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Abstract
Background: Communication skills are essential for health professionals to establish a positive relationship with their
patients, improving their health and quality of life. In this perspective, communication skills training can be effective
strategies to improve the care provided by professionals in patient care and the quality of health services.
Objective: To identify the best available evidence on training programs in communication skills to promote changes
in attitude and behavior or self-efficacy of health professionals.
Methods: Systematic searches were performed in eight databases, evaluating Randomized Controlled Trials and
quasi-experimental studies with a control group, focusing on training communication skills for health professionals,
who assessed self-efficacy or behaviors related to these skills. The phases of study selection and data extraction were
carried out by two independent researchers, and the conflicts were resolved by a third. The risk of bias was assessed
using the Cochrane method.
Results: Eight studies were included in the review. Most programs lasted between 4½ h and 2 days, involved information about communication skills and the content was applied to the health professionals’ context. Several teaching
strategies were used, such as lectures, videos and dramatizations and the evaluation was carried out using different
instruments. Improvements in the performance and in the self-efficacy of communication skills were observed in the
trained groups. The RCT had a low risk of bias and the quasi-experimental studies had a moderate risk.
Conclusion: Training in communication skills can improve the performance and self-efficacy of health professionals.
Programs that approach the conceptual issues and promote the space for experiential learning could be effective in
communication skills training for professionals.
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Background
Communication skills (CS) consist of the efficient transmission of information, including verbal communication,
such as speech units and listening strategies, and nonverbal communication, such as gestures and expressions,
eye contact and body language. They are an instrument
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that can enable the understanding and processing of
information by the patient, during the care of health
professionals, through empathy, informed collaborative
choice and patient involvement [1, 2]. CS, when centered on the patient, leads health professionals to identify demands and plan treatment through knowledge and
the provision of a therapeutic and supportive environment for shared decision-making [3], and enables greater
adherence to treatment and changes in behavior [4].
The encounter between professionals and patients
involves different aspects, such as the patient’s needs, the
suffering he manifests, and the emotional availability of
the professional, which do not allow the predictability of
the lived experiences, thus justifying the need for communication about health care aspects to be a priority [5].
Attree [6] points out that patients understand communication with professionals as being necessary for quality care, and consider communication useful when it is
carried out in a constructive, encouraging and supportive
way. Patients’ complaints focus on the perceived communication failure and the inability to adequately convey a
sense of care [7]. Thus, the emotional aspects that involve
communication with the patient are presented as a challenge for professionals and health services [8].
Training on how to inform patients about their health
condition, illnesses and treatment; establishing relationships based on empathy, support and comfort; and
promoting personal reflection on their communicative
actions and interdisciplinary collaboration are essential
for health professionals [9]. Communication skills training (CST) can have a beneficial effect on the self-efficacy
of professionals [10], on improving services, and on the
possibility of minimizing errors, which should be a priority, considering that these skills cannot be improved with
just clinical experience [11].
The development of CST has been carried out in different health contexts (primary and tertiary care), and
usually involves behaviors with high emotional burdens,
such as delivering bad news [12]. The acquisition of new
communication skills can improve the relationship with
patients, especially when the training process occurs
in an experiential way. In this context, when promoting
the teaching of communication skills, cognitive, affective
and behavioral components are incorporated, with the
general objective of promoting greater self-awareness in
health professionals [7].
One way to measure the impact of training is through
self-efficacy, which is the individual belief about the
ability to perform an activity with success. This construct states that individuals can modify their behavior based on the cognitive aspects and the relationships
that they establish with their external environment. The
perception of their skills and competences promotes
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a critical assessment of changes in performance and
behavior, which can be favored by intervention and quality improvement programs [13]. Self-efficacy has been a
widely used construct for self-assessment of the result
of communication skills, as it is believed to have a direct
influence on personal performance in specific contexts,
considering the changes that can occur in behavior [14].
In a study by Kissane et al. [15] it was observed that
the CST shows inconsistency between studies, both
related to the concept of communication skills, and to
the exposed content, program design, intervention time
and results. This multiplicity of strategies and the performance of evaluations without methodological rigor
and comparability make it difficult to identify an ideal
program with an adequate structure and methods for
teaching communication skills [16, 17]. Therefore, the
objective of this systematic review was to identify the
best evidence available, considering the greater methodological robustness, on the available training programs in
communication skills, addressing aspects of structure,
content, teaching and assessment strategies, and to present an effective model for promoting changes in attitude
and behavior or self-efficacy in health professionals.

