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Abstract
We introduce the technique of sociodrama, describe its key components, and illustrate how
this simulation method was applied in a workshop format to address the challenge of
discussing transition to palliative care. We describe how warm-up exercises prepared 15
learners who provide direct clinical care to patients with cancer for a dramatic portrayal of
this dilemma. We then show how small-group brainstorming led to the creation of
a challenging scenario wherein highly optimistic family members of a 20-year-old young man
with terminal acute lymphocytic leukemia responded to information about the lack of further
anticancer treatment with anger and blame toward the staff. We illustrate how the
facilitators, using sociodramatic techniques of doubling and role reversal, helped learners to
understand and articulate the hidden feelings of fear and loss behind the family’s emotional
reactions. By modeling effective communication skills, the facilitators demonstrated how key
communication skills, such as empathic responses to anger and blame and using ‘‘wish’’
statements could transform the conversation from one of conflict to one of problem solving
with the family. We also describe how we set up practice dyads to give the learners an
opportunity to try out new skills with each other. An evaluation of the workshop and similar
workshops we conducted is presented. J Pain Symptom Manage 2012;-:-e-. Ó 2012
U.S. Cancer Pain Relief Committee. Published by Elsevier Inc. All rights reserved.
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Tell me and I’ll forget; show me and I may
remember; involve me and I’ll understand.
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Introduction
Evidence supports the crucial importance of
effective communication between patients and
health care providers.1e8 However, significant
gaps remain in communication among patients with cancer and their professional
caregivers.9e11 This also is true in palliative
care.12e14 For example, Baile et al.13 recently
showed that, although the level of depression
was directly related to the severity of patients’
illness-related concerns, palliative care physicians treating patients with advanced cancer
0885-3924/$ - see front matter
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performed poorly in identifying areas that patients were seriously worried about, such as relationships with family members. Moreover, as
we move into the future, teaching effective
communication to medical professionals treating patients with advanced disease will become
increasingly important.15e18 This was recently
underscored during a workshop sponsored by
the National Academy of Sciences Institute of
Medicine, in which the skills necessary to discuss end-of-life choices were described as
a linchpin for delivering quality and costeffective cancer care.19
Evidence-based training in communication
skills for medical professionals began in the
1980s. It is often based on Lipkin et al.’s
‘‘learner-centered’’ approach,20 which emphasizes small-group work in a retreat setting, skill
practice using standardized patients (individuals who are trained to take the role of patients), and a curriculum focused on teaching
key communication skills, such as delivering
bad news. Verification of the model’s effectiveness in teaching oncologists key skills, such as
giving bad news, has been demonstrated both
in clinical trials with experienced oncologists21
and oncology nurses22 and in longitudinal studies with oncology fellows in communicating
around end-of-life issues.23 Despite these positive outcomes, a workshop format for teaching
communication skills to oncology professionals
has not been widely used.24e26 Workshops, especially residential ones, can be costly and time intensive and often reach only a small number of
persons at a time. The expense of hiring standardized patients, bringing in trained facilitators, and/or securing an off-site location for
training may strain the budget of many programs. Moreover, most training programs described in the literature have been directed
toward nurses or physicians, yet many other oncology professionals, such as social workers, physician assistants (PAs), mid-level providers,
patient advocates, and patient access staff, who
also play important team roles in oncology patient care, need communication skills training.
These and other practical considerations have
led to the development of additional methods
for teaching communication skills in medicine,
such as interactive theater,27 multimedia
instruction,28e31 bedside and clinic teaching,32,33 videotaping of encounters followed
by feedback,34 and role-play in small groups.35
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Innovative training methods, such as the use
of virtual reality also are being explored.36,37
Here, we describe how we applied sociodrama,
a method of dramatic enactment, in teaching
the skills and principles needed to master a difficult communication challenge at the end of
a patient’s life. We present the results of a brief
evaluation of the workshop and discuss how
sociodramatic techniques might be applied
more widely.

