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Abstract

Objective: Recent studies have recognised that the communication skills learned in the training environment are not always transferred back

into the clinical setting. This paper reports a study which investigated the potential of clinical supervision in enhancing the transfer process.

Methods: A randomised controlled trial was conducted involving 61 clinical nurse specialists. All attended a 3-day communication skills

training workshop. Twenty-nine were then randomised to 4 weeks of clinical supervision, aimed at facilitating transfer of newly acquired

skills into practice. Assessments, using real and simulated patients, were carried out before the course, immediately after the supervision

period and 3 months later. Interviews were rated objectively using the Medical Interview Aural Rating Scale (MIARS) to assess nurses’ ability

to use key skills, respond to patient cues and identify patient concerns.

Results: Assessments with simulated patients showed that the training programme was extremely effective in changing competence in all

three key areas. However, only those who experienced supervision showed any evidence of transfer. Improvements were found in the

supervised groups’ use of open questions, negotiation and psychological exploration. Whilst neither group facilitated more disclosure of cues

or concerns, those in the experimental group responded more effectively to the cues disclosed, reduced their distancing behaviour and

increasing their exploration of cues.

Conclusions: The study has shown that whilst training enhances skills, without intervention, it may have little effect on clinical practice. The

potential role of clinical supervision as one way of enhancing the clinical effectiveness of communication skills training programmes has been

demonstrated.

Practise implications: This study raises questions about the effectiveness of training programmes which do not incorporate a transfer

element, and provides evidence to support the need for clinical supervision for clinical nurse specialist.
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1. Introduction

Communication skills training is an integral part of

undergraduate and post graduate education for health care

professionals [1–4], with recent UK guidelines recommend-

ing that communication skills training is available to all

health professional working with cancer patients [5].
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Despite research evidence that communication skills

training programmes are effective [3,4,6–12], there remains

much concern about deficient basic skills [2,13–15] and poor

communication [8,16–19]. The most recent UK Ombuds-

man’s report sites communication as a key factor in many

health service complaints ([20], Chapter 4, p. 19). One

potential explanation for this apparent disparity is the gap

between competence (what a person can or is able to do), and

performance (what a person actually does) in the real

situation.

Transfer, ‘‘the degree to which trainees effectively apply

the knowledge, skills and attitudes gained in a training
.
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context to the job’’ [21] is a well documented and researched

phenomena in the applied psychology literature relating to

management training. Transfer is said to have occurred when

learned behaviours are generalised to the job context and

maintained over a period of time; i.e. when they are integrated

into normal practice [21]. Authors agree that a key factor in

transfer is the trainee’s perception of the consequence of using

new skills; a belief that positive benefits will outweigh

negative outcomes is crucial [22,23]. The literature argues that

negative experiences, when attempting to implement new

behaviours will influence whether a trainee continues or

abandons new skills, irrespective of motivation to change or

learning that has occurred. Research has shown that an

intervention aimed at ameliorating negative influences can

assist in securing the transfer process [24,25]. It is believed that

influences on transfer start within 24 h of returning to the

workplace [26,27].

Exploratory investigations of health care professionals use

of key communication behaviours with patients has shown that

negative beliefs exist about the benefits of open communica-

tion, and that both nurses and doctors are aware of active

distancing behaviour. For example nurses and doctors report

their fears that asking certain types of questions may make the

situation worse for the patient, or that beliefs about talking in

certain situations may be unhelpful [3,27–31]. Within the

communication skills training literature a model of enhancing

transfer has never been developed. In 1997, a model of

communication skills training, based on Bandura’s Social

Cognitive Learning Theory [32] was put forward which

supported the notion that an intervention aimed as enhancing

self-efficacy, outcome expectancy and support within the

workplace following training could increase skills integration

and transfer [33], but this has never been tested experimentally.

1.1. Transfer interventions

The management training literature puts forward two

types of transfer intervention, goal setting and self-

management programmes. Goal setting involves the

individual in setting time orientated deadlines by which

they aim to achieve certain goals, for example using a certain

skills, or asking a specific questions. The self-management

programmes have a number of key facets [34,37]. Firstly

they aim to set up supportive environment for the trainee,

secondly they provide a forum to discuss the experience of

attempting to integrate skills into practice, and thirdly they

aim to facilitate the trainee to look objectively at positive and

negative experiences creating an environment of self-

directed understanding of the difficulties. For the transfer

of complex heuristic tasks, like communication or assess-

ment, it has been shown that the latter (self-management

programmes) are more effective [33,35,36].

Within the nursing literature the issue of ‘bridging the gap’

between classroom and the workplace has been largely

restricted to student nurse education [38–40], and a number of

roles have been developed to help students gain clinical skills.
These include clinical tutors, lecturer practitioners and nurse

teachers [40,41]. The key to all these roles has been support in

linking theory taught in the classroom to clinical skills used on

a ward, i.e. making the theory relevant to practice [41–43]. In

post registration education, educational support in the

workplace is not widely available. Courses are often run in

training centres or departments which are disconnected from

the work environment on a practical and managerial level.

Thus the majority of support for implementing new behaviours

falls to senior colleagues on the ward who may, or may not,

have either experienced the training or have a clear idea of the

skills the trainee is aiming to transfer. With the advent of post

registration education and practice within nursing [44], the

issues of support and continuing professional development

have been debated [39,45,46]. The primary mechanisms to

emerge have been mentoring and preceptorship for newly

qualified level staff [41] and the use of reflection and clinical

supervision to enable qualified professional nurses to apply

their learning [45,47,48].

