at: http://www.ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=
Retrieve&db=PubMed&list_uids=10964998&dopt=Abstract. Accessed
October 9, 2004.

32. Back AL, Arnold RM, Tulsky JA, Baile WF, Fryer-Edwards KA.
Teaching communication skills to medical oncology fellows. J Clin
Oncol. 2003;21:2433-2436.

33. Razavi D, Merckaert I, Marchal S, et al. How to optimize physicians’
communication skills in cancer care: results of a randomized study as-
sessing the usefulness of posttraining consolidation workshops. J Clin
Oncol [serial online]. 2003;21:3141-3149. Available at: http://www.
ncbi.nlm.nih.gov:80/entrez/query.fcgi?cmd=Retrieve&db=PubMed&
list_uids=12915605&dopt=Abstract. September 19, 2004.

84 GRASSI ET AL. � Psychosocial Training of Southern European Oncologists

ANNOUNCEMENT

FUNDING NOW AVAILABLE FOR CLINICAL TRIALS EDUCATION EFFORTS

The Education Network to Advance Cancer Clinical Trials (ENACCT) is pleased to announce the launch of
its Pilot Education Program (PEP)—a new funding opportunity for cancer clinical trials education efforts.

With funding from the Lance Armstrong Foundation, ENACCT will award a total of $1,350,000 to 3 community
based Partnerships to develop unique approaches to

• Foster awareness about cancer treatment clinical trails,
• Enhance their acceptability, and
• Improve access to them.

The Partnerships will receive ongoing technical assistance, evaluation and training services provided by
ENACCT staff.

The preliminary application, as well as promotional material about the grant program can be found at
http://www.enacct.org/appguide

The application deadline is July 11, 2005.




