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Abstract

Background: The value of using real-time patient-reported outcome (PRO) measures in cancer communication has
gained attention both in the clinic and in research. Despite this, no internationally accepted guidelines or training
programs for clinicians on how to engage in patient-centred communication based on PROs exist. Lack of training
may complicate implementation and systematic use of PROs in the clinic. We aimed to develop a short and feasible
manual and training session in PRO-based dialogue rooted in patient-centred communication, coined
PROmunication.

Methods: PROmunication was implemented in two studies using PROs in different clinical cancer settings. We
interviewed clinicians twice during the development phase. First, adopting a clinical perspective, they
provided ideas for content, length and structure of the training session and the manual. Second, they
approved the draft of the manual with minor adjustments on how to document clinician-patient
communication. The final version of the PROmunication tool was built on clinicians’ input, theory on patient-
centred communication, a literature review, and didactic considerations.

Results: The one-page manual gave clinicians a brief and clear overview of how to prepare for, undergo and
document a PRO-based consultation. Illustrations and verbal phrases were offered to operationalize and
facilitate patient-centred communication. The training session included elements like evidence-based
knowledge about the rationale, benefits and challenges of using PROs and comprised theory, experimental
training and instructions for the use of the manual in clinical practice. Ad hoc training and feedback in the
clinic followed the training session.

Conclusions: This paper presents the development of a short, theory-driven manual and training session
intended to support and engage clinicians in PRO-based dialogue leading to patient-centred communication.
Further testing of the tool is necessary and adjustments may be required if the PROmunication tool should
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be applied in other clinical settings were patients are seen regularly. An evaluation of the tool is planned to
be performed in future studies. Training in PROmunication may further systematic and consistent use of PRO
data in the consultation, leading to patient-centred consultations and increased patient involvement.
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Background
In this paper, we introduce a new concept that combines
patient-reported outcome (PRO) measures and patient-
centred communication (PCC). PROs are often defined as:
“any report of the status of a patient’s health condition that
comes directly from the patient, without interpretation of
the patient’s response by a clinician or anyone else.” [1].
PROs relate to health, quality of life or functional status
associated with healthcare or treatment [2]. PCC can be
defined in terms of processes and outcomes of the patient-
clinician interaction: “Eliciting, understanding and validat-
ing the patient’s perspective; Understanding patients within
their own psychological and social contexts; Reaching a
shared understanding of the individual patient’s diagnosis
and treatment options; Helping patients share decision-
making power by offering meaningful involvement in
choices related to their health” [3]. The new concept is
coined PROmunication and indicates a switch from trad-
itional patient-physician communication where the phys-
ician sets the agenda to a patient-centred approach based
on PRO data. This switch calls for specific advice and ideas
informing the implementation of PROmunication in clin-
ical practise. To support PROmunication in outpatient
cancer consultations, we developed a manual and a train-
ing session for clinicians.

Patient-reported outcomes
The assessment of PROs is well established in quality
improvement and research, particularly in clinical trials
and observational studies, where they provide valuable evi-
dence on the burden of disease and the efficacy, effective-
ness, and cost effectiveness of interventions from a patient
perspective [4, 5]. At an individual level, PROs can for
example be used to enhance shared decision making, to
focus on individual patient needs and concerns, and to
monitor symptoms or disease development over time [6].
Recent digital solutions combine PRO data with an algo-
rithm to graphically display important symptoms, func-
tions and decision support at the individual level. The
PRO data is then often visualized through colour-coded
categorisation of severity such as levels of symptom
severity e.g. Red: need of immediate attention; Yellow:
need of response within a certain timeframe or Green:
no need of response at present. In addition, patient’s
needs for discussing their outcomes and preferences
regarding follow-up can be captured by PROs [7].

Interest in systematic collection of PROs and awareness of
the value of using real-time patient-centred data in cancer
communication is growing. This awareness has led to the
development of PRO tools, which have been successful in
optimizing and improving patient-physician communication
[8, 9]. Hence, the use of PRO data in clinical practice can
improve patients’ health-related quality of life (HRQoL), ini-
tiate discussions regarding unspecific symptoms or health-
related problems [10–14], improve symptom management
and control [15–17]. PROs are often used as unique indica-
tors of the impact of disease on the patient [18]. Further-
more, PROs may facilitate patient-centred consultations by
providing patients with an opportunity to communicate on
topics they find important and that may otherwise not be
addressed [19, 20]. However, the use of PROs in the clinic is
not able in itself to ensure patient involvement and patient-
centred consultations [21, 22]. If clinicians do not value
PROs or consider patients’ assessment of the situation and
of their illness as important knowledge, then PROs are
suggested not to make a difference to the dialogue [23].
When measuring the impact of PROs, several studies have
been criticised for not investigating the role played by medi-
ators, including a change in patient-physician communica-
tion and patient-centeredness as facilitators of the impact
rather than PROs [24]. We anticipate that PROs used prop-
erly in the consultation has the potential to enhance patient-
centred care [5].
Many studies have voiced a need for training clinicians in

how to optimise, administrate, interpret and integrate PRO
data in their dialogue with patients [8, 15, 19, 24–28]. If cli-
nicians do not know how to interpret and report the PRO
data or how and when to use it, they may experience PROs
as a burden in clinical encounters and the use of PROs may
end up doing more harm than good [28, 29]. For clinicians,
the harms may include information overload, spending
time on finding and reviewing PRO data and identifying
problems without being able to use the data in the consult-
ation or having access to appropriate interventions [30].
For patients, answering PRO measures without receiv-
ing any or only superficial response to the problems
reported, can leave them with a feeling of being aban-
doned and alone, and may cause decreased motivation
for filling in the PRO measures [21]. Therefore, the
first step towards success is to devise implementation
strategies, including training of clinicians in using
PROs in a clinical context. To ensure facilitation of
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PCC supported by PROs, implementation strategies
must be founded on PCC theory.

Patient-centred communication
In cancer consultations, communication between clinicians
and patients is a crucial part of the clinical encounter, which
is characterized by the complexity of disseminating medical
information and uncertainty regarding disease and treat-
ment outcomes [31]. To understand how clinicians could
support patients’ communication needs, the American
National Cancer Institute commissioned an extensive
literature review and report on the topic of PCC [3].
This review identifies six basic functions that cancer
communication must support: Fostering healing rela-
tionships, exchanging information, responding to emo-
tions, managing uncertainty, making decisions, and
enabling patient self-management [3, 32]. These basic
functions constitute competency in patient-centred
communication [33] and should be the point of depart-
ure when PROs are implemented to facilitate PCC.

Training clinicians in patient-centred communication
based on patient-reported outcomes
Several models and guides have been developed for use in
medical education and clinical practice to teach and assess
PCC [34–40], but these models do not incorporate PROs.
Furthermore, training is needed to successfully implement
PROs in the consultation [8, 19, 26, 27, 41, 42], but only
one study has proposed key recommendations for training
clinicians to use, interpret and act on PRO data [25]. In
addition, few studies have been published on developing
training programs and supportive materials to teach clini-
cians to communicate based on PRO data [15, 19, 25, 43].
However, these are not based on PCC.

