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Goal setting with older people in acute care: 

Literature review 

In 2012-13, there were 5.5 million acute admissions to hospital in Australia 

(Australian Institute of Health and Welfare [AIHW], 2015). Of these acute admissions, 40% 

were accounted for by persons aged 65 years of age or older (AIHW, 2015). The World 

Health Organisation commissioned report by Parker (2005) identified that persons aged 65 

and over face increased risks upon discharge from hospital due to deconditioning and loss of 

functionality, loss of independence, negative affect, lowered well-being and interruptions to 

formal and informal care.  

Due to a combination of these increased risks and a push for swift discharge, the 

readmission rates for those over 65 have been reported at rates as high as 20% across a 

number of studies (Courtney et al., 2009; Mahoney, Eisner, Havighurst, Gray & Plata, 2000).  

As such, discharge planning has received increased attention as a strategy to minimise 

readmissions and increase functioning and participation of older patients upon discharge 

(Wales et al, 2012). However, despite this, there has been limited exploration of the goal 

setting processes of occupational therapists in discharge planning in Acute Aged Care [AAC] 

when no consistent goal setting practice is known to exist (Holm & Mu, 2012). 

Background 

The number of persons over 65 in Australia is estimated to rise from the current 

15.4% to 22.6% by 2054 (ABS, 2014). The Australian Bureau of Statistics [ABS] (2014) has 

reported that the rate of those aged over 65 in Australia is increasing at approximately 6.3% 

annually. Internationally, rates are similar with the United Nations (2013) forecasting 

exponential growth of the percentage of individuals over 60 years of age across all regions of 

the world. With those aged over 65 already overrepresented in acute hospital admissions, the 
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number of admissions and readmissions are set to continue to rise (AIHW, 2015; The 

Treasury, 2015).  

Acute hospital admissions accounted for $40.2 billion spent on hospital care in 2011-

12 in Australia (AIHW, 2014). The AIHW’s (2014) report on Australia’s healthcare noted 

that the cost of acute healthcare is growing at a similar rate to the rate of increase of older 

adults, at approximately 7% growth annually. Concerns around the rising cost of healthcare 

have been addressed by an increased focus of researchers and institutions on the role of 

discharge planning in the effective return of older persons to the community to minimise 

readmissions and additional preventable costs (Parker, Peet, McPherson, Cannaby & Abrams, 

2002; Shepperd et al., 2013; Wales et al., 2012).  

Discharge planning refers to collaborative problem solving between patients, carers 

and a range of treating professionals to identify and manage care needs during their current 

admission and transition home (Wales et al., 2012). Effective discharge planning is generally 

multidisciplinary and incorporates an assessment of the individual, development of a care 

plan, implementation of the plan, follow-up and evaluation post discharge (DHS, 1998). Two 

systematic reviews of discharge planning have reported some effectiveness of the process, 

with evidence of shortened hospital stays, lowered readmission rates, minimised carer burden 

and improved communication resulting in enhanced coordination of services (Parker et al., 

2002; Shepperd et al., 2013).  

However, although results suggest that some effectiveness could be attributed to 

discharge planning, little is known as to why results have not been bigger given that the 

principles of discharge planning theoretically facilitate improved outcomes (Courtney et al., 

2009; Shepperd et al., 2013; Wales et al., 2012). One suggestion for these results is the lack of 

structured discharge planning framework or consistency across institutions (Courtney et al, 



Running Head: GOAL SETTING IN ACUTE AGED CARE 

 5 

2009; Wales et al., 2012). Therefore, further investigation into current discharge planning 

processes is needed. 

Occupational therapists are one of the specialist disciplines that contribute to 

discharge planning (Wales et al., 2012). The occupational therapist’s role in discharge 

planning is to consider the ability of older adults to independently and safely function within 

their own environment upon discharge (Parker et al., 2002; Wales et al., 2012). As such, 

occupational therapists evaluate the patient’s current level of functioning, the social and 

physical environment that they will be returning to on discharge, and the occupations and 

roles that will be required of them (Wales et al., 2012). From this information, they construct 

a plan for the patient to overcome any challenges in their Person-Environment-Occupation fit 

that may arise (Sheppard et al., 2013).  

One aspect of the discharge planning process for occupational therapy is setting 

treatment goals with clients (Atwal & Caldwell, 2003). Goal setting is a key aspect of the care 

plan development during discharge planning (Holm & Mu, 2012; Wales et al., 2012). Goal 

setting outlines the intended outcomes of the care plan, directing future interventions and 

services (Holm & Mu, 2012). Once the therapist has thoroughly assessed the needs, wants and 

circumstances of the patient, they negotiate with them to construct suitable goals for therapy 

(Park, 2011). Occupational therapists believe that effective goal setting is important for 

improved patient outcomes and patient satisfaction (Holm & Mu, 2012).  

However, although effective goal setting is pivotal in the occupational therapy process 

and discharge planning, there is no known consistent goal setting practice or procedure in 

acute aged care (Holm & Mu, 2012). This lack of framework for goal setting has been 

reported across a number of countries with westernised health systems such as Canada, the 

United Kingdom and the United States (Atwal & Caldwell, 2003; Holm & Mu, 2012). 

Furthermore, little is known about what goal setting looks like across a variety of settings and 
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institutions and whether goal setting practices are sufficient to meet patient needs (Holm & 

Mu, 2012). 

Defining Acute Aged Care 

Acute aged care is initial care given to those over 65 in a hospital setting following 

admission (AIHW, 2015). Acute care is intended to cure or reduce severity of an injury or 

illness, alleviate current symptoms of an injury or illness or protect against exacerbation of a 

current condition (AIHW, 2015). The average length of stay in acute aged care is 

approximately 4.2 bed days, with treatment focused on swift discharge to minimise costs and 

the detrimental effects of hospitalisation (AIHW, 2015; Parker 2005).  

It has been estimated that each hospital bed day for a person over 65 results in a 5% 

loss of muscle mass (Palmer, Counsell & Landefield 1998). This means that five bed days 

will require a patient approximately two months to recover (Palmer et al., 1998). When 

hospitalised, older persons are also prone to higher rates of under-nutrition, falls, medication 

errors, depression and infections (Palmer et al., 1998, Victoria Department of Health 

[VDOH], 2012). It has been recognized that acute aged care has a unique set of challenges 

due to the nature of complex and compounding illnesses (Moats & Doble, 2006). 

Defining Goal Setting 

Goal-directed behavior is a general characteristic of human behaviour and as such 

setting goals motivates individuals to meet intended outcomes (Playford et al., 2000). A goal 

is defined in occupational therapy as a measurable, narrowly defined end result of therapy to 

be achieved in a specified time (Bryant, 1995). Park (2011) expanded on this, defining a goal 

as an intent statement, collaboratively formulated with the client that outlines the intended 

measurable outcome to be achieved through therapy and a time frame for attainment. As such, 

goal setting is therefore taken to mean the formulation of goals or targets that will be the aim 

of all further therapy (Polatajko, Craik, Davis & Townsend, 2007).  
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The Australian Minimum Standards for New Graduate Occupational Therapists 

defines goal setting as the determination of priorities for intervention, developed 

collaboratively with the patient through complex problem solving, professional reasoning, and 

consideration of the person and their environment (Occupational Therapy Australia [OTA], 

2010). All students must achieve proficiency in goal setting through fieldwork evaluation to 

be registered as an occupational therapist in Australia (OTA, 2010). Throughout the literature, 

definitions of goal setting appear to share the main aspects of this definition; collaboration 

with the patient, professional reasoning and determining priorities for further intervention 

(Custer, Huebner, Freudenberger, & Nichols, 2013; Moats & Doble, 2006).  

