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Purpose: Goal Attainment Scaling (GAS) is a personalized outcome measure that evaluates treatment response based on patient- and 
caregiver-prioritized goals, offering a structured yet flexible framework for assessing meaningful change. Although GAS is increasingly 
applied in clinical trials, its implementation remains inconsistent, and the perspectives of clinicians and researchers who use it in practice 
remain poorly understood. This study explored the experiences of clinicians and researchers with GAS to better understand how it is 
operationalized, the challenges encountered, and opportunities to improve its consistency and utility in patient-centered care and research.
Participants and Methods: Semi-structured interviews were conducted with 11 clinicians and academics from Canada, the United 
States, the United Kingdom, and Australia who had experience using GAS in clinical or research settings. Data were analyzed 
thematically using the Framework Method, with coding conducted inductively and supported by NVivo 12.
Results: Participants valued GAS for capturing outcomes most meaningful to patients and demonstrating treatment responsiveness in 
heterogeneous conditions. However, clinician resistance, time demands, limited familiarity, and variability in implementation across 
settings were identified as key challenges. Education, peer advocacy, and digital tools were suggested as strategies to improve 
feasibility and consistency.
Conclusion: Clinicians and researchers view GAS as a valuable patient-centered outcome measure but highlight variability in 
implementation as a barrier to broader adoption. Guidelines for GAS implementation, training, and supportive tools may strengthen the 
use of GAS in both clinical practice and research, ultimately improving the measurement of outcomes that matter most to patients.

Plain Language Summary: Goal Attainment Scaling (GAS) is a personalized way of measuring health outcomes. Instead of relying 
only on standardized tests, GAS focuses on goals that patients and caregivers identify as most important to them. This approach makes 
it possible to assess meaningful changes in quality of life, even when people have very different symptoms or needs. GAS has been 
used in many different contexts, including both research and clinical practice, but it is applied in various ways. We interviewed 11 
clinicians/researchers about how they used GAS, the challenges they encountered, and opportunities to improve its consistency and 
utility in patient-centered care and research. Participants reported that they value GAS because it can capture what matters most to 
patients and show whether treatments are making a difference. Overall, the findings show that GAS is a promising, patient-centered 
outcome measure, however clearer guidelines, education, and supportive resources are needed to expand its use. 

Keywords: patient-reported outcomes, implementation, patient-centered care, health services research, personalized outcome 
assessment, goal attainment scaling
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Introduction
Personalized outcome assessments, such as Goal Attainment Scaling (GAS), provide a structured yet flexible approach to 
capturing patients’ lived experiences with treatment, including impacts on quality of life and other personally meaningful 
outcomes.1 In GAS, patients and/or their caregivers collaborate with clinicians to define and scale a set of individualized 
goals, targeting symptoms or functional domains that are most relevant to them and also targeted by the intervention.1,2 

Goal attainment is then assessed at a prespecified follow-up, and an overall score is calculated using a standardized 
approach (see Table 1). By combining individualized goal setting with a quantifiable scoring framework, GAS enables 
the detection of meaningful changes that may be overlooked by standardized, fixed-item measures. As such, it represents 
a robust method for operationalizing patient-centered outcome assessment in both clinical practice and research settings.

Patient-reported outcome measures (PROMs) directly capture patients’ perspectives on their health and care.3–5 

Building on this foundation, GAS offers distinct advantages, particularly in conditions with heterogeneous clinical 
profiles. By focusing on outcomes that are both personally meaningful and targeted by the intervention, GAS avoids the 
dilution of treatment effects often seen with fixed-item measures. It also avoids the arbitrariness of universal thresholds 
for clinically meaningful improvement, as it anchors improvement to individualized targets.6,7 Despite its evident 
strengths, we know little about the perspectives of clinicians and researchers responsible for its implementation. The 
limited attention paid to the experiences of clinicians and researchers leaves important questions about feasibility, 
acceptability, and methodological rigor insufficiently addressed.

