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ABSTRACT: Introduction: in rehabilitation, a patient’s 
ability to cope with a health condition, make decisions, find 
motivation and adhere to treatment are essential to therapeutic 
outcomes. Client-centered practice (CCP) recognizes and 
promotes patients’ interests as central to care delivery. CCP 
is essential for the advancement of rehabilitation. Objectives: 
i) identify the fundamentals of CCP, ii) describe clinical 
instruments available for implementing it, iii) register CCP 
results obtained so far, iv) analyze the main barriers and 
benefits of CCP. Methods: narrative review of literature from 
databases and reference lists. Results: based on reviewed 
studies, CCP is a collaborative approach to clinical practice 
that aims to empower patients and recognize them at the 
center of the decision making process, in order to deliver 
better care. Several simple instruments can be immediately 
used in clinical practice. Few studies have investigated effects 
of CCP in rehabilitation. Challenges at the individual level 
of therapists and patients as well as at the institutional level 
of health services need to be met in order to implement CCP.
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RESUMO: Introdução: Na reabilitação, a habilidade do 
paciente em lidar com a sua condição de saúde e tomar decisões, 
sua motivação e sua adesão, são determinantes para os desfechos 
terapêuticos. A prática centrada no cliente (PCC) reconhece e 
promove a centralidade dos interesses de pacientes e por isso 
seu conhecimento é fundamental para o avanço da reabilitação. 
Objetivos: i) identificar os fundamentos da PCC, ii) descrever 
instrumentos para sua implementação, iii) registrar resultados 
da PCC,  e iv) analisar as principais dificuldades e benefícios 
da PCC. Método: Revisão narrativa a partir de bancos de dados 
e cruzamento de referências. Resultados: segundo estudos 
revisados, a PCC é uma abordagem clínica colaborativa e 
empoderadora do paciente, que reconhece-o no centro do processo 
decisório, aumentando a adequação do cuidado. Diferentes 
instrumentos simples podem ser imediatamente adotados na 
clínica. Ainda poucos estudos documentam resultados da PCC 
na reabilitação. Para implantação da PCC é necessário vencer 
desafios no nível individual de terapeutas e pacientes e no nível 
institucional de serviços de saúde.

DESCRITORES: Planejamento de assistência ao paciente; 
Reabilitação; Revisão.
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INTRODUCTION

In rehabilitation, a patient’s ability to cope 
with a health condition, make decisions, 
find motivation and adhere to treatment 

are essential to therapeutic outcomes. Client-centered 
practice (or patient-centered care), hereinafter referred 
to as CCP, is a  model of practice that takes all these 
factors into account. The empowerment of patients 
and family members for effective participation in the 
definition of therapeutic goals is paramount in this model 
of practice. We believe that knowledge of CCP is central 
to the mission of Physical Therapy and Occupational 
Therapy to meet patients’ demands with quality. Thus, 
this review aims to: i) identify the fundamentals of CCP, 
ii) describe tools used to implement CCP, iii) review 
evidence of its effects, and iv) analyze the challenges 
faced in implementing it.

REVIEW METHODS 

Searches were carried out on PubMed and 
Google Scholar with combinations of the terms “patient 
centered care,” “client-centered practice,” “physical 
therapy,” “physiotherapy,” “occupational therapy,” 
“rehabilitation.” 36 studies were selected, based on 
their titles, as potentially relevant. After reading the 
abstracts, 20 studies were selected. Relevant references 
from these studies were also included. 

During the literature review, we observed 
profuse literature on CCP from Occupational Therapy. 
The principles of CCP appear to have been instilled 
in occupational therapists’ professional training 
and culture, more than any other rehabilitation 
professionals1. Evidence and analyses presented in 
this literature are very relevant to both Occupational 
Therapy and Physical Therapy, since these professions 
often work together and serve similar populations. 
The two professions differ in their cores, but share 
fields. On the one hand, the core is the combination 
of knowledge and practice that is specific to each 
profession and defines its identity. The field, on the 
other hand, refers to settings with imprecise limits 
where professions support each other in fulfilling 
their theoretical and practical tasks2. Therefore, we 
reviewed studies from both areas. Next, we present 
the review results for the objective i): identify the 
fundamental elements of CCP.