Sociodrama
Sociodrama is derived from psychodrama,
which was developed by Dr. Jacob L. Moreno,
a psychiatrist who used group enactments of
life situations aimed at helping clients deepen
their understanding of and resolve interpersonal conflicts or mental problems, such as addictions, post-traumatic stress disorder, and
the effects of traumatic experiences.38 Sociodramas are similar to psychodramas but do
not explore intrapersonal issues, such as the effects of a traumatic childhood but address
common challenges that arise when individuals interact, such as resolving conflicts and
disagreements and challenges in parenting.
Sociodramatic portrayals can be used to teach
communication skills to medical professionals.
Sociodramas differ from more conventional
approaches to communication skills teaching
in medicine, such as case discussions, in that
they use the added dimensions of space, movement, and imagination.39 That is, the objective
of sociodrama is to portray social situations
rather than merely describe them. In sociodramas, participants take on the role of another.
This allows them to develop an empathic understanding of that person’s point of view or
feelings. Thus, for example, a doctor assuming
the role of a nurse might better understand
how that nurse could become frustrated and
angry when the medical teams caring for a terminally ill patient in the intensive care unit
(ICU) are communicating different goals of
care to the patient’s family.
One application of sociodrama, ‘‘role training,’’ focuses on preparing individuals for
professional roles and responsibilities. For example, sociodrama has been used in business
management and education40 and the legal setting41,42 to enhance leadership and presentation
skills of executives, teachers, and trial lawyers.
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However, few published reports discuss how sociodrama might be used to train health care providers to exercise the interpersonal skills
needed in their professional roles, especially in
end-of-life conversations with patients, where
many pitfalls exist around communication.13
In the example described previously, role training might involve providing an opportunity for
the various members of the ICU staff to try out
communication strategies that could be effective
in resolving the communication dilemma. In
this study, we illustrate how sociodrama deepened the understanding of the communication
challenges faced by oncology clinicians in the
transition of a patient to palliative care.

Essentials of a Sociodramatic
Workshop
In this section, we describe the elements of
sociodrama and then present the details of
its application in a workshop entitled ‘‘Difficult
Conversations: Dealing with Strong Emotions
in Patients and Family Members’’ attended by
a group of cancer center faculty and staff.

Time Allotted
Workshops can last from several hours to
several days depending on the time available
to participants. In general, it takes at least
two hours to conduct a workshop comprising
warming the group up, enacting one scenario,
presenting a brief didactic, and giving learners
the chance to practice skills. With more time,
additional scenarios can be portrayed.

Confidentiality
Participants are asked to keep the details of
workshops confidential and refrain from discussing participants’ performance outside the
workshop. This confidentiality agreement is
meant to encourage full participation and ensure that all the participants may safely and
spontaneously express their feelings and be
comfortable in portraying characters in the
drama.

Facilitation
The role of the facilitators is to direct warmups, help the group select and set up the scenario to be enacted, assist them in developing
the characters, and guide the sociodramatic
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portrayal. They also may teach skills, using
a brief lecture format. They lead practice exercises and the debriefing. Workshops are usually facilitated by trained sociodramatists who
are board certified or other professionals experienced in conducting workshops using both
sociodrama and small-group methods.

Conceptual Framework
Sociodramatic workshops are generally divided into four phases: warm-ups to build
a connection among the participants and select the main theme of the workshop, the enactment, the practice session, and the
debriefing and evaluation.

Warm-Ups
Warm-up exercises, a sort of ‘‘getting to
know you,’’ aim to promote group cohesion
by reducing the anxiety often associated with
role-play. They also facilitate the ability of
group members to be spontaneous in the
role of different characters in scenarios and
in doubling other characters (see below).
Warm-ups promote group work, as they allow
for the introduction of the facilitator to the
group and a casual transition into the type of
activity that the group will be doing, which often involves disclosure of feelings. Groups who
do not have warm-ups are often characterized
by passivity and a lack of enthusiasm. Examples
of warm-ups can be found in Table 1.

Selection of Scenarios to be Portrayed
In the final warm-up, participants in groups
of four discuss a challenging communication
they encountered that reflected the theme of
the workshop. This ‘‘learner-centered’’ approach results in the emergence of a ‘‘menu’’
of potential scenarios that could be enacted.
As each small group presents the situations
(usually one or two per group), they are clarified, synthesized, and listed on a flip chart. Subsequently, each group member votes on his or
her choice for an enactment in the order of priority of importance for them. The scenario with
the highest number of votes is enacted first.

Creation of Characters
After a scenario is chosen by the group,
group members volunteer or are asked by the
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Table 1
Warm-Ups Used in This Workshop
1. Introductions. Attendees were asked to give their names, tell the group the department in which they worked and their role in
the department, and reveal one thing about themselves that most people would not know. For example, one participant
reported that she had climbed Mount Kilimanjaro. Another reported that her hobby was making necklaces using exotic
breads. A third described a passion for the clarinet. A fourth described his hobby of baking unusual breads.
2. Spectrograms. Group members were asked to form lines which divulged information about group members. They first lined
up according to their number of years of service to the institution. They then lined up according to the distance they had to
drive from home to work. Finally, they lined up according to the number of hours they had in communication skills training.
3. Polarities. Group members were asked to go to one of two sides of the room or the middle of the room according to where
they stood on certain preferences, for example, being a ‘‘night owl’’ or a ‘‘morning person.’’ Several group members were
asked to give details about their choices.
4. Locogram. Participants were asked to imagine the room as a map of the world and to go to their birthplace and then to the
place where they received their professional training. All the participants shared information about their choices about these
locations.
5. Sharing successful stories. Participants were asked to partner with another group member and discuss a successful end-of-life
conversation they had had and the strategies they used that helped them be effective.

