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INTEGRATED CARE CASE

Goal-Oriented Care: A Catalyst for Person-Centred
System Integration
Carolyn Steele Gray*,†, Agnes Grudniewicz‡, Alana Armas*, James Mold§, Jennifer Im† and
Pauline Boeckxstaens‖,¶
Introduction: Person-centred integrated care is often at odds with how current health care systems are
structured, resulting in slower than expected uptake of the model worldwide. Adopting goal-oriented
care, an approach which uses patient priorities, or goals, to drive what kinds of care are appropriate and
how care is delivered, may offer a way to improve implementation.
Description: This case report presents three international cases of community-based primary health care
models in Ottawa (Canada), Vermont (USA) and Flanders (Belgium) that adopted goal-oriented care to
stimulate clinical, professional, organizational and system integration. The Rainbow Model of Integrated
Care is used to demonstrate how goal-oriented care drove integration at all levels.
Discussion: The three cases demonstrate how goal-oriented care has the potential to catalyse integrated
care. Exploration of these cases suggests that goal-oriented care can serve to activate formative and
normative integration mechanisms; supporting processes that enable integrated care, while providing a
framework for a shared philosophy of care.
Lessons learned: By establishing a common vision and philosophy to drive shared processes, goal-oriented
care can be a powerful tool to enable integrated care delivery. Offering plenty of opportunities for training in goal-oriented care within and across teams is essential to support this shift.
Keywords: people-driven care; goal-oriented care; integrated care; people-centred goals; case studies

Introduction
Background

At the heart of the World Health Organization’s definition
of integrated service delivery lies the aim that “integrated
care should be centred on the needs of individuals, their
families and communities” [1, p.4]. Person-centred care is
not only aligned with integrated service delivery but has
also been argued to be means to improve quality of care.
In their 2001 report Crossing the Quality Chasm, the United
States’ Institute of Medicine suggests that improving
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 uality in care delivery requires a fundamental shift towards
q
respecting and responding to patient preferences, needs
and values [2]. Unfortunately, a person-centred approach
to care is often at odds with how current health care systems are structured, as they take a problem-oriented view
that seeks to treat illness and disease rather than looking
at the individual within their context [3]. It is perhaps this
tension that has slowed progress towards person-centred
care delivery [4].
While person-centred care tends to be broadly defined
so that implementation of the model can be adapted to
meet local contextual needs [5], implementation challenges persist. Multiple studies point to factors at micro,
meso and macro levels that can influence adoption of the
model; including organizational and system structures,
organizational culture, leadership approaches, as well
as individual beliefs of providers regarding the value of
the approach to care [6–9]. The University of Gothenburg
Centre for Person-Centred Care in Sweden developed an
evidence-based framework intended to support implementation of person-centred care [10, 11]. The model
focuses on how providers work one-on-one with their
patients rather than supporting person-centred delivery
by interprofessional and inter-organizational teams. As
such, this may not be sufficient in cases where the aim
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is to implement person-centred care in integrated models
that rely on care delivery by interprofessional and interorganizational teams. This paper argues that, goal-oriented
care (GOC) offers such an approach.
This case report describes the philosophy and activities
of GOC, linking it to person-centred integrated care delivery. These connections are illustrated through the presentation of three international cases which have adopted
(decided to commit to and use [12]) GOC as a means of
putting person-centred and integrated care into practice.
Goal-oriented care

