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Goals of Care Documentation: Insights from A Pilot
Implementation Study
Marie C. Haverﬁeld, PhD, Ariadna Garcia, MS, Karleen F. Giannitrapani, PhD, Anne Walling, MD,
Joseph Rigdon, PhD, David B. Bekelman, MD, MPH, Natalie Lo, Lisa S. Lehmann, MD, Josephine Jacobs, PhD,
Natalia Festa, MD MBA, and Karl A. Lorenz, MD MS
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Abstract
Context. The Life Sustaining Treatment Decision Initiative is a national effort by the Veterans Health Administration to
ensure goals of care documentation occurs among all patients at high risk of life-threatening events.
Objectives. Examine likelihood to receive goals of care documentation and explore associations between documentation
and perceived patient care experience at the individual and site level.
Methods. Retrospective, quality improvement analysis of initiative pilot data from four geographically diverse Veterans Affairs
(VA) sites (Fall 2014-Winter 2016) before national roll-out. Goals of care documentation according to gender, marital status,
urban/rural status, race/ethnicity, age, serious health condition, and Care Assessment Needs scores. Association between goals
of care documentation and perceived patient care experience analyzed based on Bereaved Family Survey outcomes of overall
care, communication, and support.
Results. Veterans were more likely to have goals of care documentation if widowed, urban residents, and of white race.
Patients older than 65-years and those with a higher Care Assessment Needs score were twice as likely as a frail patient to have
goals of care documented. One pilot site demonstrated a positive association between documentation and perceived support.
Pilot site was a statistically signiﬁcant predictor of the occurrence of goals of care documentation and Bereaved Family Survey
scores.
Conclusion. Older and seriously ill patients were most likely to have goals of care documented. Association between a documented goals of care conversation and perceived patient care experience were largely unsupported. Site-level largely contributed to understanding the likelihood of documentation and care experience. J Pain Symptom Manage 2022;63:485−494. ©
2021 The Authors. Published by Elsevier Inc. on behalf of American Academy of Hospice and Palliative Medicine. This is an open access article
under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Key Message
Results suggest importance of site-level effects in
understanding clinical beneﬁts, reproducibility, and
feasibility of advance care planning interventions. Findings present pragmatic considerations for future
advance care planning standardization efforts and the
need for consistency in the chain of communication—
from interpersonal to organizational—to ensure goals
of care are met.
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As such, more research is needed for a better
understanding of implementation in more diverse
settings such as the VA, given its large size and distinct sites. This study examines the likelihood of having a documented goals of care conversation and
the impact of documentation on perceived patient
care experience at the patient and site-level.

Methods
Introduction
Advance care planning refers to the process of gathering and conﬁrming a patient’s values, goals, and preferences for medical care in the event that they lose
decisional capacity.1 This process often unfolds in a
goals of care conversation where patient (or surrogate)
and provider discuss patient wishes for medical treatment and/or end-of-life care,2−4 which is associated
with downstream beneﬁts to patients, caregivers, providers, and health care systems including improved
quality of care at the end of life, fewer hospital deaths
and an increase in utilization of hospice services.5,6
However, the process of routinely eliciting, understanding, and documenting patients’ preferences for goals
of care remains a challenging aspect of caring for the
seriously ill.
In 2017, the VHA initiated the Life-Sustaining Treatment Decision Initiative (LSTDI) through the VA
National Center for Ethics in Health Care with the aim
of enhancing the quality and frequency of goals of care
documentation among all seriously ill Veterans.7 A
main feature of the LSTDI is to increase documentation of the patient’s goals, values, and preferences
regarding life-sustaining treatments. The LSTDI goals
of care documentation involves a standardized note
template and order set for the VA’s electronic health
record system to document and track patient, or when
appropriate their surrogates, decisions to limit life-sustaining treatments (e.g., do not resuscitate, no mechanical ventilation).4
VHA’s efforts to implement routine goals of care
documentation has the potential to improve patientprovider communication and perceived quality of
care on a national basis. Some randomized controlled trials, primarily in academic centers, using
elements similar to the LSTDI have demonstrated
beneﬁts including communication quality, frequency, and timeliness of serious illness conversations as well as a reduction in anxiety and
depression.8,9 However, trials implementing routine
goals of care documentation reﬂect atypical settings.
Insufﬁcient attention to context makes generalizing
results to other health systems difﬁcult. Unobserved
factors foster effectiveness, but hinder scalability.10