facilitator to play characters in that scenario.
Participants may decline but usually do not.
As each person agrees to take a role, he or
she moves into the center of the room, which
becomes a sort of stage, where space is made
for the enactment. Volunteers are introduced
to their roles by the facilitator when she asks
the group to assign characteristics to each
character, such as age, gender, occupation or
profession, and demeanor and the particulars
of a character’s illness. Thus, group members
may take a gender role different from their
own. To further set the scene, the facilitator
asks ‘‘Where does this scenario take place?’’
Then, using chairs and other props in the
room, the group members create an imaginary
setting, for example, a hospital room, clinic,
or office, for the scenario. Subsequently, immersion into the roles is deepened for each
character when the facilitator asks each participant playing a role to stand behind his or her
chair and imagine what his or her character
might be thinking at that moment. This is
called ‘‘doubling’’ and is meant to deepen
the role of the character by revealing their
imagined thoughts and feelings at that moment as it relates to the scenario. The rest of
the group also contributes to this character
creation by doubling each characterdthat is,
after the character sits back down, other group
members step behind that character and make
their own statement about what he or she
might be thinking. Depending on the nature
of the scenario selected, one or more ‘‘main
characters’’ may emerge whose task it is to
‘‘take on’’ the particular communication challenge framed by the scenario.

Rolling the Scene
After the characters are set and the goals of
the conversation are clarified, the facilitator
encourages the main character to begin the dialogue, pointing out that they may stop it any
time they get stuck by calling a ‘‘time-out.’’

Debriefing Learners
When learners get stuck or when there is
a teaching point to be made, the action is
stopped either by the facilitator or by the
learner in the role of the main character. A
group discussion ensues regarding how to
move the dialogue forward. This is assisted by
another doubling of characters in the enactment so that their inner and hidden thoughts
and feelings at that moment are revealed. Often a didactic presentation of a key communication strategy, such as when and how to make
an empathic response to feelings revealed by
the doubling, assists in helping the learner
move the conversation forward. At times, other
learners may try a response or the facilitator
may demonstrate one. The original learner
can then make his or her attempt. Also, the
participants who portrayed each character are
asked to comment on how they felt in the
role of their characters in this reenactment.
This reinforces the empathic understanding
of how it feels to be in the shoes of another
person.

Practice Session
The purpose of the practice session is to reinforce communication skills that the participants could potentially transfer to their
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everyday practice. To make this an authentic
experience, participants are asked to sit with
their original partners from the warm-ups
and imagine a real-life scenario that could require the same skills they saw in the enactment. This might include an emotional
experience that would require empathy on
the part of another. They were instructed not
to pick a scenario that was too disturbing for
them. Each pair then related their experience
to each other and their partner replied, using,
for example, the skills listed in Table 2.

Workshop for Oncology Professionals
We applied the techniques described in
a workshop for clinicians at our hospital entitled ‘‘Difficult Conversations: Dealing with
Strong Emotions in Patients and Family Members.’’ Of 28 clinicians who registered for the
workshop, 14 attended. This rate is rather typical of the rate we find in workshops geared for
clinicians. The professional positions of the attendees were three physicians, one nurse practitioner, one nurse manager, two clinical
department managers, one PA, two social
workers, three registered nurses, and one intern. Their time in practice at the institution
ranged from five weeks to 30þ years (mean
13.9 years).

5

Time Allotted
Three hours were set aside for the enactment(s) in this workshop.

Choosing a Scenario
At the end of warm-ups (Table 1), participants took 10 to 15 minutes to discuss a time
when one or more of them struggled to deal
with emotional patients and family members.
The following scenarios, in order of importance, emerged from the groups of oncology
professionals in our workshop:
1. Patients and/or relatives who feel ‘‘entitled’’ and are demanding and angry
2. Discussing the end of life with the family
when a patient is ‘‘fading’’
3. Being compassionate without ‘‘losing it’’
by becoming overly emotional
4. Relatives who question the care you are
giving
5. The relative who obsessively checks every
detail of the patient’s chart
6. The emergence of emotions in the transition to palliative care.
In this sociodrama, several themes generated
by the group overlapped and the scenarios were
combined. Therefore, although seven participants voted for Scenario 1 and five participants
voted for Scenario 5, the group agreed that