Originally developed to evaluate mental health services, GAS has since been adapted for use across diverse patient 
populations and healthcare settings, resulting in substantial methodological variability.8,9 This includes differences in 
goal development, rater independence, scale structure, scoring, and training, which can limit comparability and pose 
challenges to broader adoption. Despite this variability, most studies to date have focused on patient perspectives, with 
less attention to the experiences of clinicians and researchers.10–12 While patients highlight GAS’s collaborative and 
person-centered nature, other stakeholders may hold differing views regarding feasibility, burden, and methodological 
rigor. Moreover, implementation is influenced by contextual factors such as disease characteristics, care settings, and 
available expertise. Together, these gaps underscore the need to better understand how GAS is applied across contexts 
and stakeholder groups, a question for which qualitative methods are particularly well suited.

Accordingly, this study qualitatively explores the perspectives of clinicians and researchers on the use of GAS, 
including their motivations for adoption, approaches to operationalization, and perceived challenges or gaps. As clinical 
trials increasingly incorporate patient-reported outcomes, such as GAS, as primary, secondary, or exploratory endpoints, 
these insights may inform strategies to improve GAS implementation and support standardization in research settings, 
and to enhance broader adoption of this patient-centric method.5,13

Methods
Study Design and Participant Recruitment and Consent
This qualitative study explored the evolving use of GAS in clinical practice and research. Clinicians and academics with 
current or past experience and a working knowledge of GAS, using it either in clinical care or as an outcome measure in 

Table 1 Goal Attainment Scaling

Much more than expected +2

Somewhat more than expected +1

Expected level of outcome/Goal level a 0

Somewhat less than expected/Baseline level −1

Much less than expected −2

Notes: Typically, 3–5 individualized goals are defined and scaled.  
aTreatment goals are developed based on SMART—Specific, 
Measurable, Attainable, Realistic, and Time-bound criteria.
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research studies were interviewed to examine their implementation strategies, perceived benefits and challenges, and the 
features they would consider essential in an electronic tool to support GAS implementation.

The study employed purposive sampling to capture a heterogeneous range of perspectives across roles, regions, and 
experience levels. Between June and July 2022, 16 individuals with expertise in GAS, identified through the researchers’ 
existing professional networks were invited to participate via email. Out of those individuals 11 consented and were interviewed, 
while the remaining individuals did not respond (n=4) or declined (n=1) participation. Prospective participants who expressed 
interest received a consent form outlining the study’s objectives and procedures and virtual interviews were scheduled.

The study protocol and all associated materials were reviewed and received full ethical approval from the National 
Research Council of Canada, Research Ethics Board (Approval No. 2022–67). All participants gave written informed 
consent prior to participation, including consent for the publication of anonymized quotes. The study was conducted in 
accordance with the ethical standards of the institutional Research Ethics Board and the Declaration of Helsinki.

Data Collection: Qualitative Interviews
One-on-one interviews were conducted virtually using Google Meet by a qualitative researcher, following a semi- 
structured interview guide (see Supplementary Figure 1). The research team developed the interview guide based on 
a review of existing GAS literature and consultation with experts, ensuring alignment with the study’s objectives. 
Interviews were conducted by a researcher with prior training and experience in qualitative methods, ensuring systematic 
and rigorous data collection. Each interview was conducted with only the participant present, lasted approximately 
60 minutes and was both audio and video recorded. At the start of each session, the researcher reviewed the informed 
consent form, responded to the participant’s questions, and confirmed verbal consent. The researcher then signed the 
consent form to document the participant’s agreement.

Demographic information, including gender, profession, and years of experience, was collected verbally. Participants were 
asked open-ended questions about their experiences using GAS in clinical settings or research, including implementation 
processes, encountered challenges, and perceived requirements for a digital tool to support GAS. Follow-up prompts were 
used to elicit clarification or elaboration as needed. Field notes were taken to capture contextual information, such as non- 
verbal cues. Audio recordings were transcribed verbatim by a professional transcriptionist, with all identifying information 
removed. Transcripts were reviewed and corrected for accuracy by a member of the research team.

Data Analysis
Demographic characteristics (gender, profession, years of experience, and involvement in clinical research or trials) were 
anonymized and summarized using descriptive statistics. Interview transcripts were analyzed thematically using the 
Framework Method.14 Two researchers independently coded conducted line-by-line coding of two transcripts, generating 
inductive codes to capture participants’ perspectives. Coding discrepancies were resolved through discussion, with input 
from a third researcher when necessary, resulting in a consensus coding framework. This framework was subsequentially 
applied to the remaining transcripts and iteratively refined as new codes emerged. An audit trail was maintained throughout, 
documenting coding decisions, codebook development, theme refinement, and summaries of reflexive team discussions, 
providing transparency and traceability of analytic decisions. All data were managed in NVivo 12. The coded data were then 
organized within a thematic framework and synthesized into overarching themes, supported by illustrative quotations. The 
research team’s prior experience with patient-centered care and outcome measurement may have shaped interpretations; 
reflexive discussions were therefore undertaken throughout the analytic process to enhance rigor.