Methods
Search strategy

This systematic review study was registered in PROSPERO (CRD42019129384) (see Additional file 1), considering the Preferred Reporting Items for Systematic
Reviews and MetaAnalyses [18] statement guidelines.
The methodology is detailed in Mata et al. [19].
A broad search was carried out until April 2020, in the
following databases: PubMed/Medline, Scopus, Web of
Science, EMBASE, Science Direct, CINAHL, PsycINFO
and the Cochrane Central Register of Controlled Trials
(CENTRAL). The search strategy used Medical Subject
Headings (MeSH) (see Additional file 2: Chart 1), and the
manual search was carried out by investigating the references of the included articles.
Selection of studies

This review selected Randomized Controlled Trials
(RCT) and quasi-experimental studies with a control
group, as the most appropriate methodological strategy
for assessing the usefulness of the intervention.
Studies were included in which the intervention performed was the training of communication skills with
health professionals, who reported changes in selfefficacy, or changes in attitude and behavior, related to
communication skills and evaluated by the professionals
themselves, without language restrictions.
Exclusion criteria were: studies carried out with undergraduate or graduate students, evaluations performed
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by patients, interventions carried out by mindfulness
programs, psychotherapy or Balint group. Studies with
incomplete descriptions of the intervention or results
were excluded, if we cannot access the information
through the contact with the authors of the research.
Two reviewers screened all abstracts and full-texts articles independently and blindly using Rayyan, a web and
mobile app for systematic reviews [20]. Disagreements
between the reviewers were resolved by discussions or
with the help of a third reviewer.
Data extraction and evaluation of methodological quality
of studies

The data were extracted by two reviewers (INB and
IDSFP). A file with the data extraction tables was sent to
each review, who worked independently and blindly. The
data extraction tables was tested and refined in a pilot
study. A third reviewer (AM) resolved the divergences
and organized the extracted data. Data were extracted to
characterize the studies (sample and method), intervention data (period, content and teaching strategies) and
evaluation (outcome, instruments and main results).
The risk of bias was assessed for all of the included
articles following the recommendations of the Cochrane
Handbook for Systematic Review of Interventions [21].
For the evaluation of the RCT tests, the bias risk tool
(RoB) was used, which has structured domains to assess
the risk of bias in the process of randomization, blinding,
outcomes and overall bias. The risk of bias was assessed
as low, high, or some concerns [22]. The software Review
Manager 5.3 was used to elaborate the figures that summarize the evaluation of the risk of bias in clinical trials.
Non-RCTs were evaluated by the “Risk of Bias in NonRandomized Studies of Interventions” tool (ROBINSI) [23], which domains address risk assessment of bias
before, during and after intervention. The domains can
be classifieds as: (1) low-risk of bias; (2) moderate-risk of
bias; (3) serious-risk of bias; (4) critical-risk of bias; and
(5) no information.
Three reviewers (AM and INB; AM and IDSFP) independently assessed the methodological quality of the
studies and any divergences were resolved by discussion
or with the help of a fourth reviewer (GP). The quality of
evidence was evaluated by Grading of Recommendations
Assessment, Development and Evaluation (GRADE)
guidelines, classified as very low, low, moderate and high
[24]. The articles were not excluded based on the quality
assessment.

Results
The systematic search resulted in 2255 articles, and 379
references were identified through manual bibliographic
review. A total of 8 articles met the criteria for eligibility
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in the study, according to PRISMA Flowchart—Fig. 1 (see
Additional file 3).
The eight studies included in the systematic review
were developed with target group of doctors and/or
nurses, with a predominance of women, and three were
conducted in the context of Primary Health Care. The
sample size of the studies was reduced, varying between
15 and 35 health professionals, excepted for the study by
Liu et al. [25] conducted with 117 nurses. In all studies,
the control groups were not subjected to any intervention
or activity. The details of the characteristics of the studies
are shown in Table 1 (see Additional file 4).
Characteristics of intervention programs

The results about the structure, content, teaching strategies and evaluation of the training programs in communication skills are presented in Table 2 (see Additional
file 5). An important component of the intervention
refers to the duration of the programs, which can be
short (< 20 h) or long (≥ 20 h) [26]. Thus, the programs
included in this review are considered, for the most part,
to be of short duration with variation between 4½ h and
2 days. As an exception, the study by Ammentorp et al.
[27] lasted for 5 days (34 h), and monitored groups, with
an assessment at 3 and 6 months after the intervention.
Two studies took breaks between training sessions to
develop educational strategies, such as recording videos
[27, 28].
The study developed by Levinson and Roter [29] evaluated the effect of two types of intervention, with different
structures, which were submitted to different methodological designs. One, of short duration (4½ h), was characterized as a RCT, while the other, described by the
authors as long-lasting (2½ days), and without a control
group, was developed using a quasi-experimental study
method. Thus, in this study, data related to the shortterm program were considered, according to the inclusion criteria of the studies in this review.
Content of interventions