Table 2
Skills for Difficult Conversations
1. How to prepare for a difficult conversation. Difficult conversations are just thatddifficultdbecause we don’t know what to
expect, may be unsure of our skills, or may not know how the other person’s responses will affect us. In this case, Dr. Johnson
might have prepared for the conversation by discussing it with her nurse who not only had a close rapport with Brian but also
agreed to accompany him to the family visit.
2. Asking before telling.43 Find out how much the patient and his or her family know about the illness before you start. In this
way, the health professional knows how much denial or how large an educational gap he or she must deal with.
3. Responding to emotions before providing explanations.44 Emotions inhibit one’s ability to think rationally. This is particularly
true when bad news is being delivered. Responding to patients’ or relatives’ emotions with empathetic and validating
statements, such as ‘‘I know this is quite a shock to you’’ can decrease the emotional intensity in the room and promote the
feeling by the patient and family that the health professional truly understands their feelings.
4. Inviting further explanation by using ‘‘Tell me more.’’45 Often, an underlying emotion is not readily apparent and lurks
behind a question, such as ‘‘You mean you’re just going to give up on us?’’ Asking another person to expand on what he or she
means (e.g., ‘‘Tell more about what you mean by ‘give up’.’’) allows the other to talk more about his or her concerns and puts
the health professional in a better position to respond.
5. Avoiding ‘‘amygdala hijacking.’’46 This is a concept borrowed from the literature on emotional intelligence and exhorts
a clinician to not let his or her own emotions prevent him or her from effectively communicating. It uses a ‘‘six-second rule,’’
which encourages practitioners involved in emotionally charged conversations to avoid responding with their ‘‘limbic lobe’’ or
emotional brain (usually with ‘‘fix it’’ responses aimed at undoing bad news) and instead to wait until an urge to offer an
ill-advised solution, false reassurance, or be defensive subsides so that they can respond more thoughtfully.
6. Making wish statements.47 ‘‘I wish I had more treatment options for Brian but I don’t think further treatment will help him
and may actually make his condition worse’’ is a powerful way of aligning with the family, demonstrating that you have the best
interest of the patient at heart while at the same time defining the sad reality of the lack of further treatment options.
7. Brainstorming. This method consists of collaborating with the family to resolve an issue. In the scenario constructed by our
participants, it consisted of involving the family in the decision about who would tell Brian about his condition and who would
be in the room.
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Scenario 1 would be combined with Scenarios 4
and 6 and the scenario to be enacted would illustrate a transition to palliative care in which
demanding, angry relatives question the care
plan.
After the theme was selected, the PA in the
group proposed a scenario in which a family becomes angry about the attempt to transition
their son to palliative care (often group members suggest scenarios that reflect situations
with which they have had firsthand experience). She suggested a character, who the
group named Brian (not the patient’s real
name), who was 20 years old, and she agreed
to play that role. In response to the facilitator’s
question ‘‘What other persons could you imagine might be in this scene?,’’ the group was led
by the facilitator in selecting the other characters in the drama: Brian’s mother, father, and
sister; then Brian’s nurse; and the physician
who had to deliver the bad news.

Creating Characters
The following are brief descriptions of the
characters in the scenario created by the participants in our workshop:
Brian is a 20-year-old young man with acute
lymphocytic leukemia that has been refractory
to treatment. Brian has been in treatment for
about two years. He is ‘‘in denial’’ about his illness and does not want to talk about it. The
treatment team has exhausted all potentially
curative options and has called a family meeting to discuss transitioning Brian from anticancer therapy to purely palliative care. In
doubling himself, Brian says, ‘‘I just want to go
back to my room.’’
Brian’s father (played by an ICU nurse),
a mechanic, does not usually talk much but
gets angered easily. In doubling himself, he
states that he feels strongly that Brian will get
better because he looks so good. Another
group member stepped behind the chair of
the person playing Brian’s father and as his
double said, ‘‘I’m sure the next chemo will
work.’’
Brian’s mother, a stay-at-home mom (played
by an internist), knows that Brian is very sick,
but she believes that Brian is at the best hospital. In doubling herself, she states ‘‘I know we’ll
get a miracle.’’
Brian’s 13-year-old sister (played by an ICU
nurse) is frightened and does not understand
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what is happening with Brian. Doubling reveals that she feels guilty because she once
told him, ‘‘I wish you were dead,’’ after being
teased by him.
Dr. Johnson (played by a physicianpathologist) is a new attending physician and
does not have much experience in giving bad
news. She does not know Brian very well, as
she has only recently arrived on service. In
doubling herself, she says that she feels anxious about discussing the situation with Brian
and his family.
Dr. Johnson’s nurse (played by a lymphoma
physician) is very experienced and knows
Brian better than any other member of the
staff and has been taking care of him for several months throughout his illness. As her double, she says that she is concerned about the
meeting and worried about how the new doctor will handle the conversation.