Linking the management training and nursing literatures

this study aimed to investigate the potential of clinical

supervision to form a bridge between the classroom and

workplace following communication skills training.

1.2. Hypothesis

That nurses who have received clinical supervision after

training will show more evidence of transfer of newly

acquired communication skills to real patient encounters,

than those who have not.
2. Method

This was a randomised controlled trial in which 61

clinical nurse specialists were randomised to receive either

communication skills training followed by clinical super-

vision (intervention group) or communication skills training

alone (control group). For the main study outcomes, each

nurse’s communication skills with real patients were

assessed a three time points. (1) Before training and

supervision (baseline), (2) immediately after the supervision

intervention (post) and (3) 3 months after the post

intervention (follow-up) (see Fig. 1). As transfer of learning

is dependant on learning having taken place, additional

standardised assessments were conducted using simulated

patients. These were done at the beginning and end of the

training workshop (pre- and post-training). These standar-

dised tests are reported only briefly in this paper (Section

3.4) to demonstrate evidence of learning. All other results

relate to the real patient interviews done at time points 1–3.

2.1. Recruitment

Following ethical approval 206 letters of invitation were

sent out to all known hospital and community clinical nurse
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Fig. 1. Study design, A = assessment with three real patients; S = standardised interviews with simulated patients; and R = randomisation.
specialists working in the North West region of England and

West Yorkshire. They included breast, colorectal and lung

clinical nurse specialists, hospital and community palliative

care nurses, and a psychotherapy nurse counsellor. Nurses

were asked to seek permission from their manager before

completing a formal consent procedure.

2.2. Training

Participants attended a 3-day communication skills

training workshop run specifically for the study by two

members for the training team from the Cancer Research UK

Psychological Medicine Unit in Manchester. Eight work-

shops were run over a 2-year period. The workshop

programme has been evaluated and has been shown to

substantially alter health care professionals’ communication

skills [6]. The workshops, which are described in detail

elsewhere [33], were learner centred and involved video

demonstration, role-play and individual feedback on

performance. The simulated standardised patient assessment

interviews were conducted on the first morning before any

training commenced, and on the last afternoon following

completion of the course. These interviews were audio-

taped and were restricted to 15 min in length.

2.3. Supervision intervention

Clinical supervision was provided to the randomised half,

by the two trainers involved in the workshop. The control

group received no intervention. The model of supervision

was developed specifically for the study and is described

only briefly here as it has been written up elsewhere [49].

The model is based on Bandura’s Social Cognitive Learning

Theory [32] and involves the use of mastery, modelling,

social influence and attention to physical feelings, to review

experience, with a specific focus on challenging negative

outcome expectancies and supporting positive ones, boost-

ing confidence and mastery of the skills and providing

support.

Following careful review of published transfer and

supervision studies, 12 h of supervision was offered, over an

intensive 4-week period in order to maximise the supportive
impact over the crucial integration phase [22,34,36,50]. The

supervision incorporated one hour of case review in which

the nurse could present and review any case from their work

load encountered during the previous week [50]. This

allowed for review of perceived performance and challen-

ging of beliefs and support. Secondly the supervisor

observed a patient visit after which there was a period of

reflection and discussion [50,51]. This allowed for feedback

on actual performance and challenging of real as well as

perceived expectancies. After piloting, the optimal way to

deliver the intervention was found to be four half-day

sessions.

2.4. Patient assessment

At each of the three ‘main’ assessment points, baseline,

post intervention and follow-up, nurses conducted three

patient interviews (total nine interviews). Each interview was

audio-recorded. There was no time limit to the interview. At

each time point nurses were asked to interview one patient

who was a new referral, whom they had not met before, and

identify two other patients from their current workload.

Nurses were free to choose which patients from their case load

they selected. Patients were initially approached by the nurse

and then seen by a member of the research team who obtained

formal written consent. Following each interview nurses

created a list of the concerns they believed the patient to be

currently experiencing.

2.5. Randomisation

Half of the nurses were randomisation to receive super-

vision. Randomisation was conducted following the training

workshop and simulated post course assessment to prevent

any training bias during theworkshop. The randomisation was

stratified to control for those already receiving some kind of

clinical supervision outside the study.

2.6. Skills rating

Each audio-recording (real and simulated) was rated

using the Medical Interview Aural Rating Scale (MIARS)
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[49]. The MIARS provides a count of 10 key interviewing

skills plus a combined skill score (see Table 2), two

measures patient disclosure, number of cues and number of

concerns, and a measure of interviewer patient-centered-

ness through tracking responses to each cue in three

individual categories and overall. The system measures the

percentage of cues explored, the percentage acknowledged

but not explored, the percentage moved away or distance

from, and a combined score of positive responses

(acknowledgement and exploration) minus negative ones

(distancing).

All tapes were rated by one of four raters, who were blind

to the training condition and assessment time point. Inter-

rater tests were completed on a randomly selected sample of

45 real patient tapes (10%), stratified in order to obtain equal

numbers of baseline, post intervention and follow-up

interviews. Reliability was assessed using Intra class

correlation coefficients. For the purpose of the study a

stringent tripartite criteria of acceptable level of agreement

was created, based on the Kappa statistic criteria [52] and

Bland and Altman’s guidelines for interpretation of medical

results [53]. Data were deemed reliable if the test firstly

indicated significant departure from that expected by chance

( p < 0.001); secondly if the interclass correlation co-

efficient was greater than 0.61; and thirdly if the lower 95%

confidence interview was greater that 0.41.

