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IMPLEMENTATION OF BEST PRACTICE GOAL-SETTING IN FIVE REHABILITATION 
SERVICES: A MIXED-METHODS EVALUATION STUDY 

Amanda BAKER, BPhty, Masters Comm Rehab, GDNR, MMR1–3 , Petrea CORNWELL, PhD, BSpPath (Hons)1,4 , Louise 
GUSTAFSSON, PhD, BOccThy (Hons)1,4 , Claire STEWART,  PhD, BPhty3  and Natasha A. LANNIN, PhD, BSc5,6 

From the 1School of Health Sciences and Social Work, Griffith University, Brisbane, 2Statewide Rehabilitation Clinical Network, Clinical 
Excellence Division, Queensland Health, Brisbane, 3Allied Health, Physiotherapy Department, Sunshine Coast Hospital and Health 
Service, Queensland Health, Sunshine Coast, 4The Hopkins Centre, Menzies Health Institute Queensland, Brisbane, 5Department 
of Neuroscience, Central Clinical School, Monash University, Melbourne, Australia and 6Alfred Health, Melbourne, Australia

Objective: This implementation study aimed to 
enhance the key elements of clinical practice goal-
setting across 5 rehabilitation services. 
Design: This study followed a participatory action 
research approach guided by the Knowledge to 
Action framework. 
Methods: Medical record audits and structured 
client interviews were conducted prior to and fol-
lowing 12 weeks of implementation, in order to 
evaluate the success of the goal-setting implemen-
tation package.
Results: Medical record audits and interviews 
conducted pre-implementation (audits n = 132, 
interviews n = 64), post-implementation (audits 
n = 130, interviews n = 56) and at 3-month fol-
low-up (audits n = 30) demonstrated varied suc-
cess across sites. Following implementation 2 
sites significantly improved their common goal 
focus (site 1 p ≤ 0.001, site 2 p = 0.005), these 
sites also demonstrated a significant increase 
in clients reporting that they received copies of 
their rehabilitation goals (site 1 p ≤ 0.001, site 2 
p ≤ 0.001). Four sites improved client action plan-
ning, feedback and review, and 3 sites enhanced 
their specificity of goal-setting. At 3-month follow-
up 4 sites had continued to improve their common 
goal focus; however, all sites decreased the speci-
ficity of their goal-setting.
Conclusion: Elements of the implementation pack-
age were successful at enhancing the goal-setting 
process; however, how the package is implemented 
within the team may impact outcomes.

Goal-setting is used to enhance client outcomes 
and autonomy during rehabilitation, by providing 

motivation, enhancing the specificity of treatment plans, 
activating therapeutic benefits, such as increased self-
awareness, and improving teamwork (1, 2). Key ele-
ments of best practice goal-setting include: a common 
goal focus across team members (3, 4); action planning, 
feedback and review of goals (2, 5); ensuring goals are 
meaningful and specific (6); and including the client in 
shared decision-making (SDM) throughout the goal-
setting process (7). Evidence supports each of these 
4 key elements of best practice goal-setting; however, 
these elements are not consistently implemented by 
clinicians in clinical practice. 

Interdisciplinary teamworking, which includes having 
a common goal focus, has been shown to have a positive 
impact on functional outcomes for stroke survivors (8). 
However, a previous study conducted by the authors 
found that only 31% of goals set by inpatient rehabi-
litation teams had a common focus amongst the team 
(2). Furthermore, several studies have investigated 
clinician’s understanding of SDM in healthcare and, 
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Implementation of best practice goal-setting in rehabilitation services p. 2 of 12

whilst clinicians have been able to demonstrate that 
they understand the principles of SDM, clinicians 
are still not implementing SDM principles in clinical 
practice (9, 10). Previous studies in rehabilitation 
populations in Queensland, Australia, have found 
that therapists heavily led the goal-setting process 
with clients (11). Therefore goals were predominantly 
focussed on mobility and self-care tasks (12). 

For goal-setting to enhance client outcomes and 
autonomy, processes that address all key elements 
of goal-setting should be implemented in clinical 
practice. Given the complexity of goal-setting, the 
body of research implementing all key ingredients 
of goal-setting into clinical practice is limited (13, 
14). To date, research has focussed predominantly on 
individual elements of goal-setting, such as setting 
specific goals, or implementing SDM (15–18). Due 
to the complexity of implementing all key elements 
of best practice goal-setting a theoretically informed 
implementation approach is required to ensure suc-
cessful implementation in clinical practice (1).