Rolling the Scene
The following section illustrates the scenario
as Dr. Johnson, accompanied by her clinic
nurse, arrives to speak to Brian and his family.
Dr. Johnson: Good morning. I want to talk to
you about Brian’s treatment. As you know he
is very sick. Unfortunately, at this point, we
have run out of cancer treatment options
for him.
Brian’s father: How can that be possible? He
looks so good and has been feeling better.
We are at the best cancer center in the
world. How dare you come in acting like
God?
Brian’s mother: What are you telling us, that
we should just give up? This is my son!
Brian (with a defiant and negative attitude): I’m
feeling just fine.
After another minute of dialogue, in which
Dr. Johnson tries to explain the facts of Brian’s
illness but is met with more or less the same
emotional response from the family, she
turned to a facilitator and asked for a ‘‘timeout,’’ stating ‘‘I don’t know where to go with
this now. I’m stuck,’’ at which point the enactment stopped. Dr. Johnson expresses how the
anger of the parents ‘‘really threw me off.’’
The facilitator then led the group in a discussion of how they might respond to the family’s
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strong emotions. After asking ‘‘Who can imagine what this father really felt inside?,’’ she invited those who raised their hands to stand
behind the father’s chair and describe what
they imagined he might really be experiencing
emotionally. The facilitator did the same with
the mother, the sister, and Dr. Johnson.
Through this method of doubling, the group
members identified unspoken feelings and attitudes that lay behind the anger and blame,
and that was an important part of the ‘‘subtext’’ of the drama.
The following are examples of doubling
statements made by group members:
Brian’s father: I feel so helpless.
Brian’s mother: Oh my God, I’m going to lose
my son.
Brian: I’m really scared about what’s going
to happen.
Brian’s sister: I don’t want to be here. I hope I
didn’t make him sick. Sometimes I got so angry when he teased me that I wished that he
would die.
Dr. Johnson: I feel really badly for Brian and
for making everyone angry.
On the basis of these unspoken feelings, the
group members suggested skills that Dr. Johnson could use in addressing the family’s anxieties and fears, such as trying to stay calm
and being empathic. A facilitator then briefly
reviewed other communication skills for discussing this topic with Brian and his family
(Table 2).43e47 Handouts outlining the skills
were distributed to the group for reference
during the discussion and in the subsequent
practice. One facilitator then reenacted the
scenario, assuming the role of Dr. Johnson
and demonstrated the skills suggested by the
group and in the handout.
In the replay of the scenario, the facilitator
stepped into the role of Dr. Johnson and before talking to the family, first consulted with
her nurse, who suggests that he/she have
a conversation with the family first without
the patient to deal with their ‘‘unrealistic
expectations.’’
Facilitator in the role of Dr. Johnson (to the nurse
privately): We need to meet with Brian and
his family. It’s going to be tough. You know
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this family really well. Do you have any
suggestions?
Nurse: Yes. This is tough. They are really in
denial. I wonder if would be better to meet
first with the family without Brian.
Dr. Johnson (now meeting with the family): Before we start, can you tell me what you understand about where we are with Brian’s
treatment?
Brian’s mother: Well, we need to discuss how
to go ahead with the next treatment.
Dr. Johnson: I can see that you were expecting us to continue treating Brian with
chemotherapy.
Brian’s mother: Yes, that’s what we discussed.
Dr. Johnson: I know that this will come as
a shock to you, but Brian’s leukemia at this
point has not responded to treatment and
at this point, further chemo would do him
more harm than good.
Brian’s mother (angrily): What? But he is doing
so well. You said you could treat him. Isn’t
this the best cancer center in the world?
Dr. Johnson: I know that it’s hard to imagine
that we’re at this point. It’s indeed very sad
for me too.
Brian’s father: Is this because of money?
Dr. Johnson: Tell me what you mean.
Brian’s father: Well, I know we only have Medicaid. Is it because this doesn’t pay much?
Dr. Johnson: I can assure you that’s not the issue. I know that Brian looks good and am
glad he is not feeling too badly, but at this
point Brian’s disease has gotten much worse
and I don’t think he could tolerate more
treatment without suffering.
Brian’s father: Isn’t there anything else you
can do?
Dr. Johnson: I really wish there were other
options.
Brian’s father: How should we tell Brian?
Dr. Johnson: What were you thinking?
Brian’s father: I think that you should tell
him, Doctor.
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Brian’s mother: We should be there, too.
Dr. Johnson: This is going to be very tough for
all of us. I would also like to have our nurse
there because she knows Brian so well.
The facilitator then ‘‘debriefed’’ each character to assess how they felt about the conversation
at that point. Some responses were as follows:
Mother: I felt that even though the news was
bad, the doctor was on my side.
Father: I felt less angry and very sad.
Sister: I was really scared.
Group members then took some time to
name and discuss the skills they saw, and the
workshop proceeded to the practice session.
In traditional ‘‘role training,’’ the facilitators
would have reconstructed the scenario and
given the participant portraying Dr. Johnson
the opportunity to try out new skills in a reenactment. Although this opportunity is very
desirable, it would not have given all the participants an opportunity to practice skills. Thus,
the facilitators designed a practice session for
all the participants.