RESULTS AND DISCUSSION

Definition of CCP

The recognition that each patient may present 
unique responses for a given health condition puts the 
client, his/her context and personal perspective at the 
center of the therapeutic process. Given the patient’s 
centrality, CCP can be defined as a clinical approach 
based on respect and partnership with clients, that 
recognizes their autonomy, their need to make their own 
choices about the care they receive, their privileged 
experience about their health condition, and their 
potential to contribute to the therapeutic process. This 
approach seeks to provide accessible services appropriate 
to the particular context in which the customer lives3,4. 
In short, the CCP is a collaborative approach that 
seeks to empower patients, placing them at the center 
of decision-making process to increase the quality of 
therapeutic care. From the evaluation, to choice of goals 
and intervention methods to documentation of results, 
the patient’s values and preferences are crucial.

However, gaps between patients’ and clinicians’ 
values and preferences are documented, especially for 
physical therapists and their patients. On the one hand, 
traditional models of treatment prioritize remediation of 
deficits in structures and functions of the body, such as 
muscle strength and range of motion. On the other hand, 
patients wish to improve their performance in activities 
they consider essential for their physical, psychological 
and social well-being5. Correction of deficits may be 
necessary to therapy, but it cannot be its ultimate goal, 
because it is not sufficient for the promotion of patients’ 
interests. In CCP, these interests are central to the 
therapeutic process. To identify patient’s interests and set 
therapeutic goals, as well as to define ways to monitor 
results, several standardized tools are available. They are 
characterized in the following section, as the objective ii 
of this study. 

Tools for implementing CCP in rehabilitation

The following instruments are all based on 
interviews to define patients’ interests and goals. 
In some situations, the therapist may consider such 
goals inappropriate or unrealistic. However, as CCP 
is a therapist-patient partnership model, there must 
be openness to discussion and collaboration. In other 
situations, the therapist may consider a patient’s 
perception about his or her situation is distorted. 
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Nevertheless, patients generally have great judgment 
about their functional difficulties6. Family members or 
caregivers can also be interviewed as proxies for these 
patients or for infants, small children, or patients with 
severe cognitive deficits6. Interviews for goal setting 
may also be inadequate when immediate, short or 
local intervention like postoperative mobilization or 
pulmonary hygiene is needed.

Goal Attainment Scaling

Goal Attainment Scaling (GAS) is a widely used 
tool that combines goal setting in partnership with the 
patient with the possibility to analyze results of therapy. 
It is used in several clinical settings, regardless of patient 
diagnosis. The GAS is applied in five steps7. In the first 
step, the patient defines his/her main activity difficulties 
and goals, and can include as many activities as he/she 
wishes. Goals must be relevant to the patient, easy to 
understand, measurable, related to performance of 
functional activities and achievable within a predefined 
time7.

In the second step, the patient assigns importance 
and difficulty sores (ranging from 0 to 3) to each goal. 
Zero means no importance or difficulty and 3, maximum 
importance or difficulty. If the patient assigns any goal 
as 0, this goal must be renegotiated and replaced by 
another one of greater priority.

In the third step, expectations of functional 
performance after treatment are set. These expectations 
must be realistic, likely, and written in the most specific 
language possible. Therefore, at the end of treatment, 
there will be clear and measurable performance criteria 
that will define if the expectation was achieved or not. 

In the fourth step, a performance scale is created 
ranging from -2 to +2 : 0 (zero) corresponds to the expected 
result defined in the third step; -1 and -2 correspond to a 
results below and far below expectation; +1 and +2, results 
beyond and far beyond expectation. These levels should 
cover clinically relevant and approximately equal change 
intervals. Usually, the level -1 or -2 represents the patient’s 
current performance. 

In the final step, after results of therapy are 
classified in levels -2 to +2, a total score can be calculated. 
This calculation involves the value of performance before 
and after the treatment, as well as the values of difficulty 
and importance.

GAS is a valid and useful tool to facilitate CCP. 
It can be applied in about 30 minutes. The main mistakes 
that compromise its use are setting of unrealistic goals, 

with little progression between levels and insufficient 
criteria to differentiate one level from the other. Practical 
examples are available for better understanding of the 
method7. 

