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Objectives
By the end of this presentation, you will be able to confidently 
apply the practice of having conversations about goals of care.

To achieve that promise we 
commit to answer these 
questions:
What - what is goals of care?
Why - why is it important?
When - when do you apply it?
How - how do you practice it?
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Palliative 
Care as 

Defined by 
HPCO

“a special kind of health care for 
individuals and families who are 
living with a life-limiting illness 
that is usually at an advanced 
stage. 

The goal of palliative care is to 
provide comfort and dignity for 
the person living with the illness 
as well as the best quality of life 
for both this person and his or 
her family”
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The Nurse 
Practitioner 
Role Patient 

Examples 

62 yo with 
ALS, text to 
voice app

6 yo CF in 
Mennonite 
community

69 yo with met. 
Renal ca (AS, 

CAD, CHF)

91 yo with 
Dementia

29 yo met. 
Breast ca



Substitute Decision Maker (SDM)  
Requirements to be a Substitute Decision 
Maker in Ontario:
1. Being mentally capable of understanding the 

treatment/care being proposed and appreciating 
the consequences of consenting or refusing the 
treatment decision

2. Be at least 16 years old (unless you are the 
parent of the incapable person)

3. Not prohibited by court order or separation 
agreement from acting as SDM

4. Available in person, by phone or via electronic 
communication

5. Willing to act as SDM
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Objectives
By the end of this presentation, you will be able to confidently 
apply the practice of having conversations about goals of care.

To achieve that promise we 
commit to answer these 
questions:
What - what is goals of care?
Why - why is it important?
When - when do you apply it?
How - how do you practice it?
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Goals of Care – Operational Definition

• Overarching aim of medical care for a patient

• Informed by patient’s underlying values and priorities

• Established within the current clinical context

• Used to inform decisions about the use of or limitation on a 
specific medical intervention

• Could include advanced care planning.
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Dimensions of Goals of Care - Conceptual

• Shared decision making 

• Open communication 

• Provides psychological and emotional support to patients and 
families making difficult decisions

• Includes self-sufficiency, life enjoyment, connectedness and 
legacy, balancing quality and quantity of life and engagement 
in care.
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• Inclusive approach should consider current diagnosis, treatment 
approach, state of health, is it time to remove an intervention

• specific life goals (attending a family event or strengthening 
relationships, completing a task)

• Improving or maintaining quality of life

• Support for family members
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How confident are you having a 
conversation about Goals of Care ?

Post in the chat
Not very confident very confident
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Objectives
By the end of this presentation, you will be able to confidently 
apply the practice of having conversations about goals of care.

To achieve that promise we 
commit to answer these 
questions:
What - what is goals of care?
Why - why is it important?
When - when do you apply it?
How - how do you practice it?
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Outcomes to Goals of Care Conversations  

Reduction in hospital utilization

Reduction in unwanted aggressiveness in 
medical management at the end of life

Increase use of hospice services

Decreased family conflict

Dying in preferred place of death.
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Barriers  to Goals of Care Conversations 
Patient in denial of their palliative diagnosis

Difficult prognosis such as a chronic disease

Not having enough time to have the conversation

Comfort level of clinician to have the conversation

Patient not emotionally prepared 

Language or hearing impairment

Capacity impairment



Who introduced conversations regarding 
wishes, values & beliefs regarding care?
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Family/friend
His/her family doctor
Palliative care doctor

Nurse practitioner
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Other doctor/specialist
Homecare nurse (not NP)
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Hospice Nurse
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2019/20

2018/19
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Objectives
By the end of this presentation, you will be able to confidently 
apply the practice of having conversations about goals of care.

To achieve that promise we 
commit to answer these 
questions:
What - what is goals of care?
Why - why is it important?
When - when do you apply it?
How - how do you practice it?
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When is the best time to initiate the 
goals of care (GOC) conversation?

• When a patient has a serious illness
• When treatment decisions need to 

be made
• When care decisions need to be 

made
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Special Considerations

Pediatric population
- Potential for curative treatment that may fail

- Chronic progressive conditions

- Non progressive irreversible conditions
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Timing of Goals of Care Conversation
Clinical Examples of when to start

“Would you be surprised if this patient died in the next year”
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SPEAK UP ONTARIO
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SPEAK UP ONTARIO
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EDITH PROTCOL 
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Objectives
By the end of this presentation, you will be able to confidently 
apply the practice of having conversations about goals of care.

To achieve that promise we 
commit to answer these 
questions:
What - what is goals of care?
Why - why is it important?
When - when do you apply it?
How - how do you practice it?
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Components of GOC Discussions

• Review previous discussions and documented wishes for care.

• Assess the patient’s willingness to receive information and 
their preferred role in decision making.

• Discuss prognosis and anticipated outcomes for current 
treatment. Assess for patient understanding.



GOC - Assessing 
for Patient 
Understanding
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GOC - 3 Tips: Alleviating Anxiety

1. Normalize the uncertainty of prognosis 

2. Acknowledge and address emotions about uncertainty – use NURSE pneumonic 
statements:   
Respond empathetically to emotion (NURSE)
-Name- “I can see…”
-Understand- “I can’t even imagine…”
-Respect- “You’ve done everything we’ve asked of you”
-Support- “I will be here to care for you”
-Explore- “Tell me more about…”

3.    Help manage the impact that uncertainty of prognosis may have in daily life. 
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Components of GOC Discussions

• Ask the patient about their values, goals, and fears for the future.

