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ABSTRACT
Objective: Goal-concordant care is an important feature of high
quality medical treatment. Patients’ care goals may focus on cura-
tive and/or palliative outcomes. Patients rarely communicate their
care goals, and providers’ predictions of patient goals are often
inaccurate, corresponding most closely to their own treatment
goals. This projection of own goals onto patients introduces the
potential for bias, leading to goal-discordant care.
Design and Main Outcomes: We examined goal discordance
using data from a U.S. sample of healthcare providers (N¼ 492)
recruited online in 2017 using GfK Knowledge Panel. Providers
reported their perceptions of their patients’ care goals (curative
relative to palliative), their own care goals if they were to become
ill, and their willingness to deliver palliative care.
Results: For 28% of providers, their own care goals differed from
their patients’. Providers were more likely to prioritise palliative
care (relative to curative) in their own goals than in their predic-
tions about patients’ goals. Providers were more willing to deliver
palliative care when their own goals prioritised more palliative
relative to curative care, but their perceptions of patient goals
were unassociated with willingness to provide it.
Conclusions: Efforts to improve goal communication and reduce
projection biases among providers may facilitate goal-concord-
ant care.
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Introduction

Goal-concordant care, or care that aligns with patients’ goals and values, is an import-
ant feature of high quality medical treatment (Dy et al., 2015; Dzau et al., 2017; Lorenz
Karl, Rosenfeld, & Wenger, 2007; Sanders, Curtis, & Tulsky, 2017). It can improve clinical
outcomes, reduce patient and surrogate distress, and minimise healthcare costs and
resource expenditures (Teno et al., 1995). Goals of care vary across patients and may
include therapeutic or curative goals, as well as quality of life (QOL) goals, such as liv-
ing at home, maintaining relationships with loved ones, and symptom management
(Nahm & Resnick, 2001; Steinhauser et al., 2000; Teno et al., 2000; Turnbull & Hartog,
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2017). These QOL care goals are often addressed through palliative care, which is any
care that focuses on the well-being of patients and their caregivers through pain and
symptom management, social support and a broad range of related services. Although
palliative care can be delivered irrespective of curative goals, the two forms of care
are often perceived as incompatible, conflicting and involving trade-offs. When choices
do not adequately permit concurrent and equivalent pursuit of both goals, such as
when aggressive treatments are accompanied by side effects that compromise QOL,
the relative value of these goals becomes important (Emmons & King, 1988). Thus, for
patients to receive goal-concordant care, providers must understand both the pallia-
tive and curative care goals individual patients wish to pursue, and the value of these
goals relative to each other (Fitzsimons, Finkel, & Vandellen, 2015). Because providers
ultimately control care delivery, their perceptions or beliefs about patients’ care goals
and their role in executing them is critical (Laurin et al., 2016).

Healthcare providers generally believe they can accurately predict their patients’
care goals (e.g. Downey, Au, Curtis, & Engelberg, 2013), but few patients explicitly dis-
cuss care goals with their providers (Wright, Hatfield, Earle, & Keating, 2014), and pro-
viders are often no more accurate in predicting them than what would be expected
due to chance alone (Druley et al., 1993; Figueroa et al., 2016; Gramelspacher, Zhou,
Hanna, & Tierney, 1997; Schneiderman, Kaplan, Pearlman, & Teetzel, 1993;
Schneiderman, Kaplan, Rosenberg, & Teetzel, 1997; Seckler, Meier, Mulvihill, & Paris,
1991; Uhlmann, Pearlman, & Cain, 1989). Instead, providers’ predictions of their
patients’ care goals tend to correspond more closely with their own predicted treat-
ment preferences (if they themselves were to become ill) than with the expressed
preferences of the patient, especially for goals related to life-sustaining treatments
when prognosis is uncertain (Norris, Nielsen, Engelberg, & Curtis, 2005; O’Donnell
et al., 2003; Schneiderman et al., 1993, 1997).