Implementing practice change is challenging (19) 
and has been shown to be enhanced when interventions 
are tailored to specific contexts, when implementation 
is well planned, and when practice change can be sup-
ported by a facilitator (20). Approaches to intervention 
development, such as co-design, can also support teams 
to overcome barriers in their local context (21). A pre-
vious study in this programme of research has outlined 
the co-design of 6 interventions developed as a goal-
setting implementation package to enhance the key 
elements of best practice goal-setting (Table I) (12).

This study is part of a larger programme of research 
guided by the Knowledge to Action framework (KTA) 
and represents the evaluation and sustainability phases 
of implementation (22). This implementation study is 
to enhance the key elements of best practice rehabilita-
tion goal-setting across 5 rehabilitation services. Spe-
cifically, the objectives of the study are to improve; (i) 
having a common goal focus across all team members; 
(ii) inclusion of action planning, feedback and review 
components in the goal-setting process; (iii) ensuring 
goals are meaningful and specific; and/or (iv) including 
the client in SDM throughout the goal-setting process.

Institutional ethics clearances were obtained from 
The Prince Charles Hospital and Health Service 
(HREC/17/QPCH/341) Human Research Ethics Com-
mittee and Griffith University (2017/893, Queensland, 
Australia) Ethics Committee prior to commencing the 
study, and written consent was provided by all client 
and clinician participants. The Strengthening the 
Reporting of Observational Studies in Epidemiology 
(STROBE) guidelines were used to guide reporting of 
this study (Appendix S1).

METHODS

Study design and implementation process

This mixed-methods study used both quantitative 
and qualitative data to evaluate the impact of the 
goal-setting implementation on key elements of goal-
setting in clinical practice in 5 rehabilitation sites. This 
design, based on a participatory co-design approach 
(23), integrated quantitative and qualitative data so 
as to provide an understanding of the effect of the 
package from multiple perspectives. Co-design was 
essential in this implementation-evaluation project, 
to ensure that clinicians and clients of each rehabi-
litation site were encouraged to participate and take 
ownership of the interventions and implementation. A 
local site facilitator acted as the change facilitator at 
each rehabilitation site. Site facilitators were selected 
based on an expression of interest, they were required 
to be in stable positions in the rehabilitation team and 
to possess skills related to programme facilitation. 
All site facilitators were allied health clinicians with 
experience in rehabilitation settings. Clinicians at 
each site were also involved in completing their own 
medical record audits and client interviews, giving 
a unique opportunity to allow continuous reflection 
throughout the study. Clinicians were instructed not 
to complete audits or interviews for clients where they 
were directly delivering their care. Medical record 
audits were followed by client interviews, enabling 
both quantitative and qualitative evaluation of the goal-
setting implementation package, and this information 
was synthesized to better understand the impact of the 
implementation (Fig. 1).

Study context (sites)

Five rehabilitation sites, representing public inpatient 
(n = 3) and community rehabilitation services (n = 2) 
in Queensland, Australia, volunteered to participate 
in this study. Each rehabilitation site provides care for 
a varied case mix of rehabilitation clients (Table II). 
Each site reported routinely using goal-setting in their 
rehabilitation team during case conferences and within 
individual discipline assessment and treatment sessions. 
All sites agreed that the best practice key elements for 
goal-setting could be enhanced in their practice. 

Intervention

A co-design approach across the 5 sites was used to 
develop the goal-setting implementation package 
(12). Each rehabilitation site selected components of 
the goal-setting implementation package that they felt 
were feasible to implement and would best address 
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Implementation of best practice goal-setting in rehabilitation services p. 3 of 12

their evidence practice gap in implementing the best 
practice key elements of goal-setting (Table 1). Details 
of the package development and implementation 
plans for each site have been described elsewhere 
(12). Throughout the intervention period internal 
site facilitators audited the uptake of the goal-setting 
implementation package on a fortnightly basis. Site 
facilitators delivered regular feedback from these 
audits as a behaviour change intervention, in writ-
ing and via an optional presentation to staff at each 
site throughout the 12-week implementation period. 
Action plans were made during these feedback ses-
sions to adjust the package as required concurrently 
throughout implementation. 

Data collection: medical record audits

This study aimed to evaluate 30 consecutive, prospec-
tively recruited adult rehabilitation client medical re-
cords audits at each site pre- and post-implementation 
of the tailored goal-setting package. A further 10 adult 
medical record audits were undertaken at each site at 3 
months post-implementation to evaluate the sustaina-
bility of the package. Medical record audit tools were 
specifically designed for this study to evaluate: (i) the 
common goal focus across the rehabilitation team; (ii) 
inclusion of components of action planning, coping 
planning, feedback and review; and (iii) the meaningful 
focus and specificity of goals set at each rehabilitation 

Table I. Interventions, purposes and active goal-setting ingredients addressed

Intervention Purpose Materials
Best practice key 
elements addressed

Sites 
implementing

Staff education and training
Content:
•	 An introduction to goal-setting
•	 Collaborative interdisciplinary goal-setting
•	 Goal-setting and action planning 
•	 Motivational interviewing
•	 Goal-setting measures and tools
•	 Talking Mats training online 

Focus of sessions:
•	 The difference between 

goals and actions, 
•	 How to frame long-term 

and short-term goals. 
•	 Action plans and coping 

plans to achieve goals. 
•	 Skills to facilitate SDM 
•	 How teams can work 

together to include the 
client.