The GOC concept was first introduced by Mold and colleagues in 1991 [13] as an alternative to problem-oriented
care, particularly for individuals with diverse and complex
health conditions and social care needs. In this introduction, GOC is viewed as conducive to team-based and
interprofessional care (a cornerstone of integrated care)
as it encourages team members to work together towards
a common goal: that of the patient. More recently, GOC
has gained momentum as an approach to tailoring and
prioritizing care for multimorbid patients [14–18]. Drawing on the literature and an interdisciplinary clinical panel
of experts, a clinically driven definition of GOC was published, defining it as:
“the overarching aims of medical care for a patient
that are informed by patients’ underlying values and
priorities, established within the existing clinical context, and used to guide decisions about the use of or
limitation on specific medical interventions” [19, p.3]
This definition emphasizes using what is most important
to the person seeking care to determine what kinds of care
are appropriate and how care is to be delivered; which is,
in essence, person-centred care.
Person-centred care delivery can be viewed as a paradigm shift requiring a change in the practice and teaching
of medicine from one dominated by technical rationality
to one that acknowledges the complex thoughts and interactions of patients and providers [20]. As one approach
to person-centred care, GOC requires the same transformation. While clinicians are trained to use their clinical
expertise to make care decisions to solve health problems,
to be effective in a GOC approach, “clinicians must set
aside their personal preferences and interests and listen
actively to identify those [preferences] of their patients”
[21]. Moving from a model that focuses on problem-solving strategies and clinician-relevant objectives towards
addressing patient priorities effectively operationalizes a
person-centred care approach and enables the four key
components of people-driven care: empowerment and
engagement, co-production and co-design.
First, GOC creates an environment which supports
empowerment (gaining control over care) [22] and
engagement [23] of individuals in their care, as the process requires that individuals become active participants
in their own health, care and treatment. Setting goals
can also improve patient self-efficacy needed to motivate
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action [24], like engaging in one’s care. Second, an important component of GOC in practice is the co-production
and co-design of care plans between patients and their
providers. Sanders and Strappers’ [25] foundational work
on service co-design suggests that all participants be
viewed as equal contributors to the creative process. GOC
requires that patients and providers collaboratively create
goals that can connect what is meaningful to both parties
[16], requiring both collaboration and creativity to co-produce care goals used to guide the co-design of care plans.
Finally, co-production and co-design of care plans can
translate to co-design of service delivery models. Given
that people, particularly those with complex health and
social care needs, will have diverse goals [21, 26, 27], existing siloed health care delivery models are often insufficient to meet care needs [28]. By adopting GOC at the
practice level, service delivery gaps can be revealed, offering guidance on how to structure models to better meet
the needs of patients. Here is where GOC can become a
catalyst for implementing models of integrated health
and social care.
Goal-oriented care as a catalyst for integration

To best understand how GOC can drive adoption of person-centred integrated care, we connect the process and
aims of GOC to Valentijn’s Rainbow Model of Integrated
Care (RMIC) [29]. The RMIC suggests that six dimensions
of integrated care need to be in place to achieve the
model’s desired aims [30, 31]. The RMIC dimensions were
first identified via a systematic review of the literature
[32] and later validated using a Delphi study and survey
[33, 34]. Table 1 presents how the dimensions of integrated care can be achieved through the adoption of a
GOC approach.
Purpose

To illustrate the connections between GOC and integrated
care proposed in Table 1, three international cases that
have adopted the GOC model to drive clinical, professional, organizational and system level integration are
presented. Case descriptions use data from three international case studies exploring the implementation of
GOC models. Data to inform the comparative case study
project was collected over the summer and fall of 2017
and included interviews with providers and managers and
document reviews. Each case had a local lead researcher
working with a trainee to collect data (Vermont lead –
CSG; Ottawa lead – AG; Flanders lead – PB). Interviews
were conducted with 18 providers and managers (18 in
Vermont, 13 in Ottawa and 17 in Flanders for a total of
48). Data has and continues to be analysed to address core
research questions of the study. What is presented here
are overview case descriptions that are informed by these
case studies to illustrate connections between GOC and
integrated care, but should not be considered an in-depth
exploration of the comparative case study data. Ethics
approvals for the comparative research study were given
by all relevant agencies in each of the three countries. This
paper is a first step towards validation of the connections
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Table 1: Mapping goal-oriented care to integrated care.
Rainbow Model of Integrated
Care Dimensions

Definition [32]

Goal-Oriented Care Approach

Micro level – clinical integration

“The coordination of person-focused
GOC operationalizes a person-focused
care in a single process across time, place approach in a clinical encounter by
and discipline”
calibrating care plans to person-identified
goals and priorities, rather than working
towards goals related to a specific disease,
profession or setting.