2.7. Concerns rating

Concerns data, generated from the MIARS and also from

the list written by the nurses, were compared to establish

whether the nurse had identified the patients’ concerns. To

facilitate this a qualitative coding framework was devel-

oped using content analysis methodology [54,55]. This

revealed 28 separate categories of concerns. Forty-five

tapes (10%) were randomly selected and independently

coded to check for reliability between the two raters. A

weighted Kappa co-efficient of 0.5 was achieved on coding

the content of the concern and 0.67 on agreement as to

whether the concern expressed by the patient had been

identified by the nurse.

2.8. Statistical analysis

Statistical analysis was carried out using SPSS PC V9 and

STATA V6. All variables were examined for goodness of fit

using Shapiro–Wilk and Kolmogorov–Smirnov tests. The

majority of data did not fit the normal distribution and

therefore non-parametric tests were used for the main

analysis. Mann–Whitney U-tests were use to examine

between group differences, and Friedman chi-squared and

Wilcoxon tests to examine within group differences. To

further examine the differences between groups over time

‘change scores’ were computed by subtracting baseline

scores from post intervention and follow-up scores, and by

subtracting post intervention scores from follow-up scores.
To allow for full use of the data, exploratory parametric

multilevel modelling was conducted using STATA. This

modelling allowed for uneven clustering of patient data

(within one nurse) meaning that all the patient data could be

used and given equal weight. Because it was exploratory

analysis was only conducted on the combined scores of

interviewing skills, facilitating disclosure, responding to

cues and total interview profile (see Table 3).
3. Results

3.1. Recruitment

78/206 nurses responded to the initial invitation (37.9%).

Of those who declined the invitation (n = 128), 28 (22%) did

not respond despite follow-up phone calls, 57 (45%)

returned their form, but gave no reason for refusal, whilst

43 (34%) gave reasons. These were predominantly related to

issues of workload, for example covering ongoing sickness

in the team or acting up as team leader, but included issues

relating to individual circumstances, for example pregnancy

or other educational commitments. Only a few declined due

to objections to the study. These included concerns about

patients being too ill and concerns about the appropriateness

of tape recording.

Of the 78 who were initially recruited 15 withdrew prior

to baseline assessment, 6 due to illness, 3 due to job change,

2 due to pregnancy and 4 due to pressure at work. Sixty-three

nurses therefore started the study, however, a further 2

withdrew prior to the intervention was complete due to ill

health. Final sample size was therefore 61.

3.2. Sample

Sixty-one nurses completed baseline and post interven-

tion tests. Fifty-seven went on to complete the follow-up test

which took place 3 months later. The mean age was 42 (S.D.

7.4) and all but one were female. Eighteen (29.5%) of the

nurses were specialists for site specific cancers (16 breast, 1

lung, 1 colorectal), 42 (68.9%) were in palliative care, and 1

(1.6%) was a nurse counsellor. In relation to place of work;

25 (41%) were community based, 13 (21.3%) worked in a

hospital, whilst 23 (37.7%) worked across both domains.

The nurses in the study were relatively experienced. Twenty

(32.8%) had been in post less than 12 months, and a further 7

(11.5%) between 1 and 2 years, whilst 15 (24.6%) had been

in post between 2 and 5 years, with the remainder, 19

(31.1%) being in post over 5 years. This was reflected in the

amount of communication skills training the sample had

previously experienced. Fifteen (24.6)% had received over

100 h training; a further 14 (23%) had received between 50

and 100 h. Twenty-two (36.1%) had experienced between 24

and 50 h whilst only 10 (16.4) had experienced less than 24 h

training. Twenty-one (34.4%) of the sample received

external clinical supervision.
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Table 1

Characteristics of patient sample

Age

Mean 60.97

S.D. 13.21

Median 62

Range 10–90

Gender

Female 322a

Male 127

Occupational status

Employed 97 (21.6%)

Unemployed 322 (73.9%)

Unknown 30 (6.75)

Diagnosis

Breast 163 (36.3%)

Respiratory 67 (14.9%)

Urinary tract 32 (7.1%)

Multiple primary 6 (1.3%)

Unknown 13 (2.9%)

G.I. 92 (20.5%)

Gynaecological 33 (7.3%)

Lymphoma/sarcoma 16 (3.6%)

Other 27 (6.0%)

Metastatic spread

Yes 219 (48.8%)

No 210 (46.8%)

Unknown 20 (4.5%)

Psychiatric referral

Yes 59 (13.1%)

No 339 (75.6%)

Unknown 51 (11.3%)

Stage of illness

Curative 128 (30.8%)

Palliative 288 (69.2%)

Reason for referral

Support only 293 (65.3%)

Physical symptoms and support 67 (14.9%)

Physical symptoms only 62 (13.8%)

Unknown 27 (6.0%)

Reason for visit

Support only 265 (59.1%)

Physical symptoms and support 112 (24.9%)

Physical symptoms only 45 (10.0%)

Unknown 27 (6.0%)

a The larger number of females to males can be accounted for the inflated

figures of breast patients that are a function of the 16 breast care nurses in the

study.
3.3. Patient sample

At the consent procedure with the researcher 20 of the

patients who had initially agreed to take part withdrew.

Sixteen (80%) because of health reasons, three because of

anxiety and for the final patient a family member declined on

the patient’s behalf. The characteristics of the 449 patients

who took part are given in Table 1.

