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leadership, and decision-making—all significant for patient 
safety and effective functioning in high-stakes clinical envi-
ronments [2, 3]. These skills allow surgeons to coordinate 
complex multidisciplinary care, manage critical situations 
under pressure, and build trusting relationships with patients 
and their families. This need was particularly evident during 
the COVID-19 pandemic, which exponentially underscored 
the importance of developing “non-technical skills” [7, 8]. 

Introduction

Practicing surgical skills is one of the most essential tasks 
for trainees enrolled in the national surgical training pro-
gram. Nonetheless, several studies showed that developing 
communication and interpersonal skills is also a valuable 
component of surgical training [1–6]. Non-technical skills 
include communication, teamwork, situational awareness, 
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In fact, surgical trainees can be confronted with challenging 
situations, such as delivering bad news or discussing end-
of-life issues [9]. Furthermore, they are required to perform 
such sensitive tasks in various environments, from outpa-
tient clinics to intensive care units [1]. A lack of adequate 
communication and “non-technical skills” may lead to 
malpractice claims [6] and surgical adverse events [9] that 
could have been prevented with appropriate training.

Formal training in communication during residency is 
more official than practical, and trainees frequently feel 
unprepared to hold challenging conversations [2]. A pro-
spective study involving 44 University of Connecticut gen-
eral surgery residents reported that without communication 
skills, even the best surgical training would be rendered 
ineffective [5].

The importance of communication skills training has 
been well established in other specialties, such as oncology 
and critical care. However, these competencies are not yet 
systematically addressed in surgical education [6]. As of 
today, in Italy there are no national guidelines or standard-
ized curricula and include them. Exposure to those themes 
is variable and often relies on the hospital’s initiative. The 
objective of this survey is to examine the extent of commu-
nication training available and to understand how residents 
and young surgeons view their readiness to navigate com-
plex interpersonal dynamics in surgical settings.

Material and methods

A 30-item questionnaire was distributed online between 
July to September 2024 via the official channel of the Italian 
Society of Surgical Oncology (SICO), including the soci-
ety’s newsletter and mailing list.

SICO is a national scientific society that includes general 
surgeons, surgical oncologists, and trainees with an interest 
in oncologic surgery, many of whom are affiliated with aca-
demic hospitals and university departments.

A brief introduction outlined the purpose of the survey 
to all participants, and they were invited to voluntarily con-
sent to a privacy policy. The survey targeted residents and 
early-career specialists in general surgery. Inclusion criteria 
were surgical residents enrolled in accredited Italian train-
ing programs and early-career surgeons under the age of 40 
who were members or affiliates of the SICO.

After a comprehensive review of the literature using 
keywords such as “communication, skills, surgical training, 
non-technical skills, soft skills, medical education, doctor 
and patient relations,” a questionnaire was developed and 
administered in Italian. The survey focused on patient-cen-
tered communication, specifically the ability of trainees to 
handle emotionally complex interactions.

The survey acronym “COSTRUIRE” (COmmunication 
Skills TRaining in sUrgIcal REsidency) reflects the con-
structive purpose to improve communication training for 
surgical trainees in Italy, rather than criticizing existing 
practices (Fig. 1).

The questionnaire was developed by R.M. and A.P., in 
collaboration with the Young SICO Board, and reviewed 
by a recognized expert in medical pedagogy and innovative 
teaching methods in Italy, with specific expertise in surgi-
cal education. The survey was reviewed and approved by 
the Presidents of the Italian Society of Surgical Oncology 
(SICO). To assess clarity and content relevance, the ques-
tionnaire was pilot-tested with a small group of five surgical 
residents. Their feedback led to minor adjustments before 
final distribution.

The questionnaire was specifically developed for the pur-
pose of this study and was not formally validated. There-
fore, the results reflect self-perceived communication skills 
and emotional experiences rather than objectively measured 
competencies.

Data was collected through a 30-item online question-
naire (Appendices A and B) created using Google Forms 
(Google LLC, Mountain View, California, US), and divided 
into six sections.

1.	 General Information (11 questions): This section col-
lected demographic and training background data. 
It included 3 initial questions about age and profes-
sional status, with the final question asking whether 
the respondent was a resident or a practicing surgeon. 
Based on this response, participants were directed to an 
additional set of 4 questions exploring their educational 
background, such as the university attended for their 
medical degree and specialty.

2.	 Communication (1 question): This question assessed 
whether participants had ever communicated a difficult 
diagnosis (e.g., cancer, end-of-life discussion, medical/
surgical error) by themselves, without support from a 
tutor or senior professional. Those who answered affir-
matively were directed to subsequent questions exam-
ining their experiences in greater detail (in   "Results" 
section– Experiences in Communication – and   "Dis-
cussion" section– Stress and Burnout). Participants who 
responded negatively were instead directed to   "Con-
clusion" section (Training Preferences) and Section 
6 (Suggestions for Training), which explored their 
expectations, and proposals regarding communication 
education.

3.	 Experiences in Communication (7 questions): This sec-
tion inquired about personal experiences in delivering 
bad news and the emotional impact of these interactions. 
Several questions were designed as multiple-choice to 
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gain a wider range of participants’ perspectives. Com-
munication skills were assessed through two distinct 
self-evaluation items. One asked participants to rate, 
on a 5-point Likert scale (1 = very poor; 5 = excellent), 
their communication abilities in emotionally complex 
situations. It also asked them to assess how clear and 
empathic they believed they were, and the extent to 
which they felt the patient had understood them.

A second item asked respondents to provide an overall self-
assessment of their communication competence using a 
10-point numeric scale (1 = not competent at all; 10 = fully 
competent).

4.	 Stress and Burnout (5 questions): Assessed emotional 
involvement, exhaustion, and perceived burnout related 
to communication tasks. “Emotional involvement” 

Fig. 1  Survey Design: An Overview of Origin and Sections. This figure illustrates the group that inspired the survey’s design and outlines its key 
components. “Y-SICO”: Young-Italian Society of Surgical Oncology; “COSTRUIRE”: COmmunication Skills TRaining in sUrgIcal REsidency
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Data analysis

Survey responses were analyzed using Google Sheets 
(Google LLC, Mountain View, California, US). Descriptive 
statistics, including frequencies and percentages, were used; 
no inferential analyses were performed. The survey incor-
porated branching logic to collect targeted responses based 
on participants’ roles and experiences, allowing for a more 
tailored and context-specific analysis. The questionnaire did 
not include open-ended questions designed for qualitative 
analysis; however, participants had the option to leave free 
text comments at the end. These comments were reviewed 
to capture general impressions but were not formally coded 
or analyzed.

Ethical considerations

According to national regulations, formal approval from an 
ethics committee was not required for this study, as it was 
based on a voluntary survey and did not involve the collec-
tion of sensitive personal data. While the survey requested 
participants’ names solely for the purpose of recognizing 
contributors in the “collaborative group,” confidentiality 
was strictly maintained. The initial description of the survey 
clearly informed participants about the voluntary nature of 
the study and included a specific question asking for their 
consent to participate. Personal data was handled in accor-
dance with data protection regulations and used exclusively 
for attribution. All responses were processed and stored 
securely, and identifying information was not linked to the 
survey data during analysis.