Organisations engaged in the implementation of PROs
focus primarily on basic knowledge and key issues for inte-
grating PROs in clinical practice and electronic health
records and do not include the training of clinicians in
communication based on PRO data [44, 45]. Recommen-
dations from Danish PROs experts and nationwide experi-
ences of implementing Danish PRO programs have neither
been transformed into widely accepted guidelines, nor do
they specify training elements regarding communication
based on PROs [46, 47]. To summarize, at present there
are no internationally accepted guidelines on content,
structure or length of training programs for clinicians on
how to communicate with patients based on PROs in a
patient-centred way, nor any studies of the process of
preparing for, undergoing and documenting a PRO-
based consultation. Therefore, we aimed to develop a
short and feasible training session and manual in PRO-
based dialogue founded on PCC.

Methods
Setting
The development of a PRO-based communication tool
took place at a Danish university hospital as part of two
research projects (study A, an intervention study and B,
a feasibility study), aiming to examine the use of PROs
as a communication tool in cancer consultations. The
two projects were implemented at three clinical depart-
ments offering oncological and surgical treatment for
metastatic cancer (Fig. 1).
In study A, which began 6 months prior to study B,

consultations were performed every 3–4 weeks during
treatment, whereas in study B, patients attended quarterly
consultations after their surgery. Before any planned
consultation, all patients prepared themselves by answer-
ing questions addressing clinically relevant PROs. The

Fig. 1 An overview of the setting in which the PRO-based communication tool was developed
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answers were submitted directly into their electronic
health record and visualized for clinicians in green, yellow,
orange or red according to level of severity. Level of sever-
ity was based on PRO scales where each item had a scale
consisting of four steps ranging from “Not at All - A Little
- Quite a Bit - Very Much”. This real-time PRO feedback
enabled clinicians to prepare for a dialogue with patients
on issues important to them. None of the physicians at
the departments involved used PROs in consultations
prior to the implementation of the PRO-based communi-
cation tool.
To indicate that communication based on PROs in cancer

consultations was different from ordinary communication
with cancer patients, the new concept “PROmunication”
was coined. To convey the proper way of communication
based on PROs, an appertaining PROmunication tool was
developed before the intervention (study A and B).

Design
The PROmunication tool was based on four elements: 1) a
theoretical take-off grounded in a framework for patient-
clinician communication, 2) empirical knowledge, 3) clin-
ician involvement and 4) didactic considerations. In the
following, we only state patient even though PROmunica-
tion includes communication with both patients and their
relatives where this is relevant.

Theoretical take-off
As a first step towards a theory-driven tool to support
PCC based on PROs, the underlying concept was clari-
fied by defining a theoretical framework for PCC [3].
This framework includes six somewhat overlapping and
interacting core functions, all serving as underlying com-
ponents in the PROmunication tool:

� Fostering healing relationships where patient and
clinician acknowledge each other’s role in mutual
trust, openness and respect

� Exchanging information in the reciprocal efforts of
both clinician and patient to obtain a shared
understanding of the medical and personal issues
underlying the patient’s health condition

� Responding to emotions by using verbal
expressions of understanding, legitimation, empathy
and support to address patients’ emotional distress
appropriately and directly

� Managing uncertainty by framing information in
terms of what is known and what is unknown and
acknowledging the unavoidable uncertainty

� Making decisions preferably based on the patient’s
values and understanding of the evidence and
rationale for the decision conveyed by the clinician
and made in agreement

� Enabling patient self-management by facilitating
patients’ capacity to solve health-related problems
and to take actions to improve their health

These six core functions offer the possibility to operation-
alise the construct of PCC [48], however several limitations
to comprehensively assess PCC exist. First, many question-
naires measuring communication are not grounded in a
conceptual model of PCC and address only specific elements
of the interaction process (e.g. shared decision-making or
patient autonomy support). Second, the assessment method
vary greatly among studies, and third, the results are incon-
sistent across measurements [48]. The theoretical framework
chosen for the present study could be criticised, because it
was founded on studies that may not have assessed PCC
comprehensively. However, the core functions are believed
to constitute “best practice” for physician communication in
medical encounters [33]. Since the theoretical framework for
PCC was developed in cancer care, it matched our setting
and was considered an appropriate theoretical background.

Empirical knowledge
A literature search was performed in order to gain
empirical knowledge on models of and considerations
on the training of clinicians to integrate PROs in clinical
practice. We searched PubMed, CINAHL and PsycINFO
and subject headings searches were conducted combin-
ing terms for clinician (e.g. physician, practitioner),
training (e.g. education, teaching, guiding) PROs (e.g.,
patient-reported outcome, self-reported questionnaire),
and clinical practice (e.g. consultation, routine practice).
To our knowledge, training clinicians to use PROs in
clinical practice rest partly on experience communicated
in four studies. One study investigated when and how to
use and interpret PROs in child mental health [43]. This
study showed that clinicians attending a three-day train-
ing course were more positive towards PROs and had
higher levels of self-efficacy regarding administering
PROs and using feedback from PROs than clinicians
attending a one-day course or no training.
Based on earlier experiences with the use of PROs to

allow patients to elaborate on their self-perceived prob-
lems, another study highlighted training that included
strategies on how to incorporate an explicit reference to
PROs in the standard medical interview, and manage-
ment guidelines for symptoms that were considered dif-
ficult to manage (e.g. fatigue) [15].
In a third study, operational recommendations were de-

veloped grounded on experiences from three different
training programs for clinicians prior to the implementa-
tion of PROs. The recommendations include: 1. Engaging
clinicians, 2. Brief training to fit practices, 3. Experimental
problem-based training, 4. Decision-support aids, 5. Feed-
back, and 6. Engaging multidisciplinary teams [25]. These
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recommendations are generic and therefore serve as a
guiding model, but the content of the guidelines still need
to be developed according to local practice.
A fourth study describes the creation of a PRO imple-

mentation program serving as a standardised approach
for the use of PROs in a clinical setting. Here, training
was believed to be essential to successful PRO implemen-
tation and should contain: 1. Demonstrations on how
PROs fits into a clinical work flow, 2. Instructions on
where the PRO results are located within the electronic
health record, 3. Education about which scores indicate
the need to intervene, and 4. Training to acknowledge the
completion of PROs [19].
Findings from these four studies and theory on PCC

were used to establish a template of the content and
length of our training and manual. Based on the literature,
we aimed at engaging clinicians in developing a one or
two-day training course with experimental problem-based
training (examples of videotaped cases of clinician-patient
interactions based on PRO) and followed up by feedback.
The training should include clinical management guide-
lines, instructions on where to locate the PRO results
within the electronic health record and a clarification of
the importance of explicit reference to PRO. Participants
should be both physicians and nurses.

