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Abstract
Context. The COVID-19 pandemic placed the issue of resource utilization front and center. Our comprehensive cancer center

developed a Goals of Care Rapid Response Team (GOC RRT) to optimize resource utilization balanced with goal-concordant patient care.
Objectives. Primary study objective was to evaluate feasibility of the GOC RRT by describing the frequency of consultations

that occurred from those requested. Secondary objectives included adherence to consultation processes in terms of core team
member participation and preliminary efficacy in limiting care escalation.

Methods. We conducted a retrospective chart review of patients referred to GOC RRT (3/23/2020−9/30/2020). Analysis
was descriptive. Categorical variables were compared with Fisher’s exact or Chi-Square tests and continuous variables with
Mann-Whitney U tests.

Results. A total of 89 patients were referred. Eighty-five percent (76 of 89) underwent a total of 95 consultations. Median
(range) patient age was 61 (49, 69) years, 54% (48 of 89) male, 19% (17 of 89) Hispanic, 48% (43/89) White, 73% (65 of 89) mar-
ried/partnered and 66% (59 of 89) Christian. Hematologic malignancies and solid tumors were evenly balanced (53% [47/89] vs.
47% [42 of 89, P = 0.199]). Most patients (82%, 73 of 89) had metastatic disease or relapsed leukemia. Seven percent (6 of 89)
had confirmed COVID-19. Sixty-nine percent (61 of 89) died during the index hospitalization. There was no statistically significant
difference in demographic or clinical characteristics among groups (no consultation, 1 consultation, >1 consultation). Core team
members were present at 64% (61 of 95) of consultations. Care limitation occurred in 74% (56 of 76) of patients.

Conclusion. GOC RRT consultations were feasible and associated with care limitation. Adherence to core team participation
was fair. J Pain Symptom Manage 2023;65:e337−e343. © 2022 American Academy of Hospice and Palliative Medicine. Published by
Elsevier Inc. All rights reserved.
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Key-Message
This descriptive study finds that implementation of a

Goals of Care Rapid Response Team for supporting
provision of goal concordant care is feasible for criti-
cally ill patients at a comprehensive cancer center. Pre-
liminary outcomes suggest that these consultations are
associated with goal-concordant care limitation.
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Introduction
The COVID-19 pandemic placed the issue of ade-

quacy of patient care resources front and center. It is
well established that patients, families and providers
often have an optimistic bias regarding prognosis and
of the outcome of available treatments.1 Accordingly,
patients and families may request care that is unlikely
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to provide medical benefit or that is inconsistent with
their values and goals for care, leading to undue suffer-
ing and financial insolvency. Under ideal circumstan-
ces, goals of care (GOC) discussions are a continuum
of earlier stage discussions of advance care planning
(ACP) that take place over the course of time with a
trusted provider. Communication of the outcome of
these conversations to key stakeholders that include
patients, family members, surrogate decision makers
and health care professionals is vital for the provision
of goal concordant patient care.1

For numerous reasons well described elsewhere,
these conversations often do not occur in a timely fash-
ion or at all, leading to care that may not be aligned
with patient preferences.2,3 When conversations occur,
they frequently do not include key stakeholders and
may result in an incomplete or inaccurate understand-
ing of the patient’s values and goals for care, prognosis
and care outcomes.1 Moreover, preferences may
change over time.4,5 Advance directives, which serve as
imperfect proxies for ACP, are present in only a minor-
ity of adults.1,6 At our institution, despite increasing
efforts over the years, quality improvement projects
focused on selecting and preparing a medical decision
maker have not yielded a significant increase in
scanned Medical Power of Attorney documents avail-
able in the electronic health record (EHR) from a low
baseline frequency.7,8

At the onset of the COVID-19 pandemic our institu-
tion created a Goals of Care Rapid Response Team (GOC
RRT). Developed in response to anticipated increase in
critical illness and resource limitations, the goal was to
promote rapid and effective alignment between care pro-
vided and patient preference. The GOC RRT was for all
cancer patients regardless of COVID status, to support
best practice in communication for GOC discussions9−12

in critically ill patients who did not have GOC conversa-
tions documented in the electronic health record
(EHR). Designed to focus on patients deemed to be at
imminent risk for transfer to the intensive care unit
(ICU) or at high likelihood for transition to a higher level
of care, the GOC RRT was deployed to clarify GOC after
receiving approval from the patient’s oncologist.

