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Physicians’ Response to Patients’ Quality-of-Life
Goals
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Robert Todd, MS, and James W. Mold, MD, MPH

Purpose: Patients are able to participate in quality-of-life (QOL) discussions, but clinicians struggle to
incorporate this information into encounters and shared decision making. We designed a study to de-
termine if a clinician-initiated prompt could make patient visits more goal directed.

Methods: Patients were given a previsit questionnaire that included QOL questions. Physicians in the
control were given no further prompting. The intervention physicians were prompted to ask a QOL
question: what things are you unable to do because of your health problems today? A 2-pronged design
was used: 1 prepost group where 3 physicians participated in 5 control and 5 intervention encounters
(n � 30) and a randomized group in which 11 physicians and their patients were randomly assigned to
control or intervention groups (n � 30). Video recordings of the encounters were reviewed to deter-
mine if QOL goals were mentioned and if they were utilized in decision making.

Results: Fifty-seven (95%) of the 60 patients provided written answers to at least 1 of the QOL ques-
tions on the intake form. QOL goals were mentioned during intervention encounters more often than in
control groups. QOL information was used in shared decision making in only 4 of the 30 (13%) inter-
vention encounters.

Conclusions: Physicians were able to engage in QOL discussions with their patients, but did not
translate that information to medical decision making. More research is needed to understand why cli-
nicians opt not to use QOL information and how to make communication more goal directed. (J Am
Board Fam Med 2020;33:71–79.)

Keywords: Clinical Decision-Making, Communication, Patient Participation, Patient-Centered Care, Physicians,
Quality-of-Life, Surveys and Questionnaires, Video Recording

A recent article in JAMA posited that health care
needs a new specialty called interpersonal medi-
cine.1 The proposed specialty would combine the
tenets of evidence-based medicine with tailored

care based on the “patient’s circumstances, capabil-
ities, and preferences.” This is not a new idea. It
was the primary reason for establishing the spe-
cialty of Family Medicine in 1969.2 However,
blending the science of medicine with person-cen-
tered care has proven more difficult than antici-
pated.

Many theoretical frameworks such as the afore-
mentioned interpersonal medicine have been de-
veloped under the umbrella term: patient-centered
care. Thousands of articles have been written in an
attempt to better codify and understand this fun-
damental aspect of care,3 but it is hard to define.4

Broadly, patient-centered care is viewing the health
care encounter not through the lens of the system,
physician, or disease, but instead from the view-
point of the individual.5,6 Care that is patient-cen-
tered has been shown to decrease health care utili-
zation7 and increase quality of care.8 It has been
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shown that patient participation in decision making
improves patient outcomes in depression, cardio-
vascular disease, palliative care, and disability reha-
bilitation.9–12 A variety of approaches to patient-
centered care have been described, but few offer a
substantive praxis for truly shifting the focus of care
to patient needs and priorities while providing a
framework for the application of evidence-based
clinical care.13–15

This study was based on an approach that pro-
poses a way to do so. Goal-directed health care
(GDHC) established by Dr. Mold and colleagues
in 1991,16 is a practical, clinically feasible way to
apply the concept to current primary care settings
in real time. GDHC is an alternate to the problem-
based approach that dominates the current Ameri-
can medical system.17,18 Problem-based care as-
sumes that patients’ health goals will be achieved
when their medical problems have been solved.19,20

However, researchers have consistently shown rel-
atively poor correlations between biomedical mea-
sures of disease severity and patient perceptions of
quality of life (QOL).21–22

GDHC, by contrast, creates a framework within
which to apply scientific evidence to help patient
achieve their personal goals. Goals are organized
into 4 distinct categories: 1) prevention of prema-
ture death and disability, 2) maintenance or im-
provement of QOL, 3) maximization of personal
growth and development, and 4) preparation for a
good death.23 GDHC differs from most patient-
centered care approaches by creating a unique in-
terplay between the patient, the clinician, and the
goals developed collaboratively by both the patient
and clinician.24

The present study is the second in a series of
studies designed to determine how to help patients
and clinicians shift to a goal-directed approach,
focusing on only the QOL goal category. In this
prior study, we utilized previsit forms which in-
cluded 3 QOL questions. Patients were able to
express their QOL goals on the form. Physicians
almost never addressed patients’ QOL priorities
but almost always addressed symptoms expressed
on the control forms.25 Furthermore, the QOL
data appeared to have a negative effect, reducing
physicians’ expression of empathy. Other studies
have shown modest effects on physician-patient
communication after pre-encounter priming for
patients and clinicians,14 but no other studies have
investigated interventions involving both patients

and practitioners that can be easily integrated into
primary care settings. In this study, we attempted
to facilitate goal-directed patient-clinician discus-
sions by priming patients with the same previsit
QOL questions and adding a physician prompt to
ask a QOL question taken from the form.