3.4. Impact of training workshops

These analyses were conducted on the simulated patient

interviews which took place at the beginning and end of the

3-day workshop. The analyses were done to ensure that

learning had occurred prior to the randomised intervention.

Data is presented in a restricted form as it does not represent

the main study outcome.

Rating of the simulated patient interviews showed that all

the nurses had significantly improved their interviewing

behaviour. There was improvement in 17 of the 21 areas

examined (Wilcoxon signed rank tests p < 0.05). Wilcoxon

signed ranks showed significant improvement in the

combined overall skill profile score from a total of 40

key skills at the beginning of the course, to 56 key skills used

post-course (z = �4.727, p < 0.001). The nurses improved

their ability to facilitate disclosure of cues from a median of

17 pre (range 33) to a median of 21 post (range 29),

(z = �2.684, p = 0.007). Nurses also improved the responses

to cues. Pre-course 29% of cues were acknowledged

compared to 38.1% post-course (z = �3.850, p < 0.001),

11.7% of cues were explored pre-course compared to 23.8%

post-course (z = �3.441, p < 0.001), and 52.9% of cues

were followed by a distancing comment pre-course whereas

only 35.7% were distanced from post-course (z = �4.727,

p < 0.001). The nurses total interview profile (the total

number of positive behaviour minus the negative ones)

changed from a median of 60 positive behaviours pre-course

to 88 post-course a rise of over 45% (z = �4.781,

p < 0.001).

3.5. Randomisation

Twenty-nine (47.5%) of the nurses were randomised to

receive supervision following the training workshop, 32

were assigned to the control group. There were no

differences between the groups in respect of the numbers

who had received supervision outside of the study (chi-

square test x2 = 0.000, d.f. 1, p = 0.993).

Following randomisation the experimental and control

groups were examined to determine parity in relation to

training effect and demographic characteristics. No differ-

ences were found in relation to baseline performances with

real patients, or in the simulated assessments at the

beginning and end of the training course. The only

difference found between control and experimental groups

was in relation to demographic data; the control group had
received slightly more communication skills training (chi-

square test x2 = 8.468, d.f. 3, p = 0.037) prior to the study,

although this did not impact on their baseline scores either

with real or simulated patients.

3.6. Impact of supervision intervention

3.6.1. Impact on key interviewing skills (Table 2)

Between group differences: Direct comparison of the

control and experimental groups at post intervention and

follow-up stages showed no significant differences between
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the two groups use of key interviewing behaviour (Mann–

Whitney U-tests). Direct comparison of the amount of

change in behaviour shown in each group, from one time

point to another, using the computed change scores (post

intervention—baseline, follow-up-baseline and follow-up-

post test) showed that between baseline and follow-up test,

the experimental group increased its use of summary

significantly more than the control group (Mann–Whitney

U-tests, z = �3.087, p = 0.002).

Within group analyses: Wilcoxon analyses were con-

ducted to track changes in use of interviewing behaviours

within each group over time. Analyses showed that, when

compared to baseline, post intervention the nurses who had

received supervision had significantly improved their use of

open questions from a median of 5.33 at baseline to a median

of 7.00 at post intervention test (z = �2.369, p = 0.018).

Those receiving supervision also improved their use of

negotiation, from a median of 1.00 at baseline to 1.5 at post

intervention (z = �2.043, p = 0.041), and their use of

psychological exploration, median 6.5 at baseline 8 at post

intervention (z = �2.059, p = 0.039). The experimental

group’s combined score for interviewing skills improved

from a median score of 67.67 at baseline to a median of

94.50 by post intervention test (z = �2.166, p = 0.030).

None of these changes were matched in the control group of

nurses who did not receive supervision. The only change

seen in the control group’s use of skills was a rise in the

nurses use of summary at post intervention stage

(z = �2.199, p = 0.025) followed by a decline by the

follow-up stage (z = �2.682, p = 0.007).

Parametric multilevel modelling was carried out in an

exploratory manner to utilise the data fully (Table 3). This

confirmed the finding of the non parametric analyses,

showing that the combined skills profile increased sig-

nificantly from a mean of 57.98 at baseline to a mean of

68.89 by post intervention stage (z = 2.013, p = 0.044).

Although this then dropped at follow-up it remained at a

higher level to baseline. In the control group a rise in the

mean score was seen by the post intervention stage, but this

was not significant. These changes were lost by follow-up.

3.6.2. Impact on ability to facilitate patient disclosure

There was no evidence in transfer of ability to facilitate

an increase in disclosure of cues either the control or
Table 2

Impact of supervision on interviewing behaviour

Baseline

median (range)

Post intervention

median (range)

Fo

m

Key interviewing skill

Open questions

Control 6.25 (16.00) 7.00 (18.00)

Experimental 5.33 (13.67) 7.00$ (15.33)

Screening questions

Control 1.00 (2.33) 1.00 (2.67)

Experimental 0.33 (3.50) 1.00 (4.00)
experimental groups (Table 2). The exploratory parametric

analysis also showed no differences in the groups over time

(Table 3).

3.6.3. Impact on responses to cues

Between group differences: Direct comparison of the

groups using Mann–Whitney U-tests, at each time point

revealed no absolute differences between the groups.

Within group analyses showed a significant improve-

ment in the experimental group’s responses to cues.