•	 Using measurement tools 
and prompts

Training manual, handouts, 
references and PowerPoint 
presentations, online 
resources

Interdisciplinary goal-
setting
SDM
Specific and meaningful 
goal-setting
Action planning, feedback 
and review

Inpatient  
sites 1, 2, 3
Community  
sites 4, 5

Keyworker model and workplace instruction
Content: Workplace instruction defining role and 
responsibilities
The primary role of the keyworker is to 
orientate the client to the rehabilitation service 
and enhance the communication between the 
interdisciplinary team and the client and family 
prior to and following case conference meetings. 

To enhance client and family 
involvement in goal-setting 
and rehabilitation

Workplace instruction 
providing description of 
role and responsibilities

Interdisciplinary goal-
setting
SDM
Specific and meaningful 
goal-setting
Action planning, feedback 
and review

Inpatient  
site 2
Community  
site 4

Case conference restructure
Content: Background client information, current 
function, common goal focus, long-term hope/
dream goals, client goals for the episode of care, 
client weekly goals, client actions, staff actions 
and discharge plans.

To provide a framework for 
meaningful interdisciplinary 
goal-setting and action 
planning

Workplace instruction
Chairing guidelines
Electronic template

Interdisciplinary  
goal-setting
Specific and meaningful 
goal-setting
Action planning, feedback 
and review

Inpatient  
sites 1, 2

Communication goal and action boards
Content: 
Long-term goals, goals for the episode of care, 
weekly/short-term goals, client actions and 
estimated discharge dates

To enhance client and 
family involvement in goal-
setting and rehabilitation, 
to enhance the role of the 
nurse to support action 
planning

Paper copy Interdisciplinary  
goal-setting
SDM
Action planning, feedback 
and review

Inpatient  
sites 1, 2

Client workbook
Content:
– What is rehabilitation? 
– Why do I need rehabilitation? (fillable), 
– Who may I meet in rehabilitation?, 
– Your rehabilitation service (tailorable), 
– What is a goal? 
– � How do I set a goal? (tailorable templates)

To enhance client knowledge 
and expectations, to provide 
a framework for staff to 
facilitate goal-setting and 
action planning

Editable PDF, provided as 
hard copy to clients

SDM
Specific and meaningful 
goal-setting
Action Planning, feedback 
and review

Inpatient  
sites 2, 3
Community  
sites 4, 5

Client rehabilitation flyer
Content: 
•	 What is rehabilitation?
•	 What is a goal?
•	 Who may I meet in rehabilitation? (tailorable)
•	 Available facilities (tailorable)
•	 What to bring (tailorable)
•	 Your rehabilitation routine (tailorable)

To enhance client knowledge 
and expectations prior to 
rehabilitation admission

Paper flyer A4 size SDM
Specific and meaningful 
goal-setting

Inpatient  
site 2

SDM: shared decision-making.
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Aim Method of evaluation 

i) The team process 

and common goal 

focus across the 

rehabilitation team 

Audit: 
- Who set goals with clients? Were 

goals set by different team 

members or by the team together 

congruent? 

Interview: 
- Qualitative interview statements 

from client interviews 

Audit: 
- Presence of action planning, coping 

planning, feedback and review 

components associated with each 

goal-setting interaction 

Interview: 
- Qualitative statements from client 

interviews 

ii) The inclusion of 

action planning, 

feedback and 

review components 

in the goal-setting 

process 

 

Audit: 
- Types of goals  

- Client centeredness of goal-setting tool 

(C-COGS) (Alignment of goals) 

- If the goal statement included  

- a statement about where the goal 

needed to occur or the social 

context of the goal,  

- how much of the activity needed to 

be performed 

- the level of supervision and support 

required for goal achievement  

- an estimated timeframe for goal 

achievement. 

Interview: 
- Qualitative statements from client 

interviews 

iii) The focus and 

quality of 

rehabilitation goals 

Audit: 
- Documented family involvement 

during goal-setting discussions 

Interview: 
- Client centeredness of goal-setting 

tool (C-COGS) components 

 Alignment of goals 

 Involvement in the process 

 Client centeredness of 

goals 

- Did the client receive information 

about goal-setting? 

