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Agenda for Today 

TIME TOPIC
5 min Project Background 

15 min Overview and interaction with the co-designed tools 
• Tool 1: What Matters Most to You?
• Tool 2: the Life Care Goal Agreement

5 min Next steps & Wrap Up

Objectives:
 Learn about two tools co-designed with clients, caregivers and 

care providers to support data-informed, person-centered 
transitional care for older adults 

 Apply these tools through interactive activities and provide 
feedback on their usability and relevance
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Purpose: To co-design point-of-care tool(s) to support goal-oriented, data-informed, 
person-centred care planning in community-based transitional care programs in Ontario.

Set Up
Jul-Sep

Establish a Learning 
Community of experts-by-
experience to guide: 
• project direction
• diverse community 

engagement
• review of study materials
• knowledge mobilization

Learn
Oct - Mar

Explore RPNs’ perceptions of 
successes and challenges 
related to conducting the 
interRAI HC assessment and 
using assessment data at 
point-of-care

Design
Apr - May

Develop prototype tool(s) to 
better equip RPNs to engage 
in goal-oriented data-
informed, person-centred 
care planning at point-of-
care. 

Project Overview

8 interviews with RPNs

2 Workshops with 
transitional care 
providers, clients and 
caregivers 



Learn: Why Focus on Goal Setting?

• There is considerable variation in how 
RPNs approach goal setting, and many 
were looking for support to confidently 
lead these goal-setting conversations.  

• RPNs could benefit from support with:
 Engaging in goal setting conversations 

to drive care planning
 Setting realistic expectations of clients 

and families
 Using goals to prioritize care needs
 Encouraging client engagement in care



Goal Setting: A Three-Step Process

• A collaborative process of agreement on health- or life-related goals between a care 
provider and a client.

• Should focus on forming clear and realistic goals that help the person live the life 
they want, in a way that makes sense for their needs, values and daily life.

1. Exploration:
understanding “what 
matters most” to the 

client as individual

2. Sharing Information:
clear, open communication with 

the client about their  health 
and social care needs centered 
on what matters most to them

3. Setting Goals:
where the client and care 
provider work together to 

set goals through 
supportive conversations

Lenzen et al, 2018



Frames assessment and care planning holistically, not 
just as a clinical task but as a core value and practice 
expectation

My Positive Health includes dimensions typically 
associated with “health” but also considers social 
participation, quality of life and meaningfulness 

Life Care: A Holistic Definition of Health

Life Care Asks:
• What matters to you?
• What supports your ability to live well? 
• How do we plan care in a way that reflects that?



Design: Co-design Workshop Participants

19 participants (Workshop 1 n= 13, Workshop 2, n=14) 

63%10%

11%

16%

Perspectives

Provider
Manager
Client
Caregiver

7 RPNs, 4 RNs, 1 PT, 1 PSW, 1 OT with 
representation across 6 @Home 
Programs

5%

16%

47%

11%

21%

Age Group

24 or younger
25 – 34
35 – 44
45 – 54
55 – 64
65 or older

21%

11%
68%

Location

Urban

Rural

Metropolitan

• 53% identified as a visible minority
• 11% identified as 2SLGBTQ+
• 84% identified as a women



Design: Workshop Activities

WORKSHOP 1

• Activity 1. My Top 6 things 
for Life Care: Setting the 
Stage for Shared Goals

• Activity 2. The Life Care Goal 
Agreement: Moving from 
Values to Goals

WORKSHOP 2

• Activity 3. From Ideas to 
Action: Integrating the Tools 
Into Practice 



Overview of Tool 1: What Matters Most to You? 

• Supports Exploration step of 
goal setting by guiding 
structured reflection on what 
matters to the client as an 
individual (i.e., elicit client 
values) 

• Organized based on My 
Positive Health dimensions, 
taking a holistic approach 
care planning

• Serves as a foundation for 
goal-setting with clients



Tool 1 Activity Instructions: What Matters Most to You? 

1. Imagine that you were using 
this tool to explore what 
matters most to you as an 
individual

2. Use the sticky notes on your 
table to note what you liked, 
disliked and would change if 
you were using this tool



Overview of Tool 2: the Life Care Goal Agreement

• Structure for leading goal 
setting conversation guided by 
information from “What 
Matters Most to You?” (client 
values) and the InterRAI 
assessment (client needs).

• Ensures that the client and 
provider are involved in goal 
setting and share a mutual 
understanding/ accountability 
for meaningful client goals. 



Tool 2 Activity Instructions: the Life Care Goal Agreement 

1. Imagine that you were using 
this tool to set meaningful 
goals with a client. 

2. Use the sticky notes on your 
table to note what you like, 
dislike and would change if 
you were using this tool.



Next Steps

Assess the feasibility of integrating the co-designed tools to support data 
informed, person-centred care planning by nurses in community-based 
transitional care programs.

Do you have other ideas on where 
to test these tools? 

Please connect with us after the 
session or email research@sehc.com 



Take Aways

Integrating client’s values with data from standardized assessments 
is critical for setting meaningful, data-informed, person-centred goals 
with clients. 

“What Matters Most to You?” sets a foundation for goal setting by 
taking a holistic approach to elicit client values.

“The Life Care Goal Agreement” integrates client values with 
assessment data to support collaborative, conversational goal setting 
with shared accountability. 

Together the co-designed tools aim to support goal setting, minimize 
assessment duplication and enhance effective, person-centred care 
planning.
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SUPPLEMENTARY



interRAI Data to Support Goal Setting

• Summary report of 
client care needs based 
on interRAI Home Care 
assessment data

• Based on research on 
care needs in home 
care populations

• Organized based on My 
Positive Health 
dimensions

• Includes client goal(s) 
in their own words



Interviews with RPNs
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