Practice Sessions
For the practice session, each learner had
a ‘‘skills practice sheet’’ that listed and gave examples of the skills to be practiced (Table 2).
They were asked to select an event in their lives
that created strong emotion but were told not
to make it too ‘‘traumatic.’’ For example, one
participant talked about the time when their
longtime pet dog went missing for days. The
second participant in that pair listened and
practiced the skills outlined on the handout.
Then the second participant talked about their
frustration with their teenager, and the other
participant listened and practiced the skills.
The participants used the previously distributed skills summary sheet that included a list
of the specific skills they were expected to
practice and a brief description and examples
of each; they could refer to this sheet while
they took turns practicing the skills with each
other, and the facilitators were available for
coaching. At the end of the practice session,
the group gave feedback on the practice experience to the facilitators and completed evaluation forms.
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Evaluation
At the end of the workshop, each group
member was given the opportunity to state
one or more skills he or she had learned from
the workshop. Interestingly, in addition to stating several skills that they felt they learned, several participants noted how valuable the skills
could be not only in their professional interactions but also in their relationships with family
members and friends.
At the end of the workshop, all 14 participants completed a brief evaluation in which
they assessed the workshop along several dimensions. Sample responses are presented in
Table 3. Most participants found the workshop
relevant and valuable for their practices and
wished there were more time for the enactment,
a finding we consistently have experienced in
conducting workshops of two or three hours. Finally, participants were given a more comprehensive handout describing, in additional
detail, an approach to end-of-life discussions,
including the skills that they had practiced.

Discussion
The simulation of actual or constructed patient cases is now recommended as the most effective way for teaching interpersonal and
communication skills in medicine.48,49 Sociodrama is one of several methods that promote
experiential learning through combining the
case study method with role-play and theater
techniques. Role-play and theater techniques
have been used in the medical field to teach
communication in the area of patient safety,50
to enhance basic communication skills,51 in
empathy training,52 in promoting self-awareness,53 and in training nurses and psychiatrists
to improve their patient assessments.54,55
They also have been used to a limited extent
in teaching palliative medicine and end-of-life
care.56e58 Sociodrama is unique among simulation methods used in teaching communication
skills in medicine in that it uses specific techniques of warm-ups, role reversal, and doubling
to assist health care professionals to ‘‘get in the
shoes’’ of patients, their patients’ relatives, and
also their colleagues during enactments of
communication challenges.59 In this regard, sociodramatic techniques have been found to be
more effective than lecturing and reflective
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Table 3
Results of the Evaluation of the Current
Workshop
Variable
Program was well organized
Program scheduled time
efficiently
Program was effective
Techniques presented were
valuable to my job
Program provided valuable
knowledge
Program provided needed skills

Strongly
Agree (%)

Agree (%)

71
71

29
29

93
86

7
14

93

7

93

7

Evaluation Comments
What did you like most about the program? (13/14
participants)
 The opportunity to practice the skills learned
 You gave me the tools to respond to intense situations
 Identification of skills
 The relevance to my practice
 The small size of the groupdthe actual practice
 The role-playing really drove home the points we
learned about difficult conversations
 Interactive and practical
 The teaching technique (e.g., active, engaging, and
hands on)
 That all members were encouraged to participate and
share their honest feelings
 Scenarios, role-playing, speakers, and discussion
 The interaction of the group
 Interactive and encouraged participation
 Expressing how each role felt
What did you least like about this program (10/14)
 Nothing!
 Need to be creative
 Sometimes there seemed like a lot of talking at once/
competing speakers
0
 Not knowing anyone, I felt a lot intimidated
 A little unorganized at times
 N/A
 N/A
 N/A
 Needed a second break
N/A ¼ no critique available.

