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Abstract

ing previous goal-related clinical training.

Background: Assess the feasibility of using goal attainment scaling (GAS) in care planning for older adults with
complex needs. GAS is an individualized approach to goal setting and follow up using a quantified scale. To date, little
is known about the feasibility of GAS among this population.

Methods: We conducted a qualitative study with a sample of 28 older adults and 23 providers from diverse set-
tings to evaluate the value and challenges of this approach. We conducted semi-structured interviews and iteratively
coded and analyzed interview transcripts for themes related to value, challenges, and implementation.

Results: Most older adults and providers reported that the GAS approach added value to the care encounter. GAS
supported collaboration and patient accountability for their goals, though it could be demotivating to some patients.
Some older adults and providers noted that GAS could be confusing and that it was uncomfortable to talk about
negative outcomes (i.e, the — 2 and — 1 boxes of the scale). Factors that facilitated implementation included using
visual copies of the GAS forms, having an established patient-provider relationship, practicing the approach, and hav-

Conclusions: GAS was feasible to implement across diverse settings, and, despite challenges, both older adults and
providers reported that it added value to care planning encounters with the potential to improve delivery of person-
centered care. Further efforts to demonstrate the applicability and benefit of this method for older adults are war-
ranted, particularly to address implementation of the approach.

Keywords: Qualitative, Goal-based care, Person-centered care, Goal attainment scaling

Background

There is broad agreement that patient goals and priorities
should guide care and quality measures used to evalu-
ate care [1-3]. For older adults with multiple chronic
conditions and functional limitations, clinical guidelines
have pointed to the importance of providing goal-based
care [4, 5]. For this complex population, goal-setting
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has shown to reduce patient-reported treatment burden
and receipt of unwanted care and correlates with greater
physical and social wellbeing and care satisfaction [6, 7].
Additionally, the Centers for Medicare and Medicaid Ser-
vices (CMS) supports aligning care with patients’ goals as
demonstrated by the “Meaningful Measures” initiative,
which calls for quality measures where “care is personal-
ized and aligned with patient’s goals” [8].

Despite agreement on its importance, there is wide
variation in approaches to eliciting and documenting
goals [9, 10]. Without a consistent method for document-
ing goals and tracking progress for complex patients,
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Goal: Go outside once in the next 3 months.
h Much
Much less than Somewhat less Somewhat better uch better
expected (-2) than expected (-1) Expected (0) than expected than expected
(+1) (+2)
Does not go . .GO outside once Go outside and
. . Go outside in next 3 months
Stops getting outside. Gets out of . down the block;
once in the next | and go down the .
out of bed. bed and walks a . g0 out to senior
. 3 months. block in
few steps in house. . center once.
wheelchair.
Fig. 1 Example of scaled goal using goal attainment scaling

professional health and social care providers’ may have
no way to evaluate whether care is helping patients
achieve the outcomes important to them. A standardized
approach to patient-centered goal elicitation, documen-
tation, and progress tracking could help both providers
and health systems ensure patients with complex condi-
tions achieve what matters most to them.

Goal attainment scaling (GAS) offers a structured
approach for goal setting and measuring goal progress
that could support measurement and monitoring. In
addition to facilitating patient-centered goals, a key
feature of GAS is that goals can be customized to the
individual, but their progress can be tracked in a stand-
ardized way resulting in a quantitative score compara-
ble across individuals [11]. The GAS process involves
patients and providers jointly setting a goal and defining
a set of possible outcomes along a 5-point scale ranging
from “worse than expected” to “better than expected” A
numerical weight from — 2 to+ 2 is assigned to each pos-
sible outcome (Fig. 1). GAS allows patients to articulate a
goal that is important to their self-defined well-being and
work collaboratively with their provider to develop a care
plan that allows scaled achievement of that goal.

At follow-up, the patient and their provider discuss the
individual’s progress and determine which outcome most
closely matches what the individual achieved in the time
since their previous visit.