Search Process 

Using the keywords and MeSH terms goal, goal setting, occupational therapy, discharge 

planning and aged care, acute aged care, elderly and hospital, a number of databases were 

searched. Databases searched included: OT Seeker, Cochrane Library, CINAHL, Medline, 

Ageline, PubMed, Scopus and AMED. This search resulted in over one thousand results. To 

reduce this number, publications prior to 2000 and not in English were excluded. Although 

measures were taken to reduce results, the search still wielded over 700 articles. Effort was 

taken to screen all available articles or their abstract if the article was not available, however, 

some articles or their abstracts were unable to be obtained. Although the search was limited to 

articles published after 2000, articles found to be pivotal but published before 2000 were still 

included. A review of the literature illustrated that little review of goal setting practices in 

acute aged care had been done with a majority of articles focusing on goal setting in 

rehabilitation settings, aged care facilities or the community. Similarly, there were few studies 

that focused specifically on older adults. However, studies that reviewed goal setting in acute 

care that included participants over 65 were also included as their results were consistent 

across all age ranges (Maitra & Erway, 2006; Thomson & Black, 2008). 
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‘Best practice’ for goal setting 

Autonomous Decision-Making 

Traditionally, professionals alone made health care decisions, including goals, for 

patients in their ‘best interest’ (Moats & Doble, 2006). Taking a paternalistic approach 

acknowledged therapists as the experts with the education and experience to determine 

appropriate goals for therapy (Moats & Doble, 2006). This approach was consistent to the 

medical model of treatment most commonly found in acute care (Atwal & Caldwell, 2003; 

Moats & Doble, 2006). However, due to the changing nature of disability and the human 

rights movement, there has been a shift towards anti-paternalistic or autonomous approaches 

to health care decision-making (Hofland, 1988). 

An autonomy approach dictates that patients should have the final say in decisions 

made about their healthcare that will affect their well-being (Moats & Doble, 2006). It has 

often been misinterpreted in health care that autonomy equates to giving informed consent 

(Huby, Brook, Thompson & Tierney, 2007; Moats & Doble, 2006). However, autonomous 

care planning involves the patient making decisions as well as being informed (Moats & 

Doble, 2006). It is argued that once a patient is informed of all options and the potential risk 

associated with choices, they should be given the final say in all health care decisions, 

including goal setting (Hofland, 1988). Moats & Doble (2006) proposed that if a client 

identifies that they have no current issues that they would like to work on, that therapists 

should respect that and further care planning decisions should align with this. 

Consistent with the autonomy approach, the Australian Human Rights Commission 

[AHRC] (2013) Aged Care Reform Agenda emphasised the freedom of older adults to make 

decisions in regard to their healthcare. They asserted that older adults should be supported and 

respected in these decisions, with therapists acting as educated advisors and supports to 

enable self-directed care (AHRC, 2013).  
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Playford et al. (2000) further argued that autonomy should be not only plan related, 

but also task related. Patients should be able to select not only how they reach their goals but 

which tasks to focus their goals on (Playford et al, 2000). However, providing complete 

freedom to patients in decision-making often contradicts principle of beneficence in providing 

health care and although patients wishes should be respected, there is a requirement of the 

therapist to also minimise potential risk (Moats & Doble, 2006). Researchers have therefore 

proposed that a more collaborative approach should be taken (Moats & Doble, 2006). 

Client-Centredness and Collaborative Goal Setting  

Collaboration between therapists and their patients is a central theme of goal setting 

throughout the literature (Holm & Mu, 2012). Goal setting should create a means for 

therapists and patients to discuss treatment priorities and enable them to create goals that meet 

both the patient’s perceived needs and wants as well as measurable occupational outcomes 

(Smith, 2013). Frameworks of occupational therapy practice such as the Canadian Practice 

Process Framework [CPPF] highlight the importance of the role of the patient in the 

occupational therapy process (Polatajko et al., 2007). Such practice frameworks incorporate 

the knowledge, experience and personal values of both the patient and therapist in the 

occupational therapy process (Polatajko et al., 2007).  

Collaborating with older patients has been found to create increased ownership, 

accountability and responsibility of goals, increased feelings of participation in healthcare 

choices, and increased empowerment to self-manage care (Armstrong, 2008). Developing 

goals that are meaningful to clients has resulted in increased participation and engagement in 

therapy, improved outcomes, increased goal attainment and shorter hospital stays 

(Eschenfelder, 2005; Wressle, Öberg, & Henriksson, 1999; Thomson & Black, 2008). Client-

centred practices have further been found to improve health outcomes, result in increased 
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patient satisfaction, and increased feelings of worth for therapists (Playford et al., 2000; 

Wressle, et al., 1999).  

The Occupational Therapy Board of Australia: Code of Conduct (2014) outlines the 

requirement of occupational therapists to practice client-centred care which aims to engage 

the client and their chosen carers/family in the care planning and decision making process and 

respect the decisions of the client. Similarly, recent initiatives by the Agency for Clinical 

Innovation (2014) in NSW and the Victorian Department of Health (2012) on the treatment of 

older adults have emphasised the importance of enabling older persons through educating 

them in health literacy and involving them in the development of care plans in order to 

achieve improved outcomes and increased satisfaction.  

 Victoria Department of Health [VDOH] (2012) identified that older adults have 

complex health care needs due to the chronic and compounding nature of illnesses. 

Accordingly, it has been identified that older persons have different priorities than other 

patient groups and often value well-being and social functioning over physical functioning  

(Atwal et al., 2007). As such, they should have the opportunity to advocate for intervention to 

return to activities that are meaningful to them (Eschenfelder, 2005; Moats, 2006). For 

therapists, this means that they may be required to build an intricate therapeutic relationship 

in order to collaborate effectively with older patients to determine goals that engage patients 

and improve outcomes (Moats & Doble, 2006). 

The Goal Setting Process 

There is no gold standard for goal setting in occupational therapy. Occupational 

therapy practice frameworks such as the CPPF, a highly used practice framework, outline the 

role of goal setting in the OT process (Polatajko et al., 2007). The CPPF guides therapists 

through the steps of initiating practice, assessment, agreeing on objectives/plan, 

implementation of the plan, monitoring and modifying, evaluation and service exit (Polatajko 
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et al., 2007). Agreeing on objectives or goal setting is the fourth step in the CPPF, and is 

pivotal for determining the direction and implementation of further treatment (Polatajko et al., 

2007). Completing in-depth assessments prior to setting goals enables therapists to understand 

the patient, their environment and their occupations to develop goals that meet the patients 

identified needs (Polatajko et al., 2007).  

The content of goals should be participation and occupation focused as opposed to 

illness or symptom focus (Eschenfelder, 2005). Developing both long- and short-term goals 

enables therapists to guide patients towards the resumption of roles and return to functional 

tasks (Smith, 2013). Creating long-term goals provides meaning and motivation for the 

patient to participate in therapy (Eschenfelder, 2005). Short-term goals can then be developed 

based on expected improvements or incremental steps towards broader functional tasks 

(Smith, 2013). The Canadian Measure of Occupational Performance [CMOP] and Goal 

Attainment Scale [GAS] have been highlighted as effective tools in identifying meaningful 

patient goals and monitoring and modifying goals to reach greater outcomes (Custer et al., 

2013; Turner-Stokes, 2009). 

Although there appears to be a consensus about the role and nature of goal setting in 

the occupational therapy process, there is limited agreement on a structure or formula for 

setting goals (Custer et al., 2013). A highly utilized structure of goals set in occupational 

therapy is the SMART goal model (Thomson & Black, 2008). SMART goals require goals to 

be specific, measurable, achievable, realistic and have clear time frames (Thomson & Black, 

2008). These goals create tangible and achievable targets for the client and therapist to enable 

progress (Thomson & Black, 2008). Therapists have reported that using the SMART goals 

framework has made them more confident in goal setting and enabled improved transition of 

care (Custer et al., 2013). Welch & Forster (2003) found that using SMART goals as opposed 

to unstructured goals showed improved goal attainment with 91% attainment for SMART 
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goals and 46% attainment for non-SMART goals. This suggests that structured goal setting 

may improve patient satisfaction and functional outcomes (Custer et al., 2013). However, 

despite indications that structured goal setting may improve the occupational therapy process, 

there is no known requirement for any specific goal structure to be used in the acute setting. 

Current Goal Setting Practice 

Recent observational studies and reviews of current goal setting practice have begun to shape 

an objective picture of the goal setting process (Atwal & Caldwell, 2003; Huby et al., 2007; 

Thomson & Black, 2008; Playford et al., 2000). These studies have illustrated that although 

occupational therapy is directed by theories of client-centred goal setting practice, in action, 

goal setting is often ruled by organisational procedures and the dominance of the medical 

model in the acute setting (Atwal & Caldwell, 2003; Huby et al., 2007; Playford et al., 2000; 

Thomson & Black, 2008). As a result, goals set by therapists are often short term, only 

meeting the patients acute needs and not working towards larger more meaningful goals 

(Huby et al., 2007).  