Clinician involvement
To optimise implementation, ease-of-use, and to follow
the literature guidelines, promote acceptance and com-
mitment, clinicians were involved in the development
process. Three physicians, one male and two females
aged from 46 to 55, with different rank and experience
participated in the development of the PROmunication
tool. The clinicians all had several years of expertise
from oncology and were recruited because they were
expected to be the three main users of the tool in re-
search project, study A. The clinicians were interviewed
twice during the development phase. Notes were taken
from both interviews and were used to reform the ideas
within the author group. The first interview was based
on a template of the manual conducted by all authors
and on a template of the training session template
conducted primarily by PCS and BKN but with inspir-
ation from SR, LS and HVT. Thus, both the manual and
the training session reflected a elaborated their clinical
perspective for content, length, and structure of both
training session and manual. To ensure that use of the
PROmunication tool would be compatible with organ-
isational requirements, the clinicians argued that the
training session should be no longer than 1 h and cover
the following topics: information on either study A or B,
definition of PROs, how to obtain access to the PRO
data, how and when to refer to PROs in the consult-
ation, and finally how to document the use of PRO data.

They did not opt for clinical management guidelines
because they preferred flexibility in assessing the individ-
ual patient’s specific needs. In addition, they argued for
an informal feedback right after the manual had been
used. For the clinicians, the overall purpose of the man-
ual was to provide a brief overview of the core elements
within the training session in a format easy to apply and
intuitive to use. For that purpose, the manual was
suggested to be no longer than one A4 page. The clini-
cians were not asked and did not comment on didactic
aspects, e.g. the composition of participants or who
should perform the training. At the second interview, a
tool prototype was presented to the clinicians, which led
to a discussion on how to approve and document the
use of PROs within the electronic health record. The
clinicians approved the prototype with minor adjust-
ments in relation to documentation of the dialogue. The
manual was found to accommodate relevant needs, be easy
to read and beneficial in communication with patients.

Didactic considerations
To cover the topics raised by the clinicians, we chose
author BKN (psychologist) and HVT (clinical nurse
specialist), who were both knowledgeable about study A
or B, PROs, and PCC to perform the training.
The learning goals for participants to achieve were:

A. To be familiar with core elements of PROs and
PROmunication, including but not limited to how
to prepare, conduct and document PROmunication

B. To gain knowledge and be enthusiastic about the
use of the manual

The training session and the manual were provided
before implementing PRO in clinical practice and will be
described in detail below.

Results
The following section describes the development of
PROmunication. Overall, the authors composed a tem-
plate that were refined by the comments and ideas from
the interviews with the clinicians. Especially their pro-
posed length was different from our original template,
but that also induced limitations for the consent. We
chose to exclude examples of videotaped cases and had
to rethink the problem-based training in order to keep it
simple for the clinicians.

Manual
The main purpose of the manual was to give a brief and
clear overview of the core elements of the training session
and, especially, how to prepare for, undertake, and docu-
ment the consultation based on PROs. To ease use and
ensure that consultations were performed systematically
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and focused on patient needs and preferences, the manual
had a brief instruction to PROs in the consultation and
three action-oriented sections with direct instructions on
preparing for, undertaking and documenting the consult-
ation. Figure 2 illustrates the main contents of each sec-
tion. The final version of the manual can be found in
Danish and English (see Additional file 1 and Additional
file 2).
To help the clinician find the PRO data and prepare

prior to the patient consultation, three illustrations are
shown in the section concerning preparation for the
consultation; one illustrates a selection of questions and
patient-answers on a Likert scale; another one illustrates
how to locate PROs in the electronic health record;, and
the last one gives an example of how PROs are displayed
in the electronic health record. In the section about
undertaking the consultation, specific examples on
verbal phrases that will lead to elaboration, clarification
and use of PROs to guide the dialogue are displayed in
speech bubbles. Thus, the six core functions of PCC are
operationalised into phrases or actions that could be
used in clinical practice when PROs were fed back to cli-
nicians. Figure 3 offers examples of phrases ready for a
clinical dialogue based on PROs and reflecting PCC. To
save space, not all phrases in Fig. 3 are contained in the
manual.
PROmunication acts as a means of achieving patient-

centred communication through patient-reported out-
comes. For instance, by asking the patient: “Looking at
your PROs, I see … Is that correct?” the clinician indi-
cates that the PROs have been read, but the patient is
offered a chance to elaborate and clarify. This approach
may foster patients’ self-management by helping them
reflect and verbalise their own condition and by facilitat-
ing a discussion about potential solutions. Further, self-
management is fostered by supporting patients’ autonomy
by appreciation of the patient’s perspective and attribution
of the patient’s capability. The approach may also contrib-
ute to fostering healing relationships by indicating interest
and trust. In addition, a consultation based on thoughts
and concerns of the patient may leave the patient feeling
acknowledged and respected. Additionally, turning the

screen towards the patient indicates that the patients’ an-
swers are important and that an active engagement by pa-
tients is endorsed. This should invite for shared decision-
making. The last section about documentation is short
and operational. Only if something new is decided or
planed based directly on PROs should this be documented
in the electronic health record for other clinicians to find.
The final manual was a short, one-page document as

requested by the clinicians. Action-oriented sections
were highlighted by illustrations and the same colour
range as in the electronic health record and the PRO
platform with arrows showing the direction from before
to during and after the consultation indicating the
process during the consultation. The layout of the man-
ual and the verbal examples facilitated clinical practice
implementation. At the bottom of the manual, we added
contact information to the team behind the PROmunica-
tion tool.

Training session
The training session covered the following elements:

1. Evidence-based knowledge about the rationale of
using PROs in clinical healthcare services

2. Information about the benefits of using PRO data in
the consultation.
a. PRO data enable the patient and the clinician to

prepare for the consultation
b. The dialogue can focus on what is most

important for the patient to discuss
c. PRO data may foster awareness of issues that

are considered difficult to manage, yet
importance to discuss

3. Knowledge about study A or B, for which the
PROmunication tool was developed

4. Experimental training: answering the same outcome
measures that the patients are to complete before
the consultations. This was done to become familiar
with the questions in the PROs

5. Knowledge about how to inform patients about
PRO with regard to voluntary participation,

Fig. 2 The main content of each section in the manual
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accessing PRO data, time frames and assumed
benefits

6. Instruction on how to use the PROmunication
manual
a. Where to find the PRO data in the electronic

medical chart (interface)
b. How to prepare for the dialogue by going

through the PRO data
c. How to refer to PROs by explicitly mentioning

and expressing one’s gratitude to their reply
(e.g. “Thank you for your reply. The answers
give me an idea of how you are doing”) and
some specific sentences that could open up the
dialogue (e.g. “Let us now talk about your
replies”), reassure or clarify the meaning of the
replies or invite the patient to elaborate (e.g. “It
looks as if … Is that correct?”). The
operationalisation of the six core functions of
PCC shown in Fig. 3 served as examples of how
to refer to PROs in a patient-centred way.

d. How to document the use of PRO data within
the consultation

The training session was supported by a 40-min slide
presentation including the experimental training and 20
min for questioning and discussions. Special attention was
given to explaining the manual as this would be the future
reference for the clinicians. To make the presentation
vivid and easy to remember, photos and illustrations had
the same layout as the manual. After implementation of

the PROmunication tool, a representative of the develop-
ment team was responsible for follow-up on training,
including ad hoc training, feedback and discussions.

