
Writing Patient-Centered
Functional Goals

Motor learning research, health care policies, reimbursement prac-
tices, and the standards of accrediting bodies all support writing
patient-centered functional goals of physical therapy. This article
defines patient-centered functional goals within the context of the
Guide to Physical Therapist Practice and provides a rationale for incorpo-
rating functional goals into physical therapy for patients in all areas of
practice. The article also describes how physical therapists can collab-
orate with patients to identify functional goals that are meaningful to
them and describes a 5-step process for writing functional goals that
are measurable. [Randall KE, McEwen IR. Writing patient-centered
functional goals. Phys Ther. 2000;80:1197–1203.]
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I
n 1982, O’Neill and Harris1 published “Developing
Goals and Objectives for Handicapped Children”
in Physical Therapy. The purpose of this now-classic
article was to help physical therapists implement

Public Law 94-142, the Education for All Handicapped
Children Act2 (now the Individuals With Disabilities
Education Act), which required teachers, physical ther-
apists, and other school personnel to write measurable
goals and objectives for children with disabilities receiv-
ing special education and related services. Since the
article was published, measurable, functional goals have
become advocated or required in many other areas of
practice,3–9 and the definition of a functional goal has
changed. O’Neill and Harris promoted functional goals,
but their examples reflected the neuromaturational ori-
entation of pediatric physical therapy at the time. Their
goals focused on presumed components of functional
skills, such as maintaining a prone-on-elbows position
with the head in midline or righting the head when
tipped laterally while sitting on a therapy ball.1 Although
therapists may need to address impairments during
treatment, there is increasing agreement that the mea-
sured goals of therapy should relate to functional limi-
tations and disabilities that are individually meaningful
to patients.10,11

This article updates O’Neill and Harris’ article by
describing a patient-centered approach to writing mea-
surable functional goals that therapists can apply to
patients receiving physical therapy in all areas of prac-
tice. We will define “functional goal” within the context
of the Guide to Physical Therapist Practice (the Guide),3
present a rationale for incorporating functional goals
into everyday practice, and provide suggestions for iden-
tifying and writing functional goals.

What Are Patient-Centered Functional Goals?
The Guide to Physical Therapist Practice3 provides a
context for defining patient-centered functional goals.
It promotes a patient-centered approach in which
physical therapists “actively facilitate the participation

of the patient/client,
family, significant oth-
ers, and caregivers in
the plan of care.”3(p3–1)

The Guide defines “func-
tion” as “those activities
identified by an individ-
ual as essential to sup-
port physical, social, and
psychological well-being
and to create a personal
sense of meaningful liv-
ing.”3(p ix) The Guide iden-
tifies “goal” as a remedia-

tion of impairments and uses the term “outcomes” for
“minimization of functional limitation, optimization of
health status, prevention of disability, and optimization
of patient/client satisfaction.”3(p1–7) We have combined
the Guide’s use of “goal” and “outcome” to define
“functional goal” because we believe that remediation of
impairments alone is not directly functional and may not
necessarily lead to functional improvement12 or may not
be meaningful to the patient.11 We define functional goals
as the individually meaningful activities that a person
cannot perform as a result of an injury, illness, or
congenital or acquired condition, but wants to be able to
accomplish as a result of physical therapy.

The Guide does not recommend use of a particular
model of disablement/ablement, but it mentions the
National Center for Medical Rehabilitation Research
(NCMRR)13 as one of the models that provides a helpful
framework for identifying the focus of physical therapy
goals and intervention.3(p ix) Other potential models
include the International Classification of Impairments,
Disabilities, and Handicaps (ICIDH-1 and ICIDH-2), the
Nagi model of disability, and others.14 The NCMRR
model has 5 dimensions: pathophysiology, impairment,
functional limitation, disability, and societal limitation.
Many patients’ problems encompass more than one
dimension of the model. For example, a person with a
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hip fracture (pathophysiology) may have pain, edema,
and loss of muscle force (impairments), cannot get out
of bed or walk (functional limitations), and thus cannot
manage personal hygiene, work, or participate in leisure
activities (disabilities). Some authors11,15 have argued
that therapists have traditionally developed treatment
goals that focus on impairments, such as improving
muscle force, range of motion, or balance. Most
people who seek physical therapy services, however,
usually are concerned about their functional limita-
tions and disabilities.