- Did the client receive a copy of 

their rehabilitation goals? 

iv) Client involvement 

in the process of goal-

setting in 

rehabilitation 

Analysis 

Pearson’s χ 2 test, odds ratio, 

and confidence intervals 

Frequencies used to determine 

average percentage of action 

planning, coping planning 

feedback and review for each 

occasion of goal-setting. 

2  test used to 

determine any significant 

changes in the specificity of 

goal statements pre/post 

Wilcoxin signed rank test to 

determine changes in the C-

COGS scores pre/post 

 

Framework analysis used for 

coding based on the goal-

setting active ingredients and 

C-COGS categories 

Pearsons χ 2 test, odds ratio, 

and confidence intervals  

 

 

Pearson’s χ

Fig. 1. Study aims, methods and analysis. 
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Implementation of best practice goal-setting in rehabilitation services p. 5 of 12

site. The medical record audit tool has been described 
and published elsewhere (2). 

Data collection: Client Centeredness of Goal-setting 
tool interviews

Of the clients included in the medical record audits 
pre- and post-implementation of the tailored goal-
setting package, clients were eligible for interview if 
they did not have any significant mental health con-
cerns, medical stability concerns, or communication or 
cognitive impairments that would prevent them from 
participating in the interview format. For pragmatic re-
asons, no client interviews were conducted at 3-month 
follow-up. Client interviews were conducted using 
the structured Client Centeredness of Goal-setting 
tool (C-COGS) (24, 25). The C-COGS tool was used 
alongside the qualitative comments made by clients 
to evaluate the client involvement in SDM occurring 
during goal-setting at each site and to add context and 
depth to the medical record audit data for components 
(i), (ii) and (iii), listed above. The C-COGS scale eva-
luates the client’s perspectives of the alignment of the 
goals with their values and beliefs, their perspectives of 
involvement in the goal-setting process and the client 
centeredness of each goal set. These C-COGS items 
are scored on a 5-point Likert scoring system (1–5) 
by the client, rating from strongly disagree to strongly 
agree. Clients completing the interviews were asked 2 
further questions: (i) Were they given written copies of 
their goals? (ii) Were they given information related 
to goal-setting in rehabilitation? 

Procedure

Data were collected pre- and post- implementation by 
local staff who conducted medical record audits and 
client interviews with included participants following 2 
weeks of the client’s inpatient rehabilitation stay or the 
first 6 occasions of service in community rehabilitation 
teams. Local staff were trained by the primary researcher 
to conduct the audits and interviews. Client interviews 
were audio-recorded and transcribed verbatim. Three-
month follow-up audits were conducted by the primary 
researcher. Study data were collected and managed using 
REDCap electronic data capture tools hosted at Griffith 
University (26). 

Data analysis

Audit data and quantitative client interview data were 
exported to Excel (Redmond, WA, USA) and SPSS 
(Armonk, NY, USA) for analysis (27). Quantitative 
data from the medical record audits were combined 
with qualitative data from analysis of the interviews 
in order to explore components (i), (ii) and (iii) of the 
study aim. Both quantitative and qualitative data from 
the client interviews were used to explore the final 
study aim (Fig. 1).

Component (i). Congruency analysis was completed 
by the primary researcher (AB) and cross-checked with 
the research team. All goal statements were classified 
based on the International Classification of Functio-
ning Disability and Health (ICF) (28). To evaluate 
common goal focus for inpatient sites, congruency of 
goals set by individual disciplines was compared with 

Table II. Rehabilitation service and client characteristics

Site Service type 

Case mixa

Service 
capacity

Mean client age, years

Pre-, % Post-, % Pre- Post

1 Inpatient sub-acute generalist 
rehabilitation unit 

Stroke
Orthopaedic
Reconditioning 
Fracture

40
10
17
20

28
21
24
14

28 beds 70.43
(SD 11.71)

68.41
(SD 13.85)

2 Inpatient sub-acute generalist 
rehabilitation unit

Stroke
Neurological
Reconditioning 
Orthopaedic
Other

32
0
11
36
14

39
14
18
11
0

25 beds 72.86
 (SD 14.20)

64.50
(SD 15.19)

3 Inpatient sub-acute generalist 
rehabilitation unit

Stroke
Amputee
Reconditioning
Other

25
0
32
11

55
9
9
0

48 beds 65.89 
(SD 20.42)

69.18
(SD 13.57)

4 Community rehabilitation 
service.
Predominantly centre-based 
service

Stroke
Brain dysfunction
Neurological 
Reconditioning

55
10
10
10

62
19
10
0

NA 55.75 
(SD 17.61)

51.62
(SD 19.02)