Discussion
As demonstrated above, the theory-driven PROmunica-
tion tool consisting of a manual and a training session
was developed to guide the PRO-based dialogue toward
PCC. We have operationalized the six core functions of
PCC into phrases and actions suitable in the context of
digital solutions where PROs are supposed to promote
PCC. Instructions on turning the screen towards the
patient, employing the patients’ answers and everyday
life as a starting point and guidance for the dialogue,
and asking for elaboration are all elements that contrib-
ute to a patient-centred approach. The training session
covers these instructions and communication ideas and
the manual clearly features some of them to apply in in
clinical context. We therefore advance that using the
manual after the training session can constitute a plat-
form to perform PCC. Several PCC models have been
developed, and several studies have highlighted the
importance of training clinicians in the use and inter-
pretation of PROs [15, 19, 25, 43], but this is the first
study to attempt an integration of both PROs and PCC
in the training.
PROmunication offers a generic approach to promoting

PCC in consultations. The generic nature of the tool was a
deliberate choice because what characterise cancer care
(the complexity of disseminating medical information and

Fig. 3 PROmunication as a means of patient-centred communication through patient-reported outcomes
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uncertainty regarding disease and treatment outcomes)
could also characterise other diagnoses. Obviously, PROs
must be adjusted to the actual disease or patient group,
but the principles of engaging in communication based on
PRO data are the same. Additionally, the fact that the
PROmunication tool was developed for consultations
between clinicians and patients from both medical and
surgical settings suggests that it may also be adapted for
non-cancer settings were patients are seen regularly as
part of medical check-ups or follow-up programmes.
Healthcare professions other than physicians may also
benefit from PROmunication. Nurses, physiotherapists
and psychologists also have unassisted consultations
where PROs could be relevant. Researchers from different
disciplines (medicine, psychology and nursing) partici-
pated in the process of developing the PROmunication
tool and contributed with their specific professional know-
ledge to the final tool. This may ease transfer of the tool
to other healthcare professions. Still, further testing is
necessary to determine the scope of PROmunication.
It is anticipated that the short training session com-

bined with the manual contributes to an easy and sys-
tematic use of PROs for all clinicians and fit a clinical
workflow where new implementations need to be con-
verted into practice quickly to further sustainability in
consultations. The generic nature of the PROmunication
tool necessitates adoption of a strategy allowing a
constant flow of medical students and other healthcare
professionals to be trained without spending too much
time or money on training. It can be discussed whether
longer and more intense training sessions are more effi-
cient than short training and ad hoc follow-up. A
Cochrane review on interventions for healthcare profes-
sionals to promote a patient-centred approach in clinical
consultations concluded that short-term training (less
than 10 h) was as successful as longer training [49]. Lon-
ger training could also limit participation to only the
most motivated clinicians [50]. The one-page manual
made an easy brush-up possible for trained clinicians,
and new clinicians could easily get a quick understand-
ing of the principles. Additionally, it can be discussed in
which way cancer patients may benefit from clinicians
being taught communication skills. Despite clinicians’
training in for instance increasing open questions or
posing empathic statements, reviews did not find con-
vincing evidence for impacting neither patient satisfac-
tion nor distress [49, 51]. However, other studies suggest
a positive effect on patient satisfaction when initiatives
target both doctors and patients [52] or when clinicians
use positive communication behaviors (e.g. begin with
open-ended question) [53].
Use of targeted PCC strategies such as PROmunica-

tion do not necessarily make all patients feel at ease and
encouraged to ask medical questions. In fact, a study on

patients with hypertension showed that patients with
low health literacy levels asked the physician fewer med-
ical questions than patients with higher levels of health
literacy even if the clinicians had received PCC skills
training [54]. For PCC to unfold on the basis of PROmu-
nication, the selected PROs must capture the patient’s
perspective [55] and be relevant, meaningful and ad-
equate for all involved parties, namely the clinician, the
patient and patients’ relatives [56]. Clinician and patient
preferences should be balanced in selecting the ques-
tionnaire and type of PRO data to collect [5, 7, 57]. If
PROs are inappropriate for a diagnosis or patient group,
then the PCC will likely have limited use. Language,
cultural appropriateness, the time and burden put on
patients and patients’ health literacy level should also be
considered when PROs are chosen [58].
The development process and the final PROmunica-

tion tool should be considered in the context of its
strengths and limitations. It is a strength that using
PROmunication establishes alignment for clinicians of
what exactly is expected before, during, and after the
consultation for PROs to be patient-centred. Another
strength is that when used systematically, PROmunica-
tion implies mutual agenda-setting in the consultation at
the patient’s terms, thereby facilitating activated and
involved patients, and a focus on the patient as a whole
person not just a disease. Limitations include absence of
patient involvement in the development process. Pa-
tients could have contributed with their perspectives on
the PROmunication tool and potentially also validated
or dismissed some of our examples on verbal phrases
that would lead to elaboration, clarification and use of
PROs to guide the dialogue. In addition, lack of a pilot
study or an evaluation plan before the implementation
of PROmunication, limits the knowledge of the effective-
ness of PROmunication. Neither the feasibility nor the
capability of the tool to promote PCC has been system-
atically tested, but an evaluation will be made in the two
research projects (study A and study B). In these two
studies, patients’ self-assessed level of involvement in the
consultation (e.g. involvement in decisions, sincere inter-
est in the patient shown by the clinicians and a focus on
what the patient finds important) will be determined as
an indicator of patient-centeredness and PCC. Another
way to evaluate the PROmunication tool could be to ask
the clinicians to what extent the learning objectivities
were met and used in practice. If an evaluation suggests
a refinement of the PROmunication tool, patients’ per-
spective on the tool could be captured in the refinement
process. A review from 2018 shows that using PROs in
the care for individual patients supports patients in raising
issues with clinicians, but this does not substantially
change clinicians’ communication practices with patients
[8]. Another review from 2013 found that when clinicians
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undergo communication skills training, they are more
likely to use open questions and show empathy towards
patients than clinicians who have not received training.
However, the review did not examine to which extent this
effect was sustained, nor did it determine the need for
consolidation sessions and which types of communication
skills training were most likely to work [59]. Additionally,
the durability of the training in PROmunication also needs
to be tested, and longitudinal studies that follow clinicians
over time may be beneficial in assessing the effectiveness
and durability of communication skills training [60].
Another limitation is that PCC may be more important to
some patients than others [61], but this has not been
studied in relation to PROmunication. The training ses-
sion within the PROmunication is limited to clinicians.
Patients received no formal training in how to engage
in consultations. Paired communication training for
both patients with advanced cancer and oncologists
may improve patient-centred communication [50] and
there is some indication that interventions including
condition-specific educational materials that aim to
promote patient-centred care within clinical consulta-
tions have beneficial effects on health behaviour and
health status [49]. Finally, even though the clinician-
patient-relative relationship and nonverbal interaction
between the parties are important facilitators to PCC
[62], the PROmunication tool did not focus on these
issues. Section two of the manual contains a phrase
about avoiding interruptions, hence indirectly acknow-
ledging the importance of the setting and verbal and
nonverbal behaviour to achieving PCC [3].