The programs begin training covering the basic concepts
of communication: communication models [30], fundamental interview skills [29, 31], interpersonal communication [32], spoken and written communication [33]
and facilitating listening, non-verbal communication and
assertive communication [28]. Liu et al. [25] identified
the communication tasks that professionals most needed
help with when are talking to patients, family members
and colleagues. Specific communication skills were also
addressed by Roter et al. [32]. Ammentorp et al. [27]
explained the structure of the consultation before dealing
with communication techniques, according to the model
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described by Maquire et al. [34] adopted in the intervention proposal.
Subsequently, some studies bring in their CST-specific
themes to the context and the audience to which they are
directed. In the pediatric context, strategies were developed to deal with the instrumental and affective needs
of parents and children [31]. Sany et al. [33] directed
the content to collaboration and counseling skills that
promote patient self-care and self-efficacy, with a focus
on understanding the patient and adhering to the treatment of arterial hypertension. In the perspective of
training with oncology professionals, Fujimori et al. [30]
addressed strategies for communicating bad news. Doyle
et al. [28], aiming at providing training to deal with difficult communication situations, dealt with rescheduling
and conflict resolution.
The studies by Ammentorp et al. [27] and Levinson
and Roter [29], aimed at a general improvement in communication skills, inserted aspects focused on patientcentered attention. The first brought patient-centered
attention by inserting content that addressed the understanding of patient’s preferences and needs, while the
second exposed empathic care and patient involvement
in discussions about health care.
Teaching strategies

The eight studies presented different teaching resources
used as a strategy for teaching communication skills, with
proposals aimed at active and contextualized learning. To
address general aspects of communication, Sany et al.
[33] used strategies such as posters and graphics, relating
them to patient education content, which was an objective of their intervention. The use of lectures and didactic presentations was used in the studies by Sany et al.
[33], Fujimori et al. [30], Doyle et al. [28], Liu et al. [25]
and Levinson and Roter [29]. The latter also used a casebased discussion with focus on interview skills. Ammentorp et al. [27] and Liu et al. [25] identified the tasks that
professionals most need help with.
Role play was used as a learning strategy, with some
variations in its execution: exercises [31, 33], discussion
between peers [30] and with the use of feedback in small
groups [27, 28]. Doyle et al. [28] proposed that the participants share their experiences and build scenarios for
execution in role play. Liu et al. [25] used management
support methods, in small groups, which included positive feedback, implementing teaching rounds, building
models and performing role play in their workplaces.
The video projection resources were used to transmit content [25, 33], as a strategy to trigger discussions
[25, 30] and for modeling and demonstrating behaviors
[27, 28, 31]. The recording of video consultations with
real patients for feedback was also used in the program
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by Ammentorp et al. [27]. van Dulmen and Holl [31]
included theoretical and practical homework and application of what was learned between sessions. Learning
exercises, reading material and a pocket card with the
basic steps of the training content were distributed to the
professionals who participated in the study by Doyle et al.
[28]. Manuals with training material and reference on
skills were distributed to participants in the Liu et al. [25]
and Roter et al. [32] studies.
Program evaluation

The assessment methods used in the training programs
were diverse. Specifically to evaluate the communication
skills outcome, the Health Literacy Assessment Questions (HLAQs) [33] and the evaluation through recorded
visits with real patients evaluated by the Roter Interactional Analysis System (RIAS) [29, 32] were used, as well
as evaluation of verbal and non-verbal communication
using the camera computer system [31]. The performance
of professionals in communication skills was carried out
through the Objective Structured Clinical Examination
(OSCE), assessed by 18 items from the AFLS (Awareness,
Feelings, Listen, Solve) [28], and through simulated consultations punctuated by the SHARE items [30].
Fujimori et al. [30] also assessed the professionals’ confidence using two instruments: 32 SHARE items and 21
items established by Baile et al. [35]. Self-efficacy was
addressed directly in the studies by Doyle et al. [28],
Ammentorp et al. [27] and Liu et al. [25], who used the
questionnaire developed by Parle et al. [36]. In addition,
Doyle et al. [28] also evaluated this outcome using the
difficulty extension scale, which forms the composite
scale together with the confidence scale. Liu et al. [25]
it also assessed basic communication skills, self-efficacy
and self-perceived support using specific instruments for
nurses.
Main results