Providers’ reliance on their own treatment preferences rather than their patients’
may contribute to goal-discordant care because providers’ predictions about their
own future preferences are susceptible to inaccuracies. Specifically, projection biases
involve the tendency to attribute or ascribe one’s current situation, preferences, and
goals onto the future without accounting for how changes in one’s situation may
influence these preferences and goals (Loewenstein, O’Donoghue, & Rabin, 2003).
Providers in states of good health and without pain or emotional distress may be
unable to accurately predict the care that they would want if facing a serious illness
(Loewenstein, 2005b; Van Boven & Loewenstein, 2003). Consequently, providers’ pre-
dictions about their own future care goals may be inaccurate themselves. Providers
may then attribute their own care goals to their patients without accounting for
how patients’ unique experiences may lead them to have different goals, reflecting
interpersonal projection biases (see related work on false consensus effect (Ross,
Greene, & House, 1977), social projection theory (Cronbach, 1955; Lemay, Clark, &
Feeney, 2007) and empathy gaps (Loewenstein, 2005a)). Thus, providers’ practice of
using their own care goals instead of their patients’ to inform care-related decisions
may contribute to goal-discordant care via projection biases that reduce the accur-
acy of their own care goal predictions, as well as their predictions about their
patients’ care goals.
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Although the ubiquity of projection biases is well-demonstrated, this work rarely
accounts for the potentially conflicting nature of curative and palliative goals; instead,
it often centers on preferences for life-sustaining treatment at end-of-life. Such an
approach may contribute to the equivocal nature of the evidence regarding the direc-
tion of providers’ biases, with some evidence suggesting providers underestimate the
relative importance of curative care in their own predicted care goals, and other work
suggesting they overestimate their curative care goals. For example, providers predict
that if they became ill, they themselves would desire less life-sustaining or aggressive
treatment than their ill patients desire (Carmel, 1999; Gramelspacher et al., 1997;
O’Donnell et al., 2003; Schneiderman et al., 1997; Slevin et al., 1990; Tomlinson et al.,
2011). There is also evidence that individuals who are older or nearer to EOL value
length of life over QOL to a greater degree than healthy and younger individuals
(Bryce et al., 2004; Stephens, Neal, & Overman, 2014).

On the other hand, projection biases, in combination with clinical defaults and soci-
etal demands, may lead providers to underestimate their own and their patients’
desire for palliative care. For example, providers strive to protect life at all costs
(Carmel, 1999; Downey et al., 2013; Schenker et al., 2014), which may lead them to
overestimate patients’ desires for life-sustaining or curative treatments (Barnato et al.,
2011; Carmel, 1999; Downey et al., 2013; Teno et al., 2000). Providers also consistently
overestimate survival in their prognoses (Glare et al., 2003; Stiel et al., 2010). These
biased prognostic estimates may affect the relative balance of curative and palliative
care providers perceive their patient need, and when these prognoses are communi-
cated to patients, it may also lead patients to prefer an inappropriate emphasis on
curative goals. In addition, it is difficult to imagine how pain might affect decision
making when one is not currently experiencing pain (Christensen-Szalanski, 1984; Read
& Loewenstein, 1999). Providers who are not in pain may underestimate patients’
symptom burden and make inaccurate predictions about how pain – and achieving
freedom from it – influences patients’ treatment goals (Bergman, Matthias, Coffing, &
Krebs, 2013; Kenny, 2004; Maguire, Walsh, Jeacock, & Kingston, 1999; Steinhauser
et al., 2000; Upshur, Bacigalupe, & Luckmann, 2010; Werner & Malterud, 2003).
Providers and patients may also have different conceptualizations of hope, with
patients’ notions of hope centring more on their individualised vision for their the
future, given their illness, and providers’ centring on fixing the problem (Davison &
Simpson, 2006; Richardson, Macleod, & Kent, 2012). This evidence suggests providers
may underestimate the importance of palliative care and symptom management in
their own predicted care goals, as well as their predictions of patients’ goals.