Results

Demographic characteristics

A total of 189 participants met the inclusion criteria and 
were included in the analysis. Among them, 116 (61.4%) 
were current General Surgery residents, while 73 (38.6%) 
were early-career surgeons with a mean of 2.81 years and a 
median of 2.0 years since completing residency, as shown 
in Table 1. The sample comprised 95 males and 94 females 
from surgical centers across Italy. The mean age of par-
ticipants was 31.88 years (range: 25–40). Based on partici-
pants’ initial response regarding their status, the survey used 
branching logic to design subsequent questions accordingly.

Among the 73 respondents who had completed their resi-
dency, 40 (54.8%; 26.5% of the total sample) completed 
both their medical degree and residency at the same univer-
sity, while 33 (45.2%; 17.5% of the total sample) pursued 

referred to the degree of personal emotional engage-
ment experienced during these interactions.

5.	 Training Preferences (5 questions): Explored interest 
in additional communication training and format pref-
erences, such as workshops, role-playing exercises, or 
online seminars.

6.	 Suggestions for Training (1 question): Participants 
could provide open-ended feedback and recommenda-
tions for improving communication training within sur-
gical programs.

The survey results were presented in accordance with 
the Checklist for Reporting Results of Internet ESurveys 
(CHERRIES) guidelines [10].

Participant recruitment and response rate

At the time of survey dissemination (September 2024), 
the Young SICO group comprised 222 officially registered 
members under the age of 40. The survey was distributed 
via the national newsletter of the Italian Society of Surgical 
Oncology (SICO), allowing it to reach a broader audience 
beyond Young SICO members. A total of 212 responses were 
collected. Although the survey was specifically designed 
for surgical trainees and early-career surgeons under 40, its 
open distribution resulted in a small number of responses 
from older participants. In line with the predefined inclu-
sion criteria, 23 responses from individuals over 40 were 
excluded. The final analytic sample included 189 respon-
dents, representing 85.1% of all officially registered Young 
SICO members.

Table 1  Demographic characteristics of participants
Characteristics of participants

n %
Total n. of participants 189 100.0
Gender
 Males 95 50.3
 Females 94 49.7
Residency
 Current residents 116 61.4
  1st year 7 6.0
  2nd year 23 19.8
  3rd year 33 28.4
  4rd year 34 29.3
  5th year 19 16.4
General surgeons (age ≤ 40y)
 Early-career surgeons (within 3-y) 50 26.5
 Surgeons (for more than 3-y) 23 12.2
This table summarizes the key demographic characteristics of the 
survey participants, including age, gender, and surgical experience. 
N.: number; y: years
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their residency at a different institution (full distribution 
available in Supplementary Table S1).

Regarding the 116 current residents, the distribution by 
year of training was: 7 (6.0%) in their first year, 23 (19.8%) 
in the second, 33 (28.4%) in the third, 34 (29.3%) in the 
fourth, and 19 (16.4%) in the fifth year. Half of these resi-
dents (58, 50%) remained at the same university where they 
earned their medical degree, while the other 58 (50%) were 
training at a different institution (see Supplementary Table 
S2 for the full list).

Communication experiences

Overall, 161 participants (85.2%) reported having indepen-
dently communicated difficult diagnoses, such as cancer or 
end-of-life discussions, at least once during their training 
(Question 13). Among them, 42 (22.2%) did so frequently, 
63 (33.3%) occasionally, 56 (29.6%) rarely, while 28 
(14.8%) had never faced this situation (see Fig. 2, Table 2).

When reflecting on their emotional state during unsu-
pervised communication of difficult diagnoses (Question 
14), 55.9% of participants reported exclusively construc-
tive emotions (e.g., calmness, confidence), 14.9% reported 

Table 2  Past communication experiences
Past communication experience

n %
Q. n. 13—Independent difficult diagnoses communication (n = 189)
 Frequently 42 22.2
 Occasionally 63 33.3
 Rarely 56 29.6
 Never 28 14.8
Q. n. 14 – Emotional state while communicating a difficult diagno-
sis* (n = 161)
 Feeling calm 52 32.3
 Feeling confident and in control 88 54.7
 Frustrated from being alone 30 18.6
 Scared 11 6.8
 Insecure (I didn’t know how to express myself) 18 11.2
 Embarrassed (I didn’t want to be in that situation 
“without tools”)

34 21.1

 Ashamed in front of the patient and family 3 1.9
The table provides the results of the Survey about the Experiences of 
Participants in Communicating Difficult Diagnoses Without a Men-
tor. Legend: N.: number. * Note: Multiple responses per participant 
were allowed

Fig.  2  Frequency of communication of a difficult diagnosis without 
supervision or senior support among surgical trainees. Distribution of 
responses to Question 13: “During your training in General Surgery, 
have you ever had to communicate a difficult diagnosis (e.g., cancer, 

end-of-life, medical/surgical error) alone, without support from a tutor 
or more experienced professional?”. Most participants reported having 
encountered such situations at least occasionally, with 85.2% respond-
ing “Yes” (either often, sometimes, or rarely)
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Feeling confident and in control (88 participants, 
54.7%),
Feeling calm (52 participants, 32.3%),
Embarrassed due to lack of tools (34 participants, 
21.1%),
Frustrated from being alone (30 participants, 18.6%) 
(Table 2).

These findings show that a notable portion of respondents, 
despite managing difficult communications with apparent 
calm, still experienced adverse emotional responses, high-
lighting the need for adequate emotional preparation and 
support during training. To investigate whether emotional 
reactions differ by frequency of independently delivering 
difficult diagnoses, we compared emotional state distribu-
tions across three subgroups: frequent, occasional, and rare 
communicators (Questions 14 and 13).

Participants with frequent exposure (“Yes, often”) pre-
dominantly reported constructive emotions, with 73.8% 
feeling calm and confident and 31.0% feeling tranquil. Con-
versely, those with rare exposure exhibited higher rates of 
distress, including insecurity (21.4%), frustration (21.4%), 
embarrassment (19.6%), and fear (10.7%). The “Yes, some-
times” group demonstrated a wider emotional spectrum, 
with 23.8% reporting embarrassment and a mix of positive 
and negative feelings (Table 3).

These results suggest that increased exposure may fos-
ter a sense of confidence, while limited or sporadic expo-
sure may be associated with higher emotional vulnerability 
(Tables 4, 5).

mixed emotions, and 29.2% reported solely discomforting 
emotions (e.g., embarrassment, insecurity) (Fig. 3a).

Across all selected emotional responses (multiple 
allowed), 59.3% were constructive, and 40.7% indicated 
distress or discomfort (Fig. 3b).