In assessing the communication skills of professionals, Sany et al. [33] found a significant variation from
the baseline measure for follow-up between the control
(CG) and intervention (IG) groups (CG: 0.48 ± 9.08; IG:
17.33 ± 12.9). Fujimori et al. [30] identified a difference in
the mean of the SHARE scores of confidence in the communication skills between the groups (IG: ∆ = 22.5 ± 34.4;
CG: ∆ = − 17.1 ± 26.1; F = 13.7) and in the communication of bad news between groups (IG: ∆ = 19.2 ± 19.6;
CG: ∆ = − 2.4 ± 15.4; F = 11.2). With regard to performance evaluation, the analysis of videos pointed out a
significant difference in the moments before and after the
intervention and between the groups.
The performance assessed using the OSCE, in Doyle
et al. [28], showed that there was no significant difference
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between groups. Both groups improved performance: the
IG by 2.6% and the CG by 5.3%, but there was no statistically significant difference between the groups (F = 3.46;
p = 0.073). The study by Levinson and Roter [29] did not
show any evidence of the effect of short-term training on
the skills of professionals.
Self-efficacy, assessed by Doyle et al. [28], showed the
most confident intervention group after the intervention
on the composite scale (IG: 87.0; CG: 71.7; F = 24.4), on
the confidence scale (IG: 91.9; CG: 73.9; F = 25.4) and on
the difficulty scale (IG: 2.6; GC: 4.0; F = 8.1). The results
presented by Ammentorp et al. [27] pointed out an
increase in IG scores from T1 (before the intervention)
to T2 (after the intervention) in all of the questions evaluated, and the increase in the average self-efficacy score,
for each question, varied from 8.5 to 37%. The comparison of the mean scores of T1 and T2 showed a significant increase (Diff = 1.25; p ˂ 0.001), corresponding to an
increase of 19%. The CG showed unchanged scores at all
times of measurement.
The study by Liu et al. [25] revealed a significant
improvement in the pre (T1) and post (T3) training
period in the four dimensions evaluated: basic communication skills (T1: 268.87 ± 29.90; T3: 287.69 ± 33.85);
self-efficacy (T1: 1247.45 ± 244.10; T3: 1430.39 ± 125.68);
outcome
expectancy
(T1:
123.24 ± 17.56;
T3:
132.32 ± 17.82) and self-perceived support (T1:
44.16 ± 5.78; T3: 50.16 ± 5.14).
In assessing some aspects of communication, Roter
et al. [32] showed that trained doctors used significantly
more facilitations in their visits and more open-ended
questions, and van Dulmen and Holl [31] trained pediatricians seemed to express more agreement, to provide
more medical information, and a to do more psychosocial question after the measurement.
Methodological quality

In the RCTs, details of the randomization process were
not observed and information about the blinding of participants and professionals was also not described. Even
so, the risk of bias analysis showed that the outcomes
are reported in the studies, with low bias (see Additional
file 6: Fig. 2). In the assessment of non-RCTs, one of the
studies was rated moderate bias (see Additional file 7:
Table 3). The quality of the evidence from the included
studies, assessed by GRADE, was classified as moderate.