The current study

To elucidate the nature of the biases in providers’ predictions about patients’ care
goals, we examined providers’ predictions about both their own care goals, and their
patients’ goals. We then examined concordance between these predictions and
whether either prediction was associated with willingness to deliver palliative care.
Given that palliative care services remain either underutilised or implemented in sub-
optimal ways (e.g. delivered too late or with an inappropriate focus) (Cherny & Catane,
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2003; Follwell et al., 2009; Jordh�y, Fayers, Loge, Ahlner-Elmqvist, & Kaasa, 2001;
Narang, Wright, & Nicholas, 2015; Smith et al., 2011; Tulsky, 2015; Wentlandt et al.,
2012), despite their many benefits (Brinkman-Stoppelenburg, Rietjens, & van der
Heide, 2014; Casarett, Johnson, Smith, & Richardson, 2011; Ferrell et al., 2015; Singer
et al., 2016; Taylor, Bull, Zhong, Samsa, & Abernethy, 2013; Temel et al., 2010; Wright
et al., 2008; Zhang et al., 2009), it is important to examine how care goals influence
providers’ willingness to provide such services.

It is not known whether providers whose own care goals differ from their percep-
tions of their patients’ goals are more or less willing to deliver palliative care. Goal
pursuit is facilitated by agreement between partners on what goals to pursue
(Fitzsimons & Finkel, 2015; Fitzsimons et al., 2015), so discordance between providers’
own care goals and their perceptions of their patients’ care goals may influence their
willingness to provide palliative care. In addition, curative and palliative care goals are
often perceived as conflicting or posing a trade-off, creating a barrier to palliative care
uptake (Bakitas, Lyons, Hegel, & Ahles, 2013; Bernacki & Block, 2014; Cooper et al.,
2016; Gawande, 2014; Schenker et al., 2014). Indeed, they sometimes cannot be pur-
sued concurrently or with equal success. For example, some patients may wish to pur-
sue curative treatment regardless of side effects, whereas others may prefer to
alleviate symptoms and optimise QOL even if it means forgoing curative options. Little
is known about projection biases in predicted care goals or the relative prioritisation
of palliative and curative goals when they cannot be pursued concurrently (i.e. are
perceived to be in conflict). To address this gap in the literature, we drew on the goal
conflict literature and assessed palliative and curative care goals in relative fashion,
thereby providing information about goals of care in real-world conditions where pur-
suit of one form of treatment may compromise pursuit of the other.

In summary, the current study had two aims: 1) to compare providers’ own care
goals (i.e. preferences for palliative relative to curative care) with their perception of
their patients’ care goals; and 2) to examine these care goals, as well as goal concord-
ance, as predictors of providers’ willingness to deliver palliative care. We hypothesised
providers’ willingness to deliver palliative care would be predicted by their own care
goals, but not their predictions about their patients’ goals. Given the conflicting litera-
ture regarding whether providers predict desiring more or less curative care than their
patients, we did not have a priori hypotheses about the direction of the discordance
in patients’ and providers’ care goals.

Methods

Participants

Participants were recruited as part of a larger study (for which the data are publicly
available; referenced blinded) using GfK Knowledge Panel (www.gfk.com), a standing
internet panel of non-institutionalized U.S. adults. Given that palliative and curative
care can be delivered according to a range of models and by several types of health-
care providers (Morrison, 2013), a broad national (U.S.) sample of healthcare providers
were recruited and categorised as: medical doctors (n¼ 47; e.g. physicians, surgeons);
other healthcare practitioners (n¼ 255; e.g. nurses, pharmacists); healthcare support

4 E. M. ELLIS ET AL.

http://www.gfk.com


(n¼ 116; e.g. nursing aids, nursing assistants); and technologists/technicians (n¼ 85;
e.g. paramedics, lab technicians). Nine participants with less than a high school educa-
tion were excluded from analyses as not representative of the healthcare providers
most likely to be involved in curative and palliative care treatment decisions.