We evaluated the VA pilot of the LSTDI in four
diverse practice settings. Our evaluation was conducted
by the VA Geriatrics and Extended Care national Quality Improvement Resource Center in collaboration
with the National Center for Ethics in Health Care and
the VA’s Geriatrics and Extended Care national program ofﬁce for hospice and palliative care. The Stanford/VA Palo Alto Institutional Review Board reviewed
and exempted this work from ethics approval as quality
improvement. See Giannitrapani et al. (2020) for a
description of the full LSTDI pilot program.11

Sample and Procedures
Our cohort included 228,047 eligible patients
18 years old and older with inpatient and/or outpatient
encounters at the pilot sites between January 1, 2014
and December 31, 2016 (intervention period). We limited the dataset to inpatient and outpatient visits where
a goals of care documentation may be applicable (i.e.,
inpatient hospitalization, primary care clinics, subspeciality clinics) according to VHA stop codes. Stop
codes, speciﬁc to VHA, are numerical identiﬁers
entered by a provider into the patient’s electronic medical record based on patient health status, illness, or
treatment.12 The VA LSTDI pilot involved four geographically diverse VA healthcare systems providing
comprehensive care and networks of services: Captain
James A. Lovell Federal Health Center, North Chicago,
IL; VA Black Hills Health System, Fort Meade, SD; William S. Middleton Memorial Veterans Hospital, Madison, WI; and VA Salt Lake Health Care System, Salt
Lake City, UT. Pilot locations were selected based on
their commitment to test and implement the routine
goals of care documentation. Each pilot site provides
inpatient, outpatient, and home care services, with outpatient primary care clinics at locations separate from
the primary medical center(s).11 On-site extended care
facilities and hospice beds are available at three of the
four sites.
We ﬁrst evaluated reach of the initiative, accounting
for patient characteristics and site. We also evaluated
the effect of documentation on perceived patient care
experience using the validated national palliative and
end-of-life outcomes measure, the Bereaved Family
Survey.13
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Measures
Demographics and Patient Health Status. Patient demographic characteristics included gender, marital status,
urban/rural status, race, ethnicity (Hispanic and NonHispanic only), and vital status. Veterans were categorized as deceased if they died during the intervention
period. Rural-Urban Commuting Area codes were used
if available to identify urban/rural status of Veterans
that were missing the urban/rural status in the original
data source.14 The Care Assessment Needs score
(range 0−99) is a validated measure of the likelihood
of hospitalization or death within one year, higher
scores indicate higher risk of hospitalization and/or
mortality compared to Veterans with lower scores.15
We operationalized the Care Assessment Needs score
utilizing indicator variables to represent four groups
with differing hospitalization and mortality risk: < 80,
80−89, 90−94, > = 95. The most recent score for each
Veteran prior to either the documented goals of care
conversation or the Veteran’s ﬁrst visit during the pilot
period was used, if available. Otherwise, we utilized the
ﬁrst available Care Assessment Needs score, limiting
scores abstraction to one year prior to the intervention
period and two years after, due to reporting delays.
Serious health conditions were characterized
according to a taxonomy previously utilized to describe
patterns of serious illness and outcomes: 1) End Stage
Liver Disease (ESLD), 2) End Stage Renal Disease
(ESRD), 3) Cancer, 4) Cardio pulmonary failure
(congestive heart failure or chronic obstructive pulmonary disease), 5) Dementia, 6) Frailty, or 7) Other.16
See Ruiz et al., 2018 for a description of each indexed
criteria. Both International Classiﬁcation of Diseases
codes, ICD-9 and ICD-10, were used to ascertain clinical diagnoses assigned to the patients up to 1 year prior
to the visit where goals of care were documented.
Health conditions were categorized as mutually exclusive and hierarchical, as listed above, in terms of likely
impact on end-of-life care.17
VA Bereaved Family Survey. The Bereaved Family Survey
is a validated, reliable, National Quality Forum
endorsed quality measure that is distributed as a survey
to designated friends or family of decedents.16 To be
eligible to complete a survey, decedents must have
received inpatient care in a VA facility within 30-days
before death. The full survey includes 17 items with an
Overall Care score as a single item global rating of endof-life care by the family of the decedent on a 5-point
Likert scale. We dichotomized the variable as “excellent” versus all other categories, in accordance with
VA’s national “top box” scoring. We also examined validated survey subscales for a) quality of end-of-life communication and b) support. Both subscales were
dichotomized using validated cut-offs based on the
associations with the survey’s Overall Care score.18 We
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dichotomized scores as excellent versus not excellent.
Excellence was determined as follows: Overall Score ≥
4, Communication ≥ 13, and Support ≥ 7. Response
rates to the survey averaged 38%. Higher survey scores
reﬂect satisfaction with the patient care experience
and have previously been associated with palliative care
consultation, avoidance of inappropriately aggressive
care, and important stafﬁng and patient differences
including minority status.19−21