Why Write Patient-Centered Functional Goals?
Perhaps the most important reason for writing patient-
centered functional goals is that people are likely to
make the greatest gains when therapy and the related
goals focus on activities that are meaningful to them and
that will make a difference in their lives.16–21 From an
NCMRR perspective, the goals would focus on func-
tional limitations or disabilities that the patient is expe-
riencing. Therapists should be mindful to look at the
patient as a complete individual, addressing activities in
any of 3 areas: self-care, work, and leisure.3,22,23 Current
theories in motor learning,24–26 health care policy,7
reimbursement practices,3 and the standards of accred-
iting bodies8,9 also support or require use of patient-
centered functional goals.

Motor learning research supports a focus on functional
limitation and disability-related goals. From a motor
learning perspective, patients undergoing physical ther-
apy are learners who must analyze tasks and develop
effective, personally suited motor strategies for perform-
ing the tasks under varying environmental conditions.24

Goals (and subsequent treatments) that address the
environments in which patients want to engage as a
result of therapy optimize the patients’ potential to do
these activities following discharge.24–27 A person in the
hospital, for example, who lives in a rural mobile home
might have the goal of walking over uneven grassy
surfaces, up steps, and through narrow doors and hall-
ways, rather than walking on a tiled hospital ward
through wide doors. Some authors28,29 contend that
therapists cannot apply motor learning principles with-
out addressing the specific tasks that patients want to
perform and the specific environments in which they
perform them.

In recognition of the value of working toward achieving
abilities that are meaningful to patients, health care
policy, reimbursement practices, and the standards of
accrediting bodies increasingly require the goals of
physical therapy and other professional services to be
patient-centered and functional. Definitions of health,
for example, have moved from the traditional concept of
the absence of disease or impairment to an emphasis on

function, in which “health” means the potential or
capacity to achieve preferred goals or perform desired
activities.3,30 Similarly, third-party payers now often want
evidence of patients’ functional improvements within
reasonable time frames and within the context of
patients’ lifestyles,7,31 and the Joint Commission of
Accreditation of Healthcare Organizations ( JCAHO)
and the Commission for Accreditation of Rehabilitation
Facilities (CARF) require facilities to address the individ-
ualized functional needs of each person served.8,9 The
most recent reauthorization of Public Law 94-142, Public
Law 105-17, the Individuals With Disabilities Education
Act amendments of 1997,32 continues to require measur-
able goals and objectives (or benchmarks) for students
with disabilities, with input from parents and, when
appropriate, from the students. Overall, writing patient-
centered functional goals will help therapists to conform
to health policy, to be reimbursed for interventions, to
assist in meeting the expectations of the accreditation
process and legislation, and ultimately to meet the
unique needs of their patients.

How to Identify Patient-Centered
Functional Goals
The process of identifying meaningful, achievable func-
tional goals should be a collaborative one between the
patient, possibly the patient’s family or significant oth-
ers, and the therapist.3,33 Often the best way to identify
patient-centered functional goals is simply to ask the
patient, “What are your goals for therapy?” In our
experience, patients seldom focus on impairments and
rarely say, “I’d like my range of motion to be within
normal limits” or “I’d like to have 5/5 strength.” They
are likely to respond with a focus on functional limita-
tion or disability: “I want to return to work,” “I need to be
able to take care of myself at home,” “I want to play in
the game on Saturday,” or “I want to do what the other
kids do at my school.” These statements can become the
starting point for writing measurable patient-centered
functional goals.

To identify functional goals with patients, we have found
the following steps to be useful: (1) determine the
patient’s desired outcome of therapy, (2) develop an
understanding of the patient’s self-care, work, and lei-
sure activities and the environments in which these
activities occur, and (3) establish goals with the patient
that relate to the desired outcomes. If patients cannot
express their needs, family members or significant oth-
ers may do so for them.