Results
Participants
Eleven clinicians and academics from Canada (n=4), the United States (n=3), the United Kingdom (n=3), and Australia 
(n=1) participated in the study. Table 2 summarizes participant demographics. Note that participants often held over
lapping roles, with many identifying as both clinicians and researchers; therefore, role categories (clinician vs academic) 
were not mutually exclusive.
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Qualitative Interviews
Six themes were identified from the analysis: (1) introduction to and current use of GAS, (2) the GAS process, (3) 
rationale for using GAS, (4) challenges of GAS implementation, (5) strategies to facilitate implementation, and (6) the 
impact of COVID-19. The coding tree is presented in Supplementary Table 1. Subthemes and illustrative quotations are 
presented in Table 3 and summarized in Figure 1.

Table 2 Clinician and Academic Participant Demographic Information

Table 1: Results

Characteristic Participants (N=11)

Sex Female, n (%) 5 (45%)

Male, n (%) 6 (55%)

Expertise Clinician, n (%) 7 (64%)

Academic, n (%) 4 (36%)

Years in Profession Mean [Range] 25.5 [7–40 years]

Conducts Clinical Research Yes, n (%) 10 (91%)

Conducts Clinical Trials Yes, n (%) 8 (73%)

Introduction to GAS: 1 year ago, n (%) 3 (27%)

2-10 years ago, n (%) 4 (36%)

20 years or more, n (%) 4 (36%)

Table 3 Themes, Subthemes, and Illustrative Quotations from Participant Interviews

Theme Subtheme Description Illustrative Quote

1. Introduction 
to and Current 
Use of GAS

Exposure to 
GAS

Participants were typically introduced to GAS 
through academic literature, conferences, or 

graduate training.

Research vs. 

clinical use

GAS was used primarily in research settings, 

though some participants applied it in clinical care 

to support individualized goal development.

2. The GAS 
Process

Implementation 

approaches

Participants followed core GAS steps but adapted 

the process depending on clinical or research 
context.

“We don’t use an outcome guide… that’s too time- 

consuming in clinical practice.” (Participant #106)

Continuity of 
interviewer

In many settings, the same interviewer conducted 
both goal-setting and follow-up assessments.

“I helped develop the goals, and then I’ll be the one to 
follow up… so there’s consistency.” (Participant #103)

Documentation 
practices

Most participants used paper documentation 
during interviews before transferring data 

electronically.

“It was really difficult to type and speak on Zoom at 
the same time… so we use pen and paper first.” 

(Participant #105)

Goal inventories Structured goal inventories were commonly used 

to improve efficiency and prompt reflection.

“It’s helpful if people can be thinking ahead of time 

what their key goals may be.” (Participant #106)

Interviewer 

skills and 
training

Effective implementation required strong 

interviewing skills and training.

“You have to open up conversations and then close 

them down when needed, and keep it focused.” 
(Participant #105)

(Continued)
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Table 3 (Continued). 

Theme Subtheme Description Illustrative Quote

Participant and 

caregiver 
involvement

Patients and caregivers collaborated in identifying 

goals, particularly when cognitive impairment was 
present.

“We usually have caregivers involved… more as 

support rather than actively saying where the 
person needs to be.” (Participant #108)

3. Rationale for 
Using GAS

Limitations of 
standardized 

measures

Participants reported that traditional outcome 
measures often failed to capture meaningful 

change in heterogeneous populations.

“The measures they’re using are not sensitive to 
change… so you lose statistical power.” (Participant 

#101)

Benefits of GAS GAS enabled individualized assessment of 

meaningful outcomes and treatment progress.

“What does your life look like right now, and how 

would you like to see it improved?” (Participant 

#110)

Patient- 

centered care

GAS supported individualized care by focusing on 

patient priorities and preferences.