GAS has been used in various settings, including hos-
pital [12—14], primary care [15], and physical rehabilita-
tion [16], and with diverse populations of older adults
with complex needs, including older adults with mul-
tiple chronic conditions [15], individuals with cogni-
tive disorders [17] and dementia [18], and older adults
with functional limitations [19]. Toto et al. [15] showed
that the GAS approach was feasible in geriatric primary

! For the remainder of the manuscript, this term will be shortened to “provid-
ers”.

care and aided in setting meaningful goals. In a study in
dementia care management with 101 patients, Jennings
et al. [18] likewise found that the approach was feasible,
and 74 percent of participants achieved their goals. Simi-
lar results for goal achievement were seen in Waldersen
et al. [19], with 74 percent of 226 older adults with func-
tional limitations attaining their goals.

Despite its promise, studies using GAS with older
adults have often been limited in sample size or to single
site evaluation [15, 18, 20—22],many have solely focused
on populations facing a single acute diagnosis [18, 23—
25]. Several studies have highlighted the additional train-
ing, trust-building, and time needed to administer GAS
[22, 24], suggesting that the integration of GAS into
routine care may prove challenging. To our knowledge,
studies have yet to assess the benefits and challenges of
integrating GAS into primary care or complex care man-
agement, nor have they conducted qualitative analysis to
understand the experience of both providers and older
adult patients using GAS in such clinical settings.

To address this gap, we conducted a pilot study to
understand the feasibility of implementing GAS in rou-
tine clinical care across seven clinical sites in the United
States [26]. In this pilot, GAS was implemented with 184
older adult patients with multiple chronic conditions
and functional disability (10-59 patients per site) and 33
providers. Results from the study found that most of the
individuals using GAS met their goal (74%). Providers
rated the GAS approach as useful for providing patient
care, but the study did not address the older adults’ and
providers’ experience with the process. To fill this gap
in the literature, we report on the experiences of older
adults and providers and summarize the themes that
emerged from in-depth, qualitative interviews that cov-
ered both perceived value and challenges using GAS in
care planning.
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Methods

Study design, setting and participants

Seven sites participated in a learning collaborative
designed to improve the quality of care for older adults
with complex conditions by incorporating GAS into
routine care (Table 1). Three of the organizations were
private health insurers, two were integrated health care
systems, and two were geriatric home-based primary
care practices; they varied in geographic region, organi-
zation structure, specific population targeted, and
number and type of providers who participated (see
Table 1) [26].

The learning collaborative occurred from July 2016
through July 2017. Providers at each site participated
in an in-person training (1.5 days) on GAS and imple-
mented GAS in their practice as a quality improvement
activity. The learning collaborative included knowl-
edge sharing across the participating organizations in
monthly hour-long telephone meetings and an in-per-
son conference at the end of collaborative.

Between March and July 2017, we conducted quali-
tative interviews with patients and providers to under-
stand their perspectives on setting goals, measuring
progress, and achievement of outcomes using the GAS
approach. The Advarra Institutional Review Board
(Columbia, Maryland) approved this study.

For the qualitative interviews with patients, we
recruited 28 individuals from 184 older adults who
participated in the larger study [26] based on their
willingness to meet with researchers and share expe-
riences [27]. Our sampling approach was a multi-step
opt-out process for the older adults. Providers at the
participating organizations approached older adults
to gauge their interest in participating in an interview.
If the older adult expressed interest, the researchers
contacted the older adult to confirm their interest and
schedule the interview during a 3—4 day window when
the study team was on-site. We used two sample, two-
tailed t-tests and chi-square tests to compare the char-
acteristics of interviewed patients to patients who did
not participate in interviews.

We conducted qualitative interviews with 23 providers.
At three of the sites, we interviewed all providers partici-
pating in the pilot and at the remaining 4 sites a smaller
subset of providers based on their willingness to be inter-
viewed and availability during the site visit.

Data collection and analyses

Separate semi-structured interview guides were devel-
oped for older adults and providers. The guides included
questions related to the process of using GAS and the
overall experience with the approach.

Page 3 of 12

Prior to the interview, all participants (older adults
and providers) were provided with an information sheet
describing the study and the interview. At the beginning
of the interview, the researchers reviewed the informa-
tion sheet and obtained informed consent prior to con-
ducting the interview. All participants provided verbal
consent to participate in our study.

Interviews with older adults

At each site, two researchers trained in qualitative
methods conducted interviews with older adults. Both
researchers were present for each interview. Interviews
lasted an average of 30 min and were conducted in the
older adult’s usual care setting: in-clinic (n=8) or at
home, either in person (n=11) or by telephone (n=9).
All older adults interviewed received a $50 gift card for
their time and participation.