Conclusion
This study presents the development of a short, theory-
driven manual and training session termed PROmunica-
tion, aiming to support and engage clinicians in PRO-
based dialogue with patients and to align, systematize
and patient-centre the way clinicians communicate in
cancer consultations. PROmunication was applied in
two different clinical cancer settings; and with slight
adjustments, it may facilitate PCC in other clinical set-
tings as well. It is expected that training in PROmunication
will further systematic use of PRO-data in the consultation
leading to patient-centred consultations and thereby foster-
ing healing relationships.

Future perspectives
The PROmunication tool should be tested in other pa-
tients than cancer patients, in other care processes and
in other professions than physicians. Particularly inter-
esting would be to study the use of the PROmunication
tool over time to appraise its sustainability or to study
whether PCC leads to a beneficial use of PRO. Further
attention should also be paid to studies of the costs and

time required to adjust the PROmunication tool to other
settings, to train clinicians and to maintain and update
the PROmunication tool. PROmunication could be rele-
vant and applied in an educational context to illustrate
how PCC may be facilitated through PROs.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s41687-020-0174-6.

Additional file 1. The original manual.

Additional file 2. The manual translated into English.

Abbreviations
PCC: Patient-centered communication; PROs: Patient-reported outcomes

Acknowledgements
We thank the involved clinicians at the Department of Oncology,
Department of Gynaecology and Obstetrics, and Department of Surgery,
Aarhus University Hospital, Denmark for our cooperation, their help and kind
assistance. We thank the Patient Centred Outcomes Research (PCOR) team at
the University of Leeds UK, particularly Prof Galina Velikova and Dr. Kate
Absolom for sharing their experience of using patient reported data in
oncology practice and PRO clinician training materials. We thank Morten
Pilegaard, Aarhus University, Denmark for professional writing service.
Permission granted to acknowledge the named persons.

Authors’ contributions
Study concept and design: PCS, SR, LS, HVT, KL, BKN; Data collection: PCS, SR,
LS, HVT, BKN; Training session performed by: BKN, HVT; Ad hoc training
performed by: PCS, SR. All authors contributed to and approved the
manuscript in its present form.

Funding
The Danish Cancer Society funded the study. The organization had no role
in the manuscript.

Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated
or analyzed during the current study.

Ethics approval and consent to participate
According to Danish law, approval from the ethical committee was not
required, but the study was registered with the Danish Data Protection
Agency (1–16–02-60-17).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1Experimental Clinical Oncology, Department of Oncology, Aarhus University
Hospital, Palle Juul-Jensens Boulevard 99, 8200 Aarhus N, Denmark. 2The
Research Centre for Patient Involvement, Aarhus University & the Central
Region, Palle Juul-Jensens Boulevard 99, 8200 Aarhus N, Denmark.
3Department of Surgery, Aarhus University Hospital, Palle Juul Jensens
Boulevard, 8200 Aarhus N, Denmark. 4Department of Gynaecology and
Obstetrics, Aarhus University Hospital, Palle Juul-Jensens Boulevard 137, 8200
Aarhus N, Denmark. 5Department of Clinical Medicine, Faculty of Health,
Aarhus University, Incuba Skejby, building 2, Palle Juul-Jensens Boulevard 82,
8200 Aarhus N, Denmark. 6DEFACTUM, Social & Health Services and Labour
Market, Central Denmark Region, Olof Palmes Allé 15, 8200 Aarhus N,
Denmark.

Skovlund et al. Journal of Patient-Reported Outcomes            (2020) 4:10 Page 9 of 11

https://doi.org/10.1186/s41687-020-0174-6
https://doi.org/10.1186/s41687-020-0174-6


Received: 8 April 2019 Accepted: 13 January 2020

References
1. Guidance for industry: patient-reported outcome measures: use in medical

product development to support labeling claims: draft guidance (2006).
Health and quality of life outcomes 4:79. doi:https://doi.org/10.1186/1477-
7525-4-79

2. Weldring, T., & Smith, S. M. (2013). Patient-reported outcomes (PROs) and
patient-reported outcome measures (PROMs). Health services insights, 6, 61–
68. https://doi.org/10.4137/hsi. S11093.

3. Epstein R, Street R (2007) Patient-centered communication in Cancer care:
Promoting healing and reducing suffering. National Cancer Institute, NIH
publication no. 07-6225. Bethesda,

4. Calvert, M., Kyte, D., Price, G., Valderas, J. M., & Hjollund, N. H. (2019).
Maximising the impact of patient reported outcome assessment for
patients and society. BMJ (Clinical research ed), 364, k5267. https://doi.org/10.
1136/bmj.k5267.

5. Snyder, C. F., Aaronson, N. K., Choucair, A. K., Elliott, T. E., Greenhalgh, J.,
Halyard, M. Y., Hess, R., Miller, D. M., Reeve, B. B., & Santana, M. (2012).
Implementing patient-reported outcomes assessment in clinical practice: A
review of the options and considerations. Quality of life research : an
international journal of quality of life aspects of treatment, care and
rehabilitation, 21(8), 1305–1314. https://doi.org/10.1007/s11136-011-0054-x.

6. Cummings, G. (2011). The road to improving patient-reported
outcomes: Measures or healthcare reform? HealthcarePapers, 11(4), 24–
28 discussion 55-28.

7. Hjollund, N. H., Larsen, L. P., Biering, K., Johnsen, S. P., Riiskjaer, E., &
Schougaard, L. M. (2014). Use of patient-reported outcome (PRO) measures
at group and patient levels: Experiences from the generic integrated PRO
system, WestChronic. Interactive journal of medical research, 3(1), e5. https://
doi.org/10.2196/ijmr.2885.

8. Yang, L. Y., Manhas, D. S., Howard, A. F., & Olson, R. A. (2018). Patient-
reported outcome use in oncology: A systematic review of the impact on
patient-clinician communication. Supportive care in cancer : official journal of
the Multinational Association of Supportive Care in Cancer, 26(1), 41–60.
https://doi.org/10.1007/s00520-017-3865-7.

9. Assing Hvidt, E., Hansen, D. G., Ammentorp, J., Bjerrum, L., Cold, S.,
Gulbrandsen, P., Olesen, F., Pedersen, S. S., Sondergaard, J., Timmermann, C.,
Timm, H., & Hvidt, N. C. (2017). Development of the EMAP tool facilitating
existential communication between general practitioners and cancer
patients. Eur J Gen Pract, 23(1), 261–268. https://doi.org/10.1080/13814788.
2017.1326479.

10. Velikova, G., Booth, L., Smith, A. B., Brown, P. M., Lynch, P., Brown, J. M., &
Selby, P. J. (2004). Measuring quality of life in routine oncology practice
improves communication and patient well-being: A randomized controlled
trial. Journal of clinical oncology : official journal of the American Society of
Clinical Oncology, 22(4), 714–724. https://doi.org/10.1200/jco.2004.06.078.