5 Community rehabilitation 
service, 1 service operating from 
3 geographical sites
Home visiting and centre-based 
service

Stroke
Reconditioning
Brain dysfunction
Neurological

42
12
12
8

35
24
10
3

NA 63.65 
(SD 14.12)

66.93
(SD 12.50)

aTop diagnostic groups for each site.
SD: standard deviation; NA: not applicable.
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Implementation of best practice goal-setting in rehabilitation services p. 6 of 12

goals set by the inpatient team at case conference. Goal 
statements were considered congruent if they were 
classified as belonging to the same ICF activity or 
participation category. For community rehabilitation 
sites goals set by individual disciplines were compared 
with goals set on admission by the intake officer or 
care coordinator. For example, goal statements, such 
as “to be able to walk with a stick” and “to be able 
to walk 10 m to my letter box” would be categorized 
as congruent, under the ICF category “mobility”. 
Comparative analysis using descriptive statistics and 
Pearson’s χ2 analysis were used to evaluate changes 
in goal congruency pre- and post- the implementation 
period. Odds ratios and confidence intervals were used 
to demonstrate the effect size. 

Component (ii). For each occasion at which goals were 
documented in the medical record, the entry was analy-
sed to determine if there was a staff action, client action, 
point of feedback or review of goal progress included in 
the entry. Frequency statistics were used to demonstrate 
changes in the presence of action planning, coping plan-
ning, review of goals, and specificity of goal statements.

Component (iii). Specificity of goal statements 
were analysed based on whether they included (a) 
a statement about where the goal needed to be per-
formed or the context of the goal, (b) a statement 
about how well the goal needed to be performed in 
relation to available supports, (c) a statement regar-
ding the quantity of goal performance required, and 
(d) a statement about estimated timeframe for goal 
achievement. For example “to be able to walk with a 
stick” includes a statement about the quality of goal 
performance (using a stick as an available support) 
whilst the statement “to be able to walk 10 m to my 
letter box” includes a statement about where the 
goal needs to be performed and a description of the 
quantity of goal performance required.

Component (iv). Transcripts from C-COGS interviews 
were exported to Nvivo 25 for analysis (29). Interviews 
were coded by 2 researchers (AB, CS). Framework ana-
lysis was used to facilitate coding at 2 levels: first, using 
the categories of the C-COGS tool, and, secondly, coded 
to the relevant key element of best practice goal-setting. 
For quantitative C-COGS data analysis, where data 
was not normally distributed, non-parametric statistics 
(Wilcoxon signed-rank test) were used to determine 
changes in the quantitative interview data pre- and 
post-implementation. C-COGS scores and qualitative 
data from the client interviews were used to evaluate 
the client involvement, alongside quantitative audit data 
of documented family involvement in the goal-setting 
process. Pearson’s χ2 analysis was used to determine 
any significant changes in clients receiving copies of 
their goals or information about the goal-setting process.

RESULTS

Audits were conducted on 132 client medical records 
prior to implementation. A total of 130 clients across 
all sites had medical record audits completed follo-
wing the 12-week implementation of the goal-setting 
package, and a further 30 medical record audits were 
completed 3 months after the implementation period. 
Site and participant demographics are detailed in 
Table  II. A total of 64 client interviews were com-
pleted from 115 eligible clients pre-implementation. 
Following the implementation period 97 clients were 
eligible for interview, of which 56 interviews were 
completed (Fig. 2). 

(i) Common goal focus

Overall, 2,858 goal statements were audited across 
the 5 rehabilitation sites (pre- = 1,120, post- = 1,179, 
follow-up = 559). Mixed results were observed when 
reviewing the common goal focus in each rehabilita-
tion service. Following implementation, sites 1 and 2 
demonstrated a significant improvement in the cong-
ruence of individual discipline goals with goals set 
by the team at case conference (site 1 p ≤ 0.001, site 2 
p = 0.005; Table III). Site 3 had limited data available 
for congruency analysis as the model of goal setting in 
this service only occurred within individual discipline 
assessments. No significant change was seen in the 
congruency of goals set between individual disciplines 
and by 1 member on behalf of the team in sites 4 and 5. 

On review of goal congruence at 3-month follow-
up, sites 1 and 2 further improved their congruency of 
individual discipline goals congruent to goals set by 
the team in a case conference (site 1 58.7% (n = 27), 
site 2 (58.62%, n = 17)). Sites 4 and 5 also improved 
the congruency of their goal-setting (site 4; 82.61% 
(n = 38), site 5; 63.49% (n = 40)), whilst minimal chan-
ges were seen in site 3 (6.67%, n = 7).