Interviews with providers

At each site, two researchers trained in qualitative meth-

ods conducted interviews with providers. Both research-

ers were present for each interview. Interviews lasted an

average of 60 min, and generally took place in a clinic.
Interviews were digitally recorded and transcribed ver-

batim by a professional transcriptionist.

Analysis

Data analysis began in June and continued through Sep-
tember 2017. Although there was one-month overlap
between data collection and analysis, our analysis did not
inform the subsequent interviews (n=3). We used an
iterative approach in our analyses, allowing for emerging
themes to shape subsequent analysis. To improve meth-
odologic rigor and validity, the team conducted analysis
utilizing three methodological principles: constant com-
parison (p. 210), negative cases (p. 89), and rival thinking
(p. 211) [28].

The data analysis began with preliminary review of a
sub-sample of interviews (N=5) by the primary coder
(CAC). An initial codebook was developed based on the
interview guides and initial review of interviews. The
coding team included two additional researchers. Inter-
coder reliability for the coders was established with the
same sub-sample of interviews. Inter-coder reliability
was defined as applying the same code to a similar sec-
tion or passage of the text.

The team independently coded the remaining tran-
scripts using NVivo 11 Pro, a qualitative data manage-
ment and organization software. The team met weekly
to share observations, add new codes, and reach consen-
sus on complex interview passages. The three methodo-
logical principles listed above informed these meetings:
Team members were instructed and encouraged to
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Table 2 Comparison of patients interviewed to total sample

Page 5 of 12

Interview sample (N=28)
Mean (SD)

Total sample (N=184)
Mean (SD)

Age? 74 (881) 7441 (10.71)
Chronic conditions (out of 16) 3.71(1.83) 3.78(1.86)
ADL limitations (out of 6) 2.7901.77) 2.75(2.09)
N (%) N (%)
Female 19 (68) 129 (70)
White 20 (71) 144 (78)
Hispanic 2( 10 (5)
Cognitive impairment 2 ( 36 (20)
Interview setting—Clinic 8 ( -
Interview setting—Home 11 (39) -
Interview setting—Phone 9(32) -

2 Ages above 89 recorded as 89

compare that week’s coding to findings from previous
weeks (e.g., constant comparison), to highlight instances
in which data differed from the main themes (e.g., nega-
tive cases), and to acknowledge alternative interpreta-
tions (e.g., rival thinking).

The final codebook was developed after all transcripts
were coded. Previously coded transcripts were reviewed
with the final codebook to ensure that all codes were
appropriately represented in the final analysis.

Results

Participant characteristics

On average, the older adult participants (N=28) were
74 years of age (SD 8.81) with multiple chronic conditions
(mean 3.71) and multiple activities of daily living (ADL)
limitations (mean 2.79). The majority of older adults were
female (67.9%), white (71.4%), and non-Hispanic (92.9%).

Older adults represented in our sample were similar
to the population of the larger study in age, gender, race/
ethnicity, chronic conditions, cognitive impairment and
ADL limitations, with no statistically significant differ-
ences between the two groups on these characteristics
(p>0.05) (Table 2). Two interview participants were iden-
tified by their physician as having cognitive impairment
but were still able to provide informed consent to inter-
views. Patients with cognitive impairment participated
in the pilot with a friend or family caregiver who assisted
in goal setting and monitoring goal achievement. How-
ever, interviews with caregivers of these patients were not
included in this analysis.

The 23 providers interviewed, comprised of regis-
tered nurses (10), nurse practitioners (4), social work-
ers (6), physicians (2), and 1 patient navigator. Fourteen
(60.9%) had more than 3 years of work experience at the

participating sites. Of those with more than 3 years of
experience, the average length of tenure was 5.4 years.
Length of tenure was missing for 1 provider (social
worker).

Findings

Overall, most older adults and providers reported that
using GAS added value to the care planning encoun-
ter, although some expressed challenges. Table 3 sum-
marizes the key themes identified from interviews with
additional quotes.

Goal attainment scaling allows for shared decision making
with older adults and providers.