To determine a patient’s desired outcome of physical
therapy, a therapist might ask: “What activities that you
want to do does this problem keeping you from doing?”
Table 1 suggests other questions that could help to elicit
information about the patient’s desired outcome.34 A
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patient may express more than one desired outcome of
treatment. In such cases, we contend it is important for
the therapist to have the patient rank which outcomes
are most important. The Canadian Occupational Perfor-
mance Measure (COPM) was designed for use by occu-
pational therapists, but it can be useful for physical
therapists to help patients to identify and rank goals of
intervention.30,35 The COPM provides a standardized
format for assisting patients to identify goals that are
most important to them in the areas of self-care, produc-
tivity (work, household management, play/school), and
leisure. Following intervention, the tool is again used to
rate patients’ perceived change in their performance
and change in satisfaction with performance.

Sometimes a physical therapist may think that a patient’s
desired outcome is unreasonable or not achievable. A
person with a complete transection of the cervical spinal
cord, for example, might say, “I want to walk again.”
Although walking is not currently achievable, the thera-
pist and patient could identify functional components
that are achievable, such as working on transfers and
other forms of mobility. For goals to be truly patient-
centered, they should be relevant to the patient’s desired
outcomes, not to what the therapist thinks is “best” for
the patient.6

To effectively prepare patients to participate in the
self-care, work, and leisure activities that are important
to them, it is important that therapists address the
environments in which the patients perform the activi-
ties.5,22,23,36 Therapists can elicit information about
essential activities (such as by asking about a patient’s
“typical day”) and environmental conditions during the
patient interview. By doing so, they can assure them-
selves that the goals are meaningful to patients in their
actual surroundings. Table 2 lists some other questions
that therapists can ask patients to better understand the
environments in which activities important to them
occur.

Writing Patient-Centered Functional Goals
After the therapist and the patient have decided on
general outcomes of physical therapy, measurable goals
leading to achievement of the outcomes should be
identified. Physical therapy goals need to be measurable
and functional and have a temporal component.3,4

O’Neill and Harris1 proposed writing goals that contain
the following elements:

Who
Will do what
Under what conditions
How well
By when

We will expand on these elements to assist therapists in
using them to write goals that are patient-centered and
functional.

Who
Functional goals focus on the individual receiving phys-
ical therapy care; therefore, “who” is always the patient.1
Although family members and significant others may be
involved in goal setting and with the patient’s care, goals
may involve them, but they are not the focus of the goal.
A parent of a child with a developmental disability, for
example, may need to help a child to transfer; however,
we contend that the goal should focus on the child
transferring with assistance from the parent, not on the
parent transferring the child. This applies to all patients
receiving therapy, even if they require assistance from
someone to complete the activity.

What
The “what” of the goal is the activity that the patient will
perform. Activities contained in goals relate to the
desired outcomes of therapy, and they should be observ-
able and repeatable and have a definite beginning and
end.1 “Type on a keyboard,” “retrieve files from over-
head cabinets,” and “use the telephone,” for example,
are all activities, addressed in separate goals, that might

Table 1.
Questions to Determine the Desired Outcome(s) of Patients or Their
Familiesa

1. If you were to focus your energies on one thing for yourself,
what would it be?

2. What activities do you need help to perform that you would
rather do yourself?

3. What are your concerns about returning to work, home,
school, or leisure activities?

4. How can I help you to be more independent?
5. Imagine it’s 6 months down the road. What would you like to

be different about your current situation? What would you like
to be the same?

a Adapted from Winton and Bailey.34

Table 2.
Interview Questions to Identify Environments in Which Activities
Important to the Patient Occura

1. Tell me about yourself.
2. Tell me about your home life. What activities do you do at

home? Describe your home environment.
3. Is there anyone who can help you with the activities that you

want to do?
4 Tell me about what you do at work. How do you get to work?

What activities do you have to do there? Describe your work
area.

5. What do you like to do in your spare time? Describe the
physical activities and the environments related to your
hobbies or recreation.

6. Describe a “typical day” for you.

a Adapted from Winton and Bailey.34
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make up a secretary’s desired general outcome of
“return to work.” Each goal focuses on an activity or
activities with similar functional requirements. A general
outcome of “clean the house,” for example, has many
components, such as doing laundry, sweeping floors, and
dusting. Because each activity has dissimilar functional
requirements, each activity would be a separate goal.