Meso level – professional integration

“Interprofessional partnerships based
on shared competencies, roles, responsibilities and accountability to deliver a
comprehensive continuum of care to a
defined population”

Goals are often diverse and complex,
requiring support from different health
and social care professionals. All team
members need to understand and agree
to focus on common goals (specifically,
the patient’s), which can support the
transcending of differences between
disciplines and lead to clarification of
roles and responsibilities in delivery
of care.

Meso level – organizational integration

“Inter-organizational relationships (e.g.
contracting, strategic alliances, knowledge networks, mergers) including common governance mechanisms, to deliver
comprehensive services to a defined
population”

Services required to meet diverse patient
goals are likely to come from multiple
organizations. Working towards common patient-prioritized goals can help
establish a shared language and vision
for professionals working together across
organizational boundaries. Organizations
can look beyond their siloed approaches
to establish a shared vision and aligned
governance structures.

Macro level – system integration

“A horizontal and vertical integrated
system, based on a coherent set of
(informal and formal) rules and policies
between care providers and external
stakeholders for the benefit of people
and populations.”

When adopted across a wide region
or network, GOC can be used to drive
the structure of partnerships to better
align with person-centred needs. For
example, pay-for-performance systems
need to attend to relevant and appropriate outcomes in order to be successful
in integrated care [35]. Focusing too
much on biomedical targets can have
deleterious effects particularly for multimorbid complex patients [36]. Goalattainment has been argued to be a more
appropriate outcome for multi-morbid
patients [16].

Mechanisms linking micro, meso and macro
Functional integration

“Key support functions and activities (i.e.
financial, management and information
systems) structured around the primary
process of service delivery to coordinate and support accountability and
decision-making between organisations
and professionals in order to add overall
value to the system.”

GOC creates a unifying process of care
delivery that can inform the structure
of coordinating activities (e.g., referral
pathways) and information sharing (e.g.,
shared electronic medical records). For
example, information sharing platforms
can highlight person-centred goals, and
indicate different providers and organizations that need to be involved in addressing the identified goals.

Normative integration

“The development and maintenance of a
common frame of reference (i.e. shared
mission, vision, values and culture)
between organisations, professional
groups and individuals.”

GOC can serve as a common philosophy,
and a building block towards shared
values of person-centeredness to align
disparate professional and organizational
groups that need to work together in an
integrated model.

Art. 8, page 4 of 10

between GOC and integrated care, but is mainly intended
to demonstrate how GOC can activate mechanisms that
drive implementation of integrated health and social care
delivery.
International Cases of Goal-Oriented Care