Statistical Analyses

Our ﬁrst analysis evaluated the associations of
patient characteristics and site as predictors of a documented goals of care conversation. Occurrence of a
goals of care documentation was determined using
data ﬁelds automatically recorded in the VA’s electronic health record when the LSTDI template for documenting a goals of care conversation is used. The
template includes four required ﬁelds to qualify as a
goals of care conversation, and 9 additional data elements that are not required, but can be completed to
document additional patient preferences. Required
data elements include Informed Consent, Decision
Making Capacity, Goals of Care and Resuscitation preferences. Veterans with documentation of these four
required ﬁelds were included in the goals of care documentation group and those who may have been eligible
for a documented goals of care conversation but whose
records did not show documentation comprised the
non-goals of care group. Although a minority of the
documented group had two or more goals of care conversations documented,11 we used data recorded during the initial goals of care conversation for this
analysis and we used data from the ﬁrst qualifying
encounter for comparison in the non-goals of care
group. We summarized demographic characteristics
using means/frequencies and standardized mean differences. The standardized difference (referred to as
the “effect size” by Cohen, 1988) describes the difference in means in units of standard deviation.22 A widely
accepted criteria for effect sizes suggests that a standardized mean difference of 0.2 or less is considered
small, 0.5 medium and 0.8 large.23
In our second analysis, we sought to examine the
association between a documented goals of care conversation and the perceived patient care experience
according to available Bereaved Family Survey data.
Utilizing logistic regression with site-level ﬁxed effects,
we regressed our primary outcome, document of a
goals of care conversation, based on applicable population characteristics using the following covariates: gender, marital status, urban/rural status, race, ethnicity,
age, health condition, Care Assessment Needs Score,
and site. Among decedents with available Bereaved
Family Survey data, we calculated the propensity score
for each subject eligible to receive a documented goals
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of care conversation via logistic regression using the
variables age, gender, marital status, race, ethnicity,
health condition, Care Assessment Needs score, and
facility. Veterans were matched 1:1 on the propensity
score exactly by facility.24 We evaluated the quality of
matching by comparing standardized mean differences. We performed a complete case analysis since no
data was missing in the reduced sample of patients with
a documented goals of care conversation and Bereaved
Family Survey data. To test associations between documentation and each survey outcome, we performed a
mixed effect analysis on the matched cohort adjusting
for age, marital status, gender, race, ethnicity, urban/
rural status, Care Assessment Needs score, and health
condition, with site as a random effect. To further
understand whether perceived patient care associated
with documentation differed by site we included an
interaction term between site and goals of care documentation for each of the three Bereaved Family Survey outcomes. Additionally, likelihood ratio test
between models with and without the interaction term
was performed to determine whether site variation was
signiﬁcant for each of the survey outcomes. All tests
were two-sided and p-values less than 0.05 were considered to be statistically signiﬁcant. Analysis were performed on MS SQL Server and R (version 3.5.1).

Results
A total of 228,047 Veterans received care at the four
sites during the intervention period and were eligible
to have a documented goals of care conversation.
Among eligible Veterans, 6664 (2.9%) of those had a
documented goals of care conversation (Table 1), of
which 1288 (19.3%) had more than one conversation
documented. Veterans in the documented goals of
care and non-goals of care groups were predominantly
white (87.1% vs 77.4%) non-Hispanic (95.2% vs
84.8%), and male (93.2% vs 85.4%), respectively. Both
groups had notable differences in marital status proportions; married Veterans accounted for 45.9% vs
51.4%, widowers for 15.7% vs 5.3% and divorced Veterans for 25.2% vs 19.2% in the respective documented
goals of care and non-goals of care groups. Most Veterans in the documented goals of care group lived in an
urban area (64.7%), as compared to the non-goals of
care group (59.8%). Veteran with documented goals of
care compared to those without goals of care documentation had higher mortality (27.3% vs 6%); were likelier
to be older than 65-years of age (74.4% vs 45.8%), and
to have Care Assessment Needs scores > = 95 (25.8% vs
4.7%). Veterans with a documented goals of care conversation were more likely to have a serious health condition than those in the non-goals of care group. For
example, 32.5% vs 1.8% received a diagnosis of cardio
pulmonary failure during the pilot period.
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Table 1
Patient Level Characteristics Based on Goals of Care
Documentation
n
Gender (%)
Female
Male
Missing
Marital Status (%)
Married
Never married
Divorced
Widowed
Separated
Unknown
Deceased (%)
No
Yes
Urban Rural Status (%)
Urban
Rural
Highly rural
Continental USA
Missing
Race (%)
White
Black or African
American
Asian
Native Hawaiian or
other paciﬁc islander
American Indian or
Alaska native
Multirace
Unknown
Ethnicity (%)
Not Hispanic or Latino
Hispanic or Latino
Unknown
Age (%)
<65
>=65
Disease (%)
End Stage Liver Disease
End Stage Renal Disease
Cardio
Cancer
Dementia
Frailty
Other
None
Care Assessment Needs
Score (%)
<80
80-89
90-94
>=95
Not available