We have found that a useful rule of thumb when writing
goals is the “third word” approach. The third word of the
goal is the “what,” which is the activity the patient will
perform. “Leslie will bathe” is one example. We recom-
mend avoiding the phrase “will be able to,” such as “Mrs
Howard will be able to walk 10 feet to the bathroom.”
Because goal achievement usually means that the patient
performs the activity consistently, being able to do it, but
perhaps not doing it, is inadequate, in our view, for
measuring achievement of the goal. The distinction can
be particularly important with some children and others
who have motivational barriers to performing an activity.

Under What Conditions
The next component of a goal is the conditions under
which the patient’s achievement of the goal is mea-
sured.1 The conditions often address the aspects of a
goal that are unique to the patient. Conditions might
include such environmental variables as “across uneven
grassy surfaces” or “down 5 steps” or patient variables
such as “with touch-down weight bearing” or “using a
power wheelchair.” Conditions incorporate specific ele-
ments of a measure into the goal. This may include
measures of distance, time to perform an activity, or
other elements needed for performance of the activity.4
In our view, therapists should be careful to choose
relevant measures for goals. Including a specific gonio-
metric measurement such as “45 degrees of shoulder
external rotation” is not necessarily required to accom-
plish an activity such as combing one’s hair.

How Well
“How well” describes the amount of assistance required,
if any, from other people for the patient to perform the
activity, or details the number of successful attempts
required before considering the patient to have
achieved the goal. Terms such as “minimal assistance,”
“moderate assistance,” or “maximal assistance” lack stan-
dard definitions so do not adequately describe the
amount or type of assistance required.1 Descriptions
such as “with assistance at the trunk to maintain balance”
or “with verbal cues every 30 to 45 seconds” provide
details necessary to reliably measure goal achievement.
Although such descriptions may add a few more words to
the goal, we believe the use of descriptive terms makes it
possible for therapists to communicate more accurately
and to determine whether patients have achieved their
goals. “How well” also may relate to a specific number of

successful attempts of the activity out of a specific
number of trials. This element provides a set criterion
for consistency in performing the activity before consid-
ering a goal to have been achieved (eg, “dress within 7
minutes while standing next to a chair and using it to
preserve balance, if necessary”).

By When
“By when” is the target date for the patient to achieve the
goal. The therapist usually determines this time frame,
basing it on evidence such as knowledge of approximate
tissue healing times, available research, personal experi-
ence, and the past progress of the individual. The dates for
achievement of goals may change as therapy proceeds.

Examples of Goals for Three Types of Patients
Determining and writing goals is easier to do for some
patients than for others. In our experience, therapists
often find writing patient-centered functional goals dif-
ficult for patients with wounds and for patients with
severe disabilities who can do little for themselves.
Writing a series of goals for a patient across settings can
be a new concept. The following examples illustrate
some ways to develop goals for these types of patients.

Writing Goals for One Patient Across Settings
Patients may or may not achieve their overall desired
outcome in one physical therapy setting. They may, for
example, move from acute care, to subacute care, and
then possibly to extended care, all while working toward
the same desired outcome. The therapeutic goals, just
like the practice setting in which the patient is receiving
treatment, exist along a continuum. The patient’s cur-
rent level of function is the starting point of the contin-
uum, and the patient’s desired outcome is the end point.
We believe it is likely that patients will prioritize the
ability to care for themselves over the ability to work,
which will probably take precedence over the ability to
participate in a leisure activity.

The following examples of goals are for one person, Mr
Johnson, who has a stable fracture of the right femoral
neck, and whose desired outcome is “I want to go home
and take care of myself, and I want to garden.”

One potential acute care goal:

Mr Johnson will walk 4.6 m (15 ft) from his bed to the
bathroom with a standard walker, bearing weight as toler-
ated on his right leg, with standby assistance of one for
potential loss of balance by [date].