Participants (N¼ 494) were aged 45.22 (SD¼ 13.06) on average and 73.7% were
female, which is representative of the healthcare worker population (Association of
American Medical Colleges, 2008). Most self-identified as white (70.5%); 10.1% as black;
10.5% as Hispanic; and 8.9% as another or multiple races. Half (51.0%) had a bache-
lor’s degree or higher, with the remaining completing high school (11.7%) or some
college (37.3%).

Measures

Prior to completing study measures, participants received the following operational
definition of palliative care that contextualised the subsequent scales and reduced the
likelihood that providers would equate palliative care with end-of-life or Hospice care:
‘Palliative care is defined as an approach designed to treat pain, manage physical
symptoms/treatment side effects and provide psychosocial support that improves the
quality of life of patients and their families.’

Perceived patient care goals
Providers’ perceptions of the relative care goals (curative relative to palliative) of their
patients were assessed with one item, ‘The patients I see who are dealing with disease
or illness feel it is important to seek… ’ with a response scale ranging from (1) curative
to (7) palliative and the midpoint reflecting both types of care. This item was devel-
oped based on a validated measure of conflict that exists between goals (Emmons &
King, 1988), in which two goals are pitted against each other to examine the extent to
which striving toward them both results in goal conflict. The scale was adapted to be
a single item to accommodate survey length restrictions. A categorical variable was
created to represent goals that favoured (1) both palliative and curative care equally
(scale midpoint), (2) palliative over curative care (>4 on scale), or (3) curative over pal-
liative care (<4 on scale).1

Physician care goals
Providers also anticipated their own relative care goals if they were to become sick
using the item, ‘If you were a patient dealing with disease or illness, you would feel it is
important to seek… ’ and a response scale ranging from (1) curative to (7) palliative,
and the midpoint reflecting both types of care (Emmons & King, 1988). As with the
patient care goals item, a categorical variable was created to represent goals that fav-
oured (1) both palliative and curative care equally, (2) palliative over curative care, or
(3) curative over palliative care.

Willingness to provide palliative care
One item assessed providers’ willingness to provide or facilitate palliative care services:
‘If a patient requested a palliative procedure or treatment instead of a curative treatment,
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I would be willing to fulfill that request (if possible) or support them in making the
request of other medical personnel’ using response options ranging from (1) strongly
disagree to (7) strongly agree.

Analysis strategy

All analyses were conducted in Stata, version 15 (Stata Corp, College Station, TX).
Multinomial logistic regression specifying ‘both types of care’ as the reference category
was used to examine whether participant characteristics (age, education, sex, race/eth-
nicity and profession) were associated with providers’ perceptions of their patients’
care goals and with their own care goals (3-level categorical outcome variables).
Linear regression was used to assess relations of these participant characteristics with
willingness to deliver palliative care. Sex and race/ethnicity were all dichotomous
dummy variables (e.g. white vs. nonwhite). Profession was a 4-category variable with
medical doctor serving as the reference group.

Linear regression was used to examine patient and provider care goals as predictors
of willingness to deliver palliative care. Providers’ and patients’ care goals were exam-
ined in separate models, and together in the same model. Provider age, education
level, profession and race were included as covariates based on their significant associ-
ations with the outcomes of interest. Because the data originated from an experimen-
tal study, study condition (a dichotomous variable) was also included as a covariate,
although it did not influence any of the reported results.

Goal discordance was operationalised as a 3-level variable reflecting whether the
difference between provider and patient care goals reflected: 1) goal discordance,
such that providers desired more palliative (relative to curative) care than patients
(n¼ 88), 2) goal concordance (i.e. providers and patients had same care goals;
n¼ 353), or 3) goal discordance, such that patients desired more palliative (relative to
curative) care than providers (n¼ 51). Linear regression tested whether this three-level
variable was associated with willingness to provide palliative care, with goal concord-
ance serving as the reference category.