Among the 161 participants who had previously com-
municated a difficult diagnosis alone, the most frequently 
reported emotional reactions were:

Table 3  Distribution of emotional reaction according to exposure fre-
quency to unsupervised difficult conversations
Emotional Reaction (Q. n. 14) Frequency of unsupervised dif-

ficult communication (Q. n. 13)
Yes, often
n (%)

Yes, rarely
n (%)

Yes, 
some-
times
n (%)

Feeling confident and in control 31 (73.8) 27 (48.2) 30 
(47.6)

Embarrassed (I didn’t want to be 
in that situation “without tools”)

8 (19) 11 (19.6) 15 
(23.8)

Insecure (I didn’t know how to 
express myself)

2 (4.8) 12 (21.4) 4 (6.3)

Frustrated from being alone 10 (23.8) 12 (21.4) 8 
(12.7)

Feeling scared 1 (2.4) 6 (10.7) 4 (6.3)
Feeling calm 13 (31) 15 (26.8) 24 

(38.1)
Ashamed in front of the patient 
and family

0 2 (3.6) 1 (1.6)

This table shows the percentage (%) and absolute number (n) of par-
ticipants who reported each emotional reaction (collected in Question 
14), grouped by the frequency with which they had to communicate 
a difficult diagnosis without supervision (Question 13). Legend: 
% = Percentage of participants within each frequency group who 
selected that emotional reaction; n = Absolute number of participants 
within each group selecting the reaction

(a) (b)

Fig. 3  Emotional Reactions to Unsupervised Communication of Diffi-
cult Diagnoses. The left pie chart (a) illustrates the distribution of emo-
tional responses among participants (Question 14), categorized as only 
positive (e.g., feeling confident and in control, or calm), mixed (both 
positive and distress-related), or only distress-related (e.g., embarrass-

ment, insecurity, or scare). The right pie chart (b) presents the distri-
bution of the total number of emotional codes selected, reflecting the 
overall prevalence of positive versus distress-related emotions, regard-
less of whether multiple codes were selected by the same participant
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A total of 161 respondents with prior experience in difficult 
conversations completed items on communication skills 
and emotional impact (In  "Results" and "Discussion" sec-
tions). Those reporting no such experience were redirected 
to  "Conclusion" and Section 6, which focused on training 
preferences (see Methods).

Participants rated their communicative effectiveness fol-
lowing difficult diagnoses across three dimensions: clarity, 
patient understanding, and empathy (Questions 15–17), 
using a 5-point Likert scale (1 = low, 5 = high).

Results indicated generally high self-assessments: clarity 
was rated 4 or 5 by 85.1% of respondents (62.7% scored 4; 
22.4% scored 5), patient understanding by 84.5% (61.5% 
scored 4; 23.0% scored 5), and empathy by 88.3% (48.5% 
scored 4; 39.8% scored 5) (Fig. 4). Low ratings (1 or 2) were 
rare, especially for clarity (0.6%) and empathy (1.2%).

Participants rated their overall satisfaction with their 
communication during difficult encounters on a 10-point 
Likert scale (1 = very low, 10 = very high; Question 18). The 
10-point scale was chosen to provide greater nuance com-
pared to the 5-point scales used for clarity, empathy, and 
patient understanding.

As shown in Fig. 5, responses peaked at score 8 (46.6%), 
followed by 7 (21.1%) and 9 (16.2%). Ratings below 6 
were rare, and only 5.0% reported full satisfaction (score 
10). These findings indicate generally high satisfaction, 
while suggesting most participants recognized room for 

Perceived preparedness and training

Table 4  Preferred approach to communicating a difficult diagnosis
Response option Frequency Percentage
Alone but with more confidence/tools 47 29.2
I communicated the way I wished to 45 28
Knowing how to manage the interlocu-
tor’s emotions

33 20.5

With support of the tutor 25 15.5
Knowing how to structure the 
communication

11 6.8

Distribution of responses to Question 19, which asked participants 
how they would have preferred to handle the communication of a 
difficult diagnosis

Table 5  Previous exposure to communication training
Response option Frequency Percentage
Observed tutors/colleagues to form my 
own idea

119 73.9

No specific tools provided 21 13
Self-initiated study (literature, web, 
courses)

6 3.7

Received formal training during medi-
cal school

15 9.3

Distribution of responses to Question 20, which investigated partici-
pants’ prior exposure to communication training
Approximately three-quarters of respondents (73.9%) reported that 
informal observation of tutors or colleagues represented their only 
source of training

Fig.  4  Self-Perceived Communication Skills in Delivering Difficult 
Diagnoses. Distribution of responses to Questions 15–17, assessing 
participants’ self-perceived communication skills when delivering 

difficult diagnoses without supervision. Responses were given on a 
5-point Likert scale (1 = very low, 5 = very high)
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conversations, several patterns emerged. Among those with-
out specific tools (13.0%), only 9.5% felt they handled the 
conversation as they wished, while 66.6% expressed a need 
for either tutor support or greater autonomy with improved 
tools (Fig.  6). Participants who had only observed tutors 
or colleagues (73.9%) were more divided: nearly 30% felt 
they managed the conversation satisfactorily, but 28.6% 
wished they had better resources to handle it independently. 
Notably, the highest proportion of satisfaction (46.7%) was 
reported by those who had received formal communication 
training during medical school, suggesting that such train-
ing may be crucial for elevating residents’ communicative 
confidence and autonomy.

Training

While 91.0% of participants rated communication training 
as a crucial educational expectation for General Surgery res-
idents (scores 4 or 5 on a 5-point Likert scale; Question 22), 
only 7.9% reported its actual availability within their resi-
dency programs (Question 21). Additionally, 66.1% indi-
cated that no formal communication training was provided, 
and 25.9% were unaware of its presence (Table 6). This per-
ception was further corroborated by responses to Question 
23, where 77.3% of participants assigned a rating between 
8 and 10 on a 10-point scale for the importance of commu-
nication skills in the overall training of a General Surgery 

improvement. The modest selection of the highest score 
may reflect awareness of the emotional and technical chal-
lenges involved in delivering difficult news.

Regarding communication challenges (Question 19), 
only 28.0% of participants felt they managed the situation 
as they wished. The majority expressed a need for greater 
support or preparation: 29.2% desired more confidence and 
communication tools to handle the situation independently, 
20.5% sought improved skills for managing the emotional 
aspects, 15.5% wanted tutor support, and 6.8% wished for 
guidance on structuring the communication (Table 4).

These findings correspond with the self-assessed satisfac-
tion ratings (Question 18), where most participants scored 
their performance between 7 and 9 out of 10, indicating 
moderate satisfaction but also room for improvement. The 
fact that over 70% preferred alternative approaches under-
scores the need for formal training addressing both message 
delivery and emotional competence to foster autonomy.

