Calgary-Cambridge Consultation Framework by Dr. Juliet Draper

THE TASKS  - these are usually carried out roughly in sequence, except step 3 which goes on continuously throughout the interview

1. Initiating the session

2. Gathering information

3. Building the relationship

4. Explanation and planning

5. Closing the session

THE EXPANDED FRAMEWORK sets out steps to be achieved within each consultation

Initiating the session

· establishing initial rapport

· identifying the reason(s) for the consultation
Gathering information

· exploration of problems

· understanding the patient’s perspective

· providing structure to the consultation
Building the relationship

· developing rapport

· involving the patient
Explanation and planning

· providing the correct amount and type of information

· aiding accurate recall and understanding

· achieving a shared understanding incorporating the patient’s perspective

· planning: shared decision making

· options in explanation and planning

· if discussing opinion and significance of problems

·  if negotiating mutual plan of action

· if discussing investigations and procedures
Closing the session

The Cambridge-Calgary observation guide then goes on to define a list of the individual skills in each task in the framework

Reference Books

· Silverman et al (1998) Skills for communication with patients Oxford, Radcliffe Medical Press (ISBN 1 85775 189 2)

· Kurtz et al (1998) Teaching and Learning Communication Skills in Medicine Oxford, Radcliffe Medical Press (ISBN 1 85775 273 2)

Let’s look at each stage in turn in terms of 

a) the objectives: what are we trying to achieve and

b) the skills needed to do it
1. INITIATING THE CONSULTATION

OBJECTIVES

· Establishing a supportive environment 

· Developing an awareness of the patient’s emotional state

· Identifying as far as possible all the problems or issues that the patient has come to discuss

· Establishing an agreed agenda or plan for the consultation 

· Enabling the patient to become part of a collaborative process

SKILLS

Preparation

· Puts aside last task, attends to self comfort 

· Focuses attention and prepares for this consultation

Establishing initial rapport

· Greets patient and obtains patient’s name 

· Introduces self and clarifies role

· Attends to patient’s physical comfort, demonstrates interest and respect

Identifying the reason(s) for the patient’s attendance

· The opening question: identifies the problems or issues that the patient wishes to address (e.g. “What would you like to discuss today?”)

· Listening to the patient’s opening statement: listens attentively without interrupting or directing patient’s response

· Screening: checks and confirms list of problems or issues that the patient wishes to cover (e.g. “so that’s headaches and tiredness, is there anything else you’d like to discuss today as well?”)

· Agenda setting: negotiates agenda and format of interview taking both patient’s and physician’s needs into account

2. GATHERING INFORMATION

OBJECTIVES

1. Exploring and understanding the patient’s illness framework so as to understand the meaning of the illness for the patient

2. Allowing the patient to feel listened to, that their information and views are welcomed and valued

3. Continuing to develop a supportive, collaborative environment

4. Structuring the consultation to enable efficient information gathering and

5. allow the patient to understand and be overtly involved in where the interview is going and why

SKILLS

process skills for exploration of the patient’s problems 
· patient’s narrative

· question style: open to closed cone

· attentive listening

· facilitative response

· picking up cues

· clarification

· time-framing

· internal summary

· appropriate use of language

· additional skills for understanding patient’s perspective

content to be discovered:
	the bio-medical perspective (disease)
	the patient’s perspective (illness)

	· sequence of events 

  

· symptom analysis

  

· relevant systems review
	· ideas and beliefs
· concerns
· expectations

· effects on life

· feelings 


	background information - context

	· past medical history

· drug and allergy history

· family history

· personal and social history

· review of systems 


3. PHYSICAL EXAMINATION

OBJECTIVES

•
To ensure no serious medical condition is missed

•
To confirm or dismiss a line of hypothesising

•
Helping the patient to feel as if their complaints are being taken seriously

4. EXPLANATION & PLANNING

OBJECTIVES

· Gauging the correct amount and type of information to give to each individual patient

· Providing explanations that the patient can remember and understand

· Providing explanations that relate to the patient’s illness framework

· Using an interactive approach to ensure a shared understanding of the problem with the patient

· Involving the patient and planning collaboratively to increase the patient’s commitment and adherence to plans made