Goals of Care
6664

No-Goals of Care
221383

SMD*

456 (6.8)
6208 (93.2)
0 (0.0)

32224 (14.6)
189152 (85.4)
7 (0.0)

0.25

3056 (45.9)
780 (11.7)
1677 (25.2)
1046 (15.7)
100 (1.5)
5 (0.1)

113840 (51.4)
34250 (15.5)
42546 (19.2)
11773 (5.3)
4203 (1.9)
14771 (6.7)

0.53

4845 (72.7)
1819 (27.3)

208025 (94.0)
13358 (6.0)

0.59

4314 (64.7)
1952 (29.3)
360 (5.4)
0 (0.0)
38 (0.6)

132425 (59.8)
72119 (32.6)
11423 (5.2)
9 (0.0)
5407 (2.4)

0.17

5806 (87.1)
527 (7.9)

171413 (77.4)
14991 (6.8)

0.43

33 (0.5)
46 0.7)

1479 (0.7)
1822 (0.8)

64 (1.0)

3217 (1.5)

103 (1.5)
85 (1.3)

3082 (1.4)
25379 (11.4)

6345 (95.2)
198 (3.0)
121 (1.8)

187810 (84.8)
9248 (4.2)
24325 (11.0)

0.39

1703 (25.6)
4961 (74.4)

119881 (54.2)
101502 (45.8)

0.61

401 (6.0)
161 (2.4)
2168 (32.5)
894 (13.4)
407 (6.1)
502 (7.5)
1601 (24.0)
530 (8.0)

530 (0.2)
186 (0.1)
3933 (1.8)
1167 (0.5)
467 (0.2)
1444 (0.7)
11188 (5.1)
202468 (91.5)

3.08

2441 (36.6)
1038 (15.6)
910 (13.7)
1716 (25.8)
559 (8.4)

141250 (63.8)
16875 (7.6)
9160 (4.1)
10335 (4.7)
43763 (19.8)

0.91

*
SMD = Standardized Mean Differences. Difference of 0.2 or less is considered
small, 0.5 medium and 0.8 large.

Veterans demographics also varied by site (Table 2).
Captain James had more females in the documented
goals of care group (14.8%) and non-goals of care
group (22.4%) compared to other sites. Also in comparison to other sites, Captain James had lower mortality (goals of care group: 9.9% vs non-goals of care
group: 3.2%); and a higher number of black or African
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Table 2
Site-Level Patient Characteristics Based on Goals of Care Documentation
Captain James
a

n
Gender (%)
Female
Male
Missing
Marital Status (%)
Married
Never married
Divorced
Widowed
Separated
Unknown
Deceased (%)
No
Yes
Urban Rural Status (%)
Urban
Rural
Highly rural
Continental USA
Missing
Race (%)
White
Black or African American
Asian
Native Hawaiian or other
paciﬁc islander
American Indian or Alaska
native
Multirace
Unknown
Ethnicity (%)
Not Hispanic or Latino
Hispanic or Latino
Unknown
Age (%)
<65
>=65
Disease (%)
End Stage Liver Disease
End Stage Renal Disease
Cardio
Cancer
Dementia
Frailty
Other
None
CANc Score (%)
<80
80-89
90-94
>=95
Not available

Black Hills

Madison

Salt Lake City
SMDb

GoC

No-GoC

GoC

No-GoC

GoC

No-GoC

GoC

No-GoC

2080

48075

704

26251

1811

56443

2069

90614

308 (14.8)
1772 (85.2)
0 (0.0)

10761 (22.4)
37307 (77.6)
7 (0.0)

29 (4.1)
675 (95.9)
0 (0.0)

3349 (12.8)
22902 (87.2)
0 (0.0)

60 (3.3)
1751 (96.7)
0 (0.0)

5802 (10.3)
50641 (89.7)
0 (0.0)

59 (2.9)
2010 (97.1)
0 (0.0)

12312 (13.6)
78302 (86.4)
0 (0.0)

0.27

872 (41.9)
450 (21.6)
475 (22.8)
242 (11.6)
38 (1.8)
3 (0.1)

21070 (43.8)
13857 (28.8)
5807 (12.1)
2350 (4.9)
700 (1.5)
4291 (8.9)