Regarding training (Question n. 20), approximately 
three-quarters of participants (73.9%) reported that infor-
mal observation of tutors or other professionals was their 
sole exposure to communication training. Only 9.3% had 
received formal instruction during medical school, while 
13% indicated they had not received any specific training 
(Table 5).

When comparing the communication tools participants 
reported receiving with their preferred approach to managing 

Fig. 5  Self-Reported Satisfaction with Communication During a Diffi-
cult Encounter. Distribution of responses to Question 18, in which par-
ticipants rated their overall satisfaction with how they communicated 
during a difficult clinical conversation, using a 10-point Likert scale 
(1 = very low, 10 = very high). The distribution shows a distinct peak 

at score 8 (46.6%), with additional concentrations at scores 7 (21.1%) 
and 9 (16.2%). Only 5.0% of respondents rated their satisfaction at the 
highest score (10), suggesting that although participants generally felt 
confident, many still recognized areas for improvement in their com-
munication skills
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to facilitate skill development. Other suggestions included 
role-playing exercises with real-world scenarios (34.9%, 
n = 66), webinars (24.9%, n = 47), and methodical lessons 
on communication (19.6%, n = 37).

Emotional impact and burnout

To assess residents’ emotional experiences and potential 
burnout indicators, participants rated five statements on 
emotional involvement, empathy, and stress using a 5-point 
Likert scale (1 = not at all, 5 = very much). Figure 7 presents 
the proportion endorsing high scores (4 or 5) for each item. 
Results revealed a dual emotional pattern: high emotional 
engagement, 71.4% reported feeling involved in their work 
and 67.7% found empathizing with patients easy, alongside 
notable signs of emotional strain, with 61.2% experiencing 
end-of-day exhaustion and irritability, 55.3% feeling emo-
tionally consumed, and 42.2% concerned about potential 
desensitization over time.

Discussion

This study aimed to comprehensively describe the current 
state of communication skills training for surgical residents 
and early-career surgeons within the Italian Society of Sur-
gical Oncology (SICO).

Specialist, with 28.6% selecting the maximum score of 10 
and only 8.5% rating it 6 or below.

When asked about including a module on high-quality 
communication in surgical oncology residency programs 
(Question 24), there was strong support for formal training: 
45% of respondents assigned the highest rating [5], with an 
additional 37% selecting 4. Only 3.2% expressed limited 
interest (score 2), and none chose 1.

In open-ended responses regarding preferred training 
methods (Question 25), participants could select multiple 
options. A majority (73%, n = 138) advocated for involve-
ment of professionals specifically trained in communication 

Table 6  Communication training
Communication training

n %
Residency training (n = 189)
 No formal training 125 66.1
 Specific training 15 7.9
 Unknown 49 25.9
Value given to communication skills in surgical training (n = 189)
 Essential (5) 118 62.4
 High-level (4) 54 28.6
 Moderate (3) 16 8.5
 Low-grade (2) 1 0.5
 Not important (1) 0 0
Participants’ Responses to Training Received on Patient Communi-
cation and the Value They Place on Acquiring This Skill (Question 
n. 21 e 22). N.: number

Fig. 6  Alignment Between Received Training and Preferred Approach 
to Difficult Communication. Comparison between the type of train-
ing received (Question 20) and participants’ preferred way of handling 
the communication (Question 19). The highest proportion of par-
ticipants who felt they had managed the conversation as they wished 

was observed among those who had received formal training during 
medical school (46.7%). Conversely, among those who had no specific 
tools, only 9.5% expressed satisfaction, and most wished for either 
more autonomy or supervisory support
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care, with positive effects on both surgeon and patient sat-
isfaction, reduced conflict and anxiety, as well as better 
understanding of surgical procedures, and a lower risk of 
malpractice [19, 20]. Despite these benefits, SDM in sur-
gery is under-researched, with few published studies, focus-
ing on plastic surgery and elective operations [16, 18].

SDM is considered especially important in surgical set-
tings due to the often irreversible nature of procedures and 
their potential to significantly alter patients’ physical func-
tioning, directly affecting outcomes and satisfaction [16, 17, 
20].

In the last decades patient advocacy groups have worked 
with healthcare professionals to drive advancements in 
research and treatment [21–23]. Moreover, patient-centered 
care emphasizes understanding individual patient needs and 
preferences, which leads to better health outcomes [20, 24].

Data from the COSTRUIRE survey made evident that 
systematic communication training is largely absent from 
Italian surgical residency programs.

Though most participants rated themselves as capable of 
being clear, empathic, and understanding, more than 70% 
indicated they would have preferred to handle the conversa-
tion differently. Many wished for better tools, more orga-
nized training, or the support of a tutor, suggesting a clear 
gap between perceived adequacy and actual preparation. 
Furthermore, 73.9% of participants reported learning to 

Our findings revealed a substantial gap in formal instruc-
tion, underscoring the importance of embedding com-
munication training into the core curriculum of surgical 
education [11, 12]. Notably, 85.2% of participants said they 
had to communicate a difficult diagnosis on their own dur-
ing training, while only 14.8% had never encountered this 
situation during their residency.

Although participants generally reported high self-
perceived communication effectiveness, most respondents 
described situations in which they felt emotionally exposed, 
underprepared, or unsupported, particularly when having to 
manage these conversations by themselves.

While repeated exposure appeared to be associated with 
greater emotional confidence, less experienced residents 
reported higher levels of discomfort, including embarrass-
ment, insecurity, and nervousness.

Communication in healthcare, particularly oncology, 
involves a complex interplay of emotions, expectations, and 
motivations as well as requiring healthcare providers to act 
responsibly given the asymmetry in roles [13, 14]. Green-
berg et al. [15] highlighted the benefits of improved commu-
nication protocols and greater engagement with attending 
surgeons to prevent errors and improve patient outcomes. 
In fact, effective communication is a core competency in 
surgical training, essential for patient empowerment and 
shared decision-making (SDM) [16–18]. SDM is increas-
ingly acknowledged as a pivotal element of patient-centered 

Fig. 7  Emotional impact and burnout. Questions 28–30—Participants’ Emotional Experiences in Patient Communication and Their Perceptions 
of Potential Burnout
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As suggested by 75% of our respondents, consulting 
psychologists and psychotherapists during the training pro-
cess could help trainees develop emotional intelligence and 
resilience.

In other countries, like the United Kingdom, the Royal 
College of Surgeons includes modules on breaking bad 
news and SDM within its core surgical curriculum. In the 
United States, communication training is a core competency 
in the ACGME (Accreditation Council for Graduate Medi-
cal Education) program, and simulation-based curricula 
have been widely applied in surgical residencies. [34, 35].

Such programs are not yet consistently implemented in 
Italy, and our findings suggest that surgical trainees and 
early-career surgeons would benefit from similar standard-
ized approaches. Tailoring these strategies to Italian surgery 
schools would require institutional support, national cur-
riculum integration, and faculty training in communication 
pedagogy.