listening in improving empathic ability.60 When
combined with formal teaching and an opportunity to practice skills, this ‘‘didactic sociodrama’’ extends beyond the usual technique of
sociodramatic portrayal.
In the sociodrama described in this study,
a physician assumed the role of a nurse, another physician assumed the role of the patient’s mother, a PA assumed the role of the
patient, and nurses assumed the roles of the
patient’s sister and father. Thus, each participant in the role of the patient, family member,
or professional colleague had an opportunity
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to experience the attitudes, feelings, and emotions inherent in the demands of that role.
Doubling is another method for creating empathy and revealing the ‘‘hidden’’ feelings that
exist in highly emotional encounters. Early in
the drama, group members doubled each character to say what they imagined they were thinking. Later in the drama, they doubled to
comment on the feelings behind the family
members’ shock, anger, and blame. Thus,
when Brian’s mother responded to the bad
news by angrily saying, ‘‘How could this be?
This is the best cancer center in the world!,’’
a group member stood behind her and restated
this reaction by saying, ‘‘Oh my God, my son is
going to die.’’ When Brian’s sister said, ‘‘Does
this mean he’s going to die?,’’ doubling portrayed not only the shock and fear but also
the guilt she felt by previously wishing Brian
dead. Thus, doubling gave voice to the fear,
grief, and helplessness that underlay the denial,
blame, and hostility that emerged when they
heard the bad news. Uncovering and allowing
the expression of the hidden feelingsd‘‘speaking the unspeakable’’dis a goal of sociodrama
and a powerful tool for helping one ‘‘face
one’s demons,’’ such as the fear of losing a child
to cancer.61,62 Thus, unspoken emotions often
represent the ‘‘elephant in the room,’’ a sort
of emotional subtext too unbearable to face directly. This is crucially important also because
there is an accumulation of evidence that patients’ evaluations of the quality of their medical care are influenced by how their providers
handle the emotional component during
visits.63According to Kim et al.,64 there are five
core attributes of cases that make them valuable
for instructional purposes. They must be relevant, realistic, engaging, challenging, and instructional. In our sociodrama, the group
elected to portray a very difficult challenge:
a young man and his family who were in denial
about his illness and became angry when they
were told that no further treatment options
were available. The authenticity of this challenge is supported by studies that have shown
that encounters with patients and relatives
who are in denial are among the most challenging encounters for cancer clinicians.65,66 In addition, reactions of anger and blame, which
exemplify this family’s response, are exceedingly challenging for many clinicians to address
and can create discomfort or defensiveness for
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those who are communicating the bad news or
can cause the clinician to alter the message so it
seems less ominous.67e69 These might lead the
practitioner to offer additional treatments that
may not be in the best interest of the patient.
The fact that most of the group could identify
with this communication challenge created realism and an inquisitiveness that facilitated
their portrayal of characters in the sociodrama.
We attempted to incorporate other principles
of adult learning into the workshop,70 staying
learner centered in creating the scenarios, providing a didactic scaffolding for the learners,
modeling behaviors, and giving them an opportunity to practice. Thus, after the scenario was
enacted, the facilitators discussed and demonstrated communication skills found to often
work in situations in which strong negative
emotions are elicited.
In the practice session, participants were instructed to share a personal situation that was
emotionally laden while their partners listened,
used empathetic and exploratory statements
(e.g., ‘‘Tell me more’’), and made ‘‘wish’’ statements. In this way, they could experience how
different it feels when someone uses these skills
when responding to a real emotion on their
part as opposed to the ‘‘rational response’’
used by many clinicians when dealing with patient and family emotions. We have found that
this approach encourages participants to practice the skills, and the feedback has indicated
that at least 60% of participants have attempted
to implement these skills within three months
of a workshop similar to the one described in
this study.
Warm-ups, although often the least favorite
activity of group members, who often see it
as time taken from the actual enactment, allow
for group building and the establishment of
safety. We have found that establishing a connection among participants, although it does
take time away from the actual drama, lowers
the anxiety level and encourages participants
to be more willing, spontaneous, and creative
in their participation. Moreover, the enactment part of the workshop develops from the
warm-up discussions. Because the participants
create the characters, they have a sense of ownership and an interest in how the scenario
plays out.
Cegala and Eisenberg71 note that communication skills training should explore ways of
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maximizing instructional effectiveness and facilitating dissemination without increasing
cost. Sociodrama appears to be particularly
suited for addressing end-of-life communication issues, in which significant interpersonal
and communication challenges prevail. We
have conducted sociodramas for a variety of
audiences who were dealing not only with patient issues but also with communication issues
among their groups. From complex situations,
such as negotiating the goals of care among
ICU teams to helping patient access specialists
dealing with prospective patients, common
themes of ‘‘finding the right words,’’ responding to emotions of others, and ‘‘dealing with
one’s own emotions" often emerged.
Sociodrama is cost-effective because it does
not involve the hiring of actors or standardized
patients and requires no props or special equipment. However, practical issues can present significant barriers to this kind of work. In the
workshop described, only half of the attendees
who originally signed up actually arrived. This
may represent conflicts in scheduling that arose
or lack of time. Moreover, for clinicians, investing three hours of time to learn communication
skills may require a high level of motivation.
Facilitators versed in using action techniques
are rare. Although many training programs
for learning sociodramatic techniques exist
throughout the country, many of them focus
on more intrapsychic work (psychodrama) instead of role training for professional communication skills. However, medical teachers who
regularly use role-play to instruct their students
can easily learn the techniques of creating roles
and doubling. We have presented a workshop
on this topic at a recent meeting of the American Association of Communication in Healthcare,72 and workshops on this topic are
regularly held at the annual meeting of the
American Society of Group Psychotherapy and
Psychodrama. Another barrier to using these
techniques includes finding enough time to
work with groups that have not worked together. We have found that a minimum of two
(and ideally, three) hours is needed for the
warm-up and role training to be meaningful, although we have facilitated brief role-training
sessions in as little as 30 minutes for ICU staff
members and currently conduct monthly one
hour sessions for first-year medical oncology
fellows.
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Table 4
A Sample of Topics Enacted in 50 Workshops Conducted for M. D. Anderson Faculty and Staff and Follow-Up
Evaluation
RNs: The struggle to communicate with an overwhelmed physician who is not telling the truth to a family member regarding
her husband’s prognosis because of his own discomfort
Gynecology residents/fellows/students: Addressing the underlying grief of a desperate mother from another country who
cannot accept the lack of further curative treatment for her young daughter with terminal lymphoma
ICU nurses: Working one’s way ‘‘out of the middle’’ by learning to be heard when a very ill patient’s attending and the ICU staff
disagree about the goals of care
Cancer center faculty: How to give effective feedback that might be construed as negative when you are supervising trainees
Patient access specialists: Dealing with angry patients or family members who could not be given an appointment for an
evaluation in the cancer center because of administrative issues, such as incomplete documentation or lack of insurance
coverage
Chaplains: Saying goodbye to a revered leader who was retiring
Mixed group of physicians, nurses, and other clinical team members: Dealing with an argumentative family member who arrives
from out of town questioning the teams about the treatment of their relative
RN ¼ registered nurse; ICU ¼ intensive care unit.