One potential goal for extended care or rehabilitation
settings:

Mr Johnson will dress in 10 minutes, using a stable chair to
sit on or for standing support as needed by [date].
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One potential goal for home health:

Mr Johnson will retrieve his mail, walking 61 m (200 ft) with
a straight cane down 5 steps on his front porch, crossing the
lawn to his mailbox, and going back to the house by [date].

One potential goal for the outpatient setting:

Mr Johnson will weed his flower beds, moving from kneel-
ing to standing as needed, for 30 minutes at a time by
[date].

Therapists usually write more than one goal, depending
on the number and complexity of the patient’s overall
desired outcomes. Ultimately, the “so what?” question is
a good way to test each goal: “So what difference does
performing this activity mean to the person?” For Mr
Johnson, caring for himself and gardening are impor-
tant and meaningful to him, so working toward these
activities should enhance his participation in the inter-
vention.18,30

Writing Goals for Patients With Wounds
Many of the goals that therapists write for patients with
wounds focus on the wound, not on the individual with
the wound. For instance, “decrease wound size by 50%”
and “prevent infection” are common pathophysiology-
oriented goals. Decreasing wound size and preventing
infection obviously are important; however, in our opin-
ion, they do not address the larger picture of the
individual and the functional limitations or disabilities
that the wound causes. The question “What activities that
you want to do is your wound keeping you from doing?”
probably will generate a number of activities that
patients are unable to do because of the wound. These
activities could include self-care, such as bathing or
showering, or work or leisure activities. They may be as
basic as “I can’t lie on my back and watch TV.”

Patient-centered goals for patients with wounds should
focus on activities that are important to the patient,
while considering the wound and methods to promote
wound healing. A possible goal that illustrates this point
is “Leslie will take a shower after applying a waterproof
covering over the wound by [date].” This goal not only
addresses a functional activity important to Leslie, but
also incorporates covering the wound to prevent infec-
tion. Additional goals may focus on other functional
activities important to the individual, such as enhancing
mobility, which may ultimately lead to preventing future
wounds. When treating patients with wounds, therapists
still need to measure and document wound size and
other aspects of impairments and pathophysiologies, but
we believe that goals should focus on the functional
limitations and disabilities caused by the wounds.

Writing Goals for People With Severe Disabilities
Physical therapists, family members, and other team
members sometimes have difficulty identifying func-
tional goals for people with severe disabilities. A teen-
ager with severe spastic quadriplegia and profound
mental retardation, for example, may seem to have little
potential for achieving functional skills. Sometimes ther-
apists and other team members resort to writing such
goals as “Tom will tolerate standing in a prone stander
for 30 minutes per day by [date]” because they cannot
think of anything active that the person will do. One
useful principle for writing active functional goals for
people with the most severe disabilities is the principle of
partial participation.37 Even though a person with a
severe disability may not be able to complete the activity,
doing part of the activity might be possible. Tom’s
mother, for example, may be having an increasingly
difficult time transferring Tom as he has grown and now
needs help to transfer him. She would like for him to
help more and to be able to transfer him by herself. The
physical therapist may think that Tom could learn to
bear more of his weight during a pivot transfer; if so, a
potential goal for Tom might be “Tom will move from
his wheelchair to his bed, supporting enough of his
weight during a standing pivot transfer so that his
mother can transfer him by herself by [date].” Achieve-
ment of this goal could improve the quality of Tom’s life,
because he will have more options if he can transfer with
the assistance of only one person. The goal also is
important to his mother, even though she still needs to
assist Tom.

Implications of This Approach and Conclusion
Physical therapists who incorporate a patient-centered
approach to writing functional goals may see a change in
how they interact with their patients and the decisions
they make regarding patient care. Therapists may spend
more time getting to know their patients and the self-
care, work, or leisure activities that are important to
them. As they work to achieve the established goals, they
may develop intervention strategies that emphasize func-
tional limitations and disabilities,16,18,38 which will better
prepare patients to return to meaningful activities and
related environments.5,15

By adopting a patient-centered and functional approach
to goal writing, and applying it to all patients, therapists
will be consistent with current trends in health care,
accreditation, and rehabilitation theories. We also
believe this approach to writing patient-centered func-
tional goals will make therapy more effective and mean-
ingful for patients, and perhaps for the therapist as well.
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