328 (46.6)
54 (7.7)
178 (25.3)
133 (18.9)
10 (1.4)
1 (0.1)

14030 (53.4)
2988 (11.4)
5480 (20.9)
1654 (6.3)
489 (1.9)
1610 (6.1)

852 (47.0)
164 (9.1)
489 (27.0)
283 (15.6)
22 (1.2)
1 (0.1)

29467 (52.2)
7494 (13.3)
11887 (21.1)
3063 (5.4)
1048 (1.9)
3484 (6.2)

1004 (48.5)
112 (5.4)
535 (25.9)
388 (18.8)
30 (1.4)
0 (0.0)

49273 (54.4)
9911 (10.9)
19372 (21.4)
4706 (5.2)
1966 (2.2)
5386 (5.9)

0.47

1874 (90.1)
206 (9.9)

46550 (96.8)
1525 (3.2)

432 (61.4)
272 (38.6)

23126 (88.1)
3125 (11.9)

1128 (62.3)
683 (37.7)

52647 (93.3)
3796 (6.7)

1411 (68.2)
658 (31.8)

85702 (94.6)
4912 (5.4)

0.47

1814 (87.2)
232 (11.2)
2 (0.1)
0 (0.0)
32 (1.5)

39385 (81.9)
6154 (12.8)
68 (0.1)
1 (0.0)
2467 (5.1)

196 (27.8)
282 (40.1)
222 (31.5)
0 (0.0)
4 (0.6)

7999 (30.5)
11764 (44.8)
5826 (22.2)
1 (0.0)
661 (2.5)

671 (37.1)
1120 (61.8)
19 (1.0)
0 (0.0)
1 (0.1)

24849 (44.0)
29571 (52.4)
767 (1.4)
0 (0.0)
1256 (2.2)

1633 (78.9)
318 (15.4)
117 (5.7)
0 (0.0)
1 (0.0)

60221 (66.5)
24674 (27.2)
4762 (5.3)
7 (0.0)
950 (1.0)

0.87

1565 (75.2)
437 (21.0)
23 (1.1)
23 (1.1)

32794 (68.2)
7176 (14.9)
723 (1.5)
780 (1.6)

633 (89.9)
5 (0.7)
0 (0.0)
2 (0.3)

19990 (76.1)
471 (1.8)
68 (0.3)
135 (0.5)

1628 (89.9)
47 (2.6)
2 (0.1)
16 (0.9)

45523 (80.7)
2420 (4.3)
162 (0.3)
312 (0.6)

1980 (95.7)
38 (1.8)
8 (0.4)
5 (0.2)

73106 (80.7)
4924 (5.4)
526 (0.6)
595 (0.7)

0.55

5 (0.2)

226 (0.5)

40 (5.7)

1611 (6.1)

7 (0.4)

284 (0.5)

12 (0.6)

1096 (1.2)

14 (0.7)
13 (0.6)

578 (1.2)
5798 (12.1)

5 (0.7)
19 (2.7)

330 (1.3)
3646 (13.9)

67 (3.7)
44 (2.4)

683 (1.2)
7059 (12.5)

17 (0.8)
9 (0.4)

1491 (1.6)
8876 (9.8)

1967 (94.6)
93 (4.5)
20 (0.9)

37631 (78.3)
2814 (5.9)
7630 (15.9)

684 (97.2)
15 (2.1)
5 (0.7)

22664 (86.3)
547 (2.1)
3040 (11.6)

1722 (95.1)
7 (0.4)
82 (4.5)

49719 (88.1)
731 (1.3)
5993 (10.6)

1972 (95.3)
83 (4.0)
14 (0.7)

77796 (85.9)
5156 (5.7)
7662 (8.5)

0.39

959 (46.1)
1121 (53.9)

31464 (65.4)
16611 (34.6)

93 (13.2)
611 (86.8)

13336 (50.8)
12915 (49.2)

308 (17.0)
1503 (83.0)

26616 (47.2)
29826 (52.8)

343 (16.6)
1726 (83.4)

48464 (53.5)
42150 (46.5)

0.53

87 (4.2)
43 (2.1)
572 (27.5)
165 (7.9)
85 (4.1)
200 (9.6)
870 (41.8)
58 (2.8)

43 (0.1)
20 (0.0)
390 (0.8)
117 (0.2)
50 (0.1)
215 (0.4)
2245 (4.7)
44995 (93.6)

47 (6.7)
14 (2.0)
250 (35.5)
133 (18.9)
66 (9.4)
31 (4.4)
88 (12.5)
75 (10.7)

87 (0.3)
38 (0.1)
682 (2.6)
211 (0.8)
70 (0.3)
229 (0.9)
1801 (6.9)
23133 (88.1)