Methods
Physician Recruitment
Our study was conducted in the Department of
Family and Preventive Medicine’s faculty/resident
practice at the University of Oklahoma Health Sci-
ences Center. The Center’s Institutional Review
Board approved the study. Fourteen family physi-
cians, including 6 faculty, 5 third-year residents,
and 3 second-year residents agreed to participate
and provided written consent. All physicians who
had more than 3 half-days of clinic per week during
the data collection period were included in the
study. First-year residents were excluded as the data
collection took place during the first month of the
academic year.

Participating clinicians were told that the pur-
pose of the study was to assess the quality of com-
munication in patient-clinician encounters using
goal-directed prompts. The control physicians
were told that the prompts were new previsit forms
that patients would fill out before their visits. In-
tervention physicians were told that the prompts
were the previsit forms plus the following question
they were prompted to ask during the patient en-
counter: “What things are you unable to do be-
cause of your health problems today?” A cue card
with the question was given to the physician with
the previsit form. Neither physicians nor patients
were given any other training in GDHC or com-
munication.

The physicians were assigned to 1 of 2 study
groups. The first was a pre/post group in which 3
physicians (1 attending, 1 second-year resident, and
1 third-year resident) each participated in 5 control
encounters and 5 intervention encounters in ran-
dom order. The second group included eleven phy-
sicians (5 faculty, 4 third-year residents, 2 second-
year residents) who were randomly assigned to
either control or intervention arms for either 2 or 3
encounters. This design was used to facilitate
scheduling of the video-tapings. The academic
clinic is designed with 4 clinic wings. Only 1 room
in each wing has built-in cameras that are discreet
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and allow for audio and video recording encoun-
ters.

Patient Recruitment
To be included, patients had to be at least 18 years
old, speak English as their primary language, and
have at least 1 chronic medical condition listed on
their problem list. The research assistants reviewed
the schedule with the physicians before the clinic
session began and patients who did not meet crite-
ria were excluded. Over a 6-week period, all regu-
larly-scheduled patients who met the inclusion cri-
teria were approached by the research assistants
and those who were amenable were enrolled im-
mediately before their scheduled visit and verbal
and written inform consent was obtained. A total of
60 patients agreed to take part in the study.

After enrollment, patients were placed into 1 of
4 rooms which have embedded ceiling cameras and
audio equipment, and the research assistants gave
the previsit form directly to the patients to com-
plete as they waited for their appointment. The
form began with the clinic’s usual previsit questions
that included a record of recent emergency depart-
ment (ED) visits, hospitalizations, other visits to
health care providers, medication changes, initia-
tion of home health services, or any other major life
changes. It also included 3 goal-directed questions
that were developed over years of clinical practice
by the founders of GDHC and were validated in
our prior study: 1) What things are you unable to
do as a result of your health problems? 2) What
other things would you like to be able to do that
you cannot do now? 3) What activities give purpose
to your life?28 The completed questionnaire was
placed inside the visit folder for clinician review
during the visit in the same manner the clinic’s
usual previsit form is reviewed.

Video Analysis
The research assistants and Becky A. Purkaple con-
ducted separate analyses on the data obtained from
the 2 different study groups. The 2 primary out-
come measures were: 1) Was patient-expressed
QOL information discussed during the encounter
(yes/no)? and 2) Was that QOL information used
in medical decision making (yes/no)? QOL infor-
mation was defined as any phrases taken from the
previsit surveys or the keywords “quality of life,”
“function(ing),” “ability,” and “goal(s).” Medical
decision making was defined using the Centers for

Medicare Services’ definition: any decision that
elicits a diagnosis, prognosis, therapy, or further
testing based on the application of clinician knowl-
edge to patient information.26 Therefore, to meet
our outcome criterion, the physicians had to use
QOL information to make a diagnosis, discuss
prognosis, change/modify therapy, or instigate fur-
ther testing. We did not differentiate based on
medical complexity. There were no discrepancies
between the research assistants and Becky A.
Purkaple (Cohen k � 1). The transcripts of the
encounters were reviewed by Zsolt J. Nagykaldi as
well with no discrepancies. Results in the randomly
assigned patient visit group were analyzed using
Fischer’s exact test. Results from the prepost re-
peated measure group were analyzed using McNe-
mar’s test.