We have conducted over 40 workshops for
cancer center staff at the University of Texas
M. D. Anderson Cancer Center using sociodramatic techniques. Sociodrama is not limited to
solving the problems of the here and now but
also can help staff work through past problems, such as patient loss, and future issues involving changes in leadership, both of which
were topics of workshops we have conducted
(Table 4).
Using exit questionnaires similar to the one
described for the workshop described previously, we have found that participants consistently found that the workshops were well
organized, met their needs, and were effective.
There were several limitations to sociodramatic
workshops that also emerged from the exit
Table 5
Online Evaluation of 50 Workshops Conducted
for M. D. Anderson Faculty and Staff
Respondents (N ¼ 141)
Domain Responses

Percentage
Affirming

I learned skills and practical techniques
I have implemented one or more skills
I have found the following useful or very useful
Warm-up exercises
Role-playing challenges
Didactic skills discussion
Discussion of take-home points
Opportunities for interaction with others
I would recommend the workshop to
others
I would attend similar workshops

80
73.1
80.5
80.0
82.7
85.7
89.0
80.5
80

Representative comments included the following: ‘‘We were able to
bring up real issues and find solutions within ourselves’’; ‘‘I feel
that this course was a learning experience and one that I can use
in everyday practice’’; ‘‘I liked the role-play, but I did not like the
fact that only one case was explored’’; and ‘‘I think that you should
offer this course once a month with different (case) challenges.’’

questionnaires. In many of our workshops, we
had time to portray only one or, at most, two scenarios; thus, some attendees were disappointed
that there was not enough time; therefore, we
extended the length of the workshops from
two hours to three hours. Second, a small minority of responders to the evaluation questionnaire stated that they did not like role-play and
one participant stated that she was shy. Last, it is
difficult to know if our workshops produced
lasting skill acquisition. To probe this further,
we invited 289 participants in previous ‘‘Managing Difficult Communications’’ workshops to
complete an additional online evaluation. Of
those, 141 participants responded, indicating
a response rate of 48.8%. Results of this survey
can be found in Table 5.
A remaining challenge is how to more objectively assess skill acquisition and implementation. We are currently pursuing additional
resources to allow us to compare sociodrama
with more traditional communication skills
training techniques, such as videotaping and
small-group learning.
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