159 (8.8)
48 (2.7)
650 (35.9)
341 (18.8)
106 (5.9)
109 (6.0)
268 (14.8)
130 (7.2)

201 (0.4)
53 (0.1)
1389 (2.5)
446 (0.8)
123 (0.2)
418 (0.7)
2896 (5.1)
50916 (90.2)

108 (5.2)
56 (2.7)
696 (33.6)
255 (12.3)
150 (7.2)
162 (7.8)
375 (18.1)
267 (12.9)

199 (0.2)
75 (0.1)
1472 (1.6)
393 (0.4)
224 (0.2)
582 (0.6)
4246 (4.7)
83423 (92.1)

1.92

780 (37.5)
266 (12.8)
211 (10.1)
338 (16.2)
485 (23.3)

23389 (48.7)
1951 (4.1)
993 (2.1)
1187 (2.5)
20555 (42.8)

239 (33.9)
106 (15.1)
107 (15.2)
215 (30.5)
37 (5.3)

16657 (63.5)
2044 (7.8)
1112 (4.2)
1334 (5.1)
5104 (19.4)

651 (35.9)
311 (17.2)
277 (15.3)
554 (30.6)
18 (1.0)

40509 (71.8)
4740 (8.4)
2617 (4.6)
3178 (5.6)
5399 (9.6)

771 (37.3)
355 (17.2)
315 (15.2)
609 (29.4)
19 (0.9)

60695 (67.0)
8140 (9.0)
4438 (4.9)
4636 (5.1)
12705 (14.0)

0.81

a

GoC = Goals of Care.
SMD = Standardized Mean Differences. Difference of 0.2 or less is considered small, 0.5 medium and 0.8 large.
c
CAN = Care Assessment Needs.
b

American Veterans in both the documented goals of
care and non-goals of care groups (21% vs 14.9%).
Most Captain James (documented goals of care group:
87.2% vs non-goals of care group 81.9%) and Salt Lake
City (documented goals of care group: 78.9% vs nongoals of care 66.5%) Veterans resided in urban areas,
as compared to Black Hills and Madison. Veterans at
Captain James were also younger in the documented

goals of care group (53.9%; aged 65 and older) as compared to other sites. A similar pattern was observed in
the non-goals of care group (34.6%). The proportion
of patients in the documented goals of care group with
a Care Assessment Needs score > = 95 was lower at Captain James than at the other sites (16.2%), the same
trend was observed for the non-goals of care group
(2.5%).
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Associations of Patient Characteristics and Site with
Documented Goals of Care
Several patient characteristics were associated
with a patient’s likelihood to have a goals of care
conversation documented: marital status, race, ethnicity, region, age, health condition, Care Assessment Needs score, and site of care (Table 3). With
respect to marital status, widowed Veterans were signiﬁcantly more likely to have goals of care documented when compared to their married
counterparts (OR 1.68; 95% CI, 1.52, 1.85). Veteran’s who identiﬁed themselves as never married
(OR 0.85; CI, 0.77, 0.95), divorced (OR 0.91; CI,
0.85, 0.98), or separated (OR 0.64; CI, 0.5, 0.8) were
signiﬁcantly less likely to have goals of care documented, as compared to married Veterans. With
respect to geography (i.e., urban, rural, or highly
rural), Veterans in urban areas (OR 1.31; CI, 1.22,
1.41) were signiﬁcantly more likely to have goals of
care documented when compared to those receiving
care in rural areas. For age, Veterans aged 65-years
or older were more likely have a goals of care conversation documented (OR 2.63; CI 2.44, 2.84) as
compared to their younger counterparts. Veterans
with cancer were more likely to have goals of care
documented compared to all of the other health
conditions. Despite disease-speciﬁc disparities, the
likelihood of a documented goals of care conversation increased with the Care Need Assessments score
for groups with scores ≥ 80 (OR 1.44; CI, 1.31,
1.57), ≥ 90 (OR 1.63; CI, 1.48, 1.8), and ≥95 (OR
1.97; CI, 1.81, 2.14). Gender was not associated with
the likelihood of a documented goals of care conversation and further analysis conﬁrmed no interaction between Care Assessment Needs score and
serious health condition.
We also examined whether there were site level differences in the likelihood of having goals of care documented. Veterans at Black Hills (OR 0.21; CI, 0.18,
0.24), Madison (OR 0.31; CI, 0.28, 0.34), and Salt Lake
City (OR 0.26; CI, 0.24, 0.29) were signiﬁcantly less
likely to have goals of care documented when compared to the Captain James site.