Table 2 shows median scores. Table 4 shows changes in

the proportion of cues responded to by exploration,

acknowledgement or distancing. There was no change in

the level of acknowledgement of cues. This remained

static for each group at each time point. Those receiving

supervision, however, improved the percentage of cues

being explored (Table 4). This rose from 10.4% at

baseline to 14.1% post intervention. It then rose further to

15.3% at follow-up. The increase in level of exploration

was not significant at post test, but became significant by

the follow-up stage (z = �2.211, p = 0.027). The experi-

mental group also reduced their distancing responses to

cues. This fell from 57.6% at baseline to 53.9% by post

test and was 50.2% at follow-up. This drop was found to

be significant (Friedman test: chi square 8.447, d.f. 2,

p = 0.015).

The combined profile of responding (positive responses

minus inhibitory ones) rose in the experimental group, but

not in the control group (Table 2). Friedman tests over all

three time points were not significant, however, Wilcoxon

signed rank tests between baseline and follow-up at 3

months showed a significant improvement in the nurses

receiving supervision after the intervention (Wilcoxon

signed rank tests z = 1.971, p = 0.049).

None of the changes seen in the experimental group were

matched in the control group. The control group’s responses

to cues did not alter over time.

The exploratory multilevel modelling of the data using

STATA (Table 3) gave further evidence for the difference

between the control and experimental groups. The mean of

the combined profile of responding to cues (facilitative

responses–inhibitory responses) was negative at all times in

the control group, whilst in the experimental group it

became positive by the follow-up stage. The multilevel
llow-up

edian (range)

Wilcoxon signed rank tests

($baseline to post test, �baseline to follow-up test)

6.50 (13.50)

6.00 (16.67) $z = �2.369, p = 0.018

1.00 (3.33)

0.33 (3.00)
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Table 2 (Continued )

Baseline

median (range)

Post intervention

median (range)

Follow-up

median (range)

Wilcoxon signed rank tests

($baseline to post test, �baseline to follow-up test)

Negotiation

Control 1.17 (6.67) 1.67 (4.00) 1.42 (9.33)

Experimental 1.00 (5.00) 1.50$ (9.00) 1.44 (4.00) $z = �2.043, p = 0.041

Summary

Control 0.50 (3.50) 1.00 (3.50) 0.42 (3.00)

Experimental 0.33 (2.33) 0.50 (4.00) 0.33 (3.67)

Psychological exploration

Control 6.50 (18.67) 8.00 (29.50) 7.42 (19.17)

Experimental 6.50 (22.17) 9.33$ (28.00) 8.00 (28.33) $z = �2.059, p = 0.039

Psychological acknowledgement

Control 7.58 (23.50) 5.50 (45.00) 7.50 (19.00)

Experimental 6.67 (19.50) 7.00 (26.67) 8.67 (23.67)

Cognitive exploration

Control 3.58 (11.00) 3.17 (10.50) 3.50 (12.97)

Experimental 4.00 (12.67) 4.00 (11.00) 4.00 (11.00)

Cognitive acknowledgement

Control 1.83 (8.33) 2.00 (11.80) 1.50 (9.97)

Experimental 2.50 (10.50) 3.50 (10.00) 3.00 (8.00)

Problem exploration

Control 0.33 (4.33) 0.33 (2.50) 0.42 (1.50)

Experimental 0.33 (3.00) 0.33 (2.00) 0.00 (1.67)

Problem acknowledgement

Control 0.17 (2.00) 0.33 (2.50) 0.33 (1.67)

Experimental 0.33 (1.67) 0.31 (2.50) 0.33 (2.00)

Combined skills profile score

Control 50.33 (107.33) 53.42 (161.33) 56.92 (96.00)

Experimental 47.67 (106.50) 61.67$ (128.67) 56.00 (140.00) $z = �2.166, p = 0.030

Facilitation of disclosure

Number of cues facilitated

Control 20.75 (37.00) 20.92 (58.67) 20.17 (35.80)

Experimental 22.67 (43.00) 21.33 (49.00) 21.00 (64.33)

Number of concerns facilitated

Control 2.17 (4.17) 2.42 (6.00) 2.00 (4.17)

Experimental 2.5 (6.00) 2.00 (7.00) 2.50 (6.00)

Combined facilitating disclosure score

Control 22.75 (39.00) 22.75 (62.33) 22.83 (38.50)

Experimental 24.67 (48.67) 26.00 (54.33) 25.00 (70.00)

Responding to disclosure

Cues explored

Control 2.17 (18.00) 2.58 (20.00) 2.58 (9.33)

Experimental 2.00 (13.00) 3.00 (10.67) 3.00� (2.67) �z = �2.211, p = 0.027

Cues acknowledged

Control 6.00 (21.50) 5.00 (31.00) 6.00 (16.00)

Experimental 6.67 (19.17) 6.00 (23.33) 8.00 (23.00)

Cues distanced from

Control 11.50 (16.67) 9.75 (24.33) 11.00 (17.50)

Experimental 13.33 (19.83) 11.00 (23.33) 10.00 (25.00)

Combined responding to cue profile scorea

Control �2.5 (27.00) �2.33 (35.50) �3.17 (23.33)

Experimental �3.00 (29.33) �1.33 (25.17) �0.67� (26.33) �z = �1.971, p = 0.049

Total interview profile

Control 68.33 (157.67) 72.33 (238.33) 77.17 (134.00)

Experimental 67.67 (169.50) 94.50 (197.00) 80.33 (231.33)

a Combined responding to cue profile score = exploration + acknowledgement � distancing.
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Table 3