11. Detmar, S. B., Muller, M. J., Schornagel, J. H., Wever, L. D., & Aaronson, N. K.
(2002). Health-related quality-of-life assessments and patient-physician
communication: A randomized controlled trial. Jama, 288(23), 3027–3034.

12. Greenhalgh, J., Dalkin, S., Gooding, K., Gibbons, E., Wright, J., Meads, D.,
Black, N., Valderas, J. M., & Pawson, R. (2017). Health services and delivery
research. In: Functionality and feedback: A realist synthesis of the collation,
interpretation and utilisation of patient-reported outcome measures data to
improve patient care. Southampton: NIHR Journals Library. https://doi.org/10.
3310/hsdr05020.

13. Howell, D., Molloy, S., Wilkinson, K., Green, E., Orchard, K., Wang, K., &
Liberty, J. (2015). Patient-reported outcomes in routine cancer clinical
practice: A scoping review of use, impact on health outcomes, and
implementation factors. Ann Oncol, 26(9), 1846–1858. https://doi.org/10.
1093/annonc/mdv181.

14. Takeuchi, E. E., Keding, A., Awad, N., Hofmann, U., Campbell, L. J., Selby, P. J.,
Brown, J. M., & Velikova, G. (2011). Impact of patient-reported outcomes in
oncology: A longitudinal analysis of patient-physician communication.
Journal of clinical oncology : official journal of the American Society of Clinical
Oncology, 29(21), 2910–2917. https://doi.org/10.1200/jco.2010.32.2453.

15. Greenhalgh, J., Abhyankar, P., McCluskey, S., Takeuchi, E., & Velikova, G.
(2013). How do doctors refer to patient-reported outcome measures
(PROMS) in oncology consultations? Quality of life research : an international

journal of quality of life aspects of treatment, care and rehabilitation, 22(5),
939–950. https://doi.org/10.1007/s11136-012-0218-3.

16. Kotronoulas, G., Kearney, N., Maguire, R., Harrow, A., Di Domenico, D., Croy,
S., & MacGillivray, S. (2014). What is the value of the routine use of patient-
reported outcome measures toward improvement of patient outcomes,
processes of care, and health service outcomes in cancer care? A systematic
review of controlled trials. Journal of clinical oncology : official journal of the
American Society of Clinical Oncology, 32(14), 1480–1501. https://doi.org/10.
1200/jco.2013.53.5948.

17. Basch, E., Deal, A. M., Kris, M. G., Scher, H. I., Hudis, C. A., Sabbatini, P., Rogak,
L., Bennett, A. V., Dueck, A. C., Atkinson, T. M., Chou, J. F., Dulko, D., Sit, L.,
Barz, A., Novotny, P., Fruscione, M., Sloan, J. A., & Schrag, D. (2016). Symptom
monitoring with patient-reported outcomes during routine Cancer
treatment: A randomized controlled trial. Journal of clinical oncology : official
journal of the American Society of Clinical Oncology, 34(6), 557–565. https://
doi.org/10.1200/jco.2015.63.0830.

18. Deshpande, P. R., Rajan, S., Sudeepthi, B. L., & Abdul Nazir, C. P. (2011).
Patient-reported outcomes: A new era in clinical research. Perspectives in
clinical research, 2(4), 137–144. https://doi.org/10.4103/2229-3485.86879.

19. Gerhardt, W. E., Mara, C. A., Kudel, I., Morgan, E. M., Schoettker, P. J., Napora,
J., Britto, M. T., & Alessandrini, E. A. (2018). Systemwide implementation of
patient-reported outcomes in routine clinical Care at a Children's hospital.
Joint Commission journal on quality and patient safety, 44(8), 441–453.
https://doi.org/10.1016/j.jcjq.2018.01.002.

20. Greenhalgh, J., Gooding, K., Gibbons, E., Dalkin, S., Wright, J., Valderas, J., &
Black, N. (2018). How do patient reported outcome measures (PROMs)
support clinician-patient communication and patient care? A realist
synthesis. Journal of patient-reported outcomes, 2, 42. https://doi.org/10.1186/
s41687-018-0061-6.

21. Mejdahl, C. T., Schougaard, L. M. V., Hjollund, N. H., Riiskjær, E., Thorne, S., &
Lomborg, K. (2018). PRO-based follow-up as a means of self-management
support - an interpretive description of the patient perspective. Journal of
patient-reported outcomes, 2, 38. https://doi.org/10.1186/s41687-018-0067-0.

22. Mejdahl, C., Nielsen, B. K., Hjøllund, N. H. I., & Lomborg, K. (2016). Use of
patient-reported outcomes in outpatient settings as a means of patient
involvement and self-management support - a qualitative study of the
patient perspective. Eur J Pers Cent Healthc, 4(2), 359–367.

23. Donaldson, M. S. (2008). Taking PROs and patient-centered care seriously:
Incremental and disruptive ideas for incorporating PROs in oncology
practice. Quality of life research : an international journal of quality of life
aspects of treatment, care and rehabilitation, 17(10), 1323–1330. https://doi.
org/10.1007/s11136-008-9414-6.

24. Porter, I., Goncalves-Bradley, D., Ricci-Cabello, I., Gibbons, C.,
Gangannagaripalli, J., Fitzpatrick, R., Black, N., Greenhalgh, J., & Valderas, J. M.
(2016). Framework and guidance for implementing patient-reported
outcomes in clinical practice: Evidence, challenges and opportunities.
Journal of comparative effectiveness research, 5(5), 507–519. https://doi.org/
10.2217/cer-2015-0014.

25. Santana, M. J., Haverman, L., Absolom, K., Takeuchi, E., Feeny, D.,
Grootenhuis, M., & Velikova, G. (2015). Training clinicians in how to use
patient-reported outcome measures in routine clinical practice. Quality
of life research : an international journal of quality of life aspects of
treatment, care and rehabilitation, 24(7), 1707–1718. https://doi.org/10.
1007/s11136-014-0903-5.

26. Hall, C. L., Taylor, J., Moldavsky, M., Marriott, M., Pass, S., Newell, K.,
Goodman, R., Sayal, K., & Hollis, C. J. B. P. (2014). A qualitative process
evaluation of electronic session-by-session outcome measurement in
child and adolescent mental health services., 14(1), 113. https://doi.org/
10.1186/1471-244x-14-113.

27. Boyce, M. B., Browne, J. P., & Greenhalgh, J. (2014). The experiences of
professionals with using information from patient-reported outcome
measures to improve the quality of healthcare: A systematic review of
qualitative research. BMJ quality & safety, 23(6), 508–518. https://doi.org/10.
1136/bmjqs-2013-002524.

28. Wolpert, M. (2013). Do patient reported outcome measures do more
harm than good? BMJ (Clinical research ed), 346, f2669. https://doi.org/
10.1136/bmj.f2669.

29. Glasziou, P., Irwig, L., & Aronson, J. (2008). Evidence-based medical
monitoring: From principles to practice. Oxford: Blackwell.