Observing a mentor delivers bad news does not neces-
sarily prepare a young resident to manage such situations 
independently. Just as modern surgical training has moved 
beyond the “see one, do one, teach one” model in the oper-
ating room [36–38], we should not expect soft skills to be 
acquired passively.

Several limitations of this survey should be acknowl-
edged. First, the use of a self-reported, non-validated 
questionnaire may have introduced response bias, as partici-
pants’ assessments reflect perceived rather than objectively 
measured communication competencies. Additionally, the 
cross-sectional design does not allow for causal inferences 
about the relationship between communication training and 
outcomes such as burnout or patient satisfaction. The online 
distribution of the survey through SICO newsletter limits 
the generalizability of the findings, as responses were col-
lected exclusively from members of the SICO, and may 
not reflect the views or experiences of surgical trainees and 
early-career surgeons outside this professional network.

Conclusion

While mastery of technical skills remains crucial, it should 
be augmented by interpersonal abilities to navigate the 
complex relational aspects of surgical care. Establishing 
structured communication training programs could address 
this shortfall, cultivating surgeons who are more confident, 
empathetic, and resilient—ultimately shaping the next gen-
eration of surgical leaders.

Supplementary Information  The online version contains 
supplementary material available at ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​7​​/​s​1​​3​3​0​4​-​0​
2​6​-​0​2​5​5​7​-​2.

communicate difficult diagnoses by observing their mentors 
or colleagues.

Participants who had received formal communication 
training during medical school reported the highest levels of 
self-competence, highlighting the positive impact of early, 
methodical education.

The integration of formal communication training into 
surgical education as a foundational requirement ensures 
consistency and depth in teaching communicative compe-
tence across clinical contexts.

Our survey also revealed a mismatch between expecta-
tions and training opportunities: while 91% of participants 
considered communication training essential, only 7.9% 
reported having access to formal teaching during residency. 
This training deficit reflects a broader, systemic underesti-
mation of communication as a fundamental surgical skill 
and calls for a more assimilated approach in teaching.

The emotional impact of these experiences should not be 
overlooked. A significant portion of participants reported 
signs of emotional strain, including exhaustion, irritability, 
and concern about becoming desensitized. One-third of the 
survey respondents found the process stressful [25]. These 
findings echo existing literature on the emotional burden of 
clinical training and reinforce the need for a support system 
aimed at promoting emotional resilience and well-being in 
surgical education.

Feelings of fear, blame, negative emotional reactions 
of patients and their relatives, are common [26, 27]. These 
findings align with existing literature showing that insuf-
ficient development of non-technical skills contributes to 
higher rates of burnout among physicians and trainees [28, 
29]. Conversely, communication training has been associ-
ated with improved emotional resilience, reduced anxiety, 
and stronger clinician-patient relationships [30–32].

Effective methods to improve communication skills in 
surgical training include a combination of lectures, role-play-
ing, simulations, peer feedback, and briefing and debriefing 
tailored to surgical context. Feedback from instructors and 
simulated patients and scenarios were beneficial in estab-
lishing a safe setting. An example is the OncoTalk model, 
developed in 2002 for medical oncology fellows, aimed to 
address communication challenges between physicians and 
cancer patients [33]. In 2017, Coleman et al. adapted this 
model for surgical trainees (5). The SurgicalTalk curriculum 
involved two-hour sessions per year for surgical residents, 
integrated into the academic schedules, with 4–6 residents 
attending each session. Between July 2017 and June 2021, 
they held 6–7 workshops annually, with mandatory partici-
pation for all surgery residents. Participants expressed sat-
isfaction with the curriculum, indicating its effectiveness in 
improving their communication skills.

1 3

https://doi.org/10.1007/s13304-026-02557-2
https://doi.org/10.1007/s13304-026-02557-2


Updates in Surgery

patient and family members: a literature review. J Palliat Med 
19(1):101–107. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​8​9​​/​j​p​​m​.​2​0​1​5​.​0​2​9​2

4.	 Melcarne R, Consorti F, Grani G, Engel TD, Iannuzzi E, Ammen-
dolia C, Giacomelli L, Durante C, Biffoni M (2025) Designing a 
SPIKES-based protocol for communicating uncertainty in inde-
terminate thyroid cytology: a mixed-method analysis within a 
pilot study. Updates Surg. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​7​​/​s​1​​3​3​0​4​-​0​2​5​-​0​
2​3​4​6​-​3

5.	 Coleman NL, Berlin A, Fischkoff K, Lee-Kong SA, Blinderman 
CD, Nakagawa S (2023) Annual structured communication skills 
training for surgery residents. J Surg Res 281:314–320. ​h​t​t​p​​s​:​/​​/​d​o​
i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​j​s​s​.​2​0​2​2​.​0​9​.​0​0​5

6.	 Chandawarkar RY, Ruscher KA, Krajewski A, Garg M, Pfeiffer 
C, Singh R, Longo WE, Kozol RA, Lesnikoski B, Nadkarni P 
(2011) Pretraining and posttraining assessment of residents’ per-
formance in the fourth accreditation council for graduate medical 
education competency: patient communication skills. Arch Surg 
146(8):916–921. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​1​​/​a​r​​c​h​s​u​r​g​.​2​0​1​1​.​1​6​7

7.	 Hernández Monroy J, Amaya Muñoz MC, Vargas Riascos MA, 
Domínguez Alvarado GA (2022) A commentary on “Non-techni-
cal skills in surgery during the COVID-19 pandemic: an observa-
tional study” (Int J Surg 2022;98:106210). Int J Surg 104:106702. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​i​j​s​u​.​2​0​2​2​.​1​0​6​7​0​2

8.	 Eng OS, Tseng J, Ejaz A, Pawlik TM, Angelos P (2020) Apples to 
oranges: ethical considerations in COVID-19 surgical recovery. 
Ann Surg 272(2):e52. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​9​7​​/​S​L​​A​.​0​0​0​0​0​0​0​0​0​0​0​
0​4​0​8​2

9.	 Hutul OA, Carpenter RO, Tarpley JL, Lomis KD (2006) Missed 
opportunities: a descriptive assessment of teaching and attitudes 
regarding communication skills in a surgical residency. Curr Surg 
63(6):401–409. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​c​u​r​s​u​r​.​2​0​0​6​.​0​6​.​0​1​6

10.	 Eysenbach G (2004) Improving the quality of web surveys: the 
Checklist for Reporting Results of Internet E-Surveys (CHER-
RIES). J Med Internet Res 6(3):e34. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​2​​1​9​6​​/​j​m​​i​r​.​
6​.​3​.​e​3​4

11.	 Lockwood BJ, Gustin J, Verbeck N, Rossfeld K, Norton K, Bar-
rett T, Potts R, Towner-Larsen R, Waterman B, Radwany S, Hritz 
C, Wells-Di Gregorio S, Holliday S (2022) Training to promote 
empathic communication in graduate medical education: a shared 
learning intervention in internal medicine and general surgery. 
Palliat Med Rep 3(1):26–35. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​8​9​​/​p​m​​r​.​2​0​2​1​.​0​
0​3​6

