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Abstract

Surgical training programs primarily emphasize technical skills for diagnosis and treatment. However, communication
and interpersonal skills are equally essential for residents. Trainees often face sensitive situations, such as delivering bad
news and discussing end-of-life decisions and lack of communications skills could result in a negative impact on patients
and malpractice claims. Despite their importance, communication skills training is often underrepresented in surgical
education. This study aimed to explore the extent to which such training is offered during surgical residency in Italy, and
to investigate how surgical trainees and young surgeons perceive their own communication competence and confidence,
particularly in emotionally demanding scenarios. The “COSTRUIRE” (COmmunication Skills TRaining in sUrglcal REsi-
dency) survey, conducted from July to September 2024 by the Young Group of the Italian Society of Surgical Oncology,
utilized a 30-item online questionnaire to gather data on participants’ communication experiences, emotional experiences,
burnout risk, and training preferences. The responses were analyzed in accordance with the CHERRIES guidelines. A
total of 189 participants met the inclusion criteria, including general surgery residents (61.4%) and early-career surgeons.
Most respondents (85.2%) reported having communicated a difficult diagnosis without supervision during training. While
participants rated their communication skills positively, over 70% expressed a desire to have handled these conversations
differently, often citing the need for better tools or support. Notably, 73.9% reported learning communication informally by
observing mentors. Only 7.9% received formal training during residency, despite 91% recognizing its importance. Emo-
tional impact was significant, with high levels of emotional involvement but also early signs of burnout. The COSTRUIRE
survey identified the importance of structured communication skills training in Italian surgical residency. Addressing this
gap may contribute to improving self-perceived competence and confidence in managing emotionally challenging clinical
interactions.

Keywords Non-technical skills - Soft skills - Formal education - Surgical education - Structured curriculum - Patient
care

Introduction leadership, and decision-making—all significant for patient

safety and effective functioning in high-stakes clinical envi-

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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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, §].
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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.
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The survey acronym “COSTRUIRE” (COmmunication
Skills TRaining in sUrglcal 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 (I 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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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 sUrglcal REsidency

gain a wider range of participants’ perspectives. Com- A second item asked respondents to provide an overall self-
munication skills were assessed through two distinct  assessment of their communication competence using a
self-evaluation items. One asked participants to rate,  10-point numeric scale (1 = not competent at all; 10 = fully
on a 5-point Likert scale (1=very poor; 5=excellent),  competent).

their communication abilities in emotionally complex

situations. It also asked them to assess how clear and 4. Stress and Burnout (5 questions): Assessed emotional
empathic they believed they were, and the extent to involvement, exhaustion, and perceived burnout related
which they felt the patient had understood them. to communication tasks. “Emotional involvement”
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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
Ist year 7 6.0
2nd year 23 19.8
3rd year 33 28.4
4rd year 34 29.3
Sth 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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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
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Have you ever had to communicate a difficult diagnosis alone?
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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,

Table 2 Past communication experiences

Past communication experience

n %
Q. n. 13—Independent difficult diagnoses communication (n=189)
Frequently 42 222
Occasionally 63 333
Rarely 56 29.6
Never 28 148

Q. n. 14 — Emotional state while communicating a difficult diagno-
sis* (n=161)

Feeling calm 52 323
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 34 211
“without tools”)

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

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)

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
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(a) Emotional Response per
Participant

= Only Positive Per
Participant

Mixed Per
Participant

= Only Distress Per
Participant

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-

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  Yes, rarely Yes,

n (%) n (%) some-
times
n (%)
Feeling confident and in control 31 (73.8) 27 (48.2) 30
(47.6)
Embarrassed (I didn’t want to be 8 (19) 11 (19.6) 15
in that situation “without tools”) (23.8)
Insecure (I didn’t know how to 2 (4.8) 12 (21.4) 4(6.3)
express myself)
Frustrated from being alone 10(23.8) 12(214) 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 0 2(3.6) 1(1.6)

and family

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

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:
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(b) Emotional Response per

Emotional Code

m Positive Codes Per
Code

= Distress Codes Per
Code

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

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).
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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- 33 20.5
tor’s emotions

With support of the tutor 25 15.5
Knowing how to structure the 11 6.8
communication

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 119 73.9

own idea

No specific tools provided 21 13
Self-initiated study (literature, web, 6 3.7
courses)

Received formal training during medi- 15 9.3

cal school

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

Perceived preparedness and training

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=1ow, 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

Self-Perceived Communication Skills in Delivering Difficult
Diagnoses

H Likert Score W Clarity (%)

70
60
50
40
30
20
10

M Likert Score 1

m Clarity (%) 0.6 1.8
B Understanding (%) 1.2 3
B Empathy (%) 1.2 2.4

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

B Understanding (%)

B Empathy (%)

3 4

|
5
3 4 5
12.4 62.7 22.4
11.2 61.5 23
8.2 48.5 39.8

difficult diagnoses without supervision. Responses were given on a
5-point Likert scale (1 =very low, 5=very high)
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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

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
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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

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
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Alignment Between Training Received and Preferred Communication Approach
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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

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

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

Preferred Approach
Handled as wished
With tutor support
With more tools
Better at emotions
Better structure

Se\f‘smd\! ol - anind

138

Training

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

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).
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High-Scoring Responses on Emotional and Burnout Indicators
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Fig. 7 Emotional impact and burnout. Questions 28—30—Participants’ Emotional Experiences in Patient Communication and Their Perceptions

of Potential Burnout

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
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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
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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.

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.
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