30. Jagsi, R., Chiang, A., Polite, B. N., Medeiros, B. C., McNiff, K., Abernethy, A. P.,
Zon, R., & Loehrer Sr., P. J. (2013). Qualitative analysis of practicing

Skovlund et al. Journal of Patient-Reported Outcomes            (2020) 4:10 Page 10 of 11

https://doi.org/10.1186/1477-7525-4-79
https://doi.org/10.1186/1477-7525-4-79
https://doi.org/10.4137/hsi. S11093
https://doi.org/10.1136/bmj.k5267
https://doi.org/10.1136/bmj.k5267
https://doi.org/10.1007/s11136-011-0054-x
https://doi.org/10.2196/ijmr.2885
https://doi.org/10.2196/ijmr.2885
https://doi.org/10.1007/s00520-017-3865-7
https://doi.org/10.1080/13814788.2017.1326479
https://doi.org/10.1080/13814788.2017.1326479
https://doi.org/10.1200/jco.2004.06.078
https://doi.org/10.3310/hsdr05020
https://doi.org/10.3310/hsdr05020
https://doi.org/10.1093/annonc/mdv181
https://doi.org/10.1093/annonc/mdv181
https://doi.org/10.1200/jco.2010.32.2453
https://doi.org/10.1007/s11136-012-0218-3
https://doi.org/10.1200/jco.2013.53.5948
https://doi.org/10.1200/jco.2013.53.5948
https://doi.org/10.1200/jco.2015.63.0830
https://doi.org/10.1200/jco.2015.63.0830
https://doi.org/10.4103/2229-3485.86879
https://doi.org/10.1016/j.jcjq.2018.01.002
https://doi.org/10.1186/s41687-018-0061-6
https://doi.org/10.1186/s41687-018-0061-6
https://doi.org/10.1186/s41687-018-0067-0
https://doi.org/10.1007/s11136-008-9414-6
https://doi.org/10.1007/s11136-008-9414-6
https://doi.org/10.2217/cer-2015-0014
https://doi.org/10.2217/cer-2015-0014
https://doi.org/10.1007/s11136-014-0903-5
https://doi.org/10.1007/s11136-014-0903-5
https://doi.org/10.1186/1471-244x-14-113
https://doi.org/10.1186/1471-244x-14-113
https://doi.org/10.1136/bmjqs-2013-002524
https://doi.org/10.1136/bmjqs-2013-002524
https://doi.org/10.1136/bmj.f2669
https://doi.org/10.1136/bmj.f2669


oncologists’ attitudes and experiences regarding collection of patient-
reported outcomes. Journal of oncology practice, 9(6), e290–e297. https://
doi.org/10.1200/jop.2012.000823.

31. Perocchia, R. S., Hodorowski, J. K., Williams, L. A., Kornfeld, J., Davis, N. L.,
Monroe, M., & Bright, M. A. (2011). Patient-centered communication in
cancer care: The role of the NCI's Cancer information service. Journal of
cancer education : the official journal of the American Association for Cancer
Education, 26(1), 36–43. https://doi.org/10.1007/s13187-010-0121-y.

32. Hesse, B. W. (2009). Cancer communication: Status and future directions. J
Health Commun, 14(Suppl 1), 109–127. https://doi.org/10.1080/
10810730902806851.

33. King, A., & Hoppe, R. B. (2013). “Best practice” for patient-centered
communication: A narrative review. Journal of graduate medical education,
5(3), 385–393. https://doi.org/10.4300/jgme-d-13-00072.1.

34. Naughton, C. A. (2018). Patient-centered communication. Pharmacy (Basel,
Switzerland), 6(1). https://doi.org/10.3390/pharmacy6010018.

35. Krupat, E., Frankel, R., Stein, T., & Irish, J. (2006). The four habits coding
scheme: Validation of an instrument to assess clinicians’ communication
behavior. Patient Educ Couns, 62(1), 38–45. https://doi.org/10.1016/j.pec.
2005.04.015.

36. Stein, T., Frankel, R. M., & Krupat, E. (2005). Enhancing clinician communication
skills in a large healthcare organization: A longitudinal case study. Patient Educ
Couns, 58(1), 4–12. https://doi.org/10.1016/j.pec.2005.01.014.

37. Dean, M., & Street Jr., R. L. (2014). A 3-stage model of patient-centered
communication for addressing cancer patients’ emotional distress. Patient
Educ Couns, 94(2), 143–148. https://doi.org/10.1016/j.pec.2013.09.025.

38. Larsen, J. H., & Neighbour, R. (2014). Five cards: A simple guide to beginning
the consultation. The British journal of general practice : the journal of the
Royal College of General Practitioners, 64(620), 150–151. https://doi.org/10.
3399/bjgp14X677662.

39. Kurtz, S., Silverman, J., & Draper, J. (1998). Teaching and Learning
Communication Skills in Medicine. Boca Raton: Radcliffe Medical Press
(Oxford).

40. Silverman, J., Kurtz, S., & Draper, J. (1998). Skills for Communicating with
Patients. Boca Raton: Radcliffe Medical Press (Oxford).

41. Gilbert, A., Sebag-Montefiore, D., Davidson, S., & Velikova, G. (2015). Use of
patient-reported outcomes to measure symptoms and health related
quality of life in the clinic. Gynecol Oncol, 136(3), 429–439. https://doi.org/10.
1016/j.ygyno.2014.11.071.

42. Luckett, T., Butow, P. N., & King, M. T. (2009). Improving patient
outcomes through the routine use of patient-reported data in cancer
clinics: Future directions. Psycho-oncology, 18(11), 1129–1138. https://doi.
org/10.1002/pon.1545.

43. Edbrooke-Childs, J., Wolpert, M., & Deighton, J. (2016). Using patient
reported outcome measures to improve service effectiveness (UPROMISE):
Training clinicians to use outcome measures in child mental health. Admin
Pol Ment Health, 43(3), 302–308. https://doi.org/10.1007/s10488-014-0600-2.

44. International Society for Quality of Life Research (ISOQOL) (2019) Education
Courses. http://www.isoqol.org/education-events/education-courses.
Accessed 20 March 2019.

45. Patient-Centered Outcomes Research Institute (PCORI) (2017) Users’ Guide
to Integrating Patient-Reported Outcomes in Electronic Health Records.
https://www.pcori.org/document/users-guide-integrating-patient-reported-
outcomes-electronic-health-records. Accessed 20 March 2019.

46. Videnscenter for Brugerinddragelse i Sundhedsvæsenet (ViBIS) (2016)
Program PRO. Anvendelse af PRO-data i kvalitetsudviklingen af det danske
sundhedsvæsen – anbefalinger og vidensgrundlag.

47. Kræftens Bekæmpelse. (2016). Klinisk anvendelse af Patient Reported Outcome
Measures (PROM) – en evalueringsrapport. København.

48. McCormack, L. A., Treiman, K., Rupert, D., Williams-Piehota, P., Nadler, E.,
Arora, N. K., Lawrence, W., & Street, R. L. (2011). Measuring patient-centered
communication in cancer care: A literature review and the development of
a systematic approach. Soc Sci Med, 72(7), 1085–1095. https://doi.org/10.
1016/j.socscimed.2011.01.020.