“Why would you not respond to what their 

individual goals and concerns were?” (Participant 
#101)

Reliability 
considerations

Participants emphasized the role of interviewer 
training and structured goal-setting in ensuring 

reliable outcomes.

“If you’re always meeting or exceeding your goals… 
that suggests you should set more challenging goals.” 

(Participant #101)

4. Challenges of 
GAS 
Implementation

Time demands Goal identification and negotiation were 

described as time-intensive.

“The answers could be all over the place… 

sometimes it’s difficult to rein them in.” (Participant 

#111)

Goal-setting 
challenges

Interviewers sometimes struggled with feasibility 
and patients occasionally proposed unrealistic 

goals.

“It takes effort to get people on track… a goal that’s 
measurable and doable.” (Participant #103)

Implementation 

variability

Participants described differences in how GAS 

was implemented across settings.

“Yes, it comes to firstly the way that goals are set, 

and whether we could be convinced that the goals 

could be set in a reliable way… We debated that.” 
(Participant 109)

Clinician 
adoption 

barriers

Resistance often stemmed from unfamiliarity with 
GAS and concerns about time burden.

“Any new scale requires buy-in… what’s the value 
to us and to our patients?” (Participant #108)

Health system 

barriers

Time constraints, financial limitations, and lack of 

reimbursement hindered adoption.

“People are just time-crunched… and maybe they 

don’t have a way of billing for it.” (Participant #110)

5. Strategies to 
Facilitate GAS 
Implementation

Openness to 

new tools

Participants were receptive to tools that 

improved efficiency and reduced burden.

“Anything that saves time and achieves a purpose is 

preferable.” (Participant #108)

Digital and EMR 

integration

Integration into electronic medical records was 

seen as essential for sustainability.

“Building it into the electronic medical record 

would be very helpful.” (Participant #103)

Guided goal 

setting

Participants suggested prompts or automated 

suggestions to support goal development.

“A system that could guide you through to set 

a goal… and suggest +1’s and +2’s.” (Participant 
#104)

6. Impact of 
COVID-19

Positive impacts Virtual visits improved accessibility and reduced 
travel for some patients.

“If you had to travel… you might only see one 
patient in a day.” (Participant #106)

Negative 
impacts

Pandemic-related stress, technological barriers, 
and limited observation of patients posed 

challenges.

“The mental energy… just might not be there 
because everybody’s stressed to the max.” 

(Participant #101)
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Theme 1: Introduction to and Current Usage of GAS
Participants reported varied pathways to learning about GAS most commonly through academic sources such as journal 
articles, professional conferences (n=5), or graduate training (n=1). Participants reported adopting GAS because it 
accommodates heterogeneous patient presentations and provides an individualized alternative to standardized outcome 
measures. Most participants reported using GAS primarily in research contexts (n=7), while a smaller number described 
using it in clinical care to support personalized goal development and outcome measurement (n=3). One participant 
highlighted its utility across both domains.

Theme 2: The GAS Process
Participants generally described implementing GAS in ways consistent with the original framework created by Kiresuk & 
Sherman in 1968—identifying patient priorities, setting personalized goals, developing goal scales, and ranking them by 
importance—while adapting the process to meet specific clinical or research demands.1 Most participants reported using 
the standard five-point scale (−2 to +2) (n=6) and emphasized the importance of collaborative goal setting with patients. 

Figure 1 Summary of findings.
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Implementation approaches varied across settings. In many cases, the same interviewer conducted both goal-setting and 
follow-up interviews (n=10), although follow-up assessments were sometimes delegated to other clinical or research staff 
due to time constraints (n=6). Most participants relied on paper documentation during interviews before transferring 
information electronically, with only two reporting use of electronic clinical outcome assessments (eCOAs). Goal 
inventories or structured lists of potential goals were widely used to support the process (n=10), as participants reported 
that these tools improved efficiency and helped prompt patient reflection. However, one participant noted that inventories 
may introduce clinical terminology that differs from patients’ own language.

Strong interviewing skills were identified as essential for effective GAS implementation (n=9). Participants empha
sized the importance of guiding patient discussions, developing measurable goals, and maintaining focus during inter
views. Training was highlighted as an important strategy to develop these competencies (n=4). Participants also 
described GAS as a collaborative process involving both patients and care partners, particularly when individuals had 
cognitive impairments.