12.	 Trickey AW, Newcomb AB, Porrey M, Piscitani F, Wright J, Gral-
ing P, Dort J (2017) Two-year experience implementing a curricu-
lum to improve residents’ patient-centered communication skills. 
J Surg Educ 74(6):e124–e132. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​j​s​u​r​g​.​2​0​1​
7​.​0​7​.​0​1​4

13.	 [National Cancer Institute (2022) Communication in Cancer Care 
(PDQ®)–Health Professional Version [Internet]. Bethesda (MD): 
National Cancer Institute. Available from: ​h​t​t​p​​s​:​/​​/​w​w​w​​.​c​​a​n​c​​e​r​.​g​​o​
v​/​​a​b​o​​u​t​-​​c​a​n​​c​e​r​/​​c​o​​p​i​n​​g​/​a​d​​j​u​s​​t​i​n​​g​-​t​​o​-​c​​a​n​c​e​​r​/​​c​o​m​m​u​n​i​c​a​t​i​o​n​-​h​p​-​p​
d​q Accessed 6 Nov 2025

14.	 Fallowfield L, Jenkins V (2004) Communicating sad, bad, and 
difficult news in medicine. Lancet 363(9405):312–319. ​h​t​t​p​​s​:​/​​/​d​o​
i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​S​0​​1​4​0​-​6​7​3​6​(​0​3​)​1​5​3​9​2​-​5

15.	 Greenberg CC, Regenbogen SE, Studdert DM, Lipsitz SR, Rog-
ers SO, Zinner MJ, Gawande AA (2007) Patterns of communica-
tion breakdowns resulting in injury to surgical patients. J Am Coll 
Surg 204(4):533–540. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​j​a​m​​c​o​l​​l​s​u​r​​g​.​​2​0​0​7​
.​0​1​.​0​1​0

16.	 Niburski K, Guadagno E, Abbasgholizadeh-Rahimi S, Poenaru 
D (2020) Shared decision making in surgery: a meta-analysis of 
existing literature. Patient 13(6):667–681. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​7​​
/​s​4​​0​2​7​1​-​0​2​0​-​0​0​4​4​3​-​6

17.	 Niburski K, Guadagno E, Mohtashami S, Poenaru D (2020) 
Shared decision making in surgery: a scoping review of the 

Acknowledgements  The authors would like to express their sin-
cere gratitude to Professor Fabrizio Consorti, General Surgeon and 
esteemed expert in medical education and innovative teaching meth-
odologies in medicine. Professor Consorti, former faculty member at 
Sapienza University of Rome – Department of General Surgery (Viale 
del Policlinico 155, 00161 Rome, Italy), provided invaluable guidance 
during the design and refinement of the survey instrument.

Author contributions  Rossella Melcarne (R.M.):  Conceptualization. 
Rossella Melcarne (R.M.), Arcangelo Picciariello (A.P.): Methodol-
ogy, Validation. Stefano Fracon (S.F.), Silvia Sofia (S.S.): Software, 
Data curation. Filippo Carannante (Fi.C.), Ludovico Carbone (L.C.), 
Federica Ferracci (F.F.), Rossella Melcarne (R.M.), Erica Milone 
(E.M.), Stefania Piccioni (S.P.), Arcangelo Picciariello (A.P.): Writ-
ing- Original draft preparation. Federico Cappellacci (Fe.C.), Michele 
Manigrasso (M.M.), Edoardo Maria Muttillo (E.M.M.),: Visualization, 
Investigation. Marcello Deraco (M.D.), Antonio Macrì (A.M.), Franco 
Roviello (F.R.): Supervision. Rossella Melcarne (R.M.), Giulia Turri 
(G.T.), Arcangelo Picciariello (A.P.): Writing- Reviewing and Editing.

Funding  Open access funding provided by Università degli Studi di 
Roma La Sapienza within the CRUI-CARE Agreement. This research 
received no specific grant from any funding agency in the public, com-
mercial, or non-profit sectors.

Data availability  All data are included in the article or its supplemen-
tary materials.

Declarations

Conflict of interest  The authors declare that they have no conflicts of 
interest related to this study.

Prior presentation  This paper has not been presented at any scientific 
meeting.

Open Access   This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit ​h​t​t​p​​:​/​/​​c​r​e​a​​t​i​​v​e​c​​o​m​m​o​​n​s​.​​o​
r​g​​/​l​i​c​e​n​s​e​s​/​b​y​/​4​.​0​/.

References

1.	 Berner JE, Ewertz E (2019) The importance of non-technical 
skills in modern surgical practice. Cir Esp (Engl Ed) 97(4):190–
195. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​c​i​r​e​s​p​.​2​0​1​8​.​1​2​.​0​0​7

2.	 Cobianchi L, Dal Mas F, Verde JM, Garcia-Vazquez A, Martel-
lucci J, Swanstrom L, Ansaloni L (2022) Why non-technical 
skills matter in surgery. New paradigms for surgical leaders. Dis-
cov Health Syst 1(1):2. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​7​​/​s​4​​4​2​5​0​-​0​2​2​-​0​0​0​0​
2​-​w

3.	 Lamba S, Tyrie LS, Bryczkowski S, Nagurka R (2016) Teach-
ing surgery residents the skills to communicate difficult news to 

1 3

https://doi.org/10.1089/jpm.2015.0292
https://doi.org/10.1007/s13304-025-02346-3
https://doi.org/10.1007/s13304-025-02346-3
https://doi.org/10.1016/j.jss.2022.09.005
https://doi.org/10.1016/j.jss.2022.09.005
https://doi.org/10.1001/archsurg.2011.167
https://doi.org/10.1016/j.ijsu.2022.106702
https://doi.org/10.1016/j.ijsu.2022.106702
https://doi.org/10.1097/SLA.0000000000004082
https://doi.org/10.1097/SLA.0000000000004082
https://doi.org/10.1016/j.cursur.2006.06.016
https://doi.org/10.2196/jmir.6.3.e34
https://doi.org/10.2196/jmir.6.3.e34
https://doi.org/10.1089/pmr.2021.0036
https://doi.org/10.1089/pmr.2021.0036
https://doi.org/10.1016/j.jsurg.2017.07.014
https://doi.org/10.1016/j.jsurg.2017.07.014
https://www.cancer.gov/about-cancer/coping/adjusting-to-cancer/communication-hp-pdq
https://www.cancer.gov/about-cancer/coping/adjusting-to-cancer/communication-hp-pdq
https://www.cancer.gov/about-cancer/coping/adjusting-to-cancer/communication-hp-pdq
https://doi.org/10.1016/S0140-6736(03)15392-5
https://doi.org/10.1016/S0140-6736(03)15392-5
https://doi.org/10.1016/j.jamcollsurg.2007.01.010
https://doi.org/10.1016/j.jamcollsurg.2007.01.010
https://doi.org/10.1007/s40271-020-00443-6
https://doi.org/10.1007/s40271-020-00443-6
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.ciresp.2018.12.007
https://doi.org/10.1007/s44250-022-00002-w
https://doi.org/10.1007/s44250-022-00002-w