49. Dwamena, F., Holmes-Rovner, M., Gaulden, C. M., Jorgenson, S., Sadigh, G.,
Sikorskii, A., Lewin, S., Smith, R. C., Coffey, J., & Olomu, A. (2012).
Interventions for providers to promote a patient-centred approach in
clinical consultations. The Cochrane database of systematic reviews, 12,
Cd003267. https://doi.org/10.1002/14651858.CD003267.pub2.

50. Epstein, R. M., Duberstein, P. R., Fenton, J. J., Fiscella, K., Hoerger, M.,
Tancredi, D. J., Xing, G., Gramling, R., Mohile, S., Franks, P., Kaesberg, P.,

Plumb, S., Cipri, C. S., Street Jr., R. L., Shields, C. G., Back, A. L., Butow, P.,
Walczak, A., Tattersall, M., Venuti, A., Sullivan, P., Robinson, M., Hoh, B.,
Lewis, L., & Kravitz, R. L. (2017). Effect of a patient-centered
communication intervention on oncologist-patient communication,
quality of life, and health care utilization in advanced Cancer: The
VOICE randomized clinical trial. JAMA oncology, 3(1), 92–100. https://doi.
org/10.1001/jamaoncol.2016.4373.

51. Uitterhoeve, R. J., Bensing, J. M., Grol, R. P., Demulder, P. H., & Vana, T. (2010).
The effect of communication skills training on patient outcomes in cancer
care: A systematic review of the literature. Eur J Cancer Care (Engl), 19(4),
442–457. https://doi.org/10.1111/j.1365-2354.2009.01082.x.

52. Bredart, A., Bouleuc, C., & Dolbeault, S. (2005). Doctor-patient
communication and satisfaction with care in oncology. Curr Opin Oncol,
17(4), 351–354.

53. Finefrock, D., Patel, S., Zodda, D., Nyirenda, T., Nierenberg, R., Feldman, J., &
Ogedegbe, C. (2018). Patient-centered communication behaviors that
correlate with higher patient satisfaction scores. Journal of Patient
Experience, 5(3), 231–235. https://doi.org/10.1177/2374373517750414.

54. Aboumatar, H. J., Carson, K. A., Beach, M. C., Roter, D. L., & Cooper, L. A.
(2013). The impact of health literacy on desire for participation in
healthcare, medical visit communication, and patient reported outcomes
among patients with hypertension. J Gen Intern Med, 28(11), 1469–1476.
https://doi.org/10.1007/s11606-013-2466-5.

55. Wiering, B., de Boer, D., & Delnoij, D. (2017). Patient involvement in the
development of patient-reported outcome measures: The developers’
perspective. BMC Health Serv Res, 17(1), 635. https://doi.org/10.1186/s12913-
017-2582-8.

56. Duncan, E. A., & Murray, J. (2012). The barriers and facilitators to routine
outcome measurement by allied health professionals in practice: A
systematic review. BMC Health Serv Res, 12, 96. https://doi.org/10.1186/1472-
6963-12-96.

57. Snyder, C. F., Herman, J. M., White, S. M., Luber, B. S., Blackford, A. L.,
Carducci, M. A., & Wu, A. W. (2014). When using patient-reported outcomes
in clinical practice, the measure matters: A randomized controlled trial.
Journal of oncology practice, 10(5), e299–e306. https://doi.org/10.1200/jop.
2014.001413.

58. Franklin, P., Chenok, K., Lavalee, D., Love, R., Paxton, L., Segal, C., & Holve, E.
(2017). Framework to guide the collection and use of patient-reported
outcome measures in the learning healthcare system. EGEMS (Washington,
DC), 5(1), 17. https://doi.org/10.5334/egems.227.

59. Moore, P. M., Rivera Mercado, S., Grez Artigues, M., & Lawrie, T. A. (2013).
Communication skills training for healthcare professionals working with
people who have cancer. The Cochrane database of systematic reviews, (3),
Cd003751. https://doi.org/10.1002/14651858.CD003751.pub3.

60. Hilaire, D. M. (2013). The need for communication skills training in oncology.
Journal of the advanced practitioner in oncology, 4(3), 168–171.

61. Epstein, R. M. (2000). The science of patient-centered care. The Journal of
family practice, 49(9), 805–807.

62. Beckman, H. B., & Frankel, R. M. (2003). Training practitioners to
communicate effectively in cancer care: It is the relationship that counts.
Patient Educ Couns, 50(1), 85–89.

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

Skovlund et al. Journal of Patient-Reported Outcomes            (2020) 4:10 Page 11 of 11

https://doi.org/10.1200/jop.2012.000823
https://doi.org/10.1200/jop.2012.000823
https://doi.org/10.1007/s13187-010-0121-y
https://doi.org/10.1080/10810730902806851
https://doi.org/10.1080/10810730902806851
https://doi.org/10.4300/jgme-d-13-00072.1
https://doi.org/10.3390/pharmacy6010018
https://doi.org/10.1016/j.pec.2005.04.015
https://doi.org/10.1016/j.pec.2005.04.015
https://doi.org/10.1016/j.pec.2005.01.014
https://doi.org/10.1016/j.pec.2013.09.025
https://doi.org/10.3399/bjgp14X677662
https://doi.org/10.3399/bjgp14X677662
https://doi.org/10.1016/j.ygyno.2014.11.071
https://doi.org/10.1016/j.ygyno.2014.11.071
https://doi.org/10.1002/pon.1545
https://doi.org/10.1002/pon.1545
https://doi.org/10.1007/s10488-014-0600-2
http://www.isoqol.org/education-events/education-courses
https://www.pcori.org/document/users-guide-integrating-patient-reported-outcomes-electronic-health-records
https://www.pcori.org/document/users-guide-integrating-patient-reported-outcomes-electronic-health-records
https://doi.org/10.1016/j.socscimed.2011.01.020
https://doi.org/10.1016/j.socscimed.2011.01.020
https://doi.org/10.1002/14651858.CD003267.pub2
https://doi.org/10.1001/jamaoncol.2016.4373
https://doi.org/10.1001/jamaoncol.2016.4373
https://doi.org/10.1111/j.1365-2354.2009.01082.x
https://doi.org/10.1177/2374373517750414
https://doi.org/10.1007/s11606-013-2466-5
https://doi.org/10.1186/s12913-017-2582-8
https://doi.org/10.1186/s12913-017-2582-8
https://doi.org/10.1186/1472-6963-12-96
https://doi.org/10.1186/1472-6963-12-96
https://doi.org/10.1200/jop.2014.001413
https://doi.org/10.1200/jop.2014.001413
https://doi.org/10.5334/egems.227
https://doi.org/10.1002/14651858.CD003751.pub3

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Patient-reported outcomes
	Patient-centred communication
	Training clinicians in patient-centred communication based on patient-reported outcomes

	Methods
	Setting
	Design
	Theoretical take-off
	Empirical knowledge
	Clinician involvement
	Didactic considerations


	Results
	Manual
	Training session

	Discussion
	Conclusion
	Future perspectives
	Supplementary information
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