Clients also commented on their experience when 
team members did or did not have a common goal focus:

You know what you’ve been told, and then you get 
told something completely different by someone 
else, and where does that leave you? (Site 1) 

Even though I had a long-term goal of being able 
to go home, I was able to break that down into 
what I needed to do to get there. That was good. In 
each therapy group, I had …goals that interwove 
with each other. (Site 2) 

(ii) Action planning, feedback, and review

The presence of staff action plans to address client 
goals improved at 3 sites at completion of the 12-week 
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implementation (sites 1, 2 and 5) (see supplementary 
material Table SI). Improvements were observed in 
the inclusion of client action planning at 4 sites (sites 
1, 2, 4 and 5). Whilst improvements were seen in 
client action planning, the audit still indicated that 
clients only had documented client action plans 32% 

of the time and this was also backed up by 1 client 
reporting:

If I was going to write a goal…, I would say, “This is 
my ultimate target and the goal.” but I’d like to know 
what are the processes to reach that goal? (Site 4). 

 
 

 
 
 
 
 
 
 
 

 
 

 

 

 

 

 
 

 

 

 

 

 
 
 
 
 
 
 

All clients admitted to rehabilitation services 
during study period (n=130) 

- Inpatient rehabilitation clients (n=81) 
- Community Rehabilitation clients (n=49) 

Eligible for interview (n=97) 
- Inpatient rehabilitation clients (n=63) 
- Community rehabilitation clients (n=34) 

Interviews not completed (n=41)  
- Did not consent  (n=24) 
- Discharged from services (n=16) 
- Incomplete (n=1) 

Interviews completed (n=56) 
- Inpatient rehabilitation clients (n=39) 
- Community rehabilitation clients (n=17) 

Medical records audits completed (n=50) 

Excluded from interview (n=34)  
- Excluded due to mental illness, 

medical stability, communication 
or cognitive impairments.  

All clients admitted to rehabilitation services 
during study period (n=132) 
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Excluded from interview (n=17)  
- Excluded due to mental illness, 

medical stability, communication 
or cognitive impairments.  

Interviews not completed  
(n=51)  

- Did not consent (n=16)  
- Discharged from services (n=24) 
- Incomplete (n=3) 
- Excluded due to fidelity concerns 

(n=2) 
-  Reason unknown (n=6) 

Eligible for interview (n=115) 
- Inpatient rehabilitation clients (n=78) 
- Community rehabilitation clients (n=37) 

Interviews completed (n=64) 
- Inpatient rehabilitation clients (n=40) 
- Community rehabilitation clients (n=24) 

12 week implementation period 

Fig. 2. Flow of participant recruitment across sites. 
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Whilst sites 1, 2, 3 and 4 all improved in documenting 
points of goal feedback and review, 1 client still stated: 

I think the goals could be refined more frequently 
because as the patient changes…the goals can 
change as well... I think it’s probably a good idea 
that the link worker reminds the patient of those 
goals more often. (Site 2)

(iii) Focus and quality of goal statements

Overall, clients reported goals aligned with their values 
and beliefs (C-COGS alignment subscale score 4.45/5), 
but there was still evidence of meaningful goal-setting 
being missed:

One area that I raised and has never been addres-
sed, … was to do with continence. (Site 2)

More activity and participation goal-setting and less 
impairment level goal-setting was seen in sites 2 and 3, 
whilst there was a decrease in staff actions being stated 
as client goals in all inpatient sites (see Table SII).

Inpatient rehabilitation teams improved the specificity 
of documented goal statements more than community 
rehabilitation teams (Fig. 3). Specifically, inpatient 
rehabilitation teams improved the quality of their goal 
statements through addition of either documented time-
frames, the context of where the goal was to occur, or 
improvements in quantifying the amount of performance 
required for goal achievement. However, the majority 
of these improvements were diminished at the 3-month 
follow-up. Some clients reported that setting specific 
goals made the rehabilitation process clearer:

It’s explained very well to me about it being rele-
vant, measured, timely. Things like that. Even 
though I had a long-term goal of being able to go 

home, I was able to break that down into what I 
needed to do to get there. (Site 2)

Alternatively, some clients did not want to set such 
specific goals: 

Personally, I’m not that sort of targeted person. 
I believe in doing the best you can do. (Site 1)

There were minimal changes in the specificity of 
goals set in community rehabilitation teams where the 
primary process for goal-setting was completed by 1 
member on behalf of the team.