Association of Patient Characteristics and Site with
Bereaved Family Survey Outcomes
Out of 228,047 Veterans, 15,177 (6.7%) died during
the pilot period (Fig. 1). For those with goals of care
documented (n = 1,819), 851 (46.8%) were inpatient
deaths. For those with no documented goals of care
(n = 13,358), 1,226 (9.2%) were inpatient deaths. Of
the Bereaved Family Survey eligible inpatient decedents (n = 2,077), 771 (37.1%) had a complete survey
available (Fig. 1). Propensity score matching yielded
353 matched goals of care documented-control pairs
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Table 3
Demographic Characteristics Associated with Goals of Care
Documentation
Odds Ratioa
(Intercept)
Gender (ref = Male)
Female
Marital Status (ref = Married)
Never Married
Divorced
Widowed
Separated
Unknown
Race (ref = Black or African
American)
White
Native Hawaiian or other paciﬁc
islander
American Indian or Alaska native
Asian
Multirace
Declined
Unknown
Ethnicity (ref = Not Hispanic or
Latino)
Hispanic or Latino
Declined
Unknown
Age (ref = < 65)
> = 65
Urban Rural Status (ref= Rural)
Urban
Highly rural
Health condition (ref= Cancer)
End Stage Liver Disease
End Stage Renal Disease
Cardio pulmonary failure
Dementia
Frailty
Other
Care Assessment Needs Score (ref = <
80)
80-89
90-94
> = 95
Not available
Site (ref = Captain James)
Black Hills
Madison
Salt Lake City

P value

0.57 (0.48, 0.68)
0.1281
1.1 (0.97, 1.24)
0.85 (0.77, 0.95)
0.91 (0.85, 0.98)
1.68 (1.52, 1.85)
0.64 (0.5, 0.8)
0.11 (0.03, 0.34)

<0.001

<0.001

1.1 (0.98, 1.25)
0.84 (0.58, 1.22)
0.65 (0.48, 0.88)
1.07 (0.69, 1.66)
1.14 (0.87, 1.49)
0.4 (0.26, 0.74)
0.92 (0.65, 1.28)
0.91 (0.76, 1.07)
1.34 (1, 1.79)
0.49 (0.33, 0.73)
2.63 (2.44, 2.84)
1.31 (1.22, 1.41)
0.95 (0.82, 1.1)
1.18 (0.99, 1.39)
0.9 (0.71, 1.16)
0.65 (0.58, 0.73)
0.89 (0.75, 1.05)
0.46 (0.4, 0.54)
0.23 (0.21, 0.26)
1.44 (1.31, 1.57)
1.63 (1.48, 1.8)
1.97 (1.81, 2.14)
1.87 (1.64, 2.12)

<0.001

<0.001
<0.001
<0.001

<0.001

<0.001

0.27 (0.24, 0.3)
0.35 (0.31, 0.38)
0.31 (0.28, 0.34)

a
Model on the full cohort adjusted by: Gender = Marital Status, Race, Ethnicity,
Age, Serious Health Condition, Care Assessment Needs Score and Site as a
ﬁxed effect.

(n = 706). Gender, marital status, urban/rural status,
race, ethnicity, and age had standardized mean differences < 0.2, therefore, both groups were considered
well-balanced. For health conditions and Care Assessment Needs score, standardized mean differences was
1.58, 0.42 respectively.
The occurrence of a documented goals of care conversation was not signiﬁcantly associated with any of
the Bereaved Family Survey outcome measures across
the combined, four-site cohort (Table 4). For the overall and support scores, there was variation by site. However, there was no variation by site for the survey’s
communication score.
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Fig. 1. CONSORT diagram.

Discussion
This study examined how a VA multi-site goals of
care initiative program implemented goals of care documentation and the perceived quality of care based on
goals of care documentation, at both the patient and
site-level. During a two-year intervention implementation phase, goals of care documentation were more
likely to occur for older, single, urban, cancer diagnosed, and sicker Veterans. Further, populations
reached by the VA LSTDI varied among pilot sites.
This shows that variation in a documented goals of care
conversation was associated with Veteran’s age, marital
status, rurality, and health characteristics (i.e., seriously
ill), consistent with prior research.25 While LSTDI
implementation was associated with better perceived
patient care experience as measured by the Bereaved
Family survey at one site, in complete models these differences did not achieve statistical signiﬁcance.
Based on ﬁndings, clinicians appear to be making a
concerted effort to document wishes for sicker patients
however, there are also underlying issues that may