Many older adults said they liked the collaborative
nature of the process of working with their provider
on setting a goal and using GAS to follow progress.
For example, a 64-year-old woman described the goal-
setting process as a process where “we both had some
input in it. That’s what was nice about it” (Older Adult,
Interview P16). Participants described goal setting
in the care visit as a joint venture with their provider
where both parties had a voice. A 77-year-old man said:
“I've compromised a little, she’s compromised a little”
(Older Adult, Interview P18).

Generally, providers viewed the process of goal set-
ting and the GAS approach as supporting collaboration
with their patients in the care visits. A social worker
explained the positives of this collaborative effort,
saying,

This is the [goal] that they are focused on because
this is the one that they’ve had so much input on...
this involves them having to have a discussion in
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Table 3 Themes from interviews with older adults and clinicians using goal attainment scaling

Quote(s)

Theme

Goal attainment scaling allows for shared decision making with older
adults and clinicians

Goal attainment scaling supports communication and care planning

Goal attainment scaling adds accountability, which may motivate or
demotivate patients

Goal attainment scaling can be confusing

Goal attainment scaling includes scaling negative outcomes, which
can be disconcerting for clinicians and patients

Facilitators and barriers

A visual reminder

Developing rapport

Repeated use of the method

Previous training

“When you're so used to doing everything for yourself and you can't do it
anymore, so anyway, | think | was pretty low, thinking | don’t want to live like
this. And she kind of brought out the idea of well, you've got so many skills, you
know, why don't you — and you talked about that — why don't you do that? And
so | did, with her encouragement” - 82-year-old woman, Interview P25
“I'think that’s almost humble in, like, do you really — it was humbling to me
always how little | know...And I'm always surprised, and that's a good thing.

I mean, it was humbling that no one had ever asked this person what she

had wanted. And it was humbling to be with [name], like, well, | want to do a
slideshow. | would never, you know, thought someone would have that capac-
ity. That was, you know, it always makes me, like, as a clinician, it makes me
stop and pause, and those were always good things, where | could just stop and
pause.” — Social worker, Interview C19

“I'think helpful because just the same thing, like having these conversations
and...what comes out of the conversations is like 'What do you need to make
this happen, and how can we support you?” — Social worker, Interview C3

“I'told her, I don't want to set a timeline, because | don't know if  can really reach
that” You know, | don't want to put a time limit on myself because, like | said,

| -somedays, I'm just really, really depressed, and I've been so sick...And lately
I've been in a lot of pain, | feel, and re-injured my back. And, like, now I'm not
focusing on nothing but trying to get this pain under control. So | don't set a
time limit on myself” — 67-year-old woman, Interview P1

“When they see that there is so much potential forimprovement without having
to take these big leaps, | think that's a motivating thing for them, too." - Regis-
tered nurse, Interview C12

“lwould sit there and read it with them because some of them were kind of
vague, you know.. . They were like — it was kind of like a tongue twister to them.
They just didn't understand, so | kind of like — that’s why | kind of read every one
to them.” — Physician, Interview C18

“Well, we didn't so much talk about what would happen to me if | didn’t reach
my goals, but she has faith in me. She knows that | push myself and she knows
I'll reach them. She doesn’t doubt me.” — 67-year-old woman, Interview P1
“Theyd be like, 'Why are you asking me if it’s — like 'm going to meet this goal.
Like, 'm going to do it. So why are you asking what would be a little bit worse?
There’s no little bit worse. Like, this is — I'm going to do it/ you know? And they
were getting really frustrated by the scaling process.” — Social worker, Interview
C3

“With my age to a lot of times | will forget. ..but with her coming in with the
sheet, and this is what we said we're going to do the last time [ came in. I'm like,
“OK” Well, that makes me want to say, “Well, OK. Well, let me write this down
here” Or, “Let me stick it on my calendar.”- 64-year-old man, Interview P15

Interviewer: Do you feel that she was comfortable talking with you about it?
68-year-older woman: Yes...Because she’s very easygoing, you know, to talk
to and, you know...you can get along with her very well, you know, and she'll
communicate with you very easy. (Interview P3)

Interviewer: Were you comfortable were you using the Goal Attainment Scale
with patients?

Nurse practitioner: Not comfortable at the beginning, but then the more you
do it, very comfortable. (Interview C17)

“It’s work that we were already doing. So it wasn't, like, for some revolutionary,
brand new topic or idea.” — Registered nurse, Interview C5

what they want and how they hope to achieve it.
(Provider, Interview C12)

Another provider said, "It solidified the relationship. It
solidified the transparency as far as what we were work-
ing towards, and what I heard" (Provider, Interview C5).