Secondary Outcome Measures
All videos were also scored with the Modified Flan-
ders Interaction Tool, a method that was initially
developed to assess teacher communication in the
classroom and has since been used to analyze pa-
tient-centered provider communication especially
in medical training.27–30 The assessment captured
the content of patient-clinician encounters in
3-second intervals using a 10-option categorical
model. From that data, we calculated the percent of
clinician talk time, the percent of patient talk time,
and the percent of silence. The Flanders scale can
be further categorized as direct communication and
indirect communication. Direct communication is
more authoritative and limits responses, while in-
direct communication allows for more freedom and
inclusion of patient ideas. Two research assistants
were trained by Becky A. Purkaple to score the
videotapes using standard patient videos before
data collection began. The videos were scored by
the research assistants with 1 scoring the prepost
and the other scoring the randomized group.

Results
Participating patient demographics are shown by
study group in Table 1. Only 3 of the 60 enrolled
patients opted to leave the previsit questionnaire
entirely blank. A minority (Q1: 15%; Q2: 12%; and
Q3: 5%) failed to answer 1 or more of the previsit
questions.

Table 2 provides typical examples for patient
answers from both groups. Transcripts of 2 inter-
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vention encounters, 1 in which QOL information
was used in medical decision making and 1 in which
it was not, are listed in Table 3.

During control encounters, none of the clini-
cians in either study group referenced the previsit
patient survey answers or commented on the QOL
issues raised even though they could be seen on
videotape looking at the surveys. The QOL infor-
mation was verbally expressed by only 1 patient. In
that case, the clinician did not react to the infor-
mation, and it was not used in medical decision
making.

In the intervention encounters, despite a ver-
bal reminder and the written prompt, physicians

asked the QOL question in only 22 (73%) of the
30 encounters. Five (36%) of the 11 physicians in
the randomized group rephrased the question to
lead the patient toward a negative answer (ie,
“There is nothing you cannot do because of your
health problems, right?”). Even then, only 1 pa-
tient responded that he/she had no limitations.
That patient’s health issues included sickle cell
disease with frequent emergency department
(ED) and hospital visits that made it difficult to
care for her 3 small children and manage her
current high-risk pregnancy. When the question
was not asked by the physicians, 3 patients
brought up QOL concerns themselves (1 en-

Table 1. Patient Characteristics

Characteristic Control Intervention Total P-Values

Age (SD) 61 (13) 51 (21) 57 (17) .13*
Male 42% 36% 38% .38†

Female 58% 64% 62% .38†

Caucasian 45% 43% 43% .64†

African American 52% 46% 47% .64†

Other 3% 1% �1% .64†

SD, standard deviation.
*Comparison of Means.
†�2.

Table 2. Patient Responses to Prompt Question

Questions Control Group Intervention Group

Q1 Pain and arthritis in hands limits times when I can use
hands and pick things up

I can’t do normal adult things like workout, hangout
with friends, and enjoy life because my weight and
legs

Seeing, hearing, teeth, independence Twist the lids off jar. Decreased grip or hand
strength

Just live like I want to workout play ball play with my
kids

Walking or playing with grandchildren, house work

Work, walk long distances, stand long periods of time,
and sometimes unable to just get out of bed

Q2 Take road trips Get up in my chair better from the floor, get into
bed and the shower without someone holding my
chair

Drive a car, climb a ladder Fishing, hunting, walking comfortably
Walk a whole mile, walk faster and climb steps Walk and see better, would like to read, would like

to dance
Go on a vacation without having problems with my

legs and feet
Sex

Q3 Time with family, church Hanging with friends and family; crafting
Music, talking about positive aspects, my family,

poetry
Wheelchair basketball; sports being around people

Music, spiritual ministries Books, my religion, my grandkids
Spending time with family and friends, learning new

things, travel, social interactions
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counter in the pre/post group, 2 in the random-
ized group).

QOL was introduced more often during inter-
vention encounters than in control encounters (P �
0.05; see Table 4 and Table 5). However, QOL
information influenced decision making in only 4
of the 30 (13%) intervention encounters. One phy-
sician in the pre/post group and 2 physicians in the
random group used QOL in clinical decision mak-
ing. In 1 of those encounters, the discussion of

QOL limitations resulting from fatigue led to a
physician-directed discussion of sleep hygiene and
a possible sleep study. In another, the physician
leveraged the patient’s weight-related functional
limitation to discuss healthy exercise and dietary
options. One patient initially refused recom-
mended laboratory tests, and the clinician used her
QOL concerns to encourage collaboration with
testing. In the fourth case, the discussion of QOL
issues prompted the physician to refer the patient
to a new subspecialist for further workup. How-
ever, there was no statistical difference between the
control and intervention groups in terms of fre-
quency of incorporation of QOL concerns into
medical decision making.