(iv) Client involvement in shared decision making 
during goal-setting

There were minimal changes in C-COGS scores bet-
ween pre- and post-implementation (see Table SIII). 
Whilst clients generally agreed or strongly agreed that 
their goals aligned with their values and what they 
wanted to work on, several clients highlighted the 
impact of the individualized approach that clinicians 
take when conducting goal-setting: 

It probably depends on who you get, too. That 
allows you to be free to choose your own goals… 
When I was here the first time, they definitely per-
suaded me towards goals that I think they thought 
they could achieve. (Site 4)

Furthermore, there remains evidence of very ing-
rained rehabilitation assessments and practice, which 
clinicians conduct despite client’s values and needs: 

We went in the kitchen and they said, “Can you 
make a cup of tea?” I’ve never drank tea. I’ve 
never made a cup of tea. I said, “How do you turn 
the jug on?” Because I’ve never done it. (Site 1)

Table III. Congruency of goals set by individual disciplines compared with goals set by the team or a single member on behalf of the team

Goals set by 
individual disciplines

Congruency of goals discipline goals 
with team goals prior to implementation
n (%)

Congruency of goals discipline goals with 
team goals post-implementation
n (%) p-value (OR; 95% CI)

Site 1 (inpatient)
 (Pre- n=162)
 (Post- n=160 )

50 (30.9) 79 (49.4) <0.001 (2.185; 1.386:3.444)

Site 2 (inpatient)
 (Pre- n=200) 
 (Post- n=170)

58 (29.0) 72 (42.4) 0.005 (1.799; 1.169:2.768)

Site 3 (inpatient)
 (Pre- n=176)
 (Post- n=175)

27 (15.3) 9 (5.17) 0.002 (0.299; 0.136:0.657)

Site 4 (community)
 (Pre- n=91)
 (Post- n=57)

37 (40.7%) 30 (52.6%) 0.154 (1.622; 0.832:3.160)

Site 5 (community)
 (Pre- n=4)
 (Post- n=57)

2 (50%) 29 (53.7%) 0.886 (1.160; 0.152:8.847)

OR: odds ratio; 95% CI: confidence interval.
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Clients agreed or strongly agreed that they were 
included in the process of goal-setting:

Yes. I’d probably be the leading partner in it [the 
goal-setting process]. (Site 5)
I think it’s a good idea that seems to be discussed 
with the patients more nowadays. Whereas before, 
they weren’t. Now, it seems that they have made 
it more cooperative. (Site 1)

However, 1 client reported differences in their 
involvement in the process of goal-setting between the 
goals they set on admission with a team member and 
the goals occupational therapists and physiotherapists 
prioritized beyond the initial goal-setting:

The initial goals that I set were set almost on 
admission. Then the goals that were set after that 
were pretty much set by the OTs or physios rela-
tive to what condition I was in…They were more 
goals for the OTs or the physios. They weren’t my 
personal goals. Even though I agree with them 
in principle that wasn’t my primary motivation. 
I think of a goal as a primary motivator. (Site 2)

Clients reported agreeing or strongly agreeing 
that their family were involved in the goal-setting 
process (as much as they wanted them to be) equally 
both pre- and post-implementation (pre- n = 46, 72%, 
post- n = 41, 73.21%). However, medical record audits 
demonstrated an increase in documented family 
participation in goal-setting processes following the 
implementation period (pre- n = 11, 8%, post- n = 27, 
20.61%) specifically in community rehabilitation. 

Clients in sites 2 and 3 reported receiving more 
information about the team’s approach to goal-setting, 
thus demonstrating an improvement in the inclusion 
of SDM principles. Overall, more clients reported 
receiving copies of their rehabilitation goals across all 
sites in this study, with a significant improvement in 
2 inpatient services (site 1 p ≤ 0.001, site 2 p ≤ 0.001), 
which implemented the provision of client goal boards 
following case conferences (see Table SIV).

DISCUSSION 

This study aimed to evaluate how components of the 
implementation package enhanced the key elements 
of best practice goal-setting. The mixed results of this 
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Fig. 3. Inclusion of goal attributes pre, 
post and at 3 months follow up. 
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study highlight the importance of considering not just 
the components of the goal-setting implementation 
package themselves, but how teams and individual 
clinicians chose to implement these components within 
their clinical practice. 

Of interest in this study were the large improvements 
made by those sites that embraced the use of the goal-
setting implementation package as a team. Sites 1 and 2 
did this by setting common goals with the team during 
the case conference. Implementing an intervention at 
the level of the team where clinicians took on defined 
roles with specific expectations and were accountable 
to the team may have been a key component contri-
buting to the enhanced key elements of best practice 
goal-setting at sites 1 and 2. Accountability has long 
been identified as a key requirement to support effec-
tive teamworking, in some instances; however, how 
accountability is delivered in the healthcare settings 
can be either productive or conflictual. Accounta-
bility within healthcare teams has been found to be 
implemented most successfully when there are clear 
expectations outlined, when the team have appropriate 
skills and resourcing and when there are clear targets 
and ongoing feedback (30). 