Studies by Huby et al. (2007), Maitra & Erway (2006) & Moats (2006) found that it 

was rare that patients were consulted or their needs considered, with most goals 

professionally-set, based on self-care tasks and activities of daily living, and given to patients 

as opposed to negotiated. Thomson and Black (2008) identified that multidisciplinary goals 

received almost no input from clients and were set without their presence, which did not 

enable them to play a role in managing their complex care needs.  

A comparison of goal setting for older adults across four of heath care settings in 

Canada found that patients in the inpatient setting were least likely to be involved in client-

centred goal setting when compared to outpatient, residential care and long-term care or 

rehabilitation (Maitra & Erway, 2006). Atwal et al. (2007) suggested that failure to work with 

older adults to identify their problems or perceived problems resulted in a majority of patients 
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being discharged with unmet occupational goals. Furthermore, Atwal et al. (2007) also 

identified that not only were current goal setting practices ineffective for returning adequate 

functioning, but patients were often unable even identify goals set by the occupational 

therapist or rationale for those goals. From this, it was concluded that limited time and 

resources faced by therapists in acute aged care resulted in failure of professionals to involve 

clients and develop effective goals for improved outcomes (Atwal et al., 2007).   

Recent studies have not only highlighted the lack of client-centred practice in goal 

setting, but also the lack of consistent method of goal setting and subsequent impact of this on 

client care (Custer et al., 2013; Huby et al., 2007; Thomson & Black, 2008). Observations and 

reports of goal setting methods have shown that goal setting generally involves the therapist 

completing standardised and non-standardised assessments and having an informal 

conversation with the patient. From this, therapists are able to understand the patient’s level of 

ability, needs for discharge, and available resources on discharge (Huby et al., 2007). This 

information gathering process leads to occupational therapists to formulate goals for the 

patient, with or without their involvement (Huby et al., 2007). Therapists have reported that 

these unorthodox methods have been consistent in the acute setting over the past 15 years 

(Custer et al., 2013). However, older patients have reported that the current goal setting 

practices that they have been exposed to often resulted in goals that are often vague or 

confusing to patients (Huby et al., 2007). Health care professionals have suggested that failure 

to provide clearly defined goals that meet patient needs may result in confusion for the patient 

around their goals and decreased levels of engagement in therapy (Huby et al., 2007). 

The apparent inconsistency between goal setting theory and practice suggests that 

there are a number of factors influencing goal setting for older adults and acting as a barrier to 

providing client-centred care (Maitra & Erway, 2006). As such, researchers have begun 
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exploring the lived experience of therapists practicing goal setting in acute aged care to better 

understand the incongruence between theory and practice (Maitra & Erway, 2006). 

The Misaligned View of Client-Centredness 

A review of qualitative studies that explore therapists experiences of goal setting 

exemplifies the current misalignment of theory and practice (Holm & Mu, 2012; Huby et al, 

2007; Moats, 2006; Atwal & Caldwell, 2003). A reoccurring trend throughout these studies is 

the incongruence between therapists perceived client-centredness during goal setting and the 

patients feelings of limited participation in the process (Holm & Mu, 2012). Holm & Mu 

(2012) explored the experiences of seven OT’s participating in discharge planning in acute 

aged care in Northern Colorado, USA. All therapists in this study identified the importance of 

their patients’ values and beliefs in setting goals for them and stressed the importance of 

prioritising these to engage the patient (Holm & Mu, 2012). However, similar studies that 

compared occupational therapists experiences to their patients experience have found that this 

does not always translate to practice (Maitra & Erway, 2006). 

Atwal & Caldwell (2003), Maitra & Erway (2006) & McAndrew et al., (2000) found in 

their studies that a majority of therapists felt they were acting in a client-centred manner. 

However, this directly contradicted patients reports that they often felt that they were unable 

to participate in the goal setting process, felt unheard when discussing their goals or were 

unsure of their goals (Atwal & Caldwell, 2003; Maitra & Erway, 2006; McAndrew et al., 

2000). Furthermore, researchers observed that therapists often yielded to the medical model 

when goal setting, putting procedural requirements before clients needs and wants (Atwal & 

Caldwell, 2003; McAndrew et al., 2000).  

These findings have highlighted a clear disparity between the experience of goal setting 

for patients and therapists (Atwal & Caldwell, 2003). Some have suggested that the reason for 

this is the definition of participation in regards to the goal setting process, with therapists 
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potentially interpreting participating as the patient’s involvement in the care planning 

discussion, even if the problems and resulting goals were professional-set (Huby et al., 2007). 

Others suggest that therapists interpret a patients lack of complaint or input to mean 

satisfaction with the decision making or goal setting process, which is often not the case 

(Huby et al., 2007). Researchers have identified that there are a number of barriers to 

providing client-centred goal setting that fall outside of the control of the therapist and as 

such, therapists may be unaware of that they are impacting on goal setting practices (Holm & 

Mu, 2012).  

Challenges to Providing Client-Centred Goal Setting 

The Acute Setting 

The acute hospital setting has been identified as a barrier to goal setting through out the 

literature (Thomson & Black, 2008). The acute setting is aimed at minimizing the impact of 

disease or illness on a person to a point where they are stable to return home and can 

transition from hospital care to community based health care or treatment (AIHW, 2015). Due 

to the aims of acute care, there is a dominance of the medical model over other models of 

practice (Moats, 2006; Welch & Forster, 2003). This dominance often impedes on 

occupational therapist’s ability to practice client-centred care as they receive pressure from 

other members of the multidisciplinary team to follow their medical approach (Moats, 2006). 

The dominance of the medical model has also been noted to lead to a procedurally-based 

method of care, whereby many assessments and treatment decisions are based on procedural 

requirements of the hospital or institution as opposed to the clinical reasoning of the therapist 

(Huby et al., 2007; Moats, 2006; Polatajko at al., 2007). An example of this is the superficial 

nature of procedural assessments that do not enable therapists to assess the true needs and 

wants of their patients (Huby et al., 2007).  
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 The acute setting also has a focus on timely discharge with high bed turnover and 

heavy caseloads (Welch & Forster, 2003). This puts pressure on therapists to complete 

assessments and set goals without the adequate time necessary for complex negotiations with 

patients around goals and treatment options (Welch & Forster, 2003). Therapists have 

reported taking a non-standardised approach in order to meet the demands of the acute setting 

(Holm & Mu, 2003). Research suggests that therapists feel that the change in approach 

needed in acute care is so large scale that they feel unable to impact it (Moats, 2006)  

The Impact of the Acute Setting on the Patient 

A number of studies have made note of the increased difficulties in goal setting caused by the 

impact of the acute setting on patients (Moats, 2007; Struhkamp, 2004; Maitra & Erway, 

2006). Struhkamp (2004) suggested that it is hard for patients in acute settings to identify and 

articulate goal areas because they are unable to anticipate future functional abilities and skills 

needed for home that are not required of them in the acute settings. Similarly, it has been 

suggested by Maitra and Erway (2006) that patients in hospital become very passive with 

additional support to complete activities of daily living and limited requirements to complete 

tasks. This lack of activity, combined with poor insight may lead older adults to take on the 

sick role which may make it hard for them to picture themselves returning to their previous 

level of functioning and actively participating in goal setting (Maitra & Erway, 2006; 

Playford et al., 2000).  

Goal setting also requires patients to feel secure in revealing their fears and concerns 

for their return home and the foreign clinical hospital setting may not provide the warm 

environment that elicits rapport building and complex conversations between patients and 

therapists (Playford et al., 2000). Furthermore, due to a traditional paternalistic approaches to 

acute care, older patients report feeling uncomfortable participating in decision-making, 
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including goal setting, as they believe in the knowledge of the educated professional or fear 

their input would be interpreted as criticism and (Huby, Stewart, Tierney & Rogers, 2004).  

