
In the above descriptions, w
hen indicating “discussions w

ith the P
atient”, it is to be assum

ed that this m
eans a capable P

atient, a M
ature M

inor, or a designated A
lternate D

ecision M
aker (A

D
M

).  If a patient is incapable and 
there is no designated A

D
M

, appropriate people w
ithin the patient’s close circle can be consulted. 

G
oals of C

are D
esignations – G

uide for C
linicians

R
: M

edical C
are and Interventions, Including 

R
esuscitation if required follow

ed by Intensive C
are 

U
nit adm

ission. 
 

Focus of C
are and interventions are for cure or control of 

the P
atient’s condition. The P

atient w
ould desire and is 

expected to benefit from
 attem

pted resuscitation and IC
U

 
care if required. 

 
R

1: P
atient is expected to benefit from

 and is accepting of 
any appropriate investigations/interventions that can be 
offered including attem

pted resuscitation and IC
U

 care. 
•   R

esuscitation:  is undertaken for acute deterioration, 
    and m

ay include intubation and chest com
pression 

•   Life S
upport Interventions: are usually undertaken 

•   Life S
ustaining M

easures: are used w
hen appropriate 

•   M
ajor S

urgery:  is considered w
hen appropriate. 

•   Transfer: is considered for diagnosis and treatm
ent, if  

     required 
 

R
2: P

atient is expected to benefit from
 and is accepting of 

any appropriate investigations/interventions that can be 
offered including attem

pted resuscitation, intubation and 
IC

U
 care, but excluding chest com

pression 
•   R

esuscitation: is undertaken for acute deterioration, but  
    chest com

pression should not be perform
ed 

•   Life S
upport Interventions: m

ay be offered w
ithout 

               chest com
pression 

•   Life S
ustaining M

easures: are used w
hen appropriate 

•   M
ajor S

urgery:  is considered w
hen appropriate 

•   Transfer: is considered for diagnosis and treatm
ent, if    

     required 
 

R
3: P

atient is expected to benefit from
 and is accepting of 

any appropriate investigations/interventions that can be 
offered including attem

pted resuscitation and IC
U

 care, 
but excluding intubation and chest com

pression 
•   R

esuscitation:  is undertaken for acute deterioration 
               but intubation and chest com

pression should not be  
               perform

ed 
•   Life S

upport Interventions: m
ay be offered w

ithout 
               Intubation and w

ithout chest com
pression 

•   Life S
ustaining M

easures:  are used w
hen appropriate 

•   M
ajor S

urgery: is considered w
hen appropriate 

•   Transfer: is considered for diagnosis and treatm
ent, if   

     required 
 

M
: M

edical C
are and Interventions, E

xcluding R
esuscitation.        

    Focus of C
are and interventions are for cure or control of the P

atient’s 
condition. The P

atient either chooses to not receive or w
ould not be 

expected to benefit from
 attem

pted resuscitation follow
ed by life-

sustaining care in an IC
U

. In Pediatrics, IC
U

 can be considered if that 
location is deem

ed the best location for delivery of specific short-term
 

sym
ptom

-directed care. 
 M

1: A
ll clinically appropriate m

edical and surgical interventions directed 
at cure and control of condition(s) are considered, excluding the 
option of attem

pted life-saving resuscitation follow
ed by IC

U
 care. 

S
ee above, regarding P

ediatrics and IC
U

. 
•   R

esuscitation: is not undertaken for cardio respiratory arrest. 
•   Life S

upport Interventions: should not be initiated, or should be 
    discontinued after discussion w

ith the P
atient. 

•   Life S
ustaining M

easures: are used w
hen appropriate. 

•   Transfer: to another location of care is considered if that location 
provides m

ore appropriate circum
stances for diagnosis and treatm

ent 
•   M

ajor S
urgery: is considered w

hen appropriate. R
esuscitation during 

surgery or in the recovery room
 can be considered, including short term

 
physiologic and m

echanical support in an IC
U

, in order to return the 
P

atient to prior level of function. The possibility of intra-operative death or 
life-threatening deterioration should be discussed w

ith the P
atient in 

advance of the proposed surgery and general decision-m
aking guidance 

agreed upon and docum
ented. 

 M
2: A

ll clinically appropriate interventions that can be offered in the 
current non-hospital location of care are considered.  

 
If a patient does not respond to available treatm

ents in this location of 
care, discussion should ensue to change the focus to com

fort care. 
 

Life-saving resuscitation is not undertaken except in unusual 
circum

stances (see below
 in M

ajor S
urgery). 

 
S

ee above, regarding P
ediatrics and IC

U
. 

 
•   R

esuscitation: is not undertaken for cardio respiratory arrest. 
•   Life S

upport Interventions: should not be initiated, or should be 
    discontinued after discussion w

ith the P
atient. 