Exploratory parametric multilevel analyses of key behaviours

Behaviour Group Baseline mean Post mean Follow-up mean Significance

Skill Profile Control 58.57 65.40 59.31 *z = 2.013, p = 0.044

Experimental 57.98 68.89* 63.48

Facilitation of disclosure profile Control 24.91 24.79 23.08 NS

Experimental 26.36 26.22 27.28

Responding profile Control �1.65 �1.01 �1.99 *z = 2.199, p = 0.028

Experimental �1.86 �0.57 1.23*

Total interview profile Control 81.83 89.17 80.39 *z = 1.962, p = 0.050

Experimental 82.47 94.54* 92.09

Table 4

Nurses responses to cues

Pre median (range) Post median (range) Follow-up median (range) Friedman analysis over time

Number of cues 21.5 (4–47) 21.3 (6–66) 21.0 (6–73) NS

Proportion (%) acknowledgeda

Supervised 30.7 (1–57) 28.9 (16–59) 32.7 (8–57) NS

Non-supervised 32.0 (11–57) 30.9 (0–50) 27.0 (5–52) NS

Proportion (%) exploreda

Supervised 10.4 (0–33) 14.1 (0–26) 15.3 (2–23) Chi square = 7.600, d.f. 2, p = 0.022

Non-supervised 11.0 (0–41) 11.1 (0–42) 12.5 (2–33) NS

Proportion (%) distanced froma

Supervised 57.6 (32–98) 53.9 (30–69) 50.2 (21–75) Chi square = 8.447, d.f. 2, p = 0.015

Non-supervised 53.6 (34–86) 56.1 (28–100) 56.6 (33–88) NS

a Mann–Whitney U between group comparison tests: NS at each individual time point.
analysis revealed that this was a significant change

(z = 2.199, p = 0.028).

3.6.4. Impact on overall interview profile

The over interview profile score was computed using data

from each of the above sections (Table 2) Direct comparison

between the control and experimental groups at each time

point and analyses of computed change scores at each time

point showed no differences between the groups over time.

However, the median values show large changes in the

experimental groups’ behaviour from baseline to post

interventions stages, which are not mirrored in the control

group. The exploratory multilevel modelling was able to

detect these differences (Table 3) and showed them to be

significant (z = 1.962, p = 0.050).
Table 5

Proportion of concerns identified by the nurses

Pre median (range) Post median (range)

Number of concerns disclosed

Supervised 7.67 (8.00) 6.25 (12.00)

Non-supervised 6.17 (9.00) 6.33 (11.83)

Proportion (%) picked up by the nurseb

Supervised 50.00 (83.34) 50.00 (100.00)

Non-supervised 58.33 (100.00) 50.00 (87.50)

a Mann–Whitney U-tests showed the patients in the control group disclosed l
b Mann–Whitney U between group comparison tests: NS at each individual t
3.6.5. Impact on identification of concerns

Overall nurses picked up half of the concerns disclosed to

them (Table 5). There were no differences between the

groups and no significant changes in the number of concerns

identified in either the control or experimental groups over

time.

Changes were however shown in the content of concerns

identified (Table 6). As the data were mainly qualitative

formal statistical analysis was not appropriate as numbers in

each category were too small. Within each content category

a change of >20% was therefore considered noteworthy

(Table 6). Using this criterion, following training and

supervision, the experimental group were found to identify

more concerns related to illness impact, practically and

emotionally, and also more concerns about the patients
Follow-up median (range) Friedman analysis over time

7.50a (11.00) NS

5.67a (7.67) NS

57.14 (100.00) NS

66.67 (88.89) NS

ess concerns than those in the experimental group z = �2.334, p = 0.020.

ime point.
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Table 6

Changes in identification of different types of concerns

Group Increase in proportion identified from tape Reduction in proportion identified from tape

Supervised group Cancer Treatment

Future Hospital

Psychological Physical

Worries about the family Other people’s illness’s

Practical

Non supervised group Future Psychological

Treatment Worries about the family

Family on the impact Body image

Other people’s illness’s
worries about the future and worries about their family.

However, they reduced their identification of concerns

relating to the hospital and treatment, to physical issues and

to issues relating to other people’s illnesses experiences.

Conversely with no supervision, the control group increased

their identification of other people’s illness experiences, the

impact of the patient’s illness on the family and treatment

issues. They also increased their identification of concerns

about the future. The control group reduced their

identification of the patients’ emotions, issues related to

body image, and the patients own worries about their family

(Table 6).
4. Discussion and conclusions

This study objectively explored transfer of communica-

tion skills training for the first time and has shown that the

problem of changing clinical practice is not one experienced

in management training alone. The study attempted to

experimentally affect the process of transfer through using a

method already established within the ‘helping professions’,

i.e. clinical supervision. Despite the complexity of study the

results are encouraging as they demonstrated that even with

a restricted intervention, a measurable affect upon the

transfer can be achieved.

4.1. The effect of the training programme

In keeping with previous studies the results in this study

showed that the 3-day communication skills training

programme offered was highly effective at improving the

competence of the nurses’ in terms of their key commu-

nication skills when assessed with simulated or standar-

dised patients [1,6]. Also echoing previous exploratory

studies, prior to training more cues were found to be

distanced from than either acknowledged or explored

[6,56]. Immediately after training this finding was reversed,

with more being acknowledged or explored than being

distanced from. No comparison data exists for the changes

post-training as, to date patient cues have not being assessed

as an outcome measure, and sequential objective interview

analysis of this type has not been possible. Disappointingly,
despite better skills, the nurses were not able to facilitate the

disclosure of more concerns, suggesting that the relation-

ship between skill use and disclosure of concerns as

opposed to cues is complex and involves a multitude of

factors. This would warrant further investigation in a more

focused study.