The Language of Goal Setting 

 Another identified challenge to client-centred goal setting is the use of the taxonomy 

of the language of goal setting (Custer et al., 2013; Playford et al., 2007). It has been found 

that patients often connect the word “goal” to the idea of something to strive for, an 

unachievable target to drive one to work harder (Playford et al., 2007). Therapists across a 

variety of settings have reported that when asked what goals they would like to work on, 

patients often respond with a perplexed look and are unsure of what they are being asked 

(Playford et al., 2000). Experienced therapists have suggested using more simple terms such 

as “problems”, “solutions” or “issues” to reach a wider audience (Holm & Mu, 2012; 

Playford et al., 2000). Training has been recommended in changing terminology around goal 

setting and helping therapists to write goals from the patients perspective to ensure that they 

are understandable for the client to increase participation in goal setting and allow for 

ownership of their goals (Custer et al., 2013; Wressle et al., 1999). 

Overcoming Challenges to Client-Centred Goal Setting 

A number of suggestions have been made as to how to close the gap between the 

theory and practice of goal setting. Some researchers have suggested that the hospital setting 

should be utilized as a learning facility with increased training in collaborative goal setting 

(Custer et al., 2013; Wressle et al., 1999). It has also been posited that providing patients with 

a list of potential goals and having them chose the ones that they would like to prioritise may 

be effective and has shown some improvement in patients perceptions of participation as it 

provides them with autonomy in decision making within the scope of practice (Custer et al., 

2013). Others argue that without higher-level government changes that place emphasis on 

client-centred care over quick discharge and available resources, occupational therapists are 
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limited in their professional capacity to provide client-centred goal setting (Moats, 2006). 

However, little exploration has been done on how to improve goal setting with older adults in 

the acute setting (Custer et al., 2013).  

Conclusion 

 A review of the current literature available on goal setting in acute aged care has revealed 

that this is a relatively unexplored area of practice. From available research, it has been noted 

that therapists should aim for meaningful client-centred goals that look to address problems 

identified by patients during assessment to increase their participation and satisfaction 

(Playford et al., 2000). However, this does not match with observations of goal setting in 

acute care and patients perceptions of the process (Maitra & Erway, 2006). Goal setting in 

acute aged care has traditionally been procedurally driven with a focus on therapist priorities 

(Moats & Doble, 2006). Although researchers have identified a number of potential barriers 

to providing goal setting consistent with theories of best practice, further research is needed to 

identify not only barriers but also potential improvements that can be made (Custer et al., 

2013). Further research is also needed to explore goal setting in acute aged care in Australia 

to determine if the same limitations exist so that attempts can be made to minimise healthcare 

costs. 

  



Running Head: GOAL SETTING IN ACUTE AGED CARE 

 19 

References 

Agency for Clinical Innovation [ACI]. (2014). Building partnerships: A framework for 

integrating care for older people with complex health needs. Chatswood, NSW: Author.   

Armstrong, J. (2008). The benefits and challenges of interdisciplinary, client-centred, goal 

setting in rehabilitation. New Zealand Journal of Occupational Therapy, 55(1), 20-25. 

doi: 10.1108/IJSHE-04-2014-0059 

Atwal, A., & Caldwell, K. (2003), Ethics, occupational therapy and discharge planning: Four 

broken principles. Australian Occupational Therapy Journal, 50: 244–251. 

doi: 10.1046/j.1440-1630.2003.00374.x 

Atwal, A., Tattersall, K., Murphy, S., Davenport, N., Craik, C., Caldwell, K., & Mcintyre, A. 

(2007). Older adults experiences of rehabilitation in acute health care. Scandinavian 

Journal of Caring Sciences, 21(3), 371-378. doi: 10.1111/j.1471-6712.2007.00469.x 

Australian Bureau of Statistics (ABS). (2011). Australian Historical Population Statistics, 

cat. no. 3105.0.65.001, ABS, Canberra. 

Australian Human Rights Commission [AHRC]. (2013). A human rights approach to ageing 

and health: Respect and choice. Retrieved from 

https://www.humanrights.gov.au/sites/default/files/document/publication/human_rights_f

ramework_for_ageing_and_health.pdf 

Australian Institute of Health and Welfare (AIHW). (2015). Admitted patient care 2013–14: 

Australian hospital statistics. Health services series no. 60. Cat. no. HSE 156. Canberra: 

AIHW. 

Bryant, E. T. (1995). Acute rehabilitation in an outcome-oriented model. In P. K. Landrum, 

N. D. Schmidt, & A. Mclean (Eds.). Outcome-oriented rehabilitation (pp. 69-93). 

Gaithersbutg, MD: Aspen.  



Running Head: GOAL SETTING IN ACUTE AGED CARE 

 20 

Courtney, M., Edwards, H., Chang, A., Parker, A., Finlayson, K., & Hamilton, K. (2009). 

Fewer emergency readmissions and better quality of life for older adults at risk of 

hospital readmission: A randomized controlled trial to determine the effectiveness of a 

24-week exercise and telephone follow-up program. Journal of the American Geriatrics 

Society, 57(3), 395-402. doi: 10.1111/j.1532-5415.2009.02138.x 

Custer, M. G., Huebner, R. A., Freudenberger, L., & Nichols, L. R. (2013). Client-chosen 

goals in occupational therapy: Strategy and instrument pilot. Occupational Therapy in 

Health Care, 27(1), 58-70. doi: 10.3109/07380577.2012.747120 

Department of Human Services (DHS). (1998). Background paper: A framework for effective 

discharge. Vic, Aus: Victorian Government Health Info. 

Eschenfelder, V. (2005). Shaping the goal setting process in OT: The role of meaningful 

occupation. Physical & Occupational Therapy in Geriatrics, 23(4), 67-81. doi: 

10.1300/J148v23n04_05 

Hofland, B. (1988). Autonomy in long term care: Background issues and a programmatic 

response. The Gerontologist, 28 (Supplement), 3-9. doi: 10.1093/geront/28.Suppl 

Holm, S. E. & Mu, K. (2012) Discharge planning for the elderly in acute care: The 

perceptions of experienced occupational therapists. Physical and Occupational Therapy 

in Geriatrics, 30 (2), 214-223. doi: 10.3109/02703181.2012.719601 

Huby, G., Brook, J. H., Thompson, A., & Tierney, A. (2007). Capturing the concealed: 

Interprofessional practice and older patients' participation in decision-making about 

discharge after acute hospitalization. Journal of Interprofessional Care, 21(1), 55-67. doi: 

10.1080/13561820601035020 

Huby. G., Stewart, J., Tierney, A., & Rogers, W. (2004). Planning older peoples discharge 

from acute hospital care: Linking risk management and patient participation in decision 

making. Health, Risk & Society, 6(2), 115-132. doi: 10.1080/1369857042000219797 



Running Head: GOAL SETTING IN ACUTE AGED CARE 

 21 

Mahoney, J. E., Eisner, J., Havighurst, T., Gray, S., & Palta, M. (2000). Problems of older 

adults living alone after hospitalization. Journal of General Internal Medicine, 15(9), 

611-619. doi: 10.1046/j.1525-1497.2000.06139.x 

Maitra, K. K., & Erway, F. (2006). Perception of client-centered practice in occupational 

therapists and their clients. American Journal of Occupational Therapy, 60(3), 298-310. 

doi: 10.5014/ajot.60.3.298 

McAndrew, E., McDermott, S., Vitzakovitch, S., Warunek, M., & Holm, M. B. (2000). 

Therapist and patient perceptions of the occupational therapy goal-setting process. 

Physical & Occupational Therapy in Geriatrics, 17(1), 55-63. doi: 

10.1080/J148v17n01_05. 

Moats, G. & Doble, S. (2006). Discharge planning with older adults: Toward a negotiated 

model of decision making. Canadian Journal of Occupational Therapy, 73(5), 303-311. 

doi: 10.1177/000841740607300507 

Moats, G. (2006). Discharge decision-making with older people: The influence of the 

institutional environment. Australian Occupational Therapy Journal, 53(2), 107-116. 

doi:10.1111/j.1440-1630.2006.00568.x 

Occupational Therapy Australia [OTA]. (2012). Australian minimum competency standards 

for new graduate therapists (ASCOT). Queensland, Australia: Author.  

Occupational Therapy Board of Australia [OTBA]. (2014). Code of conduct: For registered 

health practitioners. Canberra, Australia: Author. 

Palmer, R. M., Counsell, S., & Landefeld, C. S. (1998). Clinical intervention trials the ACE 

unit. Clinics in Geriatric Medicine, 14, 831-849.  