Results

Predictors of care goals

Patients’ care goals
Specifying a preference for both types of care as the reference category, education
was associated with greater relative likelihood of providers predicting patients had
goals centred more on curative care, RRR (relative risk ratio)¼ 1.31, p< .001, 95% CI
(1.15, 1.50), as was being white (vs. nonwhite), RRR¼ 1.79, p¼ .013, 95% CI (1.13, 2.83).
Providers who were female, black (vs. nonblack) and technologists/technicians or
healthcare support professionals (vs. medical doctors) were all less likely to predict
their patients had curative goals (vs. desired both types of care), ps< .05. Black pro-
viders were more likely to predict patients had primarily palliative goals, RRR¼ 3.54,
p¼ .001, 95% CI (1.64, 7.63), whereas white providers were less likely to do so,
RRR¼ –0.71, p¼ .033, 95% CI (–1.38, –0.057) (see Table 1).
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Providers’ care goals
Providers’ own care goals were predicted by education, race and gender (Table 1).
White providers and those with more education were less likely to prioritise palliative
goals, ps< .05, whereas black providers were more likely to prioritise palliative goals,
RRR¼ 4.40, p< .001, 95% CI (1.98, 9.79). Women were less likely to prioritise curative
goals than men, RRR¼ 0.44, p< .001, 95% CI (0.28, 0.70).

Goal discordance

Overall, providers’ own predicted care goals differed from their predictions about their
patients’ goals, v2(4)¼ 222.68, p< .001. One-quarter (28.25%) of providers reported
their own care goals differed from their perceptions of their patients’ goals. Most of
this discordance (63.3%) reflected providers’ perceptions that they would want more
palliative care than their patients. Specifically, compared to their predictions about
their patients’ goals, providers were less likely to want curative care themselves, and
more likely to want both types of care (curative and palliative) (see Figure 1). When
medical doctors were examined separately, 34.0% expressed discordant goals, with
two-thirds (68.8%) of this group predicting they would desire more palliative care for
themselves than their patients would.

Using providers who reported concordant goals as the reference category, provider
education was positively associated with likelihood of perceiving patients had more
curative goals than oneself, RRR¼ 1.28, p¼ .002, 95% CI (1.10, 1.49). Nurses and other
healthcare practitioners were less likely than physicians to perceive patients’ goals

Table 1. Participant characteristics as predictors of providers’ perceptions of their patients’ care
goals and their own care goals. Results from multinomial logistic regression models specifying
preference for both types of care as the reference category.

Patients’ care goals Providers’ care goals

Curative: Both (ref)
RRR (95% CI)

Palliative: Both (ref)
RRR (95% CI)

Curative: Both (ref)
RRR (95% CI)

Palliative: Both (ref)
RRR (95% CI)

Age 1.01 (0.99, 1.02) 1.01 (0.98, 1.03) 1.01 (0.99, 1.02) 1.01 (0.99, 1.04)
Education 1.31��� (1.15, 1.50) 0.85 (0.68, 1.06) 1.12 (0.98, 1.29) 0.78� (0.62, 0.99)
Sex
Male ref ref ref ref
Female 0.65� (0.42, 0.99) 0.72 (0.35, 1.49) 0.44��� (0.28, 0.70) 0.63 (0.30, 1.34)
Race/ethnicity
White (vs. not white) 1.79� (1.13, 2.83) 0.49� (0.25, 0.94) 0.97 (0.61, 1.55) 0.34�� (0.17, 0.68)
Black (vs. not black) 0.40� (0.17, 0.94) 3.54��� (1.64, 7.63) 0.73 (0.33, 1.65) 4.40��� (1.98, 9.79)
Hispanic (vs.