Participants described GAS as a collaborative, patient-centered process in which both patients and care partners played an 
integral role in identifying meaningful goals. The degree of involvement varied according to patient functioning: high- 
functioning individuals were often actively engaged in goal setting, whereas caregivers’ input predominated for patients with 
greater cognitive impairments. Goals identified through this process were generally holistic and relevant, though occasionally 
unrealistic, creating opportunities for discussion and refinement. Participants noted that patients were rarely educated on the full 
GAS framework; instead, GAS was often presented as a “to-do list” to guide goal tracking. Strategies to enhance engagement 
included providing goal category handouts and encouraging patients to track progress through journaling, apps, or written notes.

Theme 3: Why Clinicians and Academics Use GAS
Participants described several motivations for using GAS in both research and clinical practice. Many highlighted 
limitations of traditional outcome measures (n=10), noting that standardized tools may fail to capture meaningful 
changes in heterogeneous patient populations.

All participants described benefits of GAS (n=11), particularly its ability to capture outcomes that are meaningful to 
patients and reflect individualized treatment goals. Participants reported that GAS facilitated tracking of progress, 
supported more holistic understanding of patient needs, and helped translate goals into practical actions, motivated 
patients and improved multidisciplinary team communication.

Many participants also emphasized the role of GAS in supporting patient-centered care (n=9), noting that individua
lized goal setting enabled clinicians to address diverse patient priorities and cultural contexts.

Participants also noted that GAS empowered patients through active participation in goal-setting, fostering autonomy 
and motivation. They reported that the process helped clinicians gain deeper insight into patients’ priorities and 
motivations, and that many patients expressed satisfaction with the experience.

They felt very listened to. And we got quite a lot of feedback from people saying that they really [stressed the word really] 
enjoyed that setting of goals. And I don’t think we’d ever get that in a normal standardized [laughing] questionnaire session. 
People get quite… you know, don’t engage as well as that. (Participant 105) 

Several participants also described GAS as a reliable approach to measuring treatment outcomes (n=7), particularly when 
interviewers received appropriate training and structured goal-setting methods were used. One participant noted the 
potential for interviewers to set goals that are too easy, which could produce overly favorable results. However, they 
explained that the GAS scoring system can reveal this issue:

…there’s a perceived difficulty that… you could game the system by setting goals that are not ambitious enough… I don’t think 
that holds up in reality… there’s some ability for self-correction based on the scoring system… if you’re always meeting or 
exceeding your goals… that suggests that you should be setting your goals in a more challenging level. (Participant 101) 
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Theme 4: Challenges of GAS
All participants described GAS as time-consuming (n=11), particularly during the initial goal identification and negotia
tion process. Participants noted that patients sometimes struggled to articulate goals or required prompting to develop 
realistic and measurable objectives.

Additional challenges included interviewer difficulty determining goal feasibility, particularly among those without 
clinical backgrounds, as well as variability in how GAS was implemented across settings. Some participants noted that 
the individualized nature of GAS could make comparisons between individuals more complex.

Participants also described barriers to clinician adoption, including limited familiarity with GAS and uncertainty 
regarding its reliability and value in practice. At the system level, several participants identified broader healthcare 
barriers (n=6), including time constraints, financial limitations, and lack of reimbursement for GAS assessments.

Theme 5: Strategies to Facilitate GAS Implementation
Participants described several strategies to improve the feasibility of GAS implementation. Many expressed openness to 
learning new tools or methods designed to streamline the process (n=8), particularly if these approaches reduced time 
burden and demonstrated clear value.

However, some participants emphasized that time and financial constraints may limit adoption of new tools (n=4). 
Participants frequently highlighted the importance of developing simple and efficient systems to support GAS imple
mentation in clinical settings (n=6).

Integration with electronic medical records was widely viewed as essential for improving accessibility, facilitating 
longitudinal tracking, and reducing duplication of documentation (n=5). Participants also suggested incorporating guided 
goal-setting prompts (n=4) or goal inventories (n=2) to improve the efficiency of the tool and support interviewer 
training.