explain why some patients are less likely to have these
conversations (e.g., married, non-white, rural). Multiple patient, family, provider, and contextual reasons
contribute to these differences and more research is
badly needed to foster better understanding of why
these differences persist and how to address them .26
Approaches to enhancing routine goals of care documentation for all eligible patients, particularly among
ethnic and racial minorities, is an important point of
focus for future implementation programming. Relatedly, only a small portion of eligible patients (2.9%)
had a goals of care conversation documented during
the pilot period. Greater understanding of the uptake
at each site, including role readiness of providers, is an
important next step in research related to implementation of routine goals of care conversations.
The association between a documented goals of care
conversation and perceived patient care experience
was largely unsupported. Notably, one site (Captains
James) noted a signiﬁcant association for the support
sub-scale, pointing to the potential utility of the

c

b

a

1.11 (0.93, 1.31)
0.99 (0.86, 1.13)
1.10 (0.99, 1.23)
0.97 (0.84, 1.12)
1.09 (0.90, 1.33)
1.13 (0.97, 1.32)
1.02 (0.91, 1.15)
1.00 (0.85, 1.18)

Denotes statistically signiﬁcant (P<0.01)
Model adjusted by: Gender, Marital Status, Race, Ethnicity, Age, Health Condition, Care Assessment Needs Score and Site as a random effect
Likelihood ratio test between models with and without the interaction term between goals of care documentation and site.

1.31 (1.10, 1.57)a
1.04 (0.91, 1.21)
1.05 (0.94, 1.17)
1.01 (0.87, 1.17)

0.06
<0.01
1.56 (0.97,2.49)

0.23
0.16
1.35 (0.82, 2.21)
0.23
<0.001

Odds Ratio
P value
Odds Ratio
P value
Odds Ratio

1.3 (0.84,2.01)

Goals of Care overall
Goals of Care by sitec
Captain James
Black Hills
Madison
Salt Lake City

b

Bereaved Family Survey Communication Score
Bereaved Family Survey Overall Score

Table 4
Bereaved Family Survey and Goals of Care Documentation Association (Overall and by Site)

P value

Haverﬁeld et al.

Bereaved Family Survey Support Score
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Bereaved Family Survey as well as the impact of a documented goals of care conversation on patient care.
Overall, documentation did not result in changes in
Bereaved Family Survey score, which underscores the
importance of better understanding the quality of the
goals of care conversation itself. Recent high quality
research raises important questions about the effectiveness of advance care planning, although experience
afﬁrms the critical nature of high quality communication. 27,28 Future research is needed to address challenges of measurement, and our research is intended
to highlight the added issue of context.
Variation in site-level LSTDI implementation could
partly explain which Veterans received LSTDI. The
LSTDI was intended to affect patient-clinician encounters which is where we measured communication processes. Both the patient and site affect the occurrence
of a documented goals of care conversation (e.g., readiness to discuss) and known differences seen also in
non-VA settings (e.g., fewer documented goals of care
among nonwhite race) are reﬂected both in our pilot
and national data on LSTDI use.11,25 Components of
LSTDI rollout such as the quality of trainings, engagement of leadership, organizational levels and disciplines involved in the initiative were particular to each
site and had potential to affect the experience and outcomes of efforts across entire facilities, as has been
noted in other implementation contexts.29,30
The inﬂuence of site-level effects are crucial to
acknowledge in research on goals of care conversations
and future communication research. As noted earlier,
site effects may be underappreciated because trials
implementing goals of care documentation often
reﬂect atypical settings, and insufﬁcient consideration
of site differences makes generalizing results to other
health systems difﬁcult.10 Large studies implementing
goals of care documentation risk failure unless they are
planned with adequate understanding to address and
adapt to site level implementation barriers.31,32 For
example, communication with patients must be supported by consistency, reliability, and integrity of organizations handling that information and ensuring
ongoing goal concordant care.
Our study is limited by the number of implementation sites and Veteran recipients of a documented goals
of care conversation. However, site diversity illuminates
the importance of understanding site effects in communication research. Relatedly, we acknowledge that
lack of documentation of a goals of care conversation
does not necessarily mean a conversation did not
occur, particularly for full code patients. However, this
is likely a conservative bias of early pilot implementation. While our study is limited to Veterans, the VA
healthcare system is a favorable context within which to
examine multisite implementation efforts due to the
unique and extensive palliative care infrastructure and
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large number of diverse but well characterized hospitals and health systems. Finally, this work does not
account for the interpersonal exchange that occurs
during the goals of care conversation.
In summary, our analysis demonstrated expected
associations with patient characteristics and the likelihood of documented goals of care conversation.
Although most differences in outcomes did not reach
statistical signiﬁcance, variability at both Veteran and
site levels raises important considerations with respect
to future research focused on implementation of routine goals of care documentation. Pragmatic studies of
advance care planning are needed that address the
association between implementation, site differences,
and effectiveness.
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