The results of the Modified Flanders Analyses
are shown in Tables 4 and 5. There was no differ-
ence between the 2 groups in patient talk time,
clinician talk time, direct communication, indirect
communication, or silence.

Discussion
This study confirms our previous findings that cli-
nicians seem to be either poorly equipped or oth-
erwise hesitant to address patient questions or con-
cerns about QOL priorities. In more than a quarter
of intervention encounters, the QOL prompt ques-
tion was not even asked. In follow up, 1 clinician
voiced some concern that the prompt was not per-
tinent to the particular patients and would have
interrupted the visit flow. Only 4 of the 30 visit
recordings indicated the use of patient-generated
QOL content in medical decision making in the
intervention group, which was statistically no more
often than in the control group.

Patients on the previsit forms were able to iden-
tify health-related meaningful life activities and
deficits in functioning (See Table 2), but were hes-
itant to bring up them up unprompted. The forms
in this study were completed at similar rates to our
previous study where the QOL form had an 87.5%
completion rate, and the control form had a 75%
completion rate. When prompted by their physi-
cians, patients readily discussed health-related
QOL concerns. It is important to understand the
issues that prevent clinicians from engaging in
QOL data because eliciting goal-directed conver-
sations may lead to more tailored and effective care
and has been shown that enabling patients in such
a way increases adherence to evidence-based guide-
lines and patient satisfaction.31–36

Table 3. Transcripts of QOL Discussions from
Recorded Encounters

Conversation 1:

Provider: What can you not do because of your health
problems today?

Patient: Uh, well, taking long trips. And, long walks. And
that’s about it. And working.

Provider: Why is that?
Patient: My back, the scoliosis.
Provider: How long ago were you diagnosed?
Patient: It’s been some years I was born with it and I had rods

in my back
Patient: And so that, let me see. At 13 years. Gotcha. 9

scoliosis surgeries due to congenital scoliosis and seizures
since 2003. And what’s your living situation?

Conversation 2:

Physician: There is nothing you cannot do because of your
health problems, right?

Patient: No. Nothing is really stopping me. I mean,
sometimes I recently started feeling. I guess it is side effects
of the vitamin D deficiency like being really, really tired.
Unbearably tired. Like in the middle of the day, barely
being able to keep my eyes open tired.

Provider: Wow
Patient: And like last week it was the first week that it started

to really like affect me. And I have been feeling these
symptoms of stuff and I hadn’t really felt them until just
last week

Provider: Anything about last week that was you think was
causing you to feel tired all the time?

Patient: Like social wise?
Provider: Yeah?
Patient: No, nothing. Regular week.
Provider: And have you been eating pretty normally?
Patient: Yes.
Provider: So, what happens to you when you get unbearably

tired in the middle of the day? How do you deal with that?
Patient: I have to lay down or at least lay my head down
Provider: For how long?
Patient: Until I can manage to keep my eyes open.
Physician: How are you sleeping?
Patient: I wake up coughing and toss and turn all night.
Physician screens for sleep apnea and orders sleep study.

QOL, quality-of-life discussion.
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The conversations between the physicians and
patients showed interesting patterns of communi-
cation. When patients answered their physician’s
QOL question, the physicians would engage, but
could not transition the discussion into medical
decision making. For instance, 3 patients discussed
that traveling was difficult due to their health con-
ditions (anxiety, morbid obesity) and those 3 phy-
sicians did spend time discussing their desired
travel plans and the barriers to travel that these
conditions impose. However, they did not tie pa-
tients’ desired to travel into their health plan which
could have been, for example, through weight loss,
attending counseling, medication compliance, or
physical therapy. The conversation in Table 3
highlights how physicians tended to medicalize the
QOL issue and then change the subject, which
occurred in a majority of encounters.

The issue of how to encourage goal-directed
communication in the patient-clinician encounters
remains elusive. Over a third of the physicians who

asked the prompted question altered it to a leading
question, suggesting that there are perceived bar-
riers to QOL conversations. In a discussion group
after the study was completed, many physicians
discussed concerns over time constraints that they
felt limited their ability to engage in QOL conver-
sations. It is interesting to note that the 4 QOL
conversations that included medical decision mak-
ing had a median of 17 minutes (range, 13 to 22
minutes). The control encounters had a median time
of 15 minutes (range, 7 to 43 minutes) and the inter-
vention encounters that did not include medical de-
cision making had a median of 19 minutes (range, 7 to
31 minutes). Our sample size is too small to make
definitive claims about the time component, but it
seems to suggest that QOL encounters can be per-
formed efficiently within the clinic visit.

