
2020
Accomplishments
During this challenging year, Goals of Care Coalition 
of New Jersey (GOCCNJ) worked tirelessly to develop 
and deliver quality public service programming to 
address end-of-life care in New Jersey and to advocate 
for New Jersey’s most vulnerable residents, including 
those living in long-term care and their families. The 
devastating impact of COVID-19 in these facilities 
imposed an immediate need for advance care 
planning services and set our efforts in motion. At the 
same time, we continued to advance our mission of 
advocacy to ensure that all patients in New Jersey 
receive the care they need and no less, and the care 
they want and no more regardless of race, color and 
socioeconomic status.

https://www.goalsofcare.org/


Response to COVID-19

Helped over 

8,000 
patients, families, healthcare decision-
makers and medical/legal professionals 

during the COVID-19 pandemic learn about advance 
directives and how to complete POLST forms.

Developed specific 
recommendations  
for the NJ Governor 
and Department of Health to implement 
in advance of the expected second wave 
of the coronavirus to help align treatment with 
patient’s goals of care and improve understanding of  
and access to palliative and hospice care services.

Called on Governor Murphy 
to send the National Guard 
into nursing homes to help care for residents; shaped NJ government and medical community 
response through regular media outreach, letters-to-the-editor, and coordination with coalition members.

goalsofcare.org 

https://www.goalsofcare.org/
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Conversation Assistant
SCP
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Help Patients Understand  

and Process Their Prognosis 

The patient will be better able to develop their 

care goals and wishes for their end of life if they 

have integrated their prognosis and understand 

how it will impact their life going forward. This may 

trigger feelings of grief as they contemplate their 

new limitations and adjust to an awareness of the 

eventuality of death. 

 › Assess and acknowledge...

 › Discern your role as Spiritual Care Provider 

What would feel most helpful for you right now?

Given your illness, have you had to adjust to limiting your 

activities in the past? What has helped you cope with these 

limitations? 

Who and what comes to mind when you think about how you 

have gotten through difficult times before?

It sounds like you may still have questions. Would you like me to 

help you frame those questions for the healthcare team? 

Step 2
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An Individualized Advance Care Plan
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Step 2: Discuss the Prognosis
THINGS TO 

CONSIDER

Ask your healthcare provider:

›

›

›

›

›

NOTES: 

 …how well the patient and family understands  

the prognosis.

Do you feel like you have a full understanding of your healthcare 

future and how it will impact your day to day life?

 …the patient’s understanding and ability to express how 

their day-to-day life will change with this prognosis, and 

any possible areas of spiritual or emotional distress.

What are your biggest fears and worries about your future now? 

What abilities are so critical to your life that you can’t imagine 

living without them? 

What will you still be able to do, or miss doing that matters most 

to you right now? 

Are their people you would like to call?

 …the patient’s ability to 

incorporate their prognosis 

into their advance care plan 

and goals of care. 

Are there things you wish to do 

now that seem to have more 

importance than before? 

Do you have a plan for who will 

be able to take care of you when 

you are physically incapable? 

If you become more unwell, 

how much are you willing to go 

through for the possibility of 

gaining more time?

HELPFUL FACT:

Witnessing a Life Review with 

Patient and/or Family can 

be a calming, clarifying and 

meaningful way to process 

the significance of difficult 

news; approach new ways 

of living; heal memories and 

relationships; and come to 

terms with their mortality.

Advancing Our Mission

Partnered with Hollywood legends to 
increase awareness about POLST.

Advocated for 
legislation 
aimed at improving end-of-life care 
by working with state legislators 
and public health officials to  
pass 3 new laws to improve 
awareness and education  
about advance care planning  
and end-of-life care options.

Created the 
only certification 
program in 
advance care 
planning 

for clinical social workers.

Developed first in class tool and training program

for hospital chaplains and 
community-based clergy
to facilitate goals of care conversations.

Promoted systemic
change in medical 
education by working with  
NJ’s medical schools to develop a systematic 
needs assessment of the end-of-life and 
palliative care skills training.

Strengthened our coalition, expanded expertise and 
resources, and increased capacity for outreach by 

adding 4 new coalition members.

3,500+
VIDEO VIEWS

1 0  C E U  
C R E D I T S

-   I N  P A R T N E R S H I P  W I T H   -  

End-of-life planning is a sensitive topic and social workers are ideally suited to initiate and guide
these discussions as they explore an individual’s values and preferences. In fact, a reported 96
percent of clinical social workers conduct advance care planning conversations (ACP) and 80
percent are responsible for educating patients and families about ACP options. 

NASW-NJ, in partnership with Goals of Care Coalition of NJ, has developed a certificate program
for those new to these conversations and for seasoned professionals who would like a
deeper understanding of the issue.  This is the only certificate ACP course in NJ!

N A S W - N J  &  G O A L S  O F  C A R E  C O A L I T I O N  O F  N J

A B O U T  T H E  C O U R S E

Learn more at goalsofcare.org
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Conversation AssistantSPIRITUAL CARE PROVIDER
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The 4Step iCare Plan is an individualized, 

simple, 4-step approach to help patients  

or their health care proxy make difficult 

medical decisions when facing a life-

threatening illness. 

Spiritual Care Providers’ core training competencies, 

such as empathetic listening and reflection, uniquely 

support the patient in feeling ‘heard’ and integrating their 

diagnoses and prognoses with their personal values, 

beliefs, and intentions. As a result, patients and loved 

ones are better prepared to work in partnership with 

their physician and interdisciplinary team to align their 

medical treatment options with their personal wishes and 

document them appropriately for the medical paradigm. 

The 4Step iCare Plan will guide you and your patients through a 

conversation about Advance Care Planning. Spiritual Care Providers can help 

patients and families Understand and Process their Diagnosis (Step 1), their 

Prognosis (Step 2), Reflect on their Goals of Care (Step 3), and Support Patients  

in Documenting their Wishes for Treatment (Step 4).

HELPFUL FACT:

Studies show that patients who have visited with a 

chaplain and received high level spiritual support are 

more likely to discuss their goals of care with loved 

ones, sign documents, and opt for hospice when 

that is in alignment with their values. 

(Lee AC, McGinness CE, Levine S, O’Mahony S, Fitchett G. Using Chaplains 

to Facilitate Advance Care Planning in Medical Practice. JAMA Intern Med. 

2018;178(5):708–710. doi:10.1001/jamainternmed.2017.7961; Caring for the 

Human Spirit Magazine, Fall/Winter 2017; Health Affairs 30.9 (2011): 1772-1778.)

Spiritual Care competencies embedded in the 4Step 

iCare Plan include: 

 › Assessing the patient’s spiritual state, potential 

distress, goals and values, family dynamics, ethical 

concerns, and possible organizational influences.

 › Facilitating clear communication and processing of 

the patient’s feelings, needs, and decisions within 

the family unit and the healthcare team.

 › Compassionate caregiving ranging from simple 

“presence” to exercising “pastoral authority.” 

 › Leadership and advocating to assist the patient 

in defining and articulating their goals of care with 

loved ones and the healthcare team; and ensuring 

those wishes are honored.

goalsofcare.org 

https://www.goalsofcare.org/
https://www.goalsofcare.org/polst-story-psa/