Park, S. (2011). Setting and evaluating person-centred goals: An outcome of occupational 

analysis. In L. Mackenzie and G. O’Toole (Eds.), Occupation analysis in practice. 

Sydney, NSW: Wiley-Blackwell. 



Running Head: GOAL SETTING IN ACUTE AGED CARE 

 22 

Parker, S. G. (2005). Do current discharge arrangements from inpatient hospital care for the 

elderly reduce readmission rates, the length of inpatient stay or mortality, or improve 

health status? Copenhagen, Denmark: World Health Organisation. 

Parker, S. G., Peet S. M., McPherson, A., Cannaby, A. M., & Abrams, K. B. R. (2002). A 

systematic review of discharge arrangements for older people. Health Technology 

Assessments, 6(4), i-iv. doi: 10.3310/hta6040 

Playford, E. D., Dawson, L., Limbert, V., Smith, M., Ward, C. D., & Wells, R. (2000). Goal 

setting in rehabilitation: Report of a workshop to explore professionals’ perceptions of 

goal setting. Clinical Rehabilitation, 14, 491-496. doi: 10.1191/0269215500cr343oa 

Polatajko, H. J., Craik, J., Davis, J., & Townsend, E. A. (2007). Canadian Practice Process 

Framework. In E. A Townsend & H. J. Polatajko, Enabling occupation II: Advancing 

occupational therapy vision for health, well being & justice through occupation, ON: 

CAOT Publications ACE. 

Shepperd, S., Lannin, N. A., Clemson, L. M., McCluskey, A., Cameron, I. D., & Barras, S. L. 

(2013). Discharge planning from hospital to home. Cochrane Database of Systematic 

Reviews, 1, CD000313. 

Smith, J. G. (2013). Documentation of occupational therapy services. In H. M. Pendleton & 

W. Schultz-Krohn (Ed.) Pedretti's occupational therapy skills for physical dysfunction (7th 

ed., pp. 117-139). St. Louis, MA: Elsevier. 

Struhkamp, R. (2004). Goals in their setting: A normative analysis of goal setting in physical 

rehabilitation. Health Care Analysis, 12, 131-155. doi: 

10.1023/B:HCAN.0000041187.93819.17 

The Treasury. (2015). 2015 Intergenerational report: Australia in 2055. ACT: 

Commonwealth of Australia. Retrieved from 



Running Head: GOAL SETTING IN ACUTE AGED CARE 

 23 

http://www.treasury.gov.au/~/media/Treasury/Publications%20and%20Media/Publicatio

ns/2015/2015%20Intergenerational%20Report/Downloads/PDF/2015_IGR.ashx 

Thomson, C., & Black, L. (2008). An exploratory study of the differences between 

unidisciplinary and multidisciplinary goal setting in acute therapy services. British 

Journal of Occupational Therapy, 71(10), 422-426. doi: 10.1177/030802260807101004 

Turner-Stokes, L. (2009). Goal attainment scaling (GAS) in rehabilitation: A practical guide. 

Clinical Rehabilitation, 23(4), 362-370. doi: 10.1177/0269215508101742 

United Nations. (2013). World Population Prospects: The 2012 Revison. New York City, 

NY: United Nations. 

Victoria Department of Health. (2012). Best care for older people everywhere: The toolkit 

2012. Melbourne, VIC: Victorian Government. 

Wales, K., Clemson, L., Lannin, N.A., Cameron, I.D., Salked, G., Gitlin, L., … & Davies, C. 

(2012). Occupational therapy discharge planning for older adults: A protocol for a 

randomized trial and economic evaluation. BMC Geriatrics, 12(1), 34. doi: 

10.1186/1471-2318-12-34 

Welch, A., & Forster, S. (2003). A clinical audit of the outcome of occupational therapy 

assessment and negotiated patient goals in the acute setting. British Journal of 

Occupational Therapy, 66(8), 363-368. doi: 10.1177/030802260306600805 

Wressle, E., Öberg, B., & Henriksson, C. (1999). The rehabilitation process for the geriatric 

stroke patient: An exploratory study of goal setting and intervention. Disability And 

Rehabilitation, 21(2), 80. doi: 10.1080/096382899298016  



Running Head: GOAL SETTING IN ACUTE AGED CARE 

 24 

 
 
 

 
 

 
 
 
 
 

 
 

 

Goal setting with older people in acute care before and after discharge: 

Occupational therapists perspectives 
 
 
 
 

Melissa K. Docker 

University of Sydney, NSW 

 

 

Research completed under supervision of 

Prof. Lindy Clemson and Assoc. Prof. Lynette Mackenzie 

 

 

Address: University of Sydney  

 Cumberland Campus,   

 75 East St, Lidcombe NSW 2141 

Email:  mdoc4632@uni.sydney.edu.au 



Running Head: GOAL SETTING IN ACUTE AGED CARE 

 25 

Abstract	
  

Background: The World Health Organisation identified that there is an increased risk to 

elderly of readmission to hospital following an acute hospital admission due to decreased 

function and deconditioning during hospitalisation. As such, researchers have reviewed the 

discharge process of older adults to identify areas for potential improvement. The aim of this 

study was to explore the experiences of occupational therapists during goal setting in acute 

aged care in Australia and to determine whether implementing training and a structured goal 

setting procedure such as the HOME protocol is feasible and beneficial.  

Method: This study used a phenomenological study design and semi-structured interviews. 

Four therapists who participated in the HOME trial were recruited from New South Wales 

and Victoria. Interviews were conducted by telephone and focused on the therapist 

experiences of goal setting before, during and after the HOME study. Interviews were 

recorded and transcribed verbatim. Thematic analysis of the interview data was conducted 

and involved coding, data reduction, categorisation and determining themes and relationships.   

Results: Results suggested three themes related to goal setting in acute aged care: (a) 

developing client-centred goals, (b) the therapist experience and training and (c) the ideal goal 

setting practice. However, therapists perceived that the reality of practice puts a number of 

pressures on them when setting goals in order to manage the return home for older persons – 

as such, some elements of best practice in goal setting must be forfeited.  

Conclusions: Goal setting in acute aged care in Australia is complex and therapists face many 

of the same challenges as those in other western countries. Furthermore, therapists found 

structured goal setting frameworks to be beneficial, however, felt that they are not feasible in 

the current context of practice. 

Key words: Elderly, Discharge planning, in-patient, geriatric 
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Introduction 

In 2012-13, there were 5.5 million acute admissions to hospital in Australia (Australian 

Institute of Health and Welfare [AIHW], 2015). Of these acute admissions, 40% were 

accounted for by persons aged 65 years of age or older (AIHW, 2015). The World Health 

Organisation commissioned a report by Parker (2005) who identified an increased risk to 

older people of readmission to hospital following an acute admission due to decreased 

function and deconditioning, interruptions to formal and informal care, and service gaps 

during the transition from the acute to community care (Mahoney, Eisner, Havighurst, Gray 

& Plata, 2000). Due to a combination of these increased risks and a push for swift discharge, 

the readmission rates for those over 65 have been reported at rates as high as 20% across a 

number of studies (Courtney et al., 2009). With the United Nations (2013) forecasting 

exponential growth of the percentage of individuals over 65 across all regions of the world, 

the number of admissions and readmissions are set to continue to rise (The Treasury, 2015; 

AIHW, 2015).  

Concerns around the subsequent rising cost of healthcare have been addressed by an 

increased focus on the role of discharge planning in the effective return of older persons to the 

community (Parker, Peet, McPherson, Cannaby & Abrams, 2002; Shepperd et al., 2013; 

Wales et al., 2012). Discharge planning is defined as collaborative problem solving between 

patients and carers and a range of treating professionals to identify and manage care needs for 

older people during their current admission and their transition to home (Wales et al., 2012). 

Two systematic reviews of discharge planning have reported its effectiveness, providing 

evidence of shortened hospital stays, lowered readmission rates, minimised carer burden and 

improved communication resulting in enhanced coordination of services (Parker et al., 2002; 

Shepperd et al., 2013). However, although some effectiveness could be attributed to discharge 

planning, better results were expected, considering that the principles and aspects of discharge 
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planning theoretically facilitate improved outcomes (Courtney et al., 2009). One potential 

reason for this is the lack of a structured evidence-based framework or consistency across 

institutions of discharge planning processes (Courtney et al, 2009; Wales et al., 2012).  