Canadian Occupational Performance Measure 

The Canadian Occupational Performance Measure 
(COPM) was developed by occupational therapists and 
is also used in physical therapy practice. It focuses on 
documenting functionality in three performance areas: 
self-care, productivity and leisure6. In a semi-structured 
interview, patients identify occupations, activities or 
tasks they find difficult in three performance areas. The 
COPM form lists several activity suggestions to help 
patients analyze their functional issues comprehensively.

After the interview, optionally, the patient assigns 
importance grades ranging from 1 to 10 for each task. 
The five most important tasks are elected the goal of 
therapy. Then, for these goal-tasks, patients assess their 
performance and satisfaction levels with grades varying 
from 0 to 10.  Overall performance scores are given by 
the sum of grades of each task, with the total divided 
by the number of tasks. The same procedure is used for 
overall satisfaction scores. New scores can be calculated 
after the intervention for documentation of progress. 
Differences of two or more points are considered to be 
clinically significant. Several studies demonstrate the 
validity, reliability and sensitivity of the COPM6.

Patient-Specific Functional Scale 

The Patient-Specific Functional Scale (PSFS) was 
developed especially for patients with musculoskeletal 
disorders and consists of an interview in which the patient 
selects five important activities he/she finds difficult or 
impossible to perform due his/her impairments or health 
problem. For each activity, the patient assigns a difficulty 
grade from 0 (“unable to perform the activity”) to 10 
(“able to perform the activity as well as before the injury 
or problem”). In subsequent assessments, the patient 
reassigns grades to the same activities, or identifies new 
activity limitations that have arisen over time. The PSFS 
has an excellent reliability and validity8. 

Patient Goal Priority List

This instrument consists of a list of priorities, 
developed especially for patients with musculoskeletal 
disorders and persistent pain. First, patients list 
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activities (any number of them) they find difficult to 
perform. Then, they rank these activities by priority. 
Afterwards, they define how often (daily, weekly or 
monthly) each activity is performed. Finally, they rank 
activities by level of difficulty. The goal-activities for 
therapy are those 4 or 5 activities that reach the top of 
the lists of difficulty, priority and frequency. Validity 
and reliability of this listing method was not specifically 
analyzed9.

Effects of CCP in rehabilitation

A study with patients with traumatic brain injuries 
(TBI) has shown that goal setting in CCP provides structure 
for rehabilitation, gives focus to therapy, increases 
motivation of patients and therapists, and promotes 
satisfaction with results10. CCP can also reduce anxiety11, 
improve the sense of self-efficacy and autonomy, and 
increase participation in the rehabilitation process10. These 
are important effects, since they can relieve the distress 
that normally comes with health problems.

There is also some evidence that CCP promotes 
functional performance gains. Patients with TBI with 
high involvement in goal-setting had significantly better 
performance at the end of a OT treatment program12 when 
compared to patients with low involvement. For patients 
with rheumatic disorders in physical therapy treatment, 
patients that participated in collaborative goal-setting 
obtained greater progress in functional skills, pain, range 
of motion and muscular strength13. Similar results were 
found for functional independence and self-care after 
occupational therapy treatment in patients with various 
health conditions14. 

However, other studies have not observed   
differences between groups that participated or did not 
participate in the collaborative goal-setting15,16. In addition, 
a study found worse results for fatigue and quality of life 
of patients with multiple sclerosis who received client-
centered occupational therapy services compared to the 
usual approach17. PCC requires that more time be used 
on consultation with patients. It is possible that excessive 
time was spent on evaluations and meetings with patients, 
with insufficient time for actual treatment. The issue of 
time allocation needs to be considered in the analysis of 
CCP effects. 

Challenges for implementation of CCP

Barriers to the CCP occur both at the individual 
and the institutional levels, for therapists and patients. 

Recognition of these barriers is vital for overcoming 
them. The literature provides some suggestions. 

For therapists, many barriers relate to their poor 
communication and negotiation skills18. Other barriers 
are attitudinal: some physical therapists believe they 
already do, or have always done CCP19, despite the 
evidence of gaps between what patients want and what 
therapists offer, and the documented low ability of 
therapists to share their power in making decisions. It 
is important to understand that CCP is an open process 
and can always be improved. Finally, some therapists 
report that they feel  afraid to share their power with 
patients and their families and fear losing prestige and 
recognition when they need to adhere to the CCP20. 