Goal attainment scaling supports communication and care
planning.

Older adults also explained how using the GAS approach
differed from their usual process of working with their
providers. One 75-year-old woman felt that she had
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"more opportunities now to go after [her] goals" when
using the GAS approach (Older Adult, Interview P14).
Participants also explained that the GAS approach was
easier to understand as compared to the standard goal
setting offered by the site. A 64-year-old man said,

Well, it's a little easier for us. And well, you know,
I don’t really -- I wasn’t really motivated, have the
ambition, you know, to really say I know I should,
but I didn’t. But with her and this program here,
because she is like, “Well, OK, well..” And I do find
out -- I have found out that in doing some of the
things that we put down, there’s strength in me
(Older Adult, Interview P15).

Several providers commented that the GAS was a useful
method even when the older adult did not meet the goal
they had set. In fact, some providers said that re-scaling
the goal during follow-up encounters after challenges or
setbacks was the most meaningful part of the GAS work.
As a social worker explained, even when an older adult
does not meet their goal,

It allows for a good conversation about...what the
challenges were, and what kind of things can we help
you to overcome those (Provider, Interview C3).

Several providers found that using GAS with their
patients uncovered new goals and concerns. As one nurse
described it:

So you go in and you're like, ‘OK’ In my head I think
I kind of know what they're going to pick. And they
pick something completely different. That’s cool. I
would have never pegged that (Provider, Interview
Cl10).

A social worker commented that the GAS method
“opened the door for discussion [of] things that they
hadn’t even mentioned before” (Provider, Interview C14).

Providers also described the utility of the GAS method
to inform patients’ care plans. One nurse who visited
older adults in a rehabilitation facility commented,

I was made more aware of the time spent at the bed-
side, how much you can gain from that conversa-
tion, how much information you can gain to make
the right referrals and to set that patient up for even
a greater success post-discharge (Provider, Interview
C9).

Goal attainment scaling adds accountability, which may
motivate or demotivate patients.

Many older adults described the process of goal setting
as motivating. When asked why she wanted to continue
with setting goals, a 68-year-old woman explained,
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Because it kind of gives you incentive, you know, and
a person being home all the time gets in a rut, you
know, and do the same things every day, every day.
And this kind of gives you a goal to do something
(Older Adult, Interview P3).

A 58-year-old woman said,

Well, it's [goal-setting] very important for me,
because that’s -- that’s what makes me -- that's what
keeps me going (Older Adult, Interview P21).

Several older adults said they thought that other individ-
uals could find the process to be motivating as well.

A 67-year-old woman described the GAS method this
way:

It helps you focus because you've got the paper right
there, and then you want to be able to write down
that you walked and that you made some improve-
ment, and its -- It reinforces -- It's a positive rein-
forcement and I think that would help keep anybody
just a -- you know, more motivated (Older Adult,
Interview P6).

Despite their general positive feelings about the process,
a few providers did express concern that patients might
feel sad or guilty when they did not make expected pro-
gress. For example, when asked to compare the GAS
method to usual practice, one social worker said,

I think maybe because this was like this process
where it was documented, and it was this whole
thing, it felt like she had somehow let us down by not
achieving the goal (Provider, Interview C3).

Furthermore, some older adults said they felt bad when
they did not meet the goal they had set for themselves. A
63-year-old woman commented that she did not like this
method of working with her provider because,

1 feel like I'm expected to do this, you know, after 1
say this is what I want to do...It makes me feel guilty
when I can’t do what I said I wanted to do (Older
Adult, Interview P17).

Another participant, a 67-year-old woman, worried pro-
spectively about the potential outcomes of not reaching
her goal and feeling negatively. She said, "And then if my
goal come, and I haven'’t reached that goal, then I will feel
bad" (Older Adult, Interview P1).

Goal attainment scaling can be confusing.

Providers also worried about confusing patients with the
process and the standardized scales involved with the
GAS method. The 5-point GAS scale is a set of possible
outcomes ranging from “worse than expected” to “better
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than expected’, with a numerical weight from — 2 to+2
is assigned to each possible outcome. One nurse said,

1 feel like the one thing that was a little bit confusing
was the goal, and the starting at zero and the plus
and the minus was slightly confusing to some people
(Provider, Interview C13).