Occupational therapists are one of the specialist disciplines that contribute to 

discharge planning (Wales et al., 2012). The occupational therapy role in discharge planning 

is to consider the ability of older adults to independently and safely function within their 

environment upon discharge (Parker et al., 2002; Wales et al., 2012). As such, occupational 

therapists evaluate the patient’s current level of functioning, the social and physical 

environment that they will be returning to on discharge home and the occupations and roles 

that will be required of them (Wales et al., 2012). One aspect of the discharge planning 

process for occupational therapy is setting treatment goals with clients to determine the 

direction and aims of interventions that will follow (Atwal & Caldwell, 2003; Holm & Mu, 

2012).  

Goal setting is a key aspect of care plan development during discharge planning 

(Holm & Mu, 2012; Wales et al., 2012). Once the therapist has thoroughly assessed the needs, 

wants and circumstances of the patient, they negotiate with them to construct suitable goals 

for their care plan (Park, 2011). Effectively developing goals that are meaningful to clients 

has resulted in increased participation and engagement in therapy, improved outcomes, and 

shorter hospital stays (Eschenfelder, 2005; Thomson & Black, 2008). 

However, although effective goal setting is pivotal in the occupational therapy process 

and discharge planning, there is no consistent goal setting method or procedure in acute aged 

care (Holm & Mu, 2012). This lack of a framework for goal setting has been reported across a 

number of health systems in developed countries such as Canada, the United Kingdom and 

the United States (Atwal & Caldwell, 2003; Holm & Mu, 2012). Ideally, goals should be 

occupation-focused, clearly stated, developed in negotiation with the patient and based on 
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patient priorities (Custer, Huebner, Freudenberger & Nichols, 2013). However, recent 

observational studies of current goal setting practice in acute aged care has revealed that in 

reality, goal setting is often ruled by organisational procedures and the dominance of the 

medical model in the acute setting (Atwal & Caldwell, 2003; Huby, Brook, Thompson & 

Tierney, 2007). As a result, goals set by therapists are often short term, not set in 

collaboration with patients and only meet the patient’s acute needs and are not working 

towards larger more meaningful goals (Huby et al., 2007). 

Further research to explore this phenomenon has investigated patient and therapists 

perceptions of goal setting and discharge planning. Studies in the US, UK and Canada have 

highlighted the incongruence between therapist and patient experiences of goal setting (Holm 

& Mu, 2012, McAndrew, McDermott, Vitzakovitch, Warunek & Holm, 1999). Atwal & 

Caldwell (2003), Maitra & Erway (2006), and McAndrew et al. (1999) found in their studies 

that a majority of therapists felt they were acting in a collaborative client-centred manner, 

involving clients in care plan decision-making. However, in these studies patients reported 

that they often felt that they were unable to participate in the goal setting process, felt unheard 

when discussing their goals or were confused about their final goals (Atwal & Caldwell, 

2003; Maitra & Erway, 2006; McAndrew et al., 1999). These results suggest that further 

investigation is required to explore experiences of goal setting in Australian acute aged care to 

determine if similar phenomena exist and any potential areas for improvement in goal setting.  

Some improved outcomes have been found with implementing a structured discharge 

plan in acute aged care settings (Harris, James & Snow, 2008; Wales et al., 2012). The 

HOME study implemented a structured pre- and post discharge protocol in AAC across a 

number of NSW and Victorian public hospitals (Clemson et al., 2011). One aspect of the 

protocol was goal setting which involved training participating therapists in the importance of 

setting collaborative client-centred goals using the SMART framework (Turner-Stokes, 
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2009). Therapists received guided training on the process of goal setting and implementation 

of SMART goals on the commencement of their participation in the HOME study. It was 

hoped that the training and framework would result in more effective goals and as such play a 

role in improved discharge outcomes.  

This study aimed to explore and understand the clinical reasoning processes used by 

occupational therapists when setting goals during discharge planning in acute aged care 

settings. The secondary aim of this study was to explore how occupational therapists perceive 

goal setting training and or a structured goal setting framework such as the HOME protocol to 

have influenced or changed their goal setting practice. 

Method 

Subjects 

The subjects in this study consisted of four registered occupational therapists, two 

practicing in Victoria and two practicing in NSW. To meet the inclusion criteria, subjects had 

to have received training in and administered the HOME protocol at a Sydney or Melbourne 

hospital during the HOME study. One participant had also been a recruiter for the HOME 

study as well as a therapist administering the protocol. Participants were all female, reflective 

of  occupational therapy demographics (Occupational Therapy Board of Australia [OTBA], 

2015). Therapists in this qualitative study were considered ‘experienced’ with varying levels 

of experience; two therapists having seven years of practice experience, one having 16 years 

and one having 20 years (Atwal & Caldwell, 2003). Therapists also had varied backgrounds 

having practiced in a range of settings and client groups prior to the HOME study. Therapists 

were recruited via email from HOME study contact lists and participated voluntarily, 

receiving no incentives for participation. Individual emails were sent to recruit therapists to 

protect their identity from other participants, due to the small sample group available. 
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Procedures 

Therapists who consented to participate in the study notified the researcher by email 

and returned their informed consent form. The participant was then sent a copy of the 

interview questions and asked to select a time to be contacted to complete a 30-45 minute 

interview. Participating therapists were contacted by telephone at a convenient time to 

complete a semi-structured goal-setting interview exploring their experiences of goal setting 

during and following the HOME trial (Appendix A). The interview was recorded on a digital 

device, as outlined in the participant information statement. Participants were also reminded 

verbally at the start of the interview that they were able to withdraw at any point or choose not 

to answer any questions, and they also had an opportunity to ask questions of the researcher. 

Following the interview, the researcher transcribed the interview, and de-identified the 

responses with pseudonyms (e.g. Participant A, Participant B).  

Data Analysis 

This study was a qualitative study using a phenomenological approach (Carpenter & 

Suto, 2008). This method enabled researchers to explore the lived experiences of occupational 

therapists during the goal setting process (Carpenter & Suto, 2008). As this study was 

qualitative, a small sample size was adequate and enabled the researcher to reach data 

saturation with no new information revealed in the fourth interview (Carpenter & Suto, 2008). 

Thematic analysis was used to analyse and report patterns within the data (Guest, 2012). The 

thematic analysis involved a number of steps. Firstly the researcher reviewed the data before 

coding or analysis to ensure familiarity. Next, two researchers completed line-by-line coding 

of the transcripts to identify an extensive collection of codes and themes. Consensus coding 

was completed to enhance rigour of the study and codes were consistent between researchers. 

Following this, codes were reviewed and sorted into themes, sub-themes and outliers.  
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Themes were then evaluated by reviewing the data extracts that corresponded with each 

theme to ensure consistency and coherency (Braun & Clark, 2006). Once themes and their 

relationships were determined, two researchers reviewed each theme and its narrative to 

create theme names that captured the essence of each theme and sub-theme (Carpenter & 

Suto, 2008; Guest, 2012).  

Results 

Participants in this study had a range of experience and professional backgrounds. Table 

1 outlines the therapist’s location of practice and professional experience. Four key themes 

emerged from the data relating to how participants set goals to manage the return home for 

older adults in acute care: (a) developing client centred goals, (b) the therapists training and 

experience, (c) the ideal goal setting practice, and (d) the reality of practice. Figure 1 

represents the theoretical model of the relationship between themes. 

 

Developing Client-Centred Goals 

One factor that influenced goal setting was the focus of therapists on developing 

client-centred goals. Therapists reported that they perceived the purpose of goal setting to be 

enabling client-directed services, determining client needs and wants, and making them 

achievable. One therapist highlighted this stating: 

“… it’s about what the person wants to do, what the person wants to achieve and any 

perceived barriers and limitations in getting back to that”.  (Participant C) 

As such, therapists reported establishing client-centred goals by asking patients what they did 

pre-discharge and what they wanted to do post-discharge. Therapists reported targeting 

interests and leisure to increase patient motivation. Broad goals were developed based on 

client needs and wants, which could be broken into smaller SMART goals that could be 

graded: 
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 “I tried to target what their interests were and their leisure. Say they want to walk to 

the shops, well then they need to be able to walk to at least the letterbox this week and 

then next week we’re going to walk to the corner up the road.” (Participant A) 

Therapists perceived setting client-centred goals were important as they were often associated 

with increased motivation.  