Certainly, adherence to CCP requires therapists 
to abandon the role of experts with full power to make 
diagnostic and therapeutic decisions and move the role 
of patient’s partners or consultants. Some professionals 
fear that this role change may lead to devaluation of the 
scientific and technical knowledge of occupational and 
physical therapists. CCP often requires that professionals 
expand the focus of their work to accommodate patient’s 
interests, crossing typical professional boundaries and 
integrating fields of expertise, as mentioned earlier. 
Some clinicians have expressed discomfort with this 
expansion, wondering if it does not imply in loss of 
their original professional identity. Interestingly, while 
clinicians perceive this as a disadvantage, patients often 
identify it as one of the main CCP advantages19,20. This 
tension reflects broader theoretical and historical issues 
related to the evolution of professional identities. 

Finally, clinicians may perceive tensions between 
CCP and evidence-based practice because of its ethical 
imperative to provide patients with the treatment best 
supported by evidence, given the available resources 
and the client’s preferences. Physical therapists working  
in CCP services reported feeling some pressure to 
continue therapies that had no evidential support but 
were requested by families, and feared that their work 
would lead to poor outcomes for patients19,20. This 
conflict relates to the limits of knowledge provided by 
randomized controlled studies, whose applicability may 
be limited in the highly individualized context of each 
patient. Discussion of these issues, as well as clinical 
practical education under principles of CCP, should be 
part of professional education. Even short educational 
programs (of a few hours, thus more easily incorporated 
into previously structured curricula) can produce 
improvements in skills and beliefs of health professions 
students about shared decision-making21.
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Patient barriers most often include deficits in 
cognition, expression, memory and self-perception22. 
Some patients may not fully understand their difficulties 
and have unrealistic perceptions of their prognosis. 
This raises some questions. Who is the client in CCP? 
Is every customer able to make decisions about their 
care? What to do, for example, when a bedridden 
and depressed older adult does not want to engage in 
any activities proposed by the therapist? One answer 
extends the concept of client to include family members 
and caregivers, who can and wish to participate in 
therapeutic decisions6. Another answer involves the 
recognition that some patients wish to and can articulate 
their needs and direct decisions, others are not always in 
a position to take on such power and need to be guided. 
Patients have the right to assume responsibility, as 
well as the right not to take responsibility. Empathy to 
discern between situations is fundamental to CCP. 

Lastly, barriers at the institutional level are of 
great importance, because structural factors can shape the 
actions, thoughts and feeling of individuals – therapists 
and patients. Common barriers include standardized 
(and not individual) limits in the number of therapeutic 
sessions; limited service scope, that make home, school 
or workplace visits unfeasible; absence of team-work so 
that different clinicians can’t work together to plan and 
execute customized therapeutic projects even when they 
include techniques and resources normally considered 
to be outside their typical professional repertoire. CCP 

demands changes in the culture of organizations and 
health professions. There are several assessment tools that 
can be used to characterize the degree of “centrality” on 
the client, either at the institutional level or at the level 
of individual clinicians and patients21,23-,25. Training of 
professionals involves financial investments, but over 
time, the benefits can exceed costs19.

FINAL CONSIDERATIONS

This study provided a narrative review of CCP 
fundamentals, tools that can be used to implement 
it, effects documented to date, as well as the main 
difficulties and benefits of its adoption in rehabilitation. 
It must be emphasized that CCP is not limited to any 
procedures, and therefore cannot be defined by adoption 
of instruments or specific evaluation or treatment 
techniques. Instead, CCP is characterized by a set of 
individual and institutional attitudes and values in 
relation to the entire clinical process. Such attitudes and 
values include consideration of the patient as an equal 
inside the health team, enhancement of communication 
– which involves listening and educating patients – and 
an openness to have patients participate as much as they 
want in decision-making, so that they can make the 
choices most appropriate to their particular life context. 
Knowledge of the CCP is central to the professional 
mission of Physical therapy and Occupational Therapy 
to meet patients’ demands and offer care with quality. 
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