Some older adults also noted confusion with the
GAS method for goal setting. A 63-year-old woman
commented,

The whole thing is difficult...the questions, you know,
making the goals and stuff. It's always been hard for
me to understand it since it came out, you know, and
I really don’t like it (Older Adult, Interview P17).

Another example was mentioned by an 86-year-old man
who described his confusion with understanding the
direction he was supposed to be working towards with
the scaling, which was resolved by a conversation with
his provider.

86-year-old male: Sometimes I get confused on
which way we’re going...but then when he tells me,
I understand where we're going. (Older Adult, Inter-
view P20)

Interviewer: OK. So, it’s a little unclear -- so, it’s about
how you're scaling the goal to be better than expected
but Dr. [Name] helps you kind of understand?
86-year-old male: Right. He explains it a little better
and then I understand. (Older Adult, Interview P20)

Goal attainment scaling includes scaling negative outcomes,
which can be disconcerting for providers and patients

Some providers commented on the issue of discussing
negative outcomes (goal attainment that was less or much
less than expected) with patients and worried about con-
fusing or upsetting them. One nurse practitioner relayed
an encounter to the interviewer:

If you got somebody that’s really gung-ho... [and]
you're bringing up, ‘Well, what if you didn’t do it?’
[They] say, 'No, but I am going to..You're supposed
to have confidence in me. You're supposed to think
I can do this. Why are you asking me what it would
look like if I don’t do it?’ So that was an interesting
thing. That didn’t happen all the time, but I think it
happened a couple times (Provider, Interview C4).

Goal attainment scaling implementation facilitators

and barriers

Across and within the seven sites, there were slight vari-
ations in how GAS was implemented. Providers noted
several steps that made GAS easier to implement.
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A visual reminder At four of the seven sites, providers
gave older adults a physical copy of their scaled goal.
Several older adults at sites who provided a physical
copy commented that they liked seeing their goal writ-
ten out, and that the paper copy served as a physical
reminder to focus them. As a 67-year-old woman said,
“it gave me something definite that I could see in black
and white” (Older Adult, Interview P6). In other inter-
views, older adults mentioned keeping the form in a
visible place in their home—such as putting it on the
refrigerator, in their calendar or appointment book, or
by their bedside—in order to help them stay focused on
meeting their goal.

A 63-year-older woman mentioned that had she
been able to see the worksheet (which was present in
the interview), it would have made more sense and she
would have preferred to fill it out herself.

Developing rapport Patients and providers said GAS
was easier when they already had a relationship of rap-
port and trust.

Interviewer: What do you think makes it easy to
talk to her?

82-year-old woman: Because I've developed trust,
she’s developed trust. (Older Adult, Interview P25).

Repeated use of the method Providers explained that
the initial visit where the goal and the scaling was estab-
lished was the longest and least comfortable as the GAS
method was a new process to them. As providers con-
tinued to implement the GAS approach and became
more comfortable, the time added to the length of the
encounter decreased. A nurse described the experience,
saying,

I became more comfortable with it. I mean, obvi-
ously, those first couple of times, I probably
sounded like I was fumbling. But, towards the
end...I was -- yeah, overall felt comfortable with it
(Provider, Interview C9).

Previous training Providers who had experience with
goal setting or motivational interviewing expressed that
GAS was more a continuation of their usual care.

Social worker: I mean this is where I kind of just
tried to like weave it in because we normally have
conversations with our patients about goals usu-
ally. So, you know, it would just kind of -- it didn’t
feel that uncomfortable because I just sort of had
the conversation that I would usually have around
setting the goal (Provider, Interview C3).
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Discussion

This study suggests that that the use of GAS was feasi-
ble with older adults with multiple chronic conditions
and functional limitations in various clinical settings,
and older adults and providers found value in the pro-
cess. Still, the GAS approach can be challenging, and
participants identified key facilitators that may help to
overcome these issues, such as using physical copies
of the GAS form as a visual reminder, developing rap-
port in the patient-provider relationship, repeatedly
using the method, and capitalizing on previous training
like motivational interviewing. As with all qualitative
research, the researchers bring their own experiences
to data collection and data analysis. We acknowledge
that the gender (female), race (White), ethnicity (non-
Hispanic or Latino) and professional dynamics of our
researchers may have influenced data collection. For
example, our non-clinical backgrounds may have influ-
enced how the providers tailored their responses (e.g.,
avoiding clinical jargon). In response, during data anal-
ysis, we attempted to maximize methodologic rigor in
our research process [29].

