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Think how hard it would be to take care of patients with kidney disease if you couldn’t find the data you needed. Every time a 

patient with kidney disease is admitted, you would have to read the notes to see how the kidney disease was previously 

evaluated, what the creatinine was, and how it was managed. . Most of the time, you would likely repeat previous work ups 

and tests just because it would be so frustrating that you could not find this data. Errors regarding medicines dosage and 

repetitive workups for renal disease would go up. Care would suffer. 

 

Sadly, this has been the case with clinicians’ documentation of patient and family understanding of serious illness and 

discussions of goals of care.  While the health system has done a good job ensuring that clinicians are trained to have these 

conversations, documentation is helter-skelter.  Typically, clinicians document their conversations in the progress note. This 

has limited the ability of future physicians to know what was said or how the family responded. If you must read every 

progress note to get caught up on previous conversations, it is easier to just have the conversation again. Patients and families 

might wonder why the clinicians keeping asking the same questions and find the repetitive conversation stressful. (1) More 

worrisome, when the patient deteriorates, prior conversations will be ignored (or not found) and patient care suffers. Thus, a 

condition C is called and the patient is intubated and sent to the ICU despite progress notes that document conversations that 

the patient would not have wanted this treatment. 

 

Even when the conversation is documented in the right place, the documentation may often be sparse and unhelpful to 

following clinicians. One of our residents surveyed 100 goals of care notes by hospitalists, residents, palliative care physicians 

and critical care physicians. In one third of the cases, the notes were merely code status documentations that did not provide 

important information about what patients understood about their illnesses, what their treatment goals were, which factors 

made their lives worth living to them, and how they hoped these considerations might influence their clinical care.  Often 

clinicians noted they talked about prognosis or goals but did not fill in any details that would help the next doctor. (2) 

Clinicians caring for these patients in subsequent hospital stays will have no information to guide their conversations or care.  

 

UPMC has recognized that this is a problem, and over the last year, the health system has tried to rectify it by building an 

electronic health system that promotes conversations among providers and patients, with improved documentation of these 

conversations. Within Cerner, there is a template to document goals of care conversations in a location that is easy to access 

and allows clinicians to review previously documented discussions. In addition, these conversations are included in a patient’s 

discharge summary so that the primary care physician is aware of what took place in the hospital and can use the 

documentation to promote follow-up conversations. This case of the month will provide a “how to” guide to filling out goals 

of care notes. 

 

When should I document a goals of care note:  Clinicians should use this form for any conversation in which a clinician 

talks to a patient and/or the family about prognosis or the patient/surrogate goals.   Using this form will help other providers to 

continue to have meaningful conversations over different hospitalizations and to help the clinicians in the ambulatory setting 

understand what was discussed. 
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How do I find the Goals of care note: The way to get to the Goals of Care form is in the Provider Home Quick Order tab in 

Cerner. Just click “Goals of Care Discussion” and the note will pop up. (Figure 1) 

 

 
 

Figure 1. Provider Home/Quick Orders 
 

What should I document: The form was designed to help clinicians capture meaningful information about prognosis and 

patient values in a way that is effective and efficient. After documenting who was present at a conversation, a clinician enters 

the surrogate’s name, their relationship to the patient, and their phone number. Once entered, this information will 

automatically populate in any future forms. 

 

 
 

Figure 2. Participants, Prognosis, Values 
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The form mirrors best practices for goals of care conversations. (3) Under prognosis, the clinician documents what was 

discussed regarding the patient’s expected survival and future functional status. If the prognosis is uncertain, the 

documentation should include what was told to the patient/family regarding the “best case” and the “worst case,” so that 

following clinicians knows the range of prognoses that were discussed. (4) If prognosis was not discussed, the clinician is 

asked to document why it was not discussed. (Figure 2) 
 

The following box asks for documentation regarding the patient’s values, specifically their hopes and concerns, as these are 

the two major domains that palliative care literature supports discussing. (5) The form makes use of inclusive check boxes to 

limit the amount of free text needed, though further topics of discussion may be documented in a free text section. If a 

clinician does not discuss a patient’s values, there is a prompt to explain why. (Figure 2) 
 

 

 

 
 

Figure 3. Decisions, Next steps, Free text 
 

Next, clinicians are asked to document if there were any decisions made about the future care plan based on what was learned 

about the patient’s values. There are two clinical possibilities – to continue with the current plan or to change the current plan. 

In the case of changes made to the treatment plan, the clinician is asked to document what those changes will be. One option, 

for example, may be to utilize a time limited trial.  In such a case, it is important to document what was discussed regarding 

how the clinical team, patient and family will know whether the trial is to be considered a success. (Figure 3) (6) 
 

Finally, the next steps after the meeting should be documented. For example, is there a plan for another meeting with the 

patient/family. The next question is about what happens after discharge – specifically, what was decided regarding disposition 

and whether there are services that will help the patient after they leave the hospital.  This last element is important because it 

is often helpful for patients and families of seriously ill patients to have more support at home. For example, patients with 

UPMC insurance can use the UPMC Advanced Illness Care Program, which provides extra social workers, nurses and nurse 

practitioners for home based support. (Figure 3) 

 



                                                                   

 

 Personal details in the case published have been altered to protect patient privacy. 

For palliative care consultations please contact the Supportive and Palliative Care programs at PUH/MUH, 412-647-7243, pager # 8511, Shadyside, 412-647-7243, pager # 8513, 

Perioperative/ Trauma Pain, 412-647-7243, pager # 7246, UPCI Cancer Pain Service, pager 412-644-1724, Magee Women’s Hospital, pager 412-647-7243 pager # 8510, VA Palliative 

Care Program, 412-688-6178, pager # 296. Hillman Outpatient: 412-692-4724. For ethics consultations at UPMC Presbyterian-Montefiore and Children’s pager 412-456-1518 
With comments about “Case of the Month” call Dr. Robert Arnold at (412) 692-4834. 

  

 

 

Free text options are available for the clinician to fill in further details of the discussion. The following two questions should 

be considered during the completion of this part of the form: (1) Which additional information  would help the next clinician 

engage with the family or patient, and (2) which information can help the next clinician make clinical decisions that promote 

the patient’s values. (Figure 3) 
 

After the template is signed, it is converted into a note that is placed in the goals of care folder.  An example of a completed 

goals of care note might look like this: 
 

 
 

This form is intended to promote high quality communication and documentation. For questions or comments regarding the 

template, please reach out to Dr. Bob Arnold at rabob@pitt.edu.  Your feedback is critical to help improve these notes and 

hopefully provide the most patient-centered care possible. 
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