Discussion
This systematic review retrieved eight studies that
addressed training programs in communication skills for
the health professional and patient relationship. Improvements were observed in the performance and self-efficacy
of professionals with regard to communication skills,
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through different teaching strategies, involving experiential activities, which are fundamental for the improvement of care and for patient-centered attention.
Moore et al. [7], when addressing the training of professionals for the care of cancer patients, pointed out
that interventions aimed at professionals present small
or inconclusive results. Also, in the study developed by
Selman et al. [37], in the context of palliative care, it was
shown that the analysis of results of training in communication skills is hampered by the variety of approaches,
as well as by the low methodological quality of the studies
and the difficulty in convincing professionals to participate. Thus, this review sought to include more methodologically systematized studies, and was not limited
in terms of addressing performance scenarios or health
conditions, seeking to identify the most appropriate
structures, contents, teaching and evaluation strategies
to ensure effectiveness in improving the self-efficacy and
performance of health professionals in a broad way.
CST should be investigated, as this is important for the
development of empathic and communication skills, enabling reflection on professional development and its relationship in work teams [37, 38]. However, the analyzed
studies are aimed at doctors and/or nurses, not considering other health professionals. Consider the need for
a comprehensive and multidisciplinary perspective of
patient care, it is necessary to involve other professionals
in training, to improve teamwork, the culture of communication in clinical practice and centered patient care [39,
40].
The context in which these studies were carried out
can be predictors of training needs. Studies carried out
in Primary Health Care are important, since the context
requires professionals to be closer and more connected
to the patient, and training can improve communication and favor the strengthening of safe and high-quality
care [41, 42]. The benefits for patients are also assessed,
especially in the context of chronic health conditions, in
which interventions for professionals favor the follow-up
and adherence to treatment, the resolution of symptoms
and the control of pain and physiological measures [43,
44].
Another relevant aspect to be considered in training
is the duration of the intervention, since time has been
proven to be a fundamental aspect to guarantee reflection on the communicative process; this is because participants have the opportunity to produce, interpret and
respond to communicative acts [45]. In this sense, proposals lasting a few hours and without the use of role
play, as carried out by Levinson and Roter [29], may not
have effective results in changing the behavior of health
professionals, since studies point out that long-term programs (≥ 20 h) are more effective [26].
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The continuity of programs must be an element to be
considered for good results in the long-term. The study
by Ammentorp et al. [27] pointed out that communication skills remain after 6 months of the intervention,
corroborating the study by Fallowfield et al. [46], who
identified that doctors even integrated communication
skills into their practice 15 months after training. In this
context, services face the challenge of ensuring the development and continuity of programs, ensuring that new
employees are trained, as well as having refresher courses
held frequently [38].
With regard to the content taught in the training, the
studies included initially clarify concepts related to
communication and the structure of the interview. This
introduction to the concepts is relevant to situate the professional on what skills will be discussed and developed.
Cegala and Broz [45] point out that this is a comprehensive approach, which can reflect aspects of the interview
in a natural way. Attention to the stages of the interview
and the concepts and functions of communication skills
can also improve the identification, coherence and particularization of interventions for training professionals.
Furthermore, inserting themes aimed at issues relevant
to the target audience is essential for meaningful learning. Training should focus on the acquisition of skills
and knowledge, and the promotion of affective changes,
which can motivate and provoke the desire to use the
new skills [36]. According to Connolly et al. [47], for
behavioral change to be effective, training must keep the
participant’s attention and motivate them, collaborate to
retain information and allow appropriate behaviors to be
reproduced. These aspects can help to increase the selfefficacy and the expectation of the professionals’ results.
In this perspective, the use of videos for modeling
behavior and strategies such as role play, carried out in
the studies included in this review, allow professionals
to actively participate in the learning process. The use of
simulated patients has also been encouraged, as it allows
skills training in a safe environment similar to that found
in the professional’s reality [11]. This approach leads to
an increase in the professionals’ ’perception of patients’
behaviors, and identifies their reactions. This type of
strategy allows the professional to develop other skills
and abilities, such as respect, empathy and understanding
of the patients’ needs and preferences [48].
The insertion of content focused on Patient Centered
Care (PCC), in the studies by Ammentorp et al. [27] and
Levinson and Roter [29], suggested bringing the patient’s
perspective to the training center, enabling personalized
attention, which considers the subjectivity of individuals
and allows active participation in the care process. An
important component of PCC is the communication that
is established between the professional and the patient,
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as it allows the retrieval of relevant information about the
patient’s history, values, culture and preferences, which
should be known and explored [49].
In view of the different content and teaching strategies,
different ways to assess skills were identified. In general,
the included studies showed a significant improvement in
the confidence of communication skills and in the performance of health professionals. However, the performance
assessed using the OSCE did not show any significant
difference between groups. In contrast, Ammentorp
et al. [50] identified a high agreement between the performance evaluation of communication skills and selfefficacy using OSCE in a group of medical students.
Although this method of assessment is widely used in the
assessment of competency-based training, Plakiotis [51]
points out restrictions in measuring issues of specialized
practice and it is recommended to complement it with
other assessments.
In the assessment of self-efficacy, the participants
submitted to the intervention had better scores. By
understanding that self-efficacy is characterized by the
individual’s belief in his abilities to perform a task successfully, which can modify the person’s behavior [6,
13], interventions are shown as positive possibilities to
improve communication skills. Even with the self-assessment barriers, improving self-efficacy can bring benefits, such as confidence, and a positive expectation can
increase the likelihood of professionals using appropriate
communication behaviors. Thus, thinking of instruments
that allow the professional to carry out this evaluation
can be an enhancer for the evaluation and success of
programs [52]. Based on the moderate level of evidence
verified by GRADE, professionals should be encouraged
to receive the interventions recommended for improving
the self-efficacy of Communication Skills, which should
also be adopted for the improvement of health services.
In the perspective of knowing the effectiveness of
interventions to increase self-efficacy, the exclusion of
studies with other methodological designs may result
in there being limited information about other training
programs in communication skills, which could provide
different ways of presenting the content, teaching and
measures evaluation. The methodological guidance of
this review aims to identify the effectiveness of training
in communication skills using stronger research designs
and with better assessment measures [16]. In addition,
the inclusion of only one study with a long training program precludes the possibility of assessing the effect of
interventions in relation to duration. The use of different
assessment measures also impairs a broad comparison
between the data. In this perspective, new studies with
standardized measures of self-efficacy and communication skills, should be developed, in order to allow the

Mata et al. Hum Resour Health

(2021) 19:30

comparability of data and determine reliable results for
training effectiveness.