Our qualitative findings expand upon and provide con-
text for the findings of Giovannetti et al. [26]. Giovannetti
et al. [26] found that, on a 10-point scale (1-10), provid-
ers rated GAS as high for usability on the three domains:
Determining which services and supports to provide,
helping patients achieve their goals, and helping patients
track their progress [26]. While we might expect that a
method for measuring goal progress and achievement
would score well in the second and third domains, our
qualitative interviews with providers may speak to the
high scores for “determining which services and supports
to provide”. Providers described GAS as adding value to
the care encounter and supporting patient-provider com-
munication and care planning. These perceived benefits
may directly impact the provider’s decision-making pro-
cess for determining the appropriate services and sup-
ports for their patient.

It is important to note, due to the study design and
implementation of Giovannetti et al. [26], we cannot dif-
ferentiate our findings specific to goal setting and find-
ings specific to GAS. For many patients and providers,
this was their first experience with both, challenging our
ability to dissect these experiences. We recommend that
future research efforts attempt to disentangle goal setting
and GAS to improve our understanding of both sepa-
rately as well as in combination.

The health care system often misses the opportunity
to involve patients in their care, even less so to account
for their diverse care preferences and goals [30]. The
GAS approach in this study highlighted opportunities
for older adults and providers to discuss what mattered
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most. Our findings of perceived improvements in shared
decision-making, communication, and care plan devel-
opment align with existing GAS literature [18, 22]. Javadi
et al. [22] found that the use of GAS enabled providers
to learn more about their clients’ priorities and health
situation, which is supported by our findings from pro-
viders. For care managers of individuals with dementia
and their caregivers, Jennings et al. [18] found that use of
GAS improved provider understanding of what mattered
to the patient and facilitated conversation regarding set-
backs and limitations. Our study supports those findings
from the provider perspective and supplements with the
perspective of patients.

Our findings suggest that the GAS method may offer
accountability, which was expressed by both older adults
and providers. Accountability is a foundational aspect of
patient activation and engagement, which is described
as the patient’s “motivation, knowledge, skills, and con-
fidence to make effective decisions to manage their
health” [31]. Our study participants noted that the use
of GAS increased their sense of accountability for their
own goals. However, accountability was not universally
deemed positive as some patients described it to be
demotivating. The facilitators and barriers to implemen-
tation, such as established patient-provider rapport and
previous clinical training to elicit goals, may offset these
feelings of demotivation or fear of failure expressed by
patients. To that end, our findings highlight that provid-
ers may benefit from additional training on GAS admin-
istration and motivational interviewing to better position
them for successful goal-setting encounters with patients.

GAS is a tool that may offer value for both patient care
and for evaluating quality of care. Using GAS, providers
can have collaborative discussions with patients to iden-
tify the patient’s ideal outcome. By understanding and
responding to the preferences and goals of the patient,
providers may be better able to engage patients and car-
egivers, identify problems, and prescribe or recommend
care more aligned with what matters most to them. With
GAS, providers can measure these prioritized outcomes
on a standardized scale and track progress over time. The
standardized, yet personalized, methodology helps illus-
trate how well a provider or care team is helping indi-
viduals achieve the outcomes that matter most to them, a
key pillar in The John A. Hartford Foundation and Insti-
tute for Healthcare Improvement Age-Friendly Health
System initiative [32].

This study highlights areas of future research, particu-
larly for integrating GAS into clinical care. Implementing
GAS on a large scale [26] magnifies the challenges with
integrating the approach. Considering barriers to imple-
mentation, providers in our study mentioned longer
encounter times due to GAS, which improved with time
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but still increased the length of the care visit. Previous
research has explored simplified approaches to GAS,
including pre-worded goals and 3-point scaling [24, 33].
Time added to the encounter and provider buy-in for this
approach need to be addressed moving forward, since
longer encounter time often reduces provider revenue in
the fee-for-service health care system. Further research
into ways to improve the integration of goal-based care
into existing financial reimbursement systems (i.e.,
replacing lower value care, developing an approach for
billing this service as part of a value-based payment pro-
gram or fee-for-service reimbursement system) can help
reduce inefficiencies and address some of these concerns.

