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Introduction

Surgical patients have significant palliative care needs,
but evidence characterizing and evaluating palliative care
interventions in surgery is limited (1,2). In 2016, Lilley ez a/.
identified critical gaps in the literature and subsequently
detailed several research priorities for palliative care in
surgery: measuring outcomes that matter to patients,
communication and decision making, and delivery of
palliative care to surgical patients (2,3). In a recent study,
Kopecky ez al. review 22 studies relating to palliative care for
seriously ill surgical patients published since 2016 (4). The
authors highlight progress across several domains outlined
by Lilley et 4l., but also identify a notable exception: no
publications directly addressed alignment of surgical care
with patient-oriented outcomes.

Goal concordance has been called the “holy grail” of
serious illness care, a characterization indicating both its
significance and elusiveness as an object of measurement (5).
The lack of an accepted standard for measuring goal
concordance reflects significant methodological challenges
and is a barrier to establishing evidence-based interventions
to align care with patients’ priorities. Although attention
to this problem is growing, conceptual models and
approaches to measuring goal concordance have largely
focused on non-surgical patients (5-7). In the following
editorial, we summarize proposed methods for measuring
goal concordance, review challenges of applying these
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frameworks to surgical patients, and discuss potential
trajectories for progress in the measurement of goal-
concordant surgical care.

Existing methods for assessing goal
concordance

All existing methods for measurement of goal-concordant
care have limitations (6,7). Eliciting reports from
patients or surrogates as to whether care aligned with
patients’ priorities is intuitive, but may overestimate goal
concordance because of recall bias, social desirability
bias, selective memory, or post hoc rationalization of prior
decisions (6,7). Similar issues complicate attempts to assess
alignment of care with patients’ priorities by surveying
caregivers after a patient’s death (8).

Use of large datasets to assess patterns of treatment and
resource utilization avoids biases associated with patient or
caregiver reports, but requires assumptions about patient
goals and the appropriateness of specific treatments. These
methods may highlight potential areas of discordance (e.g.,
hospitalizations among hospice patients), but are unable to
detect when utilization may actually serve patients’ goals
because of specific circumstances (e.g., when hospitalization
is for complex symptom management), unique preferences,
or evolving priorities (6,7). Population-level assessments do
not offer insight into whether care is aligned with patient
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preferences in individual cases.

A more patient-centered approach might be to compare
the care a patient received to their documented preferences
(5-7). Because it draws on information from the medical
record, this longitudinal assessment enables more detailed
consideration of what treatments were delivered and
whether they aligned with documented goals. However,
there are several challenges associated with this approach.
First, documentation of patients’ preferences may be absent
or insufficient to inform subsequent assessments of goal
concordance. Second, patients’ goals may change over time.
Third, it may not be clear which of several documented
goals were of highest priority to the patient when real
clinical circumstances placed them in conflict (5-7). And
finally, assessments of whether the care delivered was likely
to achieve desired outcomes are complex and likely to vary
across providers (9).

Challenges associated with assessing goal
concordance in surgical patients

These problems are particularly formidable when assessing
goal concordance in seriously ill surgical patients (2).
Evidence suggests that although surgeons acknowledge the
importance of advance care planning, its completion and
documentation is inconsistent. For example, a recent study
found that more than half (66%) of patients did not have
an advance directive on file prior to major surgery (10). In
many cases, assessment of patients’ baseline preferences
may therefore be impossible.

In addition, seriously ill surgical patients’ clinical
trajectories are often more complex than those of medical
patients with progressive terminal illness, and may include
tradeoffs between competing priorities, complications
resulting in escalations of care or further procedures, and an
evolving calculus of what goals are realistically achievable (2).
Because patients prioritizing comfort may opt for surgical
interventions aimed at improving quality of life, patient-
centered outcome measures should incorporate expected
setbacks associated with surgical recovery (e.g., pain and
increased care needs) and distinguish between those that
are acute versus those that become chronic (2). More
significant setbacks (e.g., postoperative complications)
may result in escalations of care, fluctuating assessments
of what goals appear achievable, and real-time rebalancing
of priorities (2,11). Attempts to scrutinize appropriateness
of acute surgical care solely through the lens of previously
documented directives may yield invalid judgments of
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whether care was aligned with patients’ priorities.