not Hispanic)
0.53 (0.26, 1.08) 0.76 (0.26, 2.25) 0.79 (0.38, 1.65) 1.69 (0.66, 4.35)

Other (vs. not other) 1.03 (0.52, 2.04) 1.12 (0.37, 3.40) 1.71 (0.88, 3.34) 0.68 (0.16, 3.00)
Profession
Medical doctor ref ref ref ref
Other healthcare

practitioners
0.69 (0.36, 1.31) 1.38 (0.30, 6.36) 0.74 (0.37, 1.46) 1.38 (0.30, 6.31)

Healthcare support 0.43 (0.20, 0.92) 1.28 (0.24, 6.81) 0.74 (0.33, 1.63) 1.32 (0.24, 7.19)
Technologists/

technicians
0.23 (0.11, 0.51) 2.39 (0.51, 11.17) 0.43� (0.19, 0.96) 2.44 (0.52, 11.45)

�p< .05;��p< .01;���p< .001
ref: reference category; RRR: relative risk ratios.
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centred more on curative care than one’s own, RRR¼ 0.35, p¼ .028, 95% CI (0.14,
0.89). No other participant characteristics were associated with the likelihood of having
discordant goals, ps> .12.

Predictors of willingness to provide palliative care

Providers’ perceptions of their patients’ care goals were not associated with providers’
willingness to provide or facilitate palliative care services, ps> .61 (Table 2). Providers’

Table 2. Predictors of willingness to provide palliative care (PC): Results from linear regres-
sion models.

Willingness to provide palliative care

b p-value 95% CI

Age 0.010 .034 0.00080, 0.020
Education 0.12 .003 0.041, 0.20
Female (vs. male) 0.12 .39 –0.16, 0.41
Race/ethnicity
White (vs. not white) 0.22 .11 –0.054, 0.50
Black (vs. not black) –0.45 .033 –0.87, –0.036
Hispanic (vs. not Hispanic) –0.23 .27 –0.64, 0.18

Other (vs. not other) 0.20 .38 –0.24, 0.64
Profession
Medical doctor ref ref ref
Other healthcare practitioners 0.23 .30 –0.21, 0.66
Healthcare support –0.32 .21 –0.82, 0.18
Technologists/ technicians –0.35 .15 –0.83, 0.13

Patients’ care goals
Both palliative and curative ref ref ref
Curative focus 0.072 .61 –0.21, 0.35
Palliative focus 0.10 .67 –0.36, 0.57

Providers’ care goals
Both palliative and curative ref ref ref
Curative focus –0.30 .045 –0.60, –0.01
Palliative focus –0.019 .94 –0.51, 0.47

Goal discordance
Self-patient concordant ref ref ref
Self prefers more PC than provider 0.34 .040 0.015, 0.67
Patient prefers more PC than self –0.034 0.87 –0.44, 0.37

Notes: “Self prefers more PC than provider” includes providers who rated their own preference for PC as higher than
their patients’ preferences for PC. “Patient prefers more PC than self” includes providers who rated their patients’
preferences for PC as higher than their own.

 

23.6% 

31.5% 

69.1% 

60.2% 

7.3% 

8.3% 

0% 20% 40% 60% 80% 100% 

Own predicted goals 

Predicted ts' goals 

Cura  goals Both and pa  Pa goals 

Figure 1. Providers’ predictions about their own care goals and their patients’ care goals as reflect-
ing either a curative focus, palliative focus, or both types of care.
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own care goals were associated with willingness, such that providers who predicted
they would prefer both types of care were more willing to provide palliative care than
those who preferred a focus on curative care, b¼ 0.33, p¼ .029, 95% CI (0.034, 0.62).
Providers’ own care preferences remained associated with willingness to provide pal-
liative care services, even after controlling for their predictions about patients’ prefer-
ences, b¼ 0.45, p¼ .007, 95% CI (0.12, 0.77).