Conclusion
This review presents the identification of studies that
address effective strategies for training communication
skills, with moderate quality of evidence by GRADE
evaluation, describing the content, teaching methods
and assessments worked on in the programs. This training has been proven to be relevant in improving performance and in the self-efficacy of professionals with
regard to communication skills, through participant-centered strategies, which are fundamental for the improvement of care and for patient-centered attention. It is also
shown that other studies should be carried out greater
methodological rigor, for more reliable assessments and
the construction of increasingly structured and effective
programs.
In view of the findings of the review, it is suggested that
the programs reserve space to discuss the basic concepts
of communication and contextualize the other contents
according to the scenarios in which the professionals are
inserted, considering aspects of patient-centered care.
They must have a sufficient workload, which allows the
participant the availability of time for contextualized
learning and based on experience, with strategies for
modulation and the application of the skills learned, as
well as for long-term monitoring strategies. The evaluations must be valid and diversified, to complement the
data.
Abbreviations
CS: Communication skills; CST: Communication skills training; RCT: Randomized controlled trials; GRADE: Grading of recommendations applicability,
development and evaluation; OSCE: Objective Structured Clinical Examination;
CG: Control group; IG: Intervention group; PCC: Patient-centered care; HLAQs:
Health Literacy Assessment Questions; RIAS: Roter Interactional Analysis
System; AFLS: Awareness, feelings, listen, solve.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12960-021-00574-3.
Additional file 1: PROSPERO protocol.
Additional file 2: Chart 1. Research equations.
Additional file 3: Figure 1. PRISMA Flowchart.
Additional file 4: Table 1. Characteristics of the included studies.
Additional file 5: Table 2. Characteristics of communication skills training
interventions.
Additional file 6: Figure 2. Bias risk assessment using the Cochrane collaboration tool.
Additional file 7: Table 3. Risk of bias in Non-RCTs (ROBINS-I).

Page 7 of 9

Acknowledgements
Not applicable.
Authors’ contributions
ANSM contributed to the conception and design of the work, analysis
and interpretation of data and drafting of manuscript. KPMA, GCBSM and
VHOS participated in the design, analysis and interpretation of the data
and substantial revision of the manuscript. LPB and IMN collaborated in the
conception, analysis and interpretation of the data and substantial revision of
the manuscript. INMB and IDSFP contributed to data acquisition and analysis
and substantial revision of the manuscript. GP collaborated with the conception and design of the study, analysis and interpretation of the data and the
substantial revision of the manuscript. All authors read and approved the final
manuscript.
Funding
This study was financed in part by the Coordenação de Aperfeiçoamento de
Pessoal de Nível Superior - Brasil (CAPES) - Finance Code 001.
Availability of data and materials
The datasets supporting the conclusions of this article are included within the
article (and its additional files).
Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
All authors declare that they have no conflict of interest.
Author details
1
Multicampi School of Medical Sciences of Rio Grande do Norte, Federal University of Rio Grande do Norte, Av. Coronel Martiniano, 541, Centro, Caicó, RN
ZIP Code: 59300‑000, Brazil. 2 Post-Graduate Program in Public Health, Health
Science Center, Federal University of Rio Grande do Norte, Av. Sen. Salgado
Filho, 1787 ‑ Lagoa Nova, Natal, RN ZIP Code: 59056‑000, Brazil. 3 Department
of Nutricion, Federal University of Rio Grande do Norte, University Campus,
Av. Senador Salgado Filho, 3000, Lagoa Nova, Natal, RN ZIP Code: 59.078‑970,
Brazil. 4 Academic Center of Vitória, Federal University of Pernanmbuco, R. Aldo
do reservatório, s/n, Bela Vista, Vitória de Santo Antão, PE ZIP Code: 55608‑680,
Brazil. 5 Department of Health Sciences, Catholic University San Antonio de
Murcia, San Antonio de Murcia, Campus de los Jerónimos, 135, 30107 Guadalupe, Murcia, Spain. 6 Department of Public Health, Federal University of Rio
Grande do Norte, University Campus, Av. Senador Salgado Filho, 3000, Lagoa
Nova, Natal, RN ZIP Code: 59.078‑970, Brazil.
Received: 12 October 2020 Accepted: 24 February 2021

References
1. Ditton-Phare P, Loughland C, Duvivier R, Kelly B. Communication skills in
the training of psychiatrists: a systematic review of current approaches.
Aust New Zeal J Psychiatry. 2017;51:675–92.
2. Haskard KB, Williams SL, DiMatteo MR, Rosenthal R, White MK, Goldstein
MG. Physician and patient communication training in primary care:
effects on participation and satisfaction. Health Psychol. 2008;27:513–22.
3. Pehrson C, Banerjee SC, Manna R, Shen MJ, Hammonds S, Coyle N, et al.
Responding empathically to patients: development, implementation,
and evaluation of a communication skills training module for oncology
nurses. Patient Educ Couns. 2016;99:610–6.
4. Maguire P. Key communication skills and how to acquire them. BMJ.
2002;325:697–700.
5. Skär L, Söderberg S. Patients’ complaints regarding healthcare encounters
and communication. Nurs Open. 2018;5:224–32.
6. Attree M. Patients’ and relatives experiences and perspectives of “good”
and “not so good” quality care. J Adv Nurs. 2001;33:456–66.

Mata et al. Hum Resour Health

7.
8.

9.
10.

11.

12.

13.
14.

15.
16.

17.
18.

19.

20.
21.

22.
23.
24.
25.
26.
27.
28.