However, focusing on client-centred goals was reported as both beneficial and 

problematic. For patients who knew what they wanted, goal setting was perceived as easier 

for therapists: 

“…easy because she had things that she clearly knew that she wanted to do and she 

was really motivated to get back to doing them”. (Participant B) 

However, for patients who did not know what they wanted or were disengaged with the goal 

setting process, therapists reported finding extreme difficulty with setting goals, as they 

struggled to set goals that they felt would motivate patients.  

 

Therapists’ Experience and Training 

All therapists reported limited prior formal training in goal setting. They were unable to 

remember the extent of goal setting training completed in their formal education and stated 

they had received minimal informal training in supervision and in service education:  

“I can’t really remember if we did goal setting at uni… between then and the HOME 

trial I hadn’t really received any formal goal setting training, only informal training 

in supervision”. (Participant B)  

Similarly although therapists reported a mixture of previous goal setting experience across a 

wide domain of fields, they still had little experience of goal setting during professional 

practice. Those that had participated in goal setting in previous roles noted a lack of 

consistency across fields: 
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 “It’s been very ad hoc, very here and there in different places that I’ve worked 

depending on the framework of practice of goal setting that’s in place…”. (Participant 

C) 

Some therapists had reported using goal setting in rehabilitation and community as an 

outcome measure, however still perceived their experience as limited.  

Even for those who had reported previous goal setting experience, this was limited. 

Therapists stated that during previous goal setting they had prioritised issues and set goals for 

patients with or without their presence:  

“… the team has generally set the goals for the patient in a case conference or a team 

meeting”. (Participant C) 

This suggests that therapists may have developed these habits through clinical experience. 

Therefore, when therapists were in challenging situations when developing client-centred 

goals because the patient was not clear about their needs and wants, therapists appeared to 

revert back to the habit of setting goals for patients or setting goals ‘for the sake of it’ 

(Participant A). The goals reported in these situations tended to be superficial and 

professionally set: 

“Falls safety, a lot of that. Medication management. There were a lot of like “go see 

your doctor about this” or “go to the pharmacy” ’ (Participant A) 

The Ideal 

Therapists in this study were applying the HOME protocol when goal setting. This 

was considered best practice or ideal goal setting practice with therapists noting a number of 

benefits when implementing the protocol. Therapists reported that in-depth specific skills-

based training on goal setting and applied practice was helpful in improving their goal setting.  

“I: Was there anything else you found helpful when setting goals in the HOME trial? 

P: … some brief training on setting goals. I was also given a few articles about 
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SMART goals to read.  I think we received some feedback on some goals at the start” 

(Participant B) 

 

“it was great to be part of something where I had more practice in the process of goal 

setting… it has helped me to be a better goal setter now” (Participant C) 

Therapists also reported that being able to complete the full occupational therapy process of 

assessment, including home-visits, goal setting, monitoring and modification, enabled more 

effective goal setting. For instance:  

“I think actually having the ability to review it a week later and to actually mark it 

off and see if we set the challenge correctly… whether we could fine tune that 

further… so I think that having that review was really beneficial as well because it’s 

easy to set a goal but it’s hard to get it going and to maintain it” (Participant D) 

This longer term process allowed therapists to check if the goals set were in fact still what the 

older person was wanting to achieve following discharge and to determine if goals could be 

extended. 

Therapists perceived working collaboratively with clients over time to be more beneficial and 

more satisfying:  

“I’ve worked in acute for a fair time and it was a real privilege to actually sit down 

with people and have that conversation about goals rather than us imposing in an 

acute setting”. (Participant D) 

This collaborative approach appeared to foster more meaningful client-centred goals that and 

gave the therapists more meaning in their role: 

“I can remember on a number of pre-discharge home visits literally just sitting down 

over a cup of coffee or tea and having a chat about “well now that we’re here, what’s 
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something that you’d really, really like to do and how can we progress you with 

that?”. So it was a good opportunity to really help these people.” (Participant D) 

 

The Reality of Practice 

Although many factors contributed to goal setting, the reality of practice put pressure 

on therapists to manage these factors to create goals that effectively managed the return home. 

Therapists identified that the acute aged care setting added additional complexity due to the 

pragmatics of the setting and its impact on patient care. Therapists identified time and 

resource limitations in the acute setting affected goal setting. Despite being given additional 

time as part of the HOME study protocol, there were still a number of aspects that were hard 

to complete: 

 “there were a lot of other pressures on us as a part of the HOME trial, goal setting 

was just one of the things that we had to do”. (Participant B) 

Similarly, the nature of the acute setting and the completion of the service on discharge was 

highlighted as a barrier to implementing best practice goal setting that should involve  

evaluation and modification of goals: 

“in terms of process it’s very hard because we don’t really see people after discharge 

so our goals are very much about what do you want to achieve while you’re here in 

hospital what do you want to do by the time you leave hospital so we don’t get that 

follow up”. (Participant C) 

Setting goals focused on long-term outcomes were difficult for therapists due to the nature of 

the client group. Therapists reported that patients were focused on just getting home, when 

setting goals pre-discharge.  Therapist suggested that this may have been because patients 

may have still been acutely ill and could not see the bigger picture needed to develop more 

long-term client-centred goals.  
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Therapists reported finding it difficult to prioritise goals, especially when therapist and 

patient goals did not match. For instance, older adults may not have, or be interested in long-

term goals, instead expressing a preference for comfort and enjoyment over safety or 

independence. Therapists perceived that their role was to educate about falls prevention and to 

ensure safe discharge home, however, older Australians may not be as concerned about this. 

This brought up some conflicts for therapists who were concerned about minimising risks. 

For instance:  

“I think there is dignity in risk and if they’re cognitively able they should be able to 

make that decision that they maybe don’t want the things that we’re recommending 

and that they might prefer to work on more enjoyable things.” (Participant C) 

Whilst the importance of safety was recognised, some therapists acknowledged that individual 

aspirations were also important for older people, and that a focus on safety alone might be “at 

the detriment of them living the life they want to live.” (Participant C). Therapists described 

the conflict between the key performance indicators they were expected to adhere to – such as 

discharging people within a certain number of days, and no re-admissions within a certain 

time period – and the goals of older people.  For instance: 

“There is a real conflict around what we do as acute therapists versus what the older 

Australians would prefer to be doing… so were going “come on you’ve got to have 

your shower and you’ve got to do this and blah blah”… and the older Australians are 

going “yeah but I just want to be able to enjoy my life”…” (Participant D) 

Managing the Return Home  

As a result of the pressure on therapists to produce goals that effectively manage the 

return home, therapists reported that they produced a range of goals on a continuum of 

complex and meaningful to superficial and short term. When they were able to effectively 

manage and get a good balance of experience in goal setting, being client-centred and 
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incorporating best practice, they were able to develop good goals. However, when they were 

unable to do so, this resulted in more token goals that were less meaningful. For instance poor 

timing, lack of therapist experience in setting goals with patients, the use of more standardised 

and less individual goals, and the limitations of the occupational therapy role in the acute 

setting, resulted in goals which were safety-focused or superficial, that may not be effective in 

minimising readmissions. This may have led to less collaborative goals, for instance: 

“... Like even when you did talk about re-engaging in those daily routines doing things 

or improving their safety… They weren’t really identified by them, they were more 

what I as a therapist thought. This is going to be good if you do this because then you 

won’t come back into hospital.” (Participant A) 

Therapists indicated that knowledge of the ideal is not enough, and practice is required to 

develop the necessary skills of the therapist to implement client-centred goal setting: 

“Looking back on it now using the SMART goals it was really difficult to put it into 

specific, measurable… the whole thing it was really tricky” (Participant D)  

 

“… Learn about SMART goals, that’s nice, you can apply those principles. But how 

do you motivate someone to do it?” (Participant A) 

Therapists further acknowledged that although the process of managing the return home is 

hard, if done correctly it can be very beneficial for older people: 

“… it was literally just so hard,  it was really hard” (Participant D) 

 

“But it’s hard, I know I find it hard and I think patients find it hard. But it can be very 

good for them if it’s done well” (Participant A) 
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Discussion 

This study provided an insight into goal setting in the acute aged care setting in 

Australia. With little previous exploration of this topic, researchers were able to gain an 

insight into the processes and practices of occupational therapists working in this area of 

practice. This study also provided a unique perspective as therapists had received training on 

the best practice of goal setting using the HOME protocol. Therefore, they could reflect on 

barriers to implementing best practice while practising in the acute aged care context. Results 

indicated that goal setting is a complex process that is influenced by a number of factors 

including the individual therapist, the patient, the theory, and the setting. These findings 

suggest that goal setting challenges in Australia align with those faced by therapists in the US, 

UK, and Canada (Custer et al., 2013; Huby, 2007).    