This study has a number of limitations. First, our find-
ings were based on a small, convenience sample of older
adults with multiple chronic conditions and functional
limitations enrolled in care management programs. This
sampling strategy was chosen to ensure availability and
willingness to participate, as well as an adequate ability
to communicate [34, 35]. Despite the limitations, this
method resulted in a rich understanding of both the
provider and patient experience [36, 37]. Second, our
interview sample was predominantly female and white.
Further research is needed to determine whether pro-
vider and patient perspectives would be similar when
GAS is used with diverse patient groups.

Conclusions

Overall, the GAS method is promising and requires
training and preparation for all parties, including provid-
ers, patients, and family members. Given the potential
benefit and the implementation learnings from this study,
further efforts to demonstrate the applicability and ben-
efit of the GAS approach for older adults are warranted.
Such work should specifically address implementation
issues on a larger scale.

Appendix 1: Interview guide for providers
Process of using GAS approach

1. About how many older adults with functional limita-
tions have you cared for in the past 12 months where
a form like this was completed and reviewed during
the visit?

2. Can you describe for me how you used the goal
attainment scaling approach in the visit? Walk me
through the process step by step.

3. Did using the goal attainment scaling approach add
time to your average encounter with a patient?
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Perceived value of GAS approach

4. When you began using this goal attainment scaling
approach with patients, was it clear to you how this
could help support patient achieve their goals and
self-manage?

PROMPT: Did it work out the way you thought it
would? Why or why not?

5. Can you tell me on a scale of 1-10 how helpful the
goal attainment scaling forms have been for the fol-
lowing (10 being most helpful and 1 being least help-
ful)?

(a) Helping patients track their progress

(b) Determining which services and supports to
provide to the patient

(c) Helping the patient to achieve their goals
PROMPT to follow up on positive responses:
Can you tell me why or how you think that
works?

Discussing GAS with patients

6. How comfortable were you using the goal attain-
ment scaling form with patients?

7. How comfortable were patients using the goal
attainment scaling form?

8. Was there anything you did to make patients feel
more comfortable using this form?

9. Would you want to continue to use the goal attain-
ment scaling form with patients in the future? Why
or why not?

10. Are there any changes you might recommend to
the goal attainment scaling process to make it eas-
ier to use or more valuable?

Wrap up questions

11. Are there any ways that using goal attainment scal-
ing process has surprised you? PROMPT: If yes,
please explain

12. Are there any changes you might recommend to
goal attainment scaling approach to make it easier
to use or more valuable?

Appendix 2: Interview guide for older adults
Process of using GAS

At your recent (or today’s) visit with [Provider], you
talked about one or more goals using this worksheet.
[refer them to their last completed GAS worksheet].

The goal you settled on was [insert goal from
worksheet].
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1. Is this important to you?

2. Is there another goal that would be more important
to you?

3. Who decided what goal you would work on? You,
[Provider], or someone else.

4. Was it difficult to decide which goal to work on?

5. What was it like using this worksheet to document
the goal and outcomes?

6. What was it like tracking your progress towards
achieving the goal using the worksheet?

7. Was the timeframe for attaining the goal too short,
too long or just about right?

Experience of using goal attainment scaling in care
provider conversations

8. How comfortable were you discussing the goal you
documented with [Provider]?

+ Prompt: Was [care provider name] the right per-
son to talk about this goal with? If not, who would
you rather have discussed them with?

9. Did you feel that [Provider] was comfortable talk-
ing with you about it? If not, what made you think
that?

10. Do you think [Provider] understands what is
important to you?

11. Did the worksheet help [Provider] understand
what is important to you? In what ways?

12. Did [Provider] make this goal part of your care
plan? How?

13. Did you discuss how the goals would be achieved?

+ Prompt: How much help did the care provider give
you in thinking about how to achieve your goals?

14. If you and [Provider] have talked about care plans
in the past, how was it different using the work-
sheet? Can you give an example?

Wrap up questions

15. Do you want to use this worksheet again in the
future with [Provider]? Why or why not?

16. Do you think that this worksheet could help other
people to focus on care goals? What would you
change the make it better?
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