Clinical and professional integration in Ontario,
Canada

GOC was introduced at a Community Health Centre
(CHC) in Ontario, Canada through two programs aimed
to improve care for patients with complex health and
social needs. Ontario CHCs are publicly funded primary
care organizations that provide care to vulnerable populations using an interprofessional approach. The CHC
studied was organized into several teams, including a
medical clinic, social services, a seniors outreach program,
and the ‘Health Links’ program. The ‘Health Links’ program was a policy initiative launched by the Ontario Ministry of Health and Long-Term Care in 2012, which was
intended to improve care coordination for ‘high serviceuse’ patient populations [37]. While person-centred care
had always been part of the culture at the CHC, the specific GOC approach was implemented slowly over almost a
decade and with the introduction of the seniors outreach
program and the ‘Health Link’ program. As a result, GOC
practice remained the leading approach only within these
two programs, with minimal spread to the medical clinic
and social services teams.
At the time of data collection, the seniors outreach
program had been in place for almost 8 years, delivering
services to vulnerable seniors at home. Registered nurses
and community health workers would visit patients to
perform in-home assessments, coordinate care with the
patient’s primary care provider, provide education and
social supports, and help the patient navigate the system
through case management. The Health Links program
was newer and implemented broadly across the province.
The CHC led a voluntarily formed Health Links network
(of various health and social organizations in the region)
that aimed to work together to better coordinate care for
patients with complex health and social needs. Given the
overlap in their activities and aims, Health Links and the
seniors outreach program were later integrated to expand
seniors’ access to care coordination [38].
The main GOC tool at the CHC was the Health Links
coordinated care plan which, among other details, outlined the patient’s goals. The care plans were completed
with the patient, most often by a care coordinator, and
then shared with the whole care team. The Health Links
team documented all patient goals, even when unrealistic,
and the patient’s goals always took precedent over clinicians’ goals when there was disagreement. This approach
was taken due to the patient-centeredness philosophy
at the CHC. When goals were not achievable, they were
viewed as a guide for the patient’s ideal care plan. When
used by providers in practice, the care plan created clinical integration by bringing the care team together (e.g.,
physician, social worker, addictions counsellor) to provide
care that aligned with stated patient goals. Care coordinators and other team members would meet regularly to
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discuss their most challenging cases and the team would
work to identify solutions in line with the patient’s goals
using local resources, for example moving a patient to
safer housing. The seniors outreach program also provided goal-directed case management.
Members of the CHC saw the GOC approach as an
opportunity to create professional integration. Though
there was no explicit push for GOC in the medical clinic or
social services teams, it appeared that there was some diffusion of the approach through the Health Links and seniors outreach programs. However, this was only successful
where professionals on a patient’s care team all ‘bought
in’ to GOC and the use of the care plan. The teams faced
additional challenges when trying to use a GOC approach
with the patient’s care providers that were outside of the
organization and were either not familiar with care plans
or had not bought in to the GOC approach. However, the
CHC was building momentum within its walls, with multiple professionals (social workers, family doctors, care coordinators) using the patient’s explicit goals to guide care.
While not all CHC providers used GOC in practice, they all
subscribed to the philosophy behind GOC and its alignment with the person-centered culture at the CHC.
Professional and
Vermont, USA