Theme 6: Effect of COVID-19
Participants reported that the COVID-19 pandemic accelerated the adoption of virtual platforms for GAS interviews and 
assessments. Many described increased openness to technology (n=9), noting that remote consultations improved 
accessibility for geographically dispersed patients and reduced clinician travel time. GAS was also perceived as adaptable 
when external restrictions limited certain activities, allowing goals to focus on achievable outcomes within changing 
circumstances.

However, participants also described challenges associated with remote implementation. Some goals required 
modification due to restrictions such as gym closures or reduced social activities. Participants also noted pandemic- 
related stress and reduced cognitive capacity for goal setting, as well as communication difficulties associated with 
masks, technical barriers for some patients, and reduced ability to observe patients’ environments and nonverbal cues 
during virtual visits.

Discussion
This qualitative study explored clinicians’ and researchers’ perspectives on the use of GAS in both clinical and research 
contexts and identified six major themes highlighting its perceived flexibility, patient-centeredness, and ability to capture 
meaningful outcomes. Participants also identified challenges, including time constraints, variability in implementation, 
and barriers to clinician adoption, as well as strategies to enhance feasibility. To our knowledge, this is the first qualitative 
study to examine GAS from the perspectives of clinicians and researchers, complementing prior work that has primarily 
focused on patient experiences.11,12

Participants emphasized the sensitivity of GAS to detect meaningful change and its ability to capture outcomes that are 
salient to patients, particularly in heterogeneous populations where standardized measures may be less responsive. This 
aligns with prior evidence demonstrating that GAS can identify clinically important changes that may not be captured by 
conventional outcome measures.6,15–17 Systematic reviews across randomized controlled trials and rehabilitation contexts 
further indicate that GAS is often more responsive than standardized functional measures and uniquely positioned to 
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capture individualized, patient-centered gains that may not be reflected in other global assessments.8,9,18,19 This finding is 
particularly important in light of well-documented limitations of existing clinical outcome assessments (COAs), which 
often prioritize standardization and comparability at the expense of individual relevance and sensitivity to change.20,21

Our results indicated that there is a wide variation in how GAS is applied, reinforcing existing literature.8,9 

Differences were seen in adaptations to the original Kiresuk & Sherman (1968) framework, the use of goal inventories, 
the role and continuity of the interviewer, as well as the use of technology to collect data.1 This variability reflects a lack 
of standardized protocols, limiting comparability and consistency in implementation. At the same time, such flexibility is 
a key strength of GAS, enabling adaptation to diverse populations and contexts. Thus, variability may represent 
necessary contextualization rather than methodological weakness. However, without clear guidance, this flexibility 
may compromise reliability, validity, and interpretability. In alignment with previous reports, these findings highlight 
the need to establish core methodological standards (eg., goal setting procedures, scaling rules, and interviewer training) 
while preserving sufficient adaptability to individual patients.8,19,22–24

In both clinical and research settings, GAS was also valued for its role in enhancing patient engagement and 
supporting multidisciplinary care. Participants described how the collaborative goal-setting process fosters active patient 
involvement, promotes shared decision-making, and helps align treatment priorities across stakeholders. This is particu
larly relevant in complex conditions, where care often spans multiple disciplines and requires coordination around 
individualized patient needs. These findings also overlap with prior qualitative research on goal setting, which empha
sizes patient empowerment, autonomy, and the co-construction of meaningful outcomes.10,13,25,26 Beyond measurement, 
GAS may therefore function as both an evaluative tool and an intervention in itself, shaping clinical interactions and 
reinforcing patient-centeredness.27

Despite these strengths, GAS was consistently perceived as time-consuming, particularly during initial goal-setting 
sessions, which require in-depth discussion to elicit, refine, and scale individualized goals. This upfront investment was 
often viewed as a barrier in time-constrained clinical and research environments. Yet, previously reported administration 
times are broadly comparable to commonly used clinical assessments, suggesting that GAS does not impose 
a substantially greater time burden than established outcome measures.28 As such, the perceived burden may reflect 
the cognitive and relational demands of individualized goal setting, as opposed to structured questionnaire completion. In 
this sense, the time required for GAS may represent a shift in effort toward more patient-centered, meaningful 
assessment. Overall, these findings suggest that perceived inefficiencies may be mitigated through training, experience, 
and structured supports such as data capture platforms,29 and that the time investment required for GAS should be 
considered in light of its added value in capturing meaningful, patient-relevant outcomes. Participants also noted that 
efficiency improved with interviewer experience, as familiarity with the process enabled more focused and structured 
conversations. The use of goal inventories to prompt ideas and standardized training to guide goal formulation were also 
identified as key enablers, helping to streamline administration while maintaining quality. This emphasis is well-aligned 
with increased use of goal inventories, and the proposed benefits of facilitating goal generation, reducing cognitive 
burden on patients, and improving the specificity and feasibility of selected goals.28,30–34