The intent of the GOC RRT consultation was to pro-
mote patient and family understanding of the patient’s
medical situation, prognosis and treatment options by
discussion with a trusted oncologist, while ensuring the
medical team’s understanding of the patient’s GOC.
The process was underpinned by supportive care
expertise in facilitating communication. It was antici-
pated that the GOC consultation would lead to higher
rates of “do not resuscitate status,” “no escalation” in
level of care and transition to symptom-oriented sup-
portive care and hospice care.

GOC RRT consultations typically took place within
24 hours of request and often within 3 to 4 hours. For
patients, invited members included the patient (if able
to participate), designated medical power of attorney
(MPOA) or legally authorized medical decision maker
per state hierarchy and others, as desired by the patient
or medical decision maker. For the medical team,
invited members were the patient’s primary medical
oncologist, responsible inpatient oncologist or hospital-
ist, critical care provider, supportive (palliative) care
GOC provider, social worker, ethicist and chaplain.
Designated core team members were Clinical Ethics,
Medical Oncology, Supportive Care and Social Work.

The primary study objective was to evaluate feasibil-
ity of the GOC RRT by describing the frequency of con-
sultations that occurred from those requested.
Secondary objectives were to describe adherence to
consultation processes in terms of core team member
participation and to explore preliminary efficacy in lim-
iting care escalation.
Methods
This study was conducted as a retrospective chart

review of patients referred for GOC RRT consultation
from 3/23/2020-9/30/2020. Patients with a poor prog-
nosis at risk for deterioration and escalation of care
were identified from daily review of patients on the
Medical Emergency Rapid Intervention Team
(MERIT) list, those in the ICU and patients receiving
high flow oxygen or BiPAP. The MERIT evaluates
patients experiencing non-emergent clinical deteriora-
tion such as change in vital signs, chest pain, symptoms
of sepsis or change in mental status. Patients without
an ACP note documented in the EHR were referred
for GOC RRT, after approval of the primary medical
oncologist.

Care limitation was defined as at least one of the fol-
lowing: 1. Change in location to lower intensity level
(i.e., from ICU to regular nursing [medical/surgical]
unit or acute palliative care unit), 2. Change in resusci-
tation status from full code to do not resuscitate and 3.
Withdrawal of life sustaining therapy. Analysis was
descriptive. Categorical variables were compared with
Fisher’s exact or Chi-Square tests and continuous varia-
bles with Mann-Whitney U tests. P-value significance
level was less than 0.05.
Results
Over the 6-month study period, 89 patients were

referred. Eighty-five percent (76 of 89) underwent a
total of 95 consultations. Twelve percent (11 of 89) had
multiple consultations (range 2 to 5; Fig. 1). Reasons
referred patients did not undergo GOC RRT consulta-
tion are noted in Table 1.

For completed consultations, all core team disci-
plines were present in 68% (52 of 76) for the first



Fig. 1. Consultation completion status of patients referred for GOC RRT (N=89).

Table 1
Reasons Patients did not Undergo GOC RRT Consultation

(N=13).
N %

Primary oncologist felt there had been adequate
discussion with patient/family

5 38.5%

Family decided to de-escalate care 5 38.5%
Other 3 23.1%

Other: Family declined consultation (n=1), wrong consultation type placed-
wanted supportive care assisted GOC consult (n=1), no information 1 (n=1).
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consultation and in 64% (61 of 95) for all consulta-
tions. Medical Oncology was present in 83% (63 of 76)
of first consultations, Supportive Care in 96% (73 of
76), Clinical Ethics in 87% (66 of 76) and Social Work
in 96% (73 of 76).

Patients’ demographic and clinical characteristics
are noted in Tables 2 and 3. Median (range) patient
Table
Demographic Characteristics of Patients REFER

Characteristic Total Patients Referre
for GOC RRT
Consultation (N=89)

Age, years Median (Range) 61 (27, 86)
Sex N (%) Female 41 (46.1%)

Male 48 (53.9%)
Marital status N (%) Married, Significant

Other
65 (73.0%)

Divorced, Single,
Widowed

24 (27.0%)

Religion N (%) Catholic 19 (21.3%)
Christian (not Catholic) 40 (44.9%)
None 7 (7.9%)
Other 23 (25.8%)

Ethnicity N (%) Hispanic or Latino 17 (19.1%)
Not Hispanic or Latino 70 (78.7%)
Patient declined to
specify and Unknown

2 (2.2%)

Race N (%) Asian 11 (12.4%)
Black or African
American

16 (18.0%)

White or Caucasian 43 (48.3%)
Other 19 (21.3%)
age was 61 (49, 69) years, 54% (48 of 89) male, 19%
(17 of 89) Hispanic, 48% (43 of 89) White, 73% (65 of
89) married/partnered and 66% (59 of 89) of the
Christian faith. Hematologic malignancies and solid
tumors were evenly balanced (53% [47 of 89] vs. 47%
[42 of 89, P = 0.199]). Most patients (82%, 73 of 89)
had metastatic disease or relapsed leukemia. Seven per-
cent (6 of 89) had confirmed COVID-19.

Hospitalization characteristics of the referred popu-
lation are in Table 4. Median (range) hospital length
of stay (LOS) for referred patients was 9 days (0-243).
69% (61 of 89) died while hospitalized. At discharge,
20% (18 of 89) were hospitalized on the Acute Pallia-
tive Care Unit. There were no statistically significant
differences in demographic, clinical or hospitalization
characteristics between patients referred for consulta-
tion by completion status (not completed, 1 or ≥1).
2
RED for GOC RRT Consultations (N=89).
d Patients’ GOC RRT Consultation Status

Consultation
Completed (N=76)

Consultation Not
Completed (N=13)

P value

60 (27, 84) 66 (38, 86) 0.193
34 (44.7%) 7 (53.8%) 0.543
42 (55.3%) 6 (46.2%)

0.742

20 (26.3%) 4 (30.8%)

14 (18.4%) 5 (38.5%) 0.411
36 (47.4%) 4 (30.8%)
6 (7.9%) 1 (7.7%)

20 (26.3%) 3 (23.1%)
15 (19.7%) 2 (15.4%) 1.00
59 (77.6%) 11 (84.6%)
2 (2.6%) 0 (0.0%)

8 (10.5%) 3 (23.1%) 0.243
12 (15.8%) 4 (30.8%)

39 (51.3%) 4 (30.8%)
17 (22.4%) 2 (15.4%)



Table 3
Clinical Characteristics of Patients REFERRED for GOC RRT Consultation (N=89).

Characteristic Total Patients Referred
for GOC RRT
Consultation (N=89)

Patients’ GOC RRT Consultation Status

Consultation
Completed (N=76)

Consultation Not
Completed (N=13)

P value

Tumor diagnosis N (%) Solid tumor and non-
cancer diagnoses

42 (47.2%) 38 (50.0%) 4 (30.8%) 0.199

Acute leukemia, MDS,
lymphoma,
myelofibrosis,
myeloma, amyloidosis

47 (52.8%) 38 (50.0%) 9 (69.2%)

Disease status N (%) Localized, locally
advanced and non-
cancer diagnoses

12 (13.5%) 11 (14.5%) 1 (7.7%) 0.132

Metastatic cancer or
leukemia in ≥1
relapse

73 (82.0%) 63 (82.9%) 10 (76.9%)

Without evidence of
cancer ≥1 year

4 (4.5%) 2 (2.6%) 2 (15.4%)

COVID status at referral N
(%)

Confirmed diagnosis 6 (6.7%) 5 (6.6%) 1 (7.7%) 0.573
Not detected 75 (84.3%) 65 (85.5%) 10 (76.9%)
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Care limitation occurred in 74% (56 of 76) of patients
who underwent consultation (Table 5). Of these
patients, 9% (7 of 76) had a living will and 24% (18 of
76) had a medical power of attorney (MPOA) available
in the EHR. All patients who had a living will also had a
MPOA.
Discussion
The GOC RRT consultation was a novel intervention

designed and established by the palliative care team
with a different structure and format from a traditional
supportive/palliative care consultation. The GOC RRT
included a palliative care specialist, clinical ethicist, pri-
mary and/or inpatient oncology attending/hospitalist,
intensivist and critical care social worker.13,14 The palli-
ative care specialist actively participated in all aspects of
Table
Hospitalization Characteristics of Patients REFE

Characteristic GOC R

Total (N=89) 0 (N=13)

1st MDACC visit to hospital admission (months)
Median (Range) 9 (0−243) 11 (0−185)

Hospital length of stay (days)
Median (range) 14 (1−373) 9 (3−81)

Discharge disposition N (%)
Expired 61 (68.5%) 10 (76.9%)
Home without hospice 15 (16.9%) 2 (15.4%)
Home with hospice 8 (9.0%) 1 (7.7%)
Other 5 (5.6%) 0 (0.0%)

Hospital discharge service N (%)
Supportive Care 18 (20.2%) 4 (30.8%)
Other Services 71 (79.8%) 9 (69.2%)

aFor comparison of all 3 groups (0 vs. 1 vs. >1).
bFor comparison of 1 vs. >1 GOC RRT consultation.
the meeting; the ethicist facilitated these meetings.
Clinical ethicists, like palliative care specialists, are
experienced in facilitating difficult conversations in
emotionally charged circumstances. Typically, their
focus is on identification and analysis of ethical ques-
tions and values clarification in the context of uncer-
tainty, supporting collaborative decision making
among the patient, family and medical team. The
nature of their intervention is episodic, as relates to the
meeting,15-17 while palliative care provides ongoing
clinical care. They can be highly complementary to
one another.

The GOC RRT was intended to be distinct from pal-
liative care consultations. Benefits were two-fold. At our
and most institutions, supportive/palliative care consul-
tation are discretionary and requires a provider order.
Keeping supportive/palliative care consultation
4
RRED for GOC RRT Consultations (N=89).
RT Consultation Completion Status

1 (N=65) >1 (N=11) P valuea P valueb

9 (0−169) 3 (0−243) 0.584 0.400

14 (1−373) 20 (4−131) 0.444 0.412

42 (64.6%) 9 (81.8%) 0.973 0.834
12 (18.5%) 1 (9.1%)
6 (9.2%) 1 (9.1%)
5 (7.7%) 0 (0.0%)

14 (21.5%) 0 (0.0%) 0.161 0.200
51 (78.5%) 11 (100.0%)



Table 5
GOC RRT Consultation Outcomes.

Variables Measures Total (N=76) GOC RRT Number of Incidences Pa

1 (N=65) 2-5 (N=11)

Outcome of GOC RRT per patient, N (%) Care limitation 56 (73.7%) 49 (75.4%) 7 (63.6%) 00.466
All others 20 (26.3%) 16 (24.6%) 4 (36.4%)

Change of location, N (%) APSCU, RNF, hospice 16 (21.1%) 15 (23.1%) 1 (9.1%) 0.440
All others 60 (78.9%) 50 (76.9%) 10 (90.9%)

Change in resuscitation status from FULL CODE to Do Not
Resuscitate (DNR), N (%)

Yes 50 (65.8%) 44 (67.7%) 6 (54.5%) 0.496
All others 26 (34.2%) 21 (32.3%) 5 (45.5%)

Did patient have any withdrawal of an LST? N (%) Yes 16 (21.1%) 14 (21.5%) 2 (18.2%) 1.00
No 60 (78.9%) 51 (78.5%) 9 (81.8%)

P<.05 is significant.
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distinct from GOC RRT consultations allowed the sup-
portive/palliative care team to avoid the negative asso-
ciations of mandatory consultations. Simultaneously,
the GOC RRT process allowed the supportive care
team to introduce themselves and the care offered in a
supportive and beneficial light. For many patients, the
GOC RRT was their first introduction to supportive/
palliative care and often served as the impetus for sup-
portive care consultation, thus enabling the supportive
care team to establish an ongoing relationship of care
with the patient and family. While clinical ethicists can
provide ongoing support with decision making in the
short term, they cannot provide the full spectrum of
symptom management, emotional and spiritual sup-
port that the supportive/palliative care team provides.

The GOC RRT was not intended to replace ongoing
efforts to introduce ACP and GOC conversations ear-
lier in the disease trajectory or to replace supportive/
palliative care consultations. The goal was to support
real time conversations for patients who had not yet
established GOC, prioritized by need. These conversa-
tions typically do not take place early in the health care
continuum or at all.1,7,8 When they do, often they are
not conducted in a manner that is meaningful to the
patient’s current situation; additionally, patients’ pref-
erences may change.1,2 The GOC RRT process was to
supplement processes supporting downstream GOC
discussion and was targeted at critically ill individuals
without documented GOC discussions. The GOC RRT
has continued at our institution as we have moved to
the endemic phase of COVID-19, as one more tool to
provide goal-aligned patient care.

While designed as a one-time intervention, in 15%
of patients, it was repeated. GOC RRT consultations
frequently served as a source of new supportive care
referrals for patient, family and provider support. The
sudden onset of the pandemic generated great distress
among clinicians who were not well prepared to con-
duct serious illness conversations with their patients.
The GOC RRT was widely available to help them con-
duct such conversations in a safe manner with the pres-
ence of the supportive care and ethics teams, as many
had limited experience conducting such conversations.
Future research is needed to explore if these clinicians
have now adopted these conversations into regular
practice.

Our findings show that GOC RRT consultations
were feasible: 85% of referrals underwent consultation.
Consultations appeared to reach the population of
interest. These patients were critically ill, as evidenced
by 67% in-hospital mortality, did not have documented
GOC conversations in the EHR and were largely hospi-
talized in the intensive care unit, a focus of high
resource utilization and patient/caregiver distress.
While most patients did not have COVID-19, they were
impacted by the pandemic with fear of infection, visita-
tion restrictions and potential resource limitation.

Lack of differences in demographic, clinical and
hospitalization characteristics by consultation comple-
tion status may speak to lack of perceived need in con-
sultation non-completers. In the majority, the
oncologist felt there had been enough discussion about
prognosis and goals of care or the patient and/or fam-
ily had already made a choice to de-escalate care.

At a high level, adherence to GOC RRT consultation
processes was fair. Potential reasons for variable partici-
pation by discipline include logistics, competing
responsibilities and discomfort with GOC discussions.
It was more challenging for patients’ primary oncolo-
gists to accommodate last minute changes in clinic
schedules, as compared to on-site ICU, social work, sup-
portive care and clinical ethics providers. At times, the
ethicist was not able to participate when two GOC
RRTs were happening simultaneously, as there was
only one dedicated ethicist. For hospitalists and inpa-
tient oncologists, time challenges were paramount,
given the labor-intensive nature of the process.

Unsolicited provider feedback suggested that many
found the process to be beneficial by providing a uni-
fied message from the medical team, reducing medi-
cally non-beneficial care and illustrating how difficult it
is for clinicians, patients and families to make these
kind of care decisions. This feedback is consistent with
that reported by palliative care teams who worked pre-
dominantly with COVID-positive patients.18,19 Future
research should evaluate contribution of this model to
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provider wellbeing, as well as to reasons for provider
discomfort/engagement with participation, ideal mode
of encounter (in person, virtual or hybrid) and partici-
pation for only part of the meeting for some medical
team members, as ways to increase participation and
optimize resource allocation, especially in smaller insti-
tutions.

Consultation outcomes suggest that the process did
limit care escalation. The most common measure of
goal-concordant care limitation was change in resusci-
tation status from full code to do not resuscitate in
66%, with change in location and withdrawal of life sus-
taining treatment less common, each at 21%. Despite
the low frequency of COVID-19 positivity in our popu-
lation, the regional prevalence of COVID-19 positivity
at the time likely influenced the salience of these GOC
conversations. If confirmed to promote goal-concor-
dant care, this approach may benefit critically ill
patients regardless of their COVID-19 status as we enter
the endemic phase of this illness.

Study limitations include its retrospective nature,
conduct in a single institution and the specialized
nature of our setting as a comprehensive cancer center.
Our patients may differ in the intensity of preferred
treatment from that pursued by patients in more com-
munity-based settings. Furthermore, as a tertiary cancer
center, we may have resources more easily available for
the rapid deployment of this human resource-intense
intervention than available in other settings. If prospec-
tive studies confirm GOC RRT consult efficacy in pro-
moting goal-concordant care in critically ill patients
with cancer, research could be extended to different
settings and to different populations.

This preliminary study raises many questions for
future study. Can these results be reproduced and how
do outcomes compare to those of similar patients who
do not undergo the process? If results are reproduc-
ible, can the intervention be modified to achieve com-
parable results with fewer resources? What is the role
of facilitated communication incorporating expert
communication skills on outcomes? A pre-pandemic
ICU based study among critically ill patient with
advanced medical illness found less use of invasive ICU
procedures and shorter ICU length of stay based on a
goal-concordant care model incorporating time-limited
trials. This model was based on palliative care-led com-
munication skills training designed to teach clinicians
the requisite components and skills needed to lead
effective family meetings.20 Our institution is currently
deploying communication skills training throughout
the organization.

On a more basic level is the age-old question: Can
similar results be achieved by conversations in the out-
patient setting earlier in the disease trajectory or is the
stimulus of a potentially life-threatening event critical
for individuals to recognize the salience of these
discussions to their own life course? Many authors have
deemed ACP in the traditional sense a failure, with a
move to preparing patients and surrogate decision
makers for “in-the-moment” decision making.21−24 At a
minimum, GOC RRT consultations supplemented pre-
existing processes for ACP and GOC discussions. It is
yet unknown if they might contribute to new models
for establishing GOC. Certainly, knowledge of impact
on the emotional wellbeing of the patients, their family
members and their survivors is critical, as is the impact
on the complicated bereavement for survivors whose
family members die. All these issues and more are fod-
der for future research to evaluate if moving to a “Just-
in-Time” model of ACP and GOC planning would lead
to improved outcomes with respect to goal concordant
care from the perspective of patients, families, pro-
viders and/or the health care system.
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