organizational

integration

in

In 2009, the state of Vermont in the United States underwent a major health care funding transformation. Driven
by a desire to better serve “high-needs” Medicare and
Medicaid clients, the Blueprint for Health initiative was
established to lead the transformation of primary and
comprehensive health services funding and delivery. One
of the objectives of Blueprint for Health was to support
community-led programs by deploying quality improvement practice facilitators to work with local health and
social care providers to design and deliver new models of
care. Different models were introduced, including Community Health Teams, Patient-Centred Medical Homes,
Hub and Spoke models, and special population supports
(e.g., The Women’s Health Initiative) [39].
One rural Community Health Team program adopted
a GOC approach to support coordination of care across
health and social care services. The Community Health
Team included providers from multiple health and social
care agencies delivering services in the region including
primary care physicians, care coordinators, behavioural
health specialists, home care providers, mental health
support providers, and a case manager situated in the local
hospital. Among the challenges facing the practice facilitator was how to support professional and organizational
integration; bringing together disparate groups of providers who each had their own professional backgrounds and
training, organizational knowledge and culture, and different clinical and professional skills and competencies.
The practice facilitator introduced the GOC approach,
building on a set of tools from the Camden Coalition for
Healthcare Providers which seeks to improve care delivery
for individuals with complex health and social care needs
[40]. The Camden Coalition has created a set of tools
(Camden Domain Cards and Eco Mapping) to help elicit
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individual’s goals which are then used to develop care
plans; a method they call “backwards planning” [41]. Using
these tools, the practice facilitator developed a 2-day training session for providers joining the Community Health
Team, offering the training multiple times as needed for
providers to learn about GOC and practice using the tools.
After training was complete, members of the Community
Health Team met bi-weekly in-person to discuss complex
cases that required support from the different team members. Providers would present cases for discussion, often
the provider with the closest relationship to the individual, or the one who first identified the individual as a good
candidate to be treated by the Community Health Team.
In discussing and troubleshooting cases providers often
referred back to the individual’s goals, identified when the
patient was first brought into the program. In conducting
the case study, researchers had an opportunity to observe
a meeting and were struck by how frequently the patient
goals were mentioned, used to redirect the conversation
towards what mattered to the patient, and guided assigning of responsibilities of different members of the team to
support the patient.
In interviews with the 18 providers and managers
working in the model, conducted about 18 months after
the start of the program, all providers defined GOC in
the same way as “meeting people where they’re at”, suggesting a coalescing of beliefs regarding patient care.
Providers and managers indicated that by setting their
own clinical goals aside and focusing instead on patient
goals, they were better able to work as an interprofessional team. Interprofessional team-work was reinforced
through bi-weekly meetings where providers developed
a better understanding of each of their skills supporting role clarity, established shared responsibility, and
built relationships necessary to support professionallevel integration.
At an organizational level, focusing on client goals enabled identification of which organizations and providers
needed to be involved in the Community Health Team to
provide necessary ‘wrap around’ services to clients. For
this case, these organizations included the local hospital,
3 primary care centres, community seniors care agency,
housing support, and a mental health agency. One gap
identified in the interviews was lower than hoped primary
care physician engagement (only one actively participated
in the group). The team managed this challenge by having
more active involvement by a primary care administrator
and establishing behavioural health therapists and nurses
in primary care clinics to liaise between the Community
Health Team and physicians as needed. Organizational
managers and regional leaders saw GOC as a useful way
to identify how funding models and agreements needed
to be modified to integrate care across organizations. At
the time of data collection, the region was considering
updating the information infrastructure (e.g., adopting an
electronic shared care plan) to improve communication
between providers and client access to services. An information system was also viewed as a mechanism to enable
future system-level integration by identifying population
health needs and trends.
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From clinical to organisational to system integration
in Flanders, Belgium

In Flanders, Belgium patients, providers and policy makers
have created momentum for GOC through numerous initiatives at clinical, organizational and system levels. First,
since 2010, two CHCs in Ghent introduced GOC explicitly
while improving and reworking their processes of interprofessional collaboration for patients with chronic care
needs. In both CHCs, teams were looking to enhance
role clarity across disciplines to improve efficiency and
support interdisciplinary collaboration and overall care.
Interprofessional care plans were developed for patients
with complex care needs that were guided by patient
goals. Goals were established through in-depth conversations between that patient and their provider with whom
they the closest therapeutic relationship (often a nurse),
and informal caregivers where appropriate. Goals were
aligned to the International Classification of Functioning [42]. Care teams would then hold a 60–90 minute
meeting (preferably with the patient) to integrated all the
information into a care plan which was then added to the
patient’s electronic medical record and used as a reference
to organize interprofessional care; supporting clinical
integration for the patient within the CHC. Similar to the
Vermont example, interprofessional team meetings were
guided by a GOC approach, creating a common language
and approach that facilitated professional integration.
A second initiative led by the Flemish government,
was the introduction of local multidisciplinary networks
to support primary care providers to implement chronic
disease management programs. In 2013, one of these
networks, Regio Gent, started local interprofessional
training meetings where professionals from different
disciplines gathered to learn about disease-specific topics such as diabetes or chronic obstructive pulmonary
disease. In 2015, Regio Gent decided to shift their focus
from a disease-oriented approach to a community focus.
Through a partnership with Ghent University GOC was
identified as a promising approach to guide local interprofessional meetings intended to advance community collaboration. Primary care networks included professionals
within a specific community who collaborated and shared
accountability for the health and well-being of all the
people living in their community. Interprofessional community meetings originally mainly gathered primary care
professionals such as physicians, nurses, physiotherapists
and dieticians but over time increasingly engaged social
workers and professionals working in homecare, contributing to professional integration.
Regio Gent also engaged with Maastricht University,
University College Zuyd and a consultancy agency (Dubois
& Van Rij) to provide two-day training on person-centered
care to help introduce GOC to emerging primary care networks. At the time of writing, over 130 professionals had
been trained, and the local 90-minute meetings were still
being organized using a train-the-trainer approach.
A third initiative occurring at the regional level in
Flanders started in 2010 with primary care reform efforts
aimed at restructuring the system. As part of these efforts,
the Flanders region was divided into 60 primary care