These characteristics of surgical care suggest that
its appropriateness should be judged not only by the
outcomes it produced, but also by the likelihood that
the care delivered would achieve a desired result (2).
Otherwise, inability to achieve a desired outcome because
of unexpected intraoperative findings or postoperative
complications would yield a judgment of goal discordance,
even if decisions were made in a patient-centered manner
based on the best information and expertise available. Some
have argued that expectations of likely outcomes are too
subjective and variable to serve as a basis for measurement
of whether care aligned with patients’ goals (5). This is
a serious problem compounded by the paucity of data
describing patient-centered outcomes following surgery
(2,12). Rather than forgoing judgment of likely outcomes,
however, it might be desirable to strengthen these
assessments with evidence.

Relationship between palliative care priorities
and assessing goal concordance

Despite the challenges associated with measurement of goal-
concordant surgical care, progress in other palliative care
domains may support the assessment of goal concordance
via two mechanisms: enriching the characterization of
patients’ goals and decision making in the medical record
and informing evaluation of whether the care delivered
aligned with those goals (Figure I).

Lee et al’s list of quality indicators for surgical palliative
care states that in the preoperative period, surgical
deliberations should include discussion of the goals of
surgery, the patient’s prognosis, and the patient’s “priorities,
values, and preferences regarding treatment options
(including surgical and nonsurgical options)” (11). Discussion
of life-sustaining therapies in the perioperative period is
also essential, specifically the circumstances that might
necessitate their use and their associated limitations (11).

Similar priorities are outlined in the American College of
Surgeons’ Geriatric Surgery Verification (GSV) Program
Standards for Goals and Decision Making (Standards 5.1-
5.5), which mandates documentation of “a verbatim quote
by the patient about his or her overall health and treatment
goals” and “attestation that the surgeon has discussed
the anticipated impact of both surgical and non-surgical
treatments on symptoms, function, burden of care, living
situation, and survival” (12). Recent evidence summarized
by Kopecky er al. suggests perioperative palliative care
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Figure 1 Relationship between palliative care principles/research priorities and measurement of goal-concordant care across the surgical

care trajectory.

consultation may be an effective mechanism for achieving
these objectives and improving documentation of patients’
preferences in the medical record (13,14).

Recent advances in surgical communication also reflect a
shift towards serious illness communication, which has been
affirmed as a basis for delivering goal-concordant care (15).
Cooper et al. established a framework that directs surgeons
to contextualize acute surgical conditions in the context
of underlying illness, elicit goals and priorities, present
treatment options, and orient care to achieving those goals
while also considering time-limited trials of additional
therapies in cases of clinical uncertainty (16). Use of the
“Best Case/Worst Case” tool also appears helpful in guiding
complex surgical decision making regarding high-risk
interventions (17,18). These innovations have the potential
to improve the quality of available information regarding
patients’ goals and priorities.

In order to facilitate longitudinal assessments of changing
goals and clinical circumstances, major complications or
potential need for additional interventions should trigger
renewed discussions of patients’ goals (11). For example,
GSV standards dictate that “goals of care must be revisited
when an older adult experiences an unexpected escalation of
care the ICU and must be readdressed at least every three
days for all ICU patients” (12). Family meetings also play
an important role in tailoring intensive care to patients’
preferences (19). Incorporating palliative care priorities
into daily rounding checklists in the Surgical Intensive
Care Unit and implementing standardized palliative care
documentation may enable researchers to evaluate goal
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concordance even for complex postoperative trajectories
(20,21).

Research focused on patient-centered outcomes
following surgical and non-surgical management is
essential to provide an evidence base for palliative care in
surgery and enable assessment of goal-concordant care
(2,22). Specifically, Lilley et al. called for “observational
studies measuring patient-reported outcomes... for a
broad range of surgical subspecialties, including surgical
oncology, neurosurgery, vascular surgery, and trauma” (2).
They likewise highlighted the need for “large, multisite
studies to compare palliative surgery versus medical
management on symptom burden and quality of life” (2).
The resulting body of evidence will support not only
evidence-based clinical decision making, but also more
rigorous research assessments of whether specific
interventions were likely to achieve a patients’ desired
results compared to available alternatives. Implementation
of multidisciplinary conferences generating consensus
treatment recommendations for high-risk patients (and
documentation thereof) may also inform judgments of goal
concordance by grounding assessments of likely outcomes
in multidisciplinary expertise (12,23,24).

Conclusions

The systematic review by Kopecky et 4/. finds that although
there have been meaningful additions to the literature since
Lilley ez al. identified critical gaps in the evidence base for
palliative care in surgery, measurement of goal-concordant
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surgical care remains a horizon for future research. Progress
in other palliative care domains such as communication and
decision making, integration of palliative care principles
into routine surgical practice, and patient-centered
outcomes research will support future measurement of goal
concordance in seriously ill surgical patients.
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