4.2. The impact of clinical supervision in facilitating

transfer

The standardised tests conducted post-training showed

that the nurses had improved their communication skills, the

main question to be addressed in this study was whether

these skills were transferred back into the workplace and

used in real patient encounters.

Results of the between groups comparisons showed

virtually no statistically significant difference between the

control and experimental groups’ use of interviewing skills,

facilitation of disclosure or responses to cues with real

patients. This suggested that clinical supervision did not

enhance the transfer process, i.e. that there was no

experimental effect. These tests indicate that either both

groups or neither group transferred their skills to the

workplace. The within group analyses, which tracked

changes in behaviour within each group over time,

suggested a different picture however. When each groups’

scores were compared over time, data suggested that within

the control group no transfer of behaviour occurred, i.e. the

nurses were no better at interviewing after the study period.

However, in the experimental group there was evidence of

some changes, demonstrating that the nurses in this group

did transfer some of their new skills and use them in real

patient encounters. Nurses’ in the group who received

supervision were found to significantly increase their use of

open questions, negotiation and psychological exploration,

and improved their combined skills profile. The nurses in

this group also explored more of their patients’ cues, and

showed clear evidence of identifying more patient related

psychosocial concerns. None of these changes were

mirrored in the control group, who did not receive help in

transferring behaviour into the workplace. Indeed, this group

showed a decline in the use of summary, a decline in the

number of psycho-social concerns identified, and seemed to
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have a bias in identifying those concerns which did not

directly related to the patient emotions.

4.2.1. Within versus between group analyses

On the surface these analyses appear to present

conflicting findings. To understand this it is important to

look in more detail at the nature of the tests reported.

The between group analysis was conducted using Mann–

Whitney U-tests, which compare the median, range and

variation of the absolute scores achieved within each

category for each group. This showed that, in terms of

absolute numbers no statistically significant differences

were found between the two groups. However, when the data

are examined it can be seen that one reason for this is the

range of the scores within each of the two groups. For

example, for psychological exploration the median value at

post test was 8.0 for the control group and 9.33 for the

experimental group. However, the range of scores was 29.5

for the control and 28.0 for the experimental, showing that

there was a great deal of overlap between the two groups

scores. Distinguishing differences between grouped scores

which contain such variation and overlap is very difficult and

requires either very large shifts in median scores or a very

large sample size, neither of which were present within this

study.

When assessing the within group changes, Wilcoxon

matched pair tests were used. These analyses are based upon

numbers of individuals within each group who change

scores; i.e. the relative number who improve versus the

relative number who remain static versus the relative

number whose scores reduce. The results indicate that

individuals in the experimental group were significantly

more likely to improve their scores than would be expected

by chance, whereas those in the control group were not.

Thus, the results then are not incompatible. They show that

without clinical supervision there was no evidence of

transfer of skills. With clinical supervision there was a small

but distinguishable effect, but that this effect was not large

enough to create clear difference when the groups were

compared directly. These data raise the important question

of why the transfer effect was limited, to address this the

limitations of the study need to be explored.

4.2.2. Strength of the transfer effect

The first study limitation and potential reason for

restricted transfer relates to the brevity of the supervision

intervention and timing of the post intervention test.

The task set the nurses was to effectively assess the

patient worries and concerns. To do this they needed to

demonstrate a number of skills and behaviours which would

allow them to facilitate and respond to patient cues in an

empathic and facilitative manner. In a controlled situation

this a complex task requiring assimilation and integration of

skills on a number of levels. In a real patient situation this

even more complex, as the content of the concerns and

worries is totally unpredictable, and the context of the
interview may be far from easy. Given this it could be that

one reasons for the limited transfer effect is that the task was

too complex to integrate and transfer completely in 4 weeks.

Evidence to support this argument comes from two

sources. Firstly from Maguire et al.’s study [57] in which

specialist nurses were provided with ongoing training and

support over a 12–18-month period, resulting in consider-

able improvement in communication skills with patients,

measured by their ability to identify psychiatric morbidity.

Wilkinson et al.’s study also supports the argument that 4

weeks may have been too short a period of time over which

to measure a transfer effect. Wilkinson et al., who did report

transfer, incorporated communication skills training into an

education programme, and offered it over a 6-month period

[8,9]. By its nature such a programme provides ongoing

support for the transfer of skills, as between sessions trainees

get the chance to practice and use key skills as well as the

opportunity to discuss their experiences each time they

return to the training arena.

Evidence from the micro-skills training literature also

suggests that 4 weeks may be too short a period over which to

measure a transfer effect. Whilst transfer is not addressed per

se in this literature, the underlying philosophy of the training

is that skills should be taught in their most basic form, one at a

time and then groups of skills put together very gradually. This

is based on the tenet that complex tasks are better assimilated

if broken down into the individual components [58]. The

transfer literature supports this notion in teaching for simple

tasks, but reports that for complex heuristic ones, like

assessment, that breaking things down into oversimplified

components before rebuilding the process can cause more

difficulties and that teaching the process as a whole is optimal

[21]. Thus it supports the idea that training and assimilation

should be possible over a short period.