Goal concordance was also examined as a predictor of willingness to provide pallia-
tive care services. Using providers with concordant goals as the reference category,
providers whose discordance reflected stronger preference for palliative care them-
selves were more willing to provide palliative care, b¼ 0.34, p¼ .040, 95% CI (0.015,
0.067). Providers were no more willing to provide palliative care when discordance
reflected the perception that patients desired more palliative care than they did,
b¼ –0.034, p¼ .87, 95% CI (–0.44, 0.37) (Table 2).

Discussion

This study examined whether providers’ own predicted care goals (palliative relative to
curative care) differed from their perceptions of their patients’ care goals, and the
extent to which these predictions were associated with willingness to deliver palliative
care. Consistent with some, but not all, prior evidence (Carmel, 1999; Gramelspacher
et al., 1997; O’Donnell et al., 2003; Schneiderman et al., 1997), providers predicted their
own care goals would more strongly prioritise palliative relative to curative care than
they perceived their patients’ goals would. One quarter of providers (and one-third of
medical doctors) predicted their care goals would differ from their patients’. This is a
potentially problematic discordance, given that providers’ willingness to deliver pallia-
tive care was predicted only by their own care goals, even when they themselves
reported that their patients have different goals. A similar pattern was observed when
goal discordance was examined as a predictor of willingness to provide palliative care.
Compared to providers with concordant goals, those who predicted they would want
more palliative care than their patients were more willing to provide palliative care,
whereas providers who predicted their patients would want more palliative care were
no more willing to provide or facilitate it.

Consistent with prior research (Carmel, 1999; Gramelspacher et al., 1997; O’Donnell
et al., 2003; Schneiderman et al., 1997), providers predicted that their own care goals
would reflect a stronger prioritisation of palliative relative to curative care than their
patients’ goals. Patients’ actual care goals were not assessed as part of this study, so it
is not possible to determine the accuracy of the providers’ predictions. However, the
discordance between their own goals and their predictions about their patients’ is
consistent with projection biases at both the intrapersonal and interpersonal level.
Specifically, our observation that providers predicted they themselves would desire
greater emphasis on palliative care than their patients would may reflect the tendency
of young and healthy individuals to underestimate the importance of curative care
when predicting one’s care preferences if they were to become ill (Carmel, 1999;
Gramelspacher et al., 1997; Schneiderman et al., 1997). This is consistent with evidence
that older adults who are sick or nearer to EOL place higher value on length of life
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(Bryce et al., 2004; Stephens et al., 2014), and are more likely to opt for aggressive
curative treatments (O’Donnell et al., 2003; Slevin et al., 1990; Tomlinson et al., 2011).

Interpersonally, providers’ predictions that they wanted more palliative care than
their patients may reflect providers’ tendency to underestimate how much patients
value and desire palliative care (Barnato et al., 2011; Carmel, 1999; Downey et al.,
2013; Schenker et al., 2014; Teno et al., 2000). In the absence of patient-provider com-
munication about goals of care, providers may underestimate how freedom from pain,
different conceptualizations of hope, and relationship-centred goals (e.g. not burden-
ing loved ones; spending time with loved ones) influence patients’ treatment goals.
These interpersonal projection biases may have led providers to underestimate
patients’ preferences for palliative over curative care in the current study. Indeed, such
underestimates are common and particularly likely to lead to goal-discordant care
(Carmel, 1999; Teno et al., 2000).