Art. 8, page 6 of 10

zones serving geographically defined areas of 100,000–
150,000 citizens. Primary care zones were (and continue
to be) governed by a care council representing health,
social and community sector stakeholders, and include
representatives from professional organizations (representing primary care clinicians, patients, and informal
carers), homecare institutions (e.g. retirement homes and
home care services), and community supports (e.g. centres for welfare, social security, health insurance, mental
health supports, and child preventive services). The zones
are supported by the Flemish Institute for Primary Care in
partnership with Ghent University to develop a train-thetrainer program and strategy. Among strategies is advancing the implementation of GOC. One of these primary
care zones explicitly defined GOC as a building block for
care in their vision and mission statement in 2018.
Lastly, in 2018, GOC was introduced as one of the
potential strategies for proactive and person-centered
primary care for the population experiencing moderately complex problems by the Primary Care Academy.
The Academy is a research and teaching network of four
Flemish universities, six university colleges, a home nursing organization (the White-Yellow Cross) and patient
representatives which promote and study GOC as an
innovative strategy for proactive and person-centered
care in interprofessional models. In close collaboration
with different stakeholders at the micro, meso and macro
level, the Academy aims to develop roadmaps and handson toolkits for primary care policies, practice and education, using GOC as a means to advance person-centered
integrated care from a system level.
Discussion

Goal-oriented care catalysing micro, meso and macro
integration

The three presented cases demonstrate how GOC was a
catalyst for integration at micro, meso and macro levels.
Across all three cases, GOC was used to support clinical
integration by bringing together different clinical professionals to coordinate care delivery based on patient-identified goals. Cases used tools like care plans (in Ottawa and
Flanders) or goal-elicitation processes (like the Camden
Cards used in Vermont) to bring different clinicians onto
the same page in terms of care delivery. Patients and caregivers were involved in the creation of care plans based
on patient goals, speaking to the ability for GOC to support co-production of care delivery. Creating this space for
co-production at the clinical level has been shown to be an
important stepping stone towards more patient involvement in co-designing system and organizational changes
[43], suggesting adopting GOC may also support wider
system co-design with patients and caregivers. However,
patient and family involvement in care tended to focus at
the stage of goal elicitation, and did not always translate
to ongoing engagement, necessary to support person-centred care processes [44].
The presented cases demonstrate how GOC enabled
professional and organizational level integration at the
meso level. This was particularly evident in the Vermont
and Flanders cases where integrated care delivery spanned
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organizational boundaries. In these instances, GOC was
used to establish communication pathways, support role
clarity at the professional level, and identify and create
partnerships required to provide patients with access to
the breadth of services needed to address their goals. This
type of shared understanding has been found to be important for effective interprofessional teamwork [45]. In
Flanders, partnerships not only spanned health and social
care organizations but included regional decision-making
bodies and universities as a means to support evidencebased training in the model and set the foundation for
broader system level change. Physician engagement, however, was a challenge in the Ottawa and Vermont cases,
which is consistent with previous research in this area
[46–48].
The value of GOC to support system level integration
was still in the stage of creating a common vision at the
time of data collection for these three cases. However,
Flanders, and to a lesser extent Vermont, were using GOC
as a key driver of reform efforts intended to improve integrated care delivery at a system level. Their vision included
attention to structures, agreements and funding models
that could be aligned using GOC, however time will tell
if GOC will help to make this system-level vision a reality.
For example, Flanders 2025 primary care reform strategic
priorities includes an aim to establish care teams the support individuals “in accordance with his or her life goals”
[49, p.23].
Goal-oriented care enabling formative and normative
mechanisms of integration