In considering the validity of the argument that lack of

transfer is a function of the 4-week time period, it is

important to look at the follow-up test results. If lack of

transfer was simply a function of time one would expect to

see enhanced scores in both groups by follow-up; however

this was not evident. Therefore it can be concluded that the

lack of transfer cannot simply be a function of time. To test if

supervision over a longer period would have an effect, as

suggested by some of the literature [8,9,57] a third

experimental group could have been incorporated into the

study design. This group would have needed to continue

supervision until the follow-up assessment test at 3 months.

Unfortunately within this study there were not the resources

for a third arm to the study, but clearly this should be

consideration in future trials.

A second possible reason for the limited effect of the

supervision are the self-imposed restrictions created by the

supervisors. Both supervisors aimed to challenge negative

outcome expectancies in a supportive way, in the belief that

this had potential to allow subjects to move forward in their

thinking. However, on occasions it was found that the skills

and beliefs of the learners were deeply embedded in a
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philosophy of care that was diametrically opposed to the

model being taught. In these situations challenges, which

touched the fundamental model to which the learner worked,

were done with great care, as the supervisors were extremely

aware both of the ethic of non-malevolence and of the limited

nature of their contact with the individual. The concern

centred round having time both to challenge negative beliefs

and so tackle entrenched defences, at the same time as helping

the individual to build new strategies to cope with the

emotional demands of their role. It is noted that on occasions

this task was too big for the time period, and whilst in these

situations the supervisor probed belief systems gently, direct

challenge was limited. The supervisors were aware in not

challenging the nurses more forthrightly; they themselves

were exhibiting negative outcome expectancies about the

nurses’ own coping resources.

This study limitation could have been overcome by a

longer period of supervision during which the superviser

would have an opportunity to challenge more entrenched

longstanding beliefs. Alternatively in the future it may be

possible to link with clinical supervisors already working

within the trainee’s workplace, thus providing ongoing

support which was not subject to the time limitations of a

study environment.

The third potential reason relates to the nature of the

supervision itself. The clinical supervision offered used both

direct (observation and debriefing) and indirect (case

discussion) methods. Whilst observation and direct feedback

are well substantiated methods of behaviour change and are

used widely in the training environment [3,4,7,8–10,12]

early experimental trials of feedback show that verbal

feedback from a tutor may not be as effective as allowing the

student to listen or watch their own performance and then

receive feedback [59,60,61]. Gist [62] notes that:

‘‘Self-generated feedback is especially helpful in building

up self-efficacy. The self-monitoring process appears to have

been equivalent to guided enactive mastery, which should

lead to high self-efficacy and, hence, to high performance.’’

Gist, 1987

The limitations of reflection without objective evidence are

explored by Newell [47], who argues that in reflection

student use repression of memory and denial to combat

unpleasant thoughts. Whilst feedback from a tutor may raise

awareness of behaviour that the student would prefer to

forget, without objective evidence the student is still open to

be able to alibi or deny events. The supervision offered

within this study could in hindsight have been enhanced by

the use of audio-feedback in which the trainee was given the

opportunity to listen to themselves interviewing the patient.

Future studies and workplace clinical supervision should

consider this, and build objective review of interviews into

normal practice.

A final point for consideration arising from this study is

the potential impact of the poor recruitment levels (37.9%)

on the results. Of the 128 nurses who declined to take part in
the study data was available on 43 (34%). This data

suggested that for the majority previous commitments,

adverse workloads and ill health were key factors in

influencing this decision. It is difficult to say whether this is

likely to affect the generalisability of the findings of this

study, although it has shown that the nurses who were

involved appeared to have baseline skills similar to those

reported in previous studies [1–3,7,8]; therefore there is no

reason to think that this sample is any less representative

than any other. What is likely, however, is that those who

elected to take part in the study were probably more able and

more psychologically minded than some of those who did

not. This also means that they were probably more aware of

communication deficits and, as they gave it higher priority in

their busy work schedules, were more highly motivated to

participate in the training offered and improve their skills. It

is of note therefore that despite this level of motivation

amongst all those who attended the training, only those who

received supervision were able to transfer skills back into

practice.

4.3. Conclusions

This study set out for the first time, to explore the impact

of supervision on transfer of learning from workshop to

workplace. It has provided clear evidence that despite

effective learning, and motivation to change, improvements

in communication skills are not automatically transferred

back into the workplace, and are not maintained or

generalised in a clinically meaningful way unless some

kind of intervention is offered.

The results have also shown that limited, but focused

intervention can begin the process of transfer, and that

clinical supervision is a potential forum through which this

intervention can be delivered. Furthermore it has for the first

time provided objective evidence for the effectiveness of

clinical supervision for specialist nurses, and demonstrated

that without such support in the workplace clinical nurse

specialists find it virtually impossible to provide optimal

support for their patients and find integration of new learning

extremely difficult.

4.4. Practice implications

It is well recognised in management training that each

year a vast amount of money is wasted through providing

training which has little impact on actual practice. Given the

edict of the UK National Cancer Plan (7.11), ‘To provide

new joint training across professions in communication

skills’ [13], and the potential cost involved to the health

service in delivering this, it is vital that the efficacy of

communication skills training in changing practice is

enhanced. This study has provided evidence that for

communication skills training programmes to effectively

change practice, educators and managers need to address

both transfer and workplace support. A larger scale study is
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now required to overcome the complexity of the issues and

data and to provide stronger evidence to support these

results.
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