•   Life S
ustaining M

easures: are used w
hen appropriate. 

•   Transfer: is not usually undertaken, but can be contem
plated if sym

ptom
 

    m
anagem

ent or diagnostic efforts aim
ed at understanding sym

ptom
s can 

    be best undertaken at that other location. 
•   M

ajor S
urgery: can be considered, in order to prevent suffering from

 an 
    unexpected traum

a or illness. R
esuscitation during surgery or in the 

    recovery room
 can be considered, including short term

 physiologic and 
    m

echanical support in an IC
U

, in order to return the P
atient to prior level of 

    function. The possibility of intra-operative death or life-threatening 
    deterioration should be discussed w

ith the P
atient in advance of the 

    proposed surgery and general decision-m
aking guidance agreed upon and 

    noted as special circum
stances on the G

C
D

 O
rder Form

 and Tracking 
    R

ecord. 

C
: M

edical C
are and Interventions, Focused on C

om
fort.  

 
Focus of C

are and interventions are for the active palliative 
treatm

ent of the P
atient w

ho has a term
inal illness, and support 

for those close to them
. This includes m

edical care for sym
ptom

 
control and psychosocial and spiritual support in advance of 
death.  C

are can be provided in any location best suited for 
these aim

s, including an IC
U

, a H
ospice or any location that is 

the m
ost appropriate for sym

ptom
-based care for this particular 

P
atient. 

 C
1: A

ll care is directed at m
axim

al sym
ptom

 control and 
m

aintenance of function w
ithout cure or control of an 

underlying condition that is expected to cause eventual 
death.  Treatm

ent of intercurrent illnesses can be 
contem

plated only after careful discussion w
ith the P

atient 
about specific short-term

 goals.   
•   R

esuscitation: is not undertaken. 
•   Life S

upport Interventions: should not be initiated, or 
    should be discontinued after discussion w

ith the P
atient. 

•   Life S
ustaining M

easures: are used only for goal directed 
    sym

ptom
 m

anagem
ent. 

•   M
ajor S

urgery: is not usually undertaken, but can be 
    contem

plated for procedures aim
ed at sym

ptom
 relief.  

    R
esuscitation during surgery or in the recovery room

 can  
    be considered, including short term

 physiologic and  
    m

echanical support in an IC
U

, in order to return the P
atient  

    to prior level of function, but this w
ould be a rare  

    circum
stance. The possibility of intra-operative death or  

    life-threatening deterioration should be discussed w
ith the  

    P
atient in advance of the proposed surgery and general  

    decision-m
aking guidance agreed upon and docum

ented. 
•   Transfer: to any appropriate location of care can be 

considered at any tim
e, to better understand or 

control sym
ptom

s. 
 C

2: A
ll care is directed at preparation for im

m
inent death 

[usually w
ithin hours or days] w

ith m
axim

al efforts 
directed at sym

ptom
 control. 

•   R
esuscitation: is not undertaken. 

•   Life S
upport Interventions: should not be initiated, or  

    should be discontinued after discussion w
ith the P

atient. 
•   Life S

ustaining M
easures: should be discontinued  

    unless required for sym
ptom

 m
anagem

ent. 
•   M

ajor S
urgery:  is not appropriate. 

•   Transfer: is usually not undertaken but m
ay be considered if       

     required. 
 

N
ote that specific interventions can be acceptable acts w

ithin m
ultiple G

oals of C
are D

esignations.  It is the goal or intention of the intervention that determ
ines consistency w

ith a D
esignation. 

Life S
upport Interventions m

ean interventions typically undertaken in the Intensive C
are U

nit but w
hich occasionally are perform

ed in other locations in an attem
pt to restore norm

al physiology. These m
ay include chest 

com
pressions, m

echanical ventilation, defibrillation, other resuscitative m
easures, and physiological support. 

Life S
ustaining M

easures m
ean therapies that sustain life w

ithout supporting unstable physiology.  S
uch therapies can be used in m

ultiple clinical circum
stances. W

hen view
ed as life sustaining m

easures, they are offered 
in either a) the late stages of an illness in order to provide com

fort or prolong life, or b) to m
aintain certain bodily functions during the treatm

ent of intercurrent illnesses.  E
xam

ples include enteral tube feeding and parenteral 
hydration. 
R

esuscitation m
eans the initial effort undertaken to reverse and stabilize an acute deterioration in a P

atient’s vital signs. This m
ay include chest com

pressions for pulselessness, m
echanical ventilation, defibrillation, 

cardioversion, pacing, and intensive m
edications. P

atients w
ho have opted to not have chest com

pressions and/or m
echanical ventilation m

ay still be considered for other resuscitative m
easures (see D

esignation R
3). 
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