Perhaps the greatest learning from these three cases
comes from looking at how GOC activates the mechanisms
that drive integrated care. In the three cases we see examples of how GOC was able to activate formative integration mechanisms, by offering a process by which clinicians
could work together within and across their organizations.
Specifically, GOC asks clinicians and managers to focus on
the thing they have in common, regardless of their professional or organizational backgrounds, that is – the goals of
their patients. This focus streamlines communication and
processes, as seen in the Vermont example where patient
goals were used to keep the large interprofessional meetings on track and centred on finding solutions to better
serve patients.
Maybe most important is how GOC was able to activate normative integration, which was key when working between different organizations that had different
cultures and driving visions. In the presented cases GOC
helped create a framework to establish a shared vision
amongst providers and organizations, identified as necessary to drive integrated care models [50, 51]. As noted
earlier, GOC, like person-centred care, requires a philosophical shift in how providers, managers, and patients
think about the delivery of health care services. For those
clinicians and teams who had already “bought in” to the
ethos, such as the two programs in the Ottawa case, GOC
was used mainly formatively, to drive processes. But in
cases that worked with “outsiders”, or across different
organizations, as was the case in Vermont and Flanders,
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more intensive training was used to get groups aligned
to this ethos of care, arguably activating normative integration of values across diverse professional and organizational groups. Of course, there are many additional factors
that drive organizational change. A deeper exploration of
the training processes and how these can drive a change
in beliefs, as well as how they interrelate with other drivers like engagement and leadership buy-in found to influence organizational uptake of person-centred care [52]
would provide a more thorough understanding of organizational change.
What the cases do demonstrate is the power of using
GOC as an approach to get the many different players
involved in integrated health and social care delivery
aligned to a common vision; delivering care that addresses
what is important to patients. Or as the providers would
say in Vermont, to “meet them where they’re at.”

GOC can serve to activate formative and normative mechanisms to drive integration at clinical, professional and
organizational levels, with a view towards broader system
level integration. The next step requires that proposed
links between GOC and integrated care be tested using
empirical data. Co-authors are exploring opportunities to
develop a survey tool that could be deployed across the
members of the Goal-Oriented Care Learning Collaborative. The Collaborative was founded by the co-authors of
this paper, and is an international network of researchers,
providers and health system leaders seeking to advance
the adoption of GOC in their regions. Through advancing
GOC internationally, there is an opportunity to help systems move away from problem-oriented thinking towards
whole-person and community-based models that are better positioned to deliver person-centred and integrated
models of care.

Lessons Learned
The three case examples presented offer several lessons
for those seeking to adopt GOC as a driver for their
integration efforts.
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1. To drive clinical integration, health and social care
providers, as well as patients and their informal
caregivers, need to be trained in how to engage
and be engaged in a GOC approach and be given
opportunities to put the model into practice. Tools
like those described in the cases can be used to
support GOC at the clinical level.
2. To drive professional integration, inter- and intraorganizational processes need to be established
where professionals can easily share information
and communicate around person-identified goals.
3. To drive organizational integration, person-centred
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across disparate organizations, which should
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leadership.
4. To drive system integration, GOC can be used to
create a common vision and road map for system
level reform efforts towards greater vertical and
horizontal integration, as was the case in Flanders.
5. To drive formative integration, organizations and
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information systems) that enable a shared GOC
approach within and across the health and social
care systems.
6. To drive normative integration, intensive training
in the approach and philosophy of GOC should
be regularly available for clinicians, managers and
patients. Preferably training should be done together
to reinforce shared beliefs and values related to the
model of care.
Conclusions
The international cases of GOC presented in this case
report serve to demonstrate how GOC can be used to catalyse implementation of person-centred integrated care
models. Using the Rainbow Model, the cases show that
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