Participants expressed divergent perspectives on the need for standardization in GAS implementation. Some empha
sized that a lack of standardization raises concerns regarding reliability and comparability across studies, while others 
cautioned that excessive standardization could undermine the patient-centered nature of GAS. These perspectives reflect 
an inherent tension between standardization and individualization in GAS implementation. Consequently, aligned with 
earlier views, GAS may be better understood not as a single, uniform scale, but as a flexible family of related 
methodologies that share common principles while allowing for contextual adaptation.35 Accordingly, efforts to develop 
methodological guidance should prioritize defining core principles and minimum standards while preserving flexibility in 
areas essential to individualized, patient-centered goal setting.

Embedding GAS into routine clinical practice was also seen as challenging, particularly in high-volume primary care settings 
where its use may not be reimbursable. These challenges echo known barriers to implementing patient-centered outcome 
measures but also highlight distinctive obstacles for GAS, such as the cognitive and conversational demands of goal-setting.16

Participants also proposed specific strategies for improving the efficiency and uptake of GAS. These included 
embedding GAS into EMRs with automated scoring, guided goal-setting, training and skill development that include 
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structured interviewer training using observation, mock sessions, as well as flexibly used goal inventories to improve 
efficiency and goal quality. These align with existing efforts to improve promote awareness on reliable use of GAS and 
encouraging best pracitices.35,36 In addition to actionable pathways for reducing time burden, and improving reliability 
have been suggested as ways to support adoption, particularly in environments with constrained resources as well as 
policy and system-level considerations.

At a policy and system level, the inclusion of GAS within clinical guidelines, reimbursement frameworks, and 
regulatory trial endpoints was proposed as a means to reinforce its legitimacy and promote more consistent use. In line 
with these developments, the National Committee for Quality Assurance (NCQA) has recently incorporated GAS into its 
emerging framework for person-centered outcome measures, marking a shift toward more structured yet individualized 
approaches to quality measurement in health care.37 Similarly, in its draft guidance on patient-focused drug development, 
the FDA has highlighted key advantages of GAS, including its patient-centeredness, responsiveness, and individual 
relevance, while also emphasizing the need for greater standardization in its implementation.38 Taken together, these 
findings underscore that advancing the routine use of GAS will require deliberate alignment across methodological 
guidance, clinical practice infrastructure, and policy frameworks to balance standardization with flexibility and enable 
patient-centered implementation of GAS.

Several limitations should be acknowledged. First, the study employed purposive sampling to capture 
a heterogeneous range of perspectives across roles, regions, and experience levels, rather than aiming for thematic 
saturation. As a result, the findings reflect the views of this diverse but not necessarily exhaustive group of clinicians and 
researchers and may not capture all possible experiences with GAS. Second, reliance on professional networks to identify 
participants, combined with the fact that only those who responded and consented were interviewed, introduces potential 
selection bias, favoring individuals with established expertise, familiarity, or interest in GAS. Finally, because the sample 
was relatively small and drawn from select countries, the generalizability of findings to other settings, populations, or 
healthcare systems may be limited. Future research should examine GAS in more diverse populations and settings, 
including users with varying levels of experience, and focus on developing standardized guidance, training, and tools to 
support consistent implementation and broader adoption in clinical practice and research. In addition, future studies 
should systematically identify and address implementation barriers and facilitators using established implementation 
science frameworks to better understand contextual factors influencing the uptake and sustainability of GAS.

Conclusion
GAS is valued for its flexibility, patient-centeredness, and ability to capture meaningful outcomes, yet time demands, 
workflow challenges, and variability in application limit its uptake. Emerging solutions including EMR integration, 
guided goal-setting features, and structured training, offer promising strategies to enhance efficiency and adoption while 
preserving the individualized strengths of the method.
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