Sites implementing interventions embedded in exis-
ting processes (case conferences, key worker models) 
enhanced the key elements of goal-setting more than 
sites which implemented components of the package 
(client workbooks) as a new process. Site 2 embedded 
the use of goal boards and the client workbook using an 
existing key worker process, whilst site 1 restructured 
the end of each case conference to nominate a clinician 
to provide feedback to each client using the new goal 
boards. Previous studies have shown that implementing 
interventions that include prompts and restructuring 
of physical, social environment and processes can 
enhance the uptake of interventions (31) and these 
strategies also appeared effective in this study.

No sites included the client as a member of the 
team in the case conference. To ensure truly interdis-
ciplinary teamworking clients should be included as 
a member of the rehabilitation team and be involved 
in goal-setting. Previous research has highlighted that 
including the client in team meetings can take clinici-
ans up to an additional 4 h per week (32). This level 
of time commitment was not deemed feasible by any 
of the rehabilitation sites in this study, instead sites 1 
and 2 chose to provide clients with written copies of 
their goals following case conferences. Whilst provi-
sion of accessible written material has been shown to 
enhance client understanding (33) it does not replicate 
the iterative discourse, information sharing and SDM 
that should occur between the rehabilitation team and 
client when setting truly client-centred common goals 
and actions across the rehabilitation journey. Therefore 

goal-setting in this study remained predominantly 
therapist led. How clients can be more actively invol-
ved as a member of the rehabilitation team warrants 
further investigation.

There was limited carryover of changes to the specifi-
city of goal statements at 3 months after data collection. 
The lack of sustainability may have been impacted by 
inconsistent use of the training resources. Previous stu-
dies by Hassett et al. (18) and Marsland et al. (16) have 
shown increased specificity of goal-setting following 
education and training. All sites in this study undertook 
education and training; however, significant increases 
in specificity of goal-statements were predominantly 
seen in inpatient sites where audit and feedback were 
able to be implemented regularly. Previous studies 
using audit and feedback have found that this strategy 
can itself increase clinician’s adherence to recommen-
dations, specifically when action plans are designed 
to address the feedback (34), as was implemented by 
the facilitator throughout the 12-week implementation 
period in this study. Further evidence to support the 
importance of audit feedback was demonstrated by the 
decrease in specificity of inpatient goal statements at 
3-month follow-up after cessation of audit and feed-
back and the site facilitator role.

Using a participatory co-design approach for this 
research was hypothesized to impact implementation 
and sustainability beyond withdrawal of formal imple-
mentation support. Involving the staff in designing 
their own strategies for change (12) was done to pro-
vide them with skills and tools for future self-reflection 
and to enhance ownership over the goal-setting 
implementation package being implemented. Many 
rehabilitation services consist of rotational staff with 
significant staff turnover. How staff turnover beyond 
the short 12-week implementation period impacted 
the sustainability of the goal-setting implementation 
package is unknown and further research is warranted. 

This study was based on theoretical constructs (2) 
and supported by implementation process models 
and determinant frameworks (22, 35). Overall, the 
multifaceted nature of the goal-setting implementation 
package in this study was based on a strong conceptual 
framework and was targeted at multiple participants 
(clients, staff and the team). 

Limitations of this study include the possibility of 
confirmation bias due to the co-design and participa-
tory approach followed during the pre- and post- data 
collection phase. Due to time limitations with this 
study, limited data could be collected to evaluate the 
sustainability of changes. The high scoring on the 
C-COGS tool may be due to ceiling affects noted with 
this measure in this study. Furthermore, for pragma-
tic reasons limited audit data and no interview data 
could be collected for 3-month follow-up, impacting 
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the understanding of sustainability of the goal-setting 
implementation package over time. Further informa-
tion regarding the process of implementation and sus-
tainability of the goal-setting package in this study is 
warranted and would further support teams implemen-
ting goal-setting strategies in rehabilitation services.

Clinical implications

Several clinical implications have been identified 
throughout this study. Firstly, interventions targeting 
the team together appeared to best enhance the key ele-
ments of goal-setting. This may have been influenced 
by the shared ownership and “built in” accountability 
to the team. Rehabilitation teams should consider 
how they implement the key elements of goal-setting 
together as a team. Teams should also consider em-
bedding key elements of goal-setting practice into 
existing processes. Sites in this study that embedded 
the use of the goal-setting implementation package into 
existing processes demonstrated a greater propensity 
to improve their goal-setting in alignment with best 
practice. Finally, teams should consider the use of fa-
cilitation, regular audit and feedback, as these aspects 
of implementation appear to be a key element in the 
sustainability of best practice goal-setting. 
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