-Values form basis for how you approach the world and your 
healthcare decisions

-Goals are target to try and reach

• Discuss health states the patient would find unacceptable

• Discuss specific preferences for life-sustaining treatments and 
interventions being considered
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Components of GOC Discussions-
Breaking bad news 
- An abbreviated version of the Spikes mnemonic is this 
framework is the ASK-Tell-ASK structure

ASK – ask understanding of problem 

TELL- tell the “bad news” 

ASK – ask understanding and feelings
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Components of GOC Discussions 

• Summarize and make a plan

• Complete/ update advance directives and document 
conversation in medical record
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The GOOD Framework 
Developed at the Stanford University School of Medicine.

Aids in the clarification of uncertainties in working with 
patient’s especially during the current pandemic. 

Helps clinicians assess for challenges at each stage of the 
goals of care conversation. 

With the identification of challenges, external resources can 
be accessed to promote effective goal concordant care. 
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We Recommend Using the GOOD Framework

Goals

Options

Opinions

Documentation
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GOOD Framework – Goals 
Patients may be unclear or have multiple contradicting goals. 

Clinicians may anticipate these uncertainties and prepare.

Preparation can include resources such as Patient Priorities Care.

Clinicians can recommend tools such as Speak UP or the Standford
Letter Project. 

Using GOOD being aware of patient’s struggles with goal 
development/description, clinicians can prepare and encourage 
clarity.
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Case Study ~ Mr. and Mrs. R.
• Atrial fib
• Heart failure – previous MI
• HTN
• Dyslipidemia 
• Arthritis 
• Gout 
• Encapsulated Kidney CA
• Kidney transplant recipient 
• Chronic viral eye infection.

Mr. R

• Supporting husbandMrs. R
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Case Study ~ Mr. and Mrs. R.
• Check weight daily
• Check BP daily
• Take 15 meds daily
• Eye drops QID 
• INR weekly – on warfarin
• Echo and EKG annually
• Kidney function and other labs 

quarterly 
• DASH, Renal and low Purines diets

Treatment

• Cardiologist, Psychiatrist, 
• Nephrologist, Primary Care Provider (GP)

Physician 
Support



• Increase 
diuretic 

• Decrease 
diuretic 

• Decrease 
Beta 
blocker 

• Increase 
Beta 
blocker

Cardiologist Psychiatrist

Primary 
Care Doctor Nephrologist
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Case Study 
Using GOOD as a guiding framework what would be 
important for the clinician to suggest as a resource to 
understand Mr. R’s goals? 
1. Just ask him
2. Speak Up workbook or The Stanford Letter Project
3. Ask his other clinicians
4. Don’t worry about his goals just recommend the best 

clinical approach. 
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GOOD Framework - Options 

o Refers to medical options available to promote patient’s 
goals.

o Uncertainty can be bi-directional and not always articulated. 

o With anticipation of these struggles, clinicians can 
recommended resources found on the Center of Advance 
Palliative Care (CAPC), NSM Hospice Palliative Care Network, 
Speak Up Ontario, Pallium Canada, Canadian Hospice 
Palliative Care Association, Dying with Dignity websites. 



Case Example - Mr. R’s Goals 
What do I need to think about or do before I feel ready to have the 
conversation?
---Mr. R felt that he needed to think about how his health decisions would affect his 
religious family. He really is fearful of suffering a long drawn out death. He would like to 
know more about what can be done to prevent this. 

What makes my life meaningful?
---Mr. R. responded that spending time with family and friends as well as cooking and 

playing with his grandchildren were most important in his life. He wouldn’t mind an 
occasional trip to the casino as well. 

What do I value most? Being able to 
---Mr. R values being able to make his own decisions even in his death, and having his 
privacy upheld. He values his dignity and once this is compromised he hopes he can die. 
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Case Example
Given Mr. R’s goals using the GOOD framework what resource(s) 
can his clinician recommend to help him with his awareness of his 
options? 

1. Tell him his clinician knows what is best and will come up with a 
plan

2. Complete a referral to the palliative nurse practitioner. 

3. NSM Hospice Palliative Care Network Pallium Canada, Canadian 
Hospice Palliative Care Association, Dying with Dignity websites. 

4. www.slotdash.com

Case Study 
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GOOD Framework-Opinions
• A clinical recommendation based on patient’s desires and situation. 

• Clear recommendations can be elusive.

• Using GOOD clinicians can address these uncertainties with 
professional resources. 

• Theses resources can inform recommendations for care and ensure 
that the clinician’s care provides a balanced benefit for their 
patients.

• Post developing recommendations, clinicians communicate their 
opinions. 
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Using the Good framework and what you know about Mr. 
R, what prognostic tool may be most useful for the 
clinician to access in this case? 
1. MoCA
2. Clinical Frailty Score 
3. ECOG scale
4. MMSE

Case Study 
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GOOD Framework – Documentation 
Effective documentation is necessary to ensure goal concordant care, but 
often only final outcomes are recorded.

• Absence of full documentation can be frustrating for future clinicians.

• Thorough documentation allows clinicians to understand rational for 
patient decisions. 

• A resource to improve documentation practices includes the 
“Documentation” section of Veterans Health Affairs Life Sustaining 
Treatment Decision Initiative. 

• Engagement of patients includes encouragement to complete advanced 
care planning documents. 
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Case Example 
With the information 
you know about Mr. R., 
who believes that Mr. 
R’s case warranted a 
GOC conversation? 
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As a result of this presentation, how confident are you 
now having a conversation about Goals of Care ?

Post in the chat
Not very confident very confident



Thank you
Merci 

Miigwetch
Nia:wen
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