(2021) 19:30

Moore PM, Rivera S, Bravo-Soto GA, Olivares C, Lawrie TA. Communication
skills training for healthcare professionals working with people who have
cancer. Cochrane Database Syst Rev. 2018;7:CD003751.
Zimmermann C, Del Piccolo L, Bensing J, Bergvik S, De Haes H, Eide
H, et al. Coding patient emotional cues and concerns in medical
consultations: the Verona coding definitions of emotional sequences
(VR-CoDES). Patient Educ Couns. 2011;82:141–8.
Deveugele M. Communication training: skills and beyond. Patient Educ
Couns. 2015;98(10):1287–91.
Lord L, Clark-Carter D, Grove A. The effectiveness of communicationskills training interventions in end-of-life noncancer care in acute
hospital-based services: a systematic review. Palliat Support Care.
2016;14:433–44.
Pilnick A, Trusson D, Beeke S, O’Brien R, Goldberg S, Harwood RH. Using
conversation analysis to inform role play and simulated interaction in
communications skills training for healthcare professionals: identifying
avenues for further development through a scoping review. BMC Med
Educ. 2018;18:267.
Karger A, Geiser F, Vitinius F, Sonntag B, Schultheis U, Hey B, et al.
Communication skills trainings: subjective appraisal of physicians
from five cancer centres in North Rhine. Germany Oncol Res Treat.
2017;40:496–501.
Bandura A. Self-efficacy: toward a unifying theory of behavioral
change. Psychol Rev. 1977;84:191–215.
Axboe MK, Christensen KS, Kofoed PE, Ammentorp J. Development
and validation of a self-efficacy questionnaire (SE-12) measuring the
clinical communication skills of health care professionals. BMC Med
Educ. 2016;16(1):272.
Kissane DW, Bylund CL, Banerjee SC, Bialer PA, Levin TT, Maloney EK,
et al. Communication skills training for oncology professionals. J Clin
Oncol. 2012;30:1242–7.
Brighton LJ, Koffman J, Hawkins A, McDonald C, O’Brien S, Robinson
V, et al. A systematic review of end-of-life care communication skills
training for generalist palliative care providers: research quality and
reporting guidance. J Pain Symptom Manag. 2017;54:417–25.
Kelm Z, Womer J, Walter JK, Feudtner C. Interventions to cultivate
physician empathy: a systematic review. BMC Med Educ. 2014;14:219.
Shamseer L, Moher D, Clarke M, Ghersi D, Liberati A, Petticrew M,
et al. Preferred reporting items for systematic review and metaanalysis protocols (PRISMA-P) 2015: elaboration and explanation. BMJ.
2015;349:g7647–g7647.
Mata ANS, Azevedo KPM, Braga LP, Medeiros GCBS, Oliveira Segundo
VH, Bezerra INM, et al. Training programs in communication skills
to improve self-efficacy for health personnel. Medicine (Baltimore).
2019;98(33):e16697.
Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A. Rayyan—a web
and mobile app for systematic reviews. Syst Rev. 2016;5:210.
Higgins JPT, Thomas J, Chandler J, Cumpston M, Li T, Page MJ, Welch
VA (editors). Cochrane handbook for systematic reviews of interventions version 6.0 (updated July 2019). Cochrane, 2019. Available from
www.training.cochrane.org/handbook.
Sterne JAC, Savović J, Page MJ, Elbers RG, Blencowe NS, Boutron I, et al.
RoB 2: a revised tool for assessing risk of bias in randomised trials. BMJ.
2019;366:l4898.
Sterne JAC, Hernán MA, Reeves BC, Savović J, Berkman ND, Viswanathan M, et al. ROBINS-I: a tool for assessing risk of bias in non-randomised studies of interventions. BMJ. 2016;355:i4919.
Balshem H, Helfand M, Schünemann HJ, Oxman AD, Kunz R, Brozek J,
et al. GRADE guidelines: 3. Rating the quality of evidence. J Clin Epidemiol. 2011;64:401–6.
Liu JE, Mok E, Wong T, Xue L, Xu B. Evaluation of an integrated communication skills training program for nurses in cancer care in Beijing,
China. Nurs Res. 2007;56(3):202–9.
Barth J, Lannen P. Efficacy of communication skills training courses
in oncology: a systematic review and meta-analysis. Ann Oncol.
2011;22:1030–40.
Ammentorp J, Sabroe S, Kofoed P-E, Mainz J. The effect of training in
communication skills on medical doctors’ and nurses’ self-efficacy.
Patient Educ Couns. 2007;66:270–7.
Doyle D, Copeland HL, Bush D, Stein L, Thompson S. A course for
nurses to handle difficult communication situations. A randomized

Page 8 of 9

29.
30.

31.
32.

33.
34.
35.
36.

37.

38.
39.
40.
41.
42.
43.

44.
45.
46.
47.