Our findings suggest some providers’ own care goals differ from what they perceive
their patients’ goals to be. Because of these differences, the two perceptions are not
interchangeable, and our finding that willingness to deliver palliative care was pre-
dicted by providers’ own goals and not their predictions of their patients’ goals may
be one source of goal-discordant care. To the extent that these findings reflect an
underestimation of patients’ palliative care goals, improved patient-provider communi-
cation about goals of care is essential (Gramling et al., 2015; Wright et al., 2014).
Evidence suggests providers who have more experience discussing advance directives
and related care goals are more accurate in predicting their patients’ care preferences
(Druley et al., 1993). Importantly, goal communication ought to be appropriately timed
(particularly when palliative care is a focus), elicit patients’ goals in ways that minimise
the influence of providers’ own projected goals, and consider how patients’ health-
and non-health goals will be managed or weighed when they conflict with each other
(Bernacki & Block, 2014). For example, the goal to sustain life using invasive proce-
dures may conflict with the goal to spend time at home and maintain optimal quality
of life (Bernacki & Block, 2014). This is particularly important when considering pallia-
tive care goals, given that they are often perceived as conflicting with curative care
goals (Bakitas et al., 2013; Gawande, 2014; Schenker et al., 2014).

These findings may have important implications for ways in which providers should
be trained to elicit patient goals. They suggest empathy training may help providers
make predictions about their patients’ goals that account for the range of factors that
may be important to patients, and for how pain, illness and other intense emotions
influence these factors. This may reduce both intra- and interpersonal projection
biases, thereby making providers better predictors of patients’ care goals (Omar Sultan
& Adam, 2012). However, given that providers in the current study based their willing-
ness to provide palliative care on their own goals for care, and not on their under-
standing or predictions of patients’ goals, empathy training may reduce projection
biases without actually influencing palliative care delivery. Our findings suggest that
training providers to use patient goals in their care decisions may be just as or more
necessary than empathy training in efforts to improve patient care.

This study included a broad range of providers, reflecting the many professions
potentially involved in palliative care service delivery (e.g. nurses and pharmacists who
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either formally or informally serve as pain medication gatekeepers; paramedics and
other hospital staff responsible for acute and chronic symptom management). Across
these professions and participant characteristics, the only factors associated with goal-
discordance between providers and patients were education and profession, although
the profession category that was associated with less discordance encompassed a var-
iety of professions (nurses, pharmacists and others), so this association should be inter-
preted with caution. These findings suggest the observed differences in care goals
between patients and providers are consistent across a range of healthcare workers
interacting day-to-day with patients, particularly among physicians and other highly-
educated professionals. As a result, they may influence care outcomes regardless of
the specific palliative care delivery model used (Casarett et al., 2011; Morrison, 2013;
Singer et al., 2016).

Limitations

Some limitations should be considered when interpreting these findings, including the
cross-sectional nature of the survey, which limits our ability to draw causal conclusions
between predicted goals and willingness to deliver palliative care. Additionally,
patients were not interviewed as a component of this study, so future work is needed
to examine the role of physician accuracy in the observed associations between pre-
dicted goals and willingness. Lastly, the study utilised single item measures to accom-
modate space constraints. Single- and multi-item scales often have similar test-retest
reliability (Ferrer et al., 2018); when single items are less reliable, the associations
observed are attenuated (Luttrell, Petty, & Xu, 2017), meaning the observed associa-
tions may actually be underestimates. Future work is needed to examine the relative
nature of curative and palliative care goals in a more nuanced fashion (e.g. with multi-
dimensional scales), as well as providers’ predictions about them, and how these goals
influence palliative care delivery.

Conclusions

In a national sample representing a range of healthcare provider professions, providers
predicted their own goals of care would reflect greater emphasis on palliative relative
to curative care compared to what they perceived their patients’ goals to be.
Moreover, providers’ willingness to deliver palliative care was predicted by their own
care goals, but not by their predictions about their patients’ goals. This reflects a
potentially problematic discordance, given that one-third of providers – and half of
medical doctors – predicted their care goals would differ from their patients’. These
findings underscore the importance of effective goal communication and efforts to
reduce projection biases among providers as a means of facilitating goal-concord-
ant care.
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Note

1. All analyses were replicated using the continuous version of the goal conflict items. The
main findings were robust to this alternative analytic strategy, with the only differences
arising in the relations between some participant characteristics (e.g. sex, education) and
the goal prediction items.
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