Updates in Surgery

30.	 Shapiro J (2011) Perspective: Does medical education promote 
professional alexithymia? A call for attending to the emotions of 
patients and self in medical training. Acad Med 86(3):326–332. ​h​
t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​9​7​​/​A​C​​M​.​0​b​0​1​3​e​3​1​8​2​0​8​8​8​3​3

31.	 Zwingmann J, Baile WF, Schmier JW, Bernhard J, Keller M (2017) 
Effects of patient-centered communication on anxiety, negative 
affect, and trust in the physician in delivering a cancer diagnosis: 
a randomized, experimental study. Cancer 123(16):3167–3175. ​h​
t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​2​​/​c​n​​c​r​.​3​0​6​9​4

32.	 Ruane TJ (1985) Communication between doctors and patients. 
JAMA 253(14):2045–2046. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​1​​/​j​a​​m​a​.​​1​9​8​​5​.​0​
3​​3​5​​0​3​8​0​0​6​1​0​1​6

33.	 Arnold RM et al (2017) ‘The Oncotalk/Vitaltalk model. In: Kis-
sane DW et al (eds) Oxford textbook of communication in oncol-
ogy and palliative care, 2nd edn, Oxford Textbooks in Palliative 
Medicine  (Oxford, 2017; online edn, Oxford Academic, 1 Feb. 
2017),  ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​9​3​​/​m​e​​d​/​9​​7​8​0​​1​9​8​7​​3​6​​1​3​4​.​0​0​3​.​0​0​5​
6, Accessed 6 Nov. 2025

34.	 Royal College of Surgeons of England. Improving communica-
tion skills in surgical training. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​r​​c​s​e​​n​g​.​a​​c​.​u​​k​/​n​​e​w​s​​-​a​n​​
d​-​e​v​​e​n​​t​s​/​b​l​o​g​/​g​s​p​-​2​0​1​4​/, Accessed 6 Nov. 2025

35.	 ACGME Core Competencies. Interpersonal and Communication 
Skills. ​h​t​t​p​​s​:​/​​/​w​w​w​​.​a​​c​g​m​​e​.​o​r​​g​/​g​​l​o​b​​a​l​a​​s​s​e​​t​s​/​p​​d​f​​s​/​m​​i​l​e​s​​t​o​n​​e​s​/​​m​i​l​​e​
s​t​​o​n​e​s​​g​u​​i​d​e​​b​o​o​k​​f​o​r​​r​e​s​​i​d​e​n​t​s​f​e​l​l​o​w​s​.​p​d​f Accessed 6 Nov 2025

36.	 Cameron JL (1997) William Stewart Halsted. Our surgical heri-
tage. Ann Surg 225(5):445–458. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​9​7​​/​0​0​​0​0​0​​6​5​
8​​-​1​9​9​​7​0​​5​0​0​0​-​0​0​0​0​2

37.	 Kotsis SV, Chung KC (2013) Application of the “see one, do 
one, teach one” concept in surgical training. Plast Reconstr Surg 
131(5):1194–1201. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​9​7​​/​P​R​​S​.​0​b​0​1​3​e​3​1​8​2​8​7​a​
0​b​3

38.	 Romero P, Günther P, Kowalewski KF, Friedrich M, Schmidt 
MW, Trent SM, De La Garza JR, Müller-Stich BP, Nickel F 
(2018) Halsted’s “see one, do one, and teach one” versus Pey-
ton’s four-step approach: a randomized trial for training of lapa-
roscopic suturing and knot tying. J Surg Educ 75(2):510–515. ​h​t​t​
p​s​:​​​/​​/​d​o​​i​.​o​​r​​g​​/​​1​0​​.​1​0​​​1​​6​​/​j​.​j​s​​u​r​g​.​​2​0​1​​7​.​0​7​.​0​2​5

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

literature. Health Expect 23(5):1241–1249. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​1​
1​1​​/​h​e​​x​.​1​3​1​0​5

18.	 Ubbink DT, Hageman MG, Legemate DA (2015) Shared deci-
sion-making in surgery. Surg Technol Int 26:31–36

19.	 Burney DW III (2017) Surgeon-patient communication: the key 
to patient satisfaction, patient-centered care, and shared decision 
making. Instr Course Lect 66:659–665

20.	 Melcarne R, Giacomelli L, Grani G, Consorti F, Livi S, Durante 
C, Biffoni M (2025) The overlooked outcome: decision regret in 
the surgical management of differentiated thyroid cancer. Ann Ital 
Chir 96(11):1427–1429. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​6​​2​7​1​​3​/​a​​i​c​.​4​2​8​4

21.	 Quale DZ, Droller MJ (2007) Cancer patient advocacy: new 
opportunities for treatment advances. Urol Oncol 25(4):351–352. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​1​6​​/​j​.​​u​r​o​​l​o​n​​c​.​2​0​​0​7​​.​0​5​.​0​0​1

22.	 Piper S (2014) How to empower patients, and involve the public. 
Nurs Stand 29(4):37–41. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​7​​7​4​8​​/​n​s​​.​2​9​.​4​.​3​7​.​e​8​6​6​
5

23.	 Kaur JS (2014) How should we “empower” cancer patients? Can-
cer 120(20):3108–3110. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​2​​/​c​n​​c​r​.​2​8​8​5​2

24.	 Zeh S, Christalle E, Zill JM, Härter M, Block A, Scholl I 
(2021) What do patients expect? Assessing patient-centredness 
from the patients’ perspective: an interview study. BMJ Open 
11(7):e047810. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​1​3​6​​/​b​m​​j​o​p​e​n​-​2​0​2​0​-​0​4​7​8​1​0

25.	 Barrios L (2022) Using simulation for disclosure of bad news. In: 
Romanelli JR, Dort JM, Kowalski RB, Sinha P (eds) The SAGES 
manual of quality, outcomes and patient safety. Springer, Cham. ​
h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​7​​/​9​7​​8​-​3​-​0​3​0​-​9​4​6​1​0​-​4​_​3​1

26.	 Chisholm CA, Pappas DJ, Sharp MC (1997) Communicating bad 
news. Obstet Gynecol 90(4 Pt 1):637–639

27.	 Gorini A, Miglioretti M, Pravettoni G (2012) A new perspec-
tive on blame culture: an experimental study. J Eval Clin Pract 
18(3):671–675. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​1​1​1​​/​j​.​​1​3​6​​5​-​2​​7​5​3​.​​2​0​​1​2​.​0​1​8​3​1​.​
x