48.
49.

controlled trial of impact on self-efficacy and performance. Patient
Educ Couns. 2011;82:100–9.
Levinson W, Roter D. The effects of two continuing medical education
programs on communication skills of practicing primary care physicians. J Gen Intern Med. 1993;8:318–24.
Fujimori M, Shirai Y, Asai M, Kubota K, Katsumata N, Uchitomi Y. Effect
of communication skills training program for oncologists based on
patient preferences for communication when receiving bad news: a
randomized controlled trial. J Clin Oncol. 2014;32:2166–72.
van Dulmen AM, Holl RA. Effects of continuing paediatric education in
interpersonal communication skills. Eur J Pediatr. 2000;159(7):489–95.
Roter D, Rosenbaum J, de Negri B, Renaud D, DiPrete-Brown L, Hernandez O. The effects of a continuing medical education programme
in interpersonal communication skills on doctor practice and patient
satisfaction in Trinidad and Tobago. Med Educ. 1998;32(2):181–9.
Sany SBT, Peyman N, Behzhad F, Esmaeily H, Taghipoor A, Ferns G.
Health providers’ communication skills training affects hypertension
outcomes. Med Teach. 2018;40:154–63.
Maquire 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:1486–9.
Baile WF, Lenzi R, Kudelka AP, Maguire P, Novack D, Goldstein M, et al.
Improving physician—patient communication in cancer care: outcome of a workshop for oncologists. J Cancer Educ. 1997;12:166–73.
Parle M, Maguire P, Heaven C. The development of a training model
to improve health professionals’ skills, self-efficacy and outcome
expectancies when communicating with cancer patients. Soc Sci Med.
1997;44:231–40.
Selman LE, Brighton LJ, Hawkins A, McDonald C, O’Brien S, Robinson V,
et al. The effect of communication skills training for generalist palliative
care providers on patient-reported outcomes and clinician behaviors: a systematic review and meta-analysis. J Pain Symptom Manag.
2017;54(404–416):e5.
Burt J, Abel G, Elliott MN, Elmore N, Newbould J, Davey A, et al. The
evaluation of physicians’ communication skills from multiple perspectives. Ann Fam Med. 2018;16:330–7.
Ammentorp J, Graugaard LT, Lau ME, Andersen TP, Waidtløw K, Kofoed
P-E. Mandatory communication training of all employees with patient
contact. Patient Educ Couns. 2014;95:429–32.
Guraya SY, Barr H. The effectiveness of interprofessional education in
healthcare: a systematic review and meta-analysis. Kaohsiung J Med
Sci. 2018;34:160–5.
Ashcroft R. Health promotion and primary health care: examining the
discourse. Soc Work Public Health. 2015;30:107–16.
Miller WL, Crabtree BF, Nutting PA, Stange KC, Jaen CR. Primary care
practice development: a relationship-centered approach. Ann Fam
Med. 2010;8:S68–79.
Carvalho IP, Pais VG, Almeida SS, Ribeiro-Silva R, Figueiredo-Braga
M, Teles A, et al. Learning clinical communication skills: outcomes
of a program for professional practitioners. Patient Educ Couns.
2011;84:84–9.
McMillan SS, Kendall E, Sav A, King MA, Whitty JA, Kelly F, et al.
Patient-centered approaches to health care. Med Care Res Rev.
2013;70:567–96.
Cegala DJ, Broz SL. Physician communication skills training: a
review of theoretical backgrounds, objectives and skills. Med Educ.
2002;36:1004–16.
Fallowfield L, Jenkins V, Farewell V, Solis-Trapala I. Enduring impact of
communication skills training: results of a 12-month follow-up. Br J
Cancer. 2003;89:1445–9.
Connolly M, Thomas JM, Orford JA, Schofield N, Whiteside S, Morris J,
et al. The impact of the SAGE & THYME foundation level workshop on
factors influencing communication skills in health care professionals. J
Contin Educ Health Prof. 2014;34:37–46.
Rønning SB, Bjørkly S. The use of clinical role-play and reflection in
learning therapeutic communication skills in mental health education:
an integrative review. Adv Med Educ Pract. 2019;10:415–25.
Olsson L-E, Ung EJ, Swedberg K, Ekman I. Efficacy of person-centred
care as an intervention in controlled trials—a systematic review. J Clin
Nurs. 2013;22:456–65.

Mata et al. Hum Resour Health

(2021) 19:30

50. Ammentorp J, Thomsen JL, Jarbøl DE, Holst R, Øvrehus AL, Kofoed PE.
Comparison of the medical students’ perceived self-efficacy and the
evaluation of the observers and patients. BMC Med Educ. 2013;13:49.
51. Plakiotis C. Objective Structured Clinical Examination (OSCE) in psychiatry education: a review of its role in competency-based assessment.
Adv Exp Med Biol. 2017. https://doi.org/10.1007/978-3-319-56246-9_
13.
52. Chung H-O, Oczkowski SJW, Hanvey L, Mbuagbaw L, You JJ. Educational interventions to train healthcare professionals in end-of-life

Page 9 of 9

communication: a systematic review and meta-analysis. BMC Med
Educ. 2016;16:131.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

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

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