· Continuing to build a relationship and provide a supportive environment
SKILLS
Providing the right amount and type of information

Aims:  to give comprehensive and appropriate information; to assess each individual patient’s information needs;  to neither restrict nor overload

· chunk and check:  give information in assimilable chunks, check understanding, use patient’s response as a guide for how to proceed

· assess patient’s starting point: ask for patient’s prior knowledge early on when giving info; discover how much information patient wants 

· ask patient what other info would be helpful (eg etiology, prognosis)

· give explanation at appropriate times:  avoid giving advice, information, or reassurance prematurely

Aiding accurate recall and understanding

Aims:  to make information easier for the patient to remember and understand

· Organise explanation:  divide into discrete sections, develop a logical sequence

· Use explicit categorisation or signposting:  eg ‘there are 3 things I’d like to discuss’, ‘now I’m going to move on to the treatment’

· Use repetition and summarising:  to reinforce information

· Language:  concise, easily understood statements;  avoid jargon or explain it.

· Use visual methods of conveying information:  diagrams, models, written information and instructions

· Check patient’s understanding of information given or plans made:  eg ask patient to restate in own words, clarify as necessary
Achieving a shared understanding; incorporating the patient’s perspective

Aims:  to provide explanations that relate to the patient’s view of the problem; to discover the patient’s thoughts and feelings about the info given;  to encourage interaction rather than one way transmission

• Relate explanation to patient’s illness framework:  to previously elicited ideas, concerns, expectations

• Provide opportunity and encouragement for patient to contribute:  and to seek clarification or express doubts - respond appropriately

• Pick up verbal and non verbal cues eg re patient’s need to ask questions or contribute info; information overload;  distress

• Elicit patient’s beliefs, reactions and feelings:  re information given , terms used, etc;  acknowledge and address if necessary

5. CLOSING THE SESSION

OBJECTIVES

· Confirming the established plan of care 

· Clarifying next steps for both doctor and patient

· Establishing contingency plans

· Maximising patient adherence and health outcomes

· Making efficient use of time in the consultation

· Continuing to allow the patient to feel part of a collaborative process and to build the doctor-patient relationship for the future

SKILLS
· Summarising: summarises session briefly and clarifies plan of care

· Contracting: contracts with patient re next steps for patient and physician

· Safety-netting: safety nets appropriately - explains possible unexpected outcomes, what to do if plan is not working, when and how to seek help

· Final checking: checks that patient agrees and is comfortable with plan and asks if any corrections, questions or other items to discuss

BUILDING THE RELATIONSHIP

OBJECTIVES
The objectives that we seek to accomplish in building the relationship with the patient can be summarised as:

1. Developing rapport to enable the patient to feel understood, valued and supported.
2. Reducing potential conflict between doctor and patient.
3. Encouraging an environment that maximises accurate and .efficient initiation, information gathering and explanation and planning.
4. Enabling supportive counselling as an end in itself.

5. Developing and maintaining a continuing relationship over time.
6. Involving the patient so that he understands and is comfortable with the process of the consultation.
7. Increasing both the physician’s and the patients’ satisfaction with the consultation.
SKILLS
Non-verbal communication

· Demonstrates appropriate non–verbal behaviour e.g. eye contact, posture & position, movement, facial expression, use of voice.  

· Use of notes: if reads, writes notes or uses computer, does in a manner that does not interfere with dialogue or rapport.
· Picks up patient’s non–verbal cues (body language, speech, facial expression, affect); checks them out and acknowledges as appropriate .
Developing rapport

· Acceptance: acknowledges patient's views and feelings; accepts legitimacy, is not judgmental.
· Empathy and support: e.g. expresses concern, understanding, willingness to help; acknowledges coping efforts and appropriate self-care.               

· Sensitivity: deals sensitively with embarrassing and disturbing topics and physical pain, including when associated with physical examination.
Involving the patient

· Sharing of thoughts: shares thinking with patient to encourage patient’s involvement (e.g. “What I’m thinking now is.......”).
· Provides rationale: explains rationale for questions or parts of physical examination that could appear to be non-sequitors.                                                 

· Examination: during physical examination, explains process, asks permission.