28.	 West CP, Huschka MM, Novotny PJ, Sloan JA, Kolars JC, Haber-
mann TM, Shanafelt TD (2006) Association of perceived medical 
errors with resident distress and empathy: a prospective longitu-
dinal study. JAMA 296(9):1071–1078. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​0​1​​/​j​a​​
m​a​.​2​9​6​.​9​.​1​0​7​1

29.	 Brown RF, Bylund CL (2008) Communication skills training: 
describing a new conceptual model. Acad Med 83(1):37–44. ​h​t​t​p​​
s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​1​​0​9​7​​/​A​C​​M​.​0​b​0​1​3​e​3​1​8​1​5​c​6​3​1​e

1 3

https://doi.org/10.1097/ACM.0b013e3182088833
https://doi.org/10.1097/ACM.0b013e3182088833
https://doi.org/10.1002/cncr.30694
https://doi.org/10.1002/cncr.30694
https://doi.org/10.1001/jama.1985.03350380061016
https://doi.org/10.1001/jama.1985.03350380061016
https://doi.org/10.1093/med/9780198736134.003.0056
https://doi.org/10.1093/med/9780198736134.003.0056
https://www.rcseng.ac.uk/news-and-events/blog/gsp-2014/
https://www.rcseng.ac.uk/news-and-events/blog/gsp-2014/
https://www.acgme.org/globalassets/pdfs/milestones/milestonesguidebookforresidentsfellows.pdf
https://www.acgme.org/globalassets/pdfs/milestones/milestonesguidebookforresidentsfellows.pdf
https://doi.org/10.1097/00000658-199705000-00002
https://doi.org/10.1097/00000658-199705000-00002
https://doi.org/10.1097/PRS.0b013e318287a0b3
https://doi.org/10.1097/PRS.0b013e318287a0b3
https://doi.org/10.1016/j.jsurg.2017.07.025
https://doi.org/10.1016/j.jsurg.2017.07.025
https://doi.org/10.1111/hex.13105
https://doi.org/10.1111/hex.13105
https://doi.org/10.62713/aic.4284
https://doi.org/10.1016/j.urolonc.2007.05.001
https://doi.org/10.1016/j.urolonc.2007.05.001
https://doi.org/10.7748/ns.29.4.37.e8665
https://doi.org/10.7748/ns.29.4.37.e8665
https://doi.org/10.1002/cncr.28852
https://doi.org/10.1136/bmjopen-2020-047810
https://doi.org/10.1007/978-3-030-94610-4_31
https://doi.org/10.1007/978-3-030-94610-4_31
https://doi.org/10.1111/j.1365-2753.2012.01831.x
https://doi.org/10.1111/j.1365-2753.2012.01831.x
https://doi.org/10.1001/jama.296.9.1071
https://doi.org/10.1001/jama.296.9.1071
https://doi.org/10.1097/ACM.0b013e31815c631e
https://doi.org/10.1097/ACM.0b013e31815c631e


Updates in Surgery

Authors and Affiliations

Rossella Melcarne1  · Federico Cappellacci2 · Filippo Carannante3 · Ludovico Carbone4 · Federica Ferracci5,6 · 
Stefano Fracon7 · Michele Manigrasso8 · Erica Milone9 · Edoardo Maria Muttillo10 · Stefania Piccioni4 · Silvia Sofia11 · 
Giulia Turri12 · Marcello Deraco13 · Antonio Macrì9 · Franco Roviello4 · COSTRUIRE-Collaborative Group · 
Arcangelo Picciariello14

	
 Rossella Melcarne
rossella.melcarne@uniroma1.it

Federico Cappellacci
cafederico05@gmail.com

Filippo Carannante
f.carannante@policlinicocampus.it

Ludovico Carbone
l.carbone2@student.unisi.it

Federica Ferracci
federica.ferracci@guest.policlinicogemelli.it

Stefano Fracon
fracon.stefano@gmail.com

Michele Manigrasso
michele.manigrasso@unina.it

Erica Milone
ericamilone@hotmail.com

Edoardo Maria Muttillo
edoardomariamuttillo@gmail.com

Stefania Piccioni
stefipiccioni@gmail.com

Silvia Sofia
sofiaasilvia@gmail.com

Giulia Turri
giulia.turri89@gmail.com

Marcello Deraco
marcello.deraco@istitutotumori.mi.it

Antonio Macrì
amacri@unime.it

Franco Roviello
franco.roviello@gmail.com

Arcangelo Picciariello
arcangelopicciariello@gmail.com

1	 Department of Translational and Precision Medicine, 
Sapienza University of Rome, Viale del Policlinico 155,  
 00161 Rome, Italy

2	 Surgery Unit, Department of Surgical Sciences, University of 
Cagliari, 09100 Cagliari, Italy

3	 UOC Chirurgia Colorettale, Fondazione Policlinico 
Universitario Campus Bio-Medico di Roma, Via Alvaro del 
Portillo, 21, 00128 Rome, Italy

4	 Unit of Surgical Oncology, Department of Medicine Surgery 
and Neuroscience, Azienda Universitaria Ospedaliera Senese, 
University of Siena, Viale Mario Bracci 16, 53100 Siena, 
Italy

5	 Surgical Unit of Peritoneum and Retroperitoneum Surgery, 
Fondazione Policlinico Universitario Agostino Gemelli 
IRCCS, 00168 Rome, Italy

6	 Catholic University of the Sacred Heart, Rome, Italy
7	 Centro Di Riferimento Oncologico Di Aviano (CRO), IRCCS 

SOC Chirurgia Oncologica del Seno, Aviano, Italy
8	 “Federico II” University Hospital, Via Pansini 5,  

80131 Naples, Italy
9	 Departmant of Human Patology, Messina University Medical 

School Hospital, Messina, Italy
10	 Department of Medical Surgical Science and Translational 

Medicine, Sant’Andrea University Hospital, Sapienza 
University of Rome, 00185 Rome, Italy

11	 Department of Oncology, Division of Surgical Oncology and 
Digestive Surgery, San Luigi University Hospital, University 
of Turin, 10043 Turin, Italy

12	 From the Chirurgia Generale ed Epatobiliare, Azienda 
Ospedaliera Universitaria Integrata di Verona, Università 
degli Studi di Verona, Verona, Italy

13	 Peritoneal Surface Malignancies Unit, Fondazione IRCCS 
Istituto Nazionale dei Tumori di Milano, Milan, Italy

14	 Department of Experimental Medicine, University of 
Salento, Lecce, Italy

1 3

http://orcid.org/0000-0002-2820-7607

	﻿Communication skill training in surgical residency: insights from ﻿Y-SICO﻿ (Young-Italian Society of Surgical Oncology)
	﻿Abstract
	﻿Introduction
	﻿Material and methods
	﻿Participant recruitment and response rate
	﻿Data analysis
	﻿Ethical considerations

	﻿﻿Results
	﻿Demographic characteristics
	﻿Communication experiences
	﻿Perceived preparedness and training
	﻿Training
	﻿Emotional impact and burnout

	﻿﻿Discussion
	﻿﻿Conclusion
	﻿References