We posit that physicians may not engage in this
conversation due to their problem-oriented mind-
set and training. Clinicians know how to use symp-
toms to generate a differential diagnosis but are

Table 4. A Comparison of Outcomes in the Pre-Post, Repeated Measures Group (n � 60)

Control Group (n � 15) Intervention Group (n � 15) Significance (P)

Patient QOL goals mentioned 1 11 0.0378*
Patient QOL goals used in clinical decision making 0 2 0.1334*
Modified Flanders

Physician talk 48.9% 47.0% 0.343†

Patient talk 33.9% 35.2% 0.373†

Direct communication 9.8% 7.5% 0.493†

Indirect communication 27.5% 27.5% 0.275†

Silence 17.5% 17.8% 0.260†

QOL, quality-of-life discussion.
*McNemar’s test.
†Paired t-test.

Table 5. A Comparison of Outcomes in the Random Clinician Assignment Group (n � 30)

Control Group (n � 15) Intervention Group (n � 15) Significance (P)

Patient QOL goals mentioned 0 13 .0189*
Patient QOL goals used in clinical decision making 0 2 .285*
Modified Flanders

Physician talk 44.1% 44.8% .5920†

Patient talk 36.7% 36.2% .7015†

Direct communication 6.1% 6.0% .7862†

Indirect communication 26.6% 26.8% .7862†

Silence 19.4% 18.2% .7053†

QOL, quality-of-life discussion.
*Fischer’s exact test.
†Comparison of independent means with t-test.
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generally not taught how to incorporate QOL pri-
orities into medical decision making. Patients, on
the other hand seem ready and eager to discuss
QOL issues.

A more robust intervention is needed to help
physicians and patients incorporate QOL goals in
decision making. Occupational therapists and other
rehabilitation professionals, sports medicine clini-
cians, social workers, and many mental health pro-
fessionals already operate in goal-direct frame-
works, which could be adapted and integrated into
general medical training, and some researchers are
applying the same methods in geriatric popula-
tions.37 The standardized patient model could be
adapted to train this communication skill. Continu-
ing medical education could also be redesigned to
include methods for effective goal assessment and
collaborative goal setting with patients. In addition
to updating professional training, systemic changes
would also need to occur. It has been shown that
electronic medical record prompts can be used in a
variety of settings to alter clinician behavior.38 Bill-
able codes (eg, The International Classification of
Functioning, Disability, and Health) could be ad-
opted to encourage goal-directed discussions and
decision making as well.

Adoption of goal-directed care could not only
help patients, but also clinicians. Primary care cli-
nicians report high levels of burnout.39,40 While
there are many contributing factors, one commonly
cited reason is clinicians’ feeling of disconnected-
ness from patients, whether due to time constraints,
the dominance of the electronic medical record, or
administrative tasks that now seem to rival direct
patient contact time.41–43 GDHC offers a new way
to create more meaningful personal connections
between patients and health care professionals.
Goal orientation could enable patients and practi-
tioners to more effectively translate clinical guide-
lines into personalized care approaches.44 Rather
than creating a new specialty, perhaps we simply
need a new conceptual framework for primary care.

Our study has a number of limitations. The
study was conducted in a single academic residency
program, and all professionals were either faculty
or residents in the same department. This may
limit the diversity of clinician participants. For that
reason, we attempted to maximize the number of
clinicians in the study as well as differences in their
age, gender, ethnicity, and clinical training. Physi-
cians and patients were aware that they were being

observed, which could have affected their behaviors
(Hawthorne effect). We attempted to minimize this
effect by recording both control and intervention
encounters and by using subtle recording equip-
ment that was already built into the teaching clinic.
Regular, ongoing recording with professionally in-
stalled camera systems for resident teaching also
limited the intrusiveness of the recording. Al-
though the information provided to the clinicians
about the study was purposely vague and the data
analyst was blinded to group assignment, the ver-
balization of the intervention question, no doubt
affected blinding. Our sample size (60 patients and
14 clinicians) and the observation arrangement (2
clinician groups) resulted in limited power to detect
small differences. Lastly, our data collection win-
dow was over a period of 6 weeks and our inter-
vention could have had a future effect that was not
measured during our data collection window.

To see this article online, please go to: http://jabfm.org/content/
33/1/71.full.
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