Unlike previous studies, therapists were able to reflect on their practices and identify 

that although being client-centred was important, they were not always able to provide best 

practice collaborative goal setting (Holm & Mu, 2012; Atwal & Caldwell, 2003; McAndrew 

et al., 2000). The goal setting training participants received prior to implementing the HOME 

protocol aimed to develop best practice goal setting practices. This meant that therapists could 

identify when they were not able to apply ideal practice and what was impeding them from 

doing so. This insight into their personal limitations enabled therapists to give a unique 

perspective on their capacity to set client-centred goals and what their limitations were.  

This study also highlighted the limited training and experience of goal setting for 

experienced therapists. As a cornerstone to practice and an essential element of the 

occupational therapy process, it could be assumed that goal setting would receive a lot of 

attention (Custer et al., 2013; Polatajko, Craik, Davis & Townsend, 2007). However, 

therapists all reported no formal training post-university and limited goal setting with patients 

as part of their clinical practice. For participants, the HOME study was the first time they 
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were explicitly exposed to collaborative goal setting processes. It is concerning that these 

therapists have been registered and practicing for at least seven years and have self-reported 

that they have not previously participated in any goal setting, especially when goal setting is a 

fundamental component of occupational therapy practice frameworks such as the Canadian 

Practice Process Framework (Polatajko et al., 2007).  This may also explain why less 

experienced therapists have previously reported limited confidence in goal setting and 

experienced occupational therapists have reported continued difficulties (Custer et al., 2013; 

Holm & Mu, 2012; Thomson & Black, 2008).  As such, employers of occupational therapists 

and professional associations should provide adequate learning opportunities for staff to 

enable effective goal setting skills (Welch & Forster, 2003; Wressle, Öberg, & Henriksson, 

1999).  

The challenging nature of the acute hospital setting is consistent with previous 

research with limitations of time and the role of the occupational therapist placing increased 

pressure on therapists when determining goals (Custer et al., 2013; Holm & Mu, 2012). 

Therapists have previously reported feeling pressure to develop effective, motivating goals for 

the patient, that aim to overcome complex health challenges faced by older adults on 

discharge (Moats & Doble, 2006). The HOME study provided therapists with additional time 

and continuation of care into the community, and participants in this study indicated that these 

were helpful factors for higher quality goal setting.  However, participants stated that they 

would be unable to do this in reality, due to the short-term and fast paced nature of acute care.  

Similarly therapists reported difficulty prioritising issues and identifying goals with 

patients because often the therapist-generated priorities did not match those set by the patient. 

It has been found that older adults have complex care needs and place higher value on 

participation in social and leisure activities than independence (Atwal et al., 2007; Custer et 

al., 2013; Moats & Doble, 2006). This was mirrored by the results, with therapists identifying 
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that therapists and patient views were misaligned, and patient goals being less realistic to 

implement in an acute setting. Therapists reported that dealing with this inconsistency 

resulted in them setting more superficial goals unrelated to client preferences, for the sake of 

setting a goal. This may explain why goals for older adults in acute care are generally set by 

health professionals and are focused on safety (Atwal & Caldwell, 2003; Welch & Forster, 

2003).  

This study had a number of limitations including study design and small sample size. 

A qualitative approach was chosen for this study to explore occupational therapists 

perceptions of the goal setting process. Although qualitative research is not generalisable, 

results from this study added to the understanding of goal setting in Australian acute aged 

care (Carpenter & Suto, 2008). This study also provided insight on potential limitations of 

implementing a structured goal setting protocol. Another limitation of this study was the 

small sample size. Although qualitative research does not require large sample sizes, 

increased participant numbers may have provided a more comprehensive view of goal setting 

practices (Carpenter & Suto, 2008). The choice to use purposive sampling may have limited 

participant numbers, however, it was important that participants had participated in the 

HOME study to compare their experience of best practice using the HOME protocol to their 

usual practice in acute care and data saturation was achieved. Some aspects of the study also 

added rigour including consultation with field experts and key informants to develop 

appropriate and in-depth interview questions, consensus coding, use of a reflexivity journal 

and ongoing peer review (Carpenter & Suto, 2008). 

Future research should aim to further investigate goal setting in acute aged care in 

Australia. Observational studies may assist researcher to identify additional factors 

influencing the goal setting process. Similarly, qualitative review of patients experiences of 

the process may give additional insight to the level of client-centredness perceived by patients 
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in this setting. To determine the effectiveness of having a structured goal setting framework, 

quantitative investigation should be completed to determine whether structured goal setting 

results in the improvement of quality of goals or outcomes. 

Conclusion 

Goal setting in acute aged care in Australia is a complex process that involves therapists 

trying to manage a number of factors in order to manage patients to return home. Trying to 

facilitate client-centred goals with limited training and experience is challenging for therapists 

when faced with the pressure of the acute setting and working with older adults. Although a 

structured goal setting framework was perceived to be beneficial by therapists, further 

development is needed to enable feasibility of implementation of such a framework in the 

acute setting.  
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Appendices 

Appendix A 

Interview questions - Revised 

Background information 

• How many years have you been working as an occupational therapist? 

• Could you please tell me about the clinical areas that you have worked in? 

• Could you describe any previous experience that you had with goal setting, prior to 

your involvement with the HOME Trial? 

• Tell me about any goal setting training that you had undergone prior to the HOME 

Trial 

Goal setting questions 1 

• What do you remember about goal setting as part of the HOME Trial? 

• Why do you think that goals were included in the discharge planning process? 

• Please take me through the thinking processes that you used when setting goals 

• How did you know when you had set a high quality goal? 

Goal setting questions 2 

• Could you please take me through the thinking processes that you used when 
reviewing the goals? (E.g. models, goal setting frameworks, considerations) 

• Please tell me about someone that it was easy to set goals with 

o What goals did you set? 

o How did you get to them? 

o Why do you think it was easy this time? 

• Now can you tell me about someone that it was difficult to set goals with 
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o Why do you think it was difficult? 

o What questions did you ask yourself? 

o What questions did you ask the participant? 

o What were your thinking processes? 

o What did you do? 

o What goals did you come up with in the end? 

• What did you find difficult about the goal setting process? 

• Tell me about any parts of the HOME discharge planning process that was helpful 
in the goal setting process. It might help to think about the green folder 

• Please describe for me anything else that you found helpful when setting goals 
during the HOME Trial 

• What do you think would be best practice for goal setting when we are discharge 
planning? 

• Did participation in the HOME trial change the way you set goals? Are you able to 
utilize the training from the HOME study or is it unrealistic in the AAC setting? 
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Figure Legends 

Figure 1. When setting goals for patients, therapists try to balance and incorporate developing 

client centred goals, their level of training and experience with the ideal goal setting practices. 

However, in the reality of practice, it is not always possible to combine these factors and as 

such one factor may become dominant or be forfeited to enable managing the patients return 

home.  
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Tables 

Table 1  

Participant demographics and professional background  

Pseudonym Gender City 
Years 

practising Areas of practice 

Participant A Female Sydney, NSW 7 • Inpatient	
  or	
  clinical	
  
rehabilitation	
  

• Acute	
  
 

Participant B Female Sydney, NSW 7 • Brain & spinal cord 
injury – Private 
Practice 

• Community based 
rehabilitation 

• Acute orthopaedic 
• Community Health 

 

Participant C Female Melbourne, Vic 20 • Aged care 
• Acute - neurological 

disability, general 
medicine, orthopaedics, 
respiratory, heart and 
lung transplants 

• Rehabilitation 

 

Participant D Female Melbourne, Vic 16 • In-patient psychiatry 
• Out-patient psychiatry 
• State HIV service 
• Aged care 
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Figures 

Figure 